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Abstract

Background: This study was conducted to assess midwives’ awareness and practice
regarding alternative birth positioning during labor in hospitals located in the Southern
West Bank. The study was carried out during the academic year 2024—2025 and targeted
practicing midwives working in governmental and private hospitals in the southern region.
The research addressed a significant gap in the application of alternative maternal positions
during labor, despite the growing global evidence supporting their benefits for maternal
comfort, labor progress, and neonatal outcomes.

Purpose: The purpose of this study was to evaluate the level of awareness among
midwives, examine their actual practices, and identify the clinical, demographic, and
contextual factors that influence the use of birth positions during labor.

Methods: A quantitative cross-sectional study design was adopted to ensure objective
measurement of awareness and practice levels. Data were collected using a structured
questionnaire originally developed by Garbel and Lyra (2021), for which official
permission to use the tool was obtained. Data were analyzed using descriptive and
inferential statistics to explore associations between awareness, practice, and relevant
influencing factors.

Results: The findings indicated that over half of the participants (53.3%) were not
sufficiently aware of alternative birthing positions, while 46.7% displayed satisfactory
knowledge. The study identified that factors related to women, partner involvement, access
to technology, and hospital policies significantly hindered the use of alternative positions
during labor. Furthermore, the levels of awareness and practice were linked to
demographic characteristics, including years of experience and educational attainment.

Conclusion: these findings underscore the need for continuous professional development
programs and practical training to enhance midwives’ knowledge and competence in
applying evidence-based birthing positions. Strengthening awareness and addressing the
influencing factors can contribute to improved maternal satisfaction, safer labor processes,
and better neonatal outcomes. The study emphasizes the importance of integrating updated
labor positioning practices into hospital protocols and midwifery education to ensure high-
quality maternal care.



Keywords: Midwives, Awareness, Birthing Positions, Labor, Associated Factors, Maternal
Care, West Bank.
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Chapter One

Introduction

1.1 Background:

In recent years, a growing global interest in maternal health has been driven by increased
awareness of its critical role in improving overall health outcomes for children, families, and
communities. Today, maternal health is recognized as the cornerstone of sustainable
development (Firoz et al., 2013). To achieve the healthiest outcomes for both mother and
child, pregnant women should prioritize prenatal care, access skilled birth attendants, and
receive postnatal support. These measures help them handle the challenges of pregnancy,
ensure safe childbirth, and significantly reduce the risk of complications for the mother and
the baby (Huang et al., 2019).

Despite the uniqueness of every pregnancy and childbirth, most women view these
experiences as natural physiological processes and joyful life events. Therefore, emphasis
was given to the qualification and competency of obstetricians and midwives in supporting
the normal physiology of childbirth (Butler et al., 2018). The World Health Organization
(WHO) has prioritized expanding the efforts of all birth attendants, including midwives, to
ensure that all women have access to respectful and high-quality maternity care (WHO,
2018). Furthermore, the International Confederation of Midwives (ICM) emphasizes
maternal health promotion in its scope of practice, highlighting the importance of normal
childbirth as a fundamental aspect of maintaining maternal health. Among the key factors in
achieving this is supporting women in adopting birthing positions they find most
comfortable, for enhancing the birthing process and their well-being (Satone & Tayade,
2023).

Birthing positions refer to the various postures a pregnant woman can assume during
delivery, which are mainly divided into two types; the vertical positions include ( sitting,
squatting, kneeling, and standing), and the horizontal positions include ( supine, lithotomy,
and lateral) positions (Desseauve et al., 2017).



Despite the common use of horizontal positions, it was reported that vertical positions were
more effective in shortening the duration of the second stage of labor than the horizontal
position (Hemmerich et al., 2019). The vertical position will help in the descent process of
the fetus, aided by gravity, and increase the pelvic dimensions, as well as reducing the chance
of labor dystocia (Desseauve et al., 2017). Despite the common use of horizontal positions,
it was reported that vertical positions were more effective in shortening the duration of the
second stage of labor than the horizontal position (Hemmerich et al., 2019). The vertical
position will help in the descent process of the fetus, aided by gravity, and increase the pelvic
dimensions, as well as reducing the chance of labor dystocia (Desseauve et al., 2017).

The WHO recommends that women at low risk adopt upright positions during labor and
increase their mobility to enhance comfort and promote labor progress (WHO, 2018). It
was emphasized that no birthing position should be mandated or prohibited, as allowing
women to select a comfortable position can facilitate the birth process (Huang et al., 2019).
This choice can improve perineal outcomes (Diorgu et al., 2016), reduce the rate of assisted
deliveries, optimize fetal heart rate (FHR) patterns, and shorten the duration of the second
stage of labor (Deliktas & Kukulu, 2018). However, in Palestine, midwives still routinely
use the lithotomy position for all women during childbirth (Wick, 2004).

Many factors can influence the routine use of birthing positions, potentially limiting
women's choices among alternative options. Midwives frequently assert their confidence in
employing the lithotomy position, as they perceive it to be more manageable (Musie et al.,
2019). Various demographic, clinical, and contextual elements can contribute to the
preference for specific birthing positions in midwifery practices. These factors encompass
personal characteristics such as years of experience, education, and professional training, as
well as workplace-related aspects like institutional guidelines and the availability of
resources to support different birth positions. Research also shows that midwives' views on
certain birth positions are often influenced by cultural beliefs, clinical guidelines, and the
training they get over the course of their careers (Musie et al., 2019).

In addition, obstetric indications related to mother condition may arise and make a change
of position necessary or impossible, also midwives emphasize a wide array of obstetric
indications, some of which are supported by research evidence (De Jonge et al., 2008). Given
the essential role of midwives in enhancing alternative birth positioning, it is crucial to
evaluate midwives' awareness and the factors influencing birth positioning during labor .

This study seeks to identify areas for improvement, raise awareness about the benefits of
diverse birthing positions, and ultimately enhance the quality of care provided to women
during childbirth. Understanding midwives' knowledge and the barriers they face will help
promote evidence-based practices that support maternal health and improve labor outcomes.



1.2 Problem Statement:

In general, most midwives believe that the supine position benefits both the fetus and the
mother by helping her feel relaxed and allowing her to push the baby out more easily, as it
conserves her strength (Mselle & Eustace, 2020). In Palestine, however, it has been reported
that most women give birth in the lithotomy position (Wick, 2004), which goes against WHO
recommendations (WHO, 2018).

Alternative birth positions are crucial for enhancing maternal and neonatal health. These
positions can shorten the stages of labor, reduce the risk of bleeding and perineal injury after
birth, and provide mothers with greater comfort and independence. By allowing women
more control over the birthing process, these positions can lead to a more positive and
efficient experience (Musie et al., 2019).

Embedded practices such as, birthing in lithotomy position and routine episiotomies are
commonly used in Palestine as (96%) women were reported to give birth in lithotomy
position, either with or without stirrups. In ten hospitals (40%) the women were reported to
give birth in the lithotomy position with their legs in the stirrups. Only one hospital reported
that the semi-recumbent position was the usual position for delivery. Six hospitals reported
that sometimes the semi-recumbent position is used (Wick, 2004).

Each mother is a unique case that requires special care and a birthing plan tailored to her
individual situation; therefore, midwives should treat each case individually and choose the
position that best suits her. However, there seems to be a disconnect between theory and
practice. Rather than using alternative birth positions during labor, midwives often resort to
the lithotomy position as the standard for birthing, regardless of women's specific needs.
Additionally, there is a lack of studies in Palestine focusing on the use of alternative birth
positions among midwives. In this context, we have yet to assess midwives' awareness and
the factors influencing their choices, despite the critical role that positioning plays during
labor.

The main question of this study is: what is the level of midwives' awareness, and what factors
are associated with the use of various birth positions during labor?

1.3 Significance of the Study

This study aims to contribute to the growing body of research on alternative birth positions
by addressing a significant research gap in hospitals in the Southern West Bank. Specifically,
it seeks to assess midwives' awareness and the factors associated with alternative birth
positioning, thereby enhancing their understanding and application of this technique. The
results could influence healthcare policies and practices, empowering midwives to make

3



informed decisions. Additionally, by establishing a database on this topic, this research is
expected to enrich the global knowledge base on alternative birth positions and inform future
studies.

Assessing midwives’ knowledge regarding birthing positions is essential for determining
their ability to guide women through evidence-based practices. Upright and alternative
positions can alleviate labor pain, enhance maternal comfort, facilitate fetal descent, and
reduce the need for medical interventions. Therefore, understanding midwives’ knowledge
in this area is crucial for improving both maternal and neonatal outcomes.
Promoting childbirth preferences, including the selection of birthing positions, is a
fundamental aspect of women's rights during childbirth. International guidelines, such as
those from the World Health Organization, emphasize that every woman deserves dignity,
autonomy, informed choice, and respectful maternity care. This includes the right to choose
any safe and comfortable position during labor and delivery, except in cases where a medical
condition requires otherwise (WHO,2018).

1.4 Justification of the study

Midwives continually strive at every moment to provide the best possible care to achieve the
best results for the health of the mother and her child, and the impact of a study like this
would affect the performance of each midwife, as the link between birth positions and some
childbirth outcomes, underlining their role in: promoting the physiological progression of
labor, facilitating the correct fetal positioning, promoting fetal well-being, making pain more
bearable and increasing maternal satisfaction, reducing perineal trauma, influencing blood
loss, reducing the use of operative vaginal birth, supporting partner involvement, and
strengthening the empathic relationship between the couple and the midwife (Garbelli &
Lira, 2021)This indicates the importance of this study in providing percentages and results
that may lead to positive change, even that the studies focused on the alternative birth
positioning during childbirth are scarce. And despite the importance of childbirth in
Palestinian society, Midwives' awareness and associated factors regarding alternative birth
positioning never been assessed.

1.5 The Overall Aim of the Research

The main aim of this study is to assess the midwives’ awareness and associated factors
regarding the utilization of alternative birth positioning during labor in Southern
Region/West-bank



1.6 Research Objectives

The purpose of this study was to:

1. To assess the level of the midwife’s awareness regarding alternative birth positions
during labor in Southern region of West Bank.

2. To assess the factors associated with the application of alternative birthing
positions among midwives.

3. To assess the degree of association of specific factors (woman-related, partner
involvement, and technology/monitoring) on the use of different birthing positions
during childbirth.

4. To assess the differences between demographic variables of midwives in terms of
their awareness of alternative birthing positions.

1.7 Research Questions

The main research question: What is the level of midwives' awareness and the associated
factors affecting the utilization of alternative birth positioning during labor in hospitals in
the Southern region of the West Bank?

Sub-Question:

1. What is the level of awareness of midwives regarding alternative birth positions
during labor in the Southern region of the West Bank?

2. What factors are associated with the application of alternative birth positions
among midwives?

3. What is the degree of association between specific factors (woman-related, partner
involvement, and technology/monitoring) and the use of different birthing positions
during childbirth?

4. Are there significant differences between the demographic variables of midwives in
terms of their awareness of alternative birth positions?

1.8 Context of study:

1.8.1 State of Palestine:

The State of Palestine is one of the countries of the Levant and lies on the eastern shore of
the Mediterranean Sea. Located in Asia, it is bordered to the north by Syria and Lebanon, to
the east by Jordan, to the west by the Mediterranean Sea and the Sinai Desert, and to the
south by the Red Sea. It boasts an Islamic heritage, with Jerusalem as its capital. Throughout
history, Palestine has endured significant hardships. Following the end of Ottoman rule, it
was subjected to the British Mandate, which eventually led to the current situation: the Israeli



occupation that began in 1948 and expanded in 1967 to include the West Bank and Gaza
Strip.

It's approximately 27,000 square kilometers in total. The West Bank and Gaza Strip are home
to approximately 5,483,450 individuals and cover approximately 6,020 square kilometers,
resulting in a population density of 847 persons per square kilometer. The Palestinian
National Authority governed the West Bank through 11 governorates: Jenin, Tubas, Tulkarm,
Nablus, Qalqilya, Salfit, Ramallah and Al-Bireh, Jericho, Jerusalem, Bethlehem, and Hebron
(PCBS, 2023).

1.8.2 Health Care System in Palestine

The Palestinian health system consists of four main sectors: the government health sector
(the Palestinian Ministry of Health (MOH) and Military Medical Services), the United
Nations relief and works agency, non-governmental organizations (NGO), and the private
sector. These different sectors are involved in providing health care services to citizens in all
levels: primary health care, secondary and tertiary health care. The Palestinian MOH pays
special and great attention in maintaining the continuity of the Palestinian health system and
providing comprehensive health services of high quality to all citizens. For the total number
of reported live births in 2023 in the West Bank was 82,510 live births (MOH, 2023).

1.9 Definition of terms

1. Midwives:

A midwife is a person who has successfully completed a midwifery education program that
is based on the ICM essential competencies for basic midwifery practice and the
framework of the ICM global standards for midwifery education and is recognized in the
country where it is located; who has acquired the requisite qualifications to be registered
and/or legally licensed to practice midwifery and use the title ‘midwife’; and who
demonstrates competency in the practice of midwifery” (Butler et al., 2018).

2. Awareness:

It can be understood as the information and data that have been learned and assumed within
a cognitive system, forming part of an individual’s intellectual legacy, and can include
structured and organized information, experimental familiarity, and a comprehensive
understanding of a subject, both in theory and practice (Bolisani et al., 2018)



3. Associated Factor:

Characteristics or conditions that exhibit a measurable association with specific health
behaviors or outcomes, often serving as a basis for interventions (Jacobsen, 2020).

4. Birth Positioning

A key non-invasive strategy to improve labor outcomes, enhance maternal comfort, and
support the natural progression of childbirth, particularly through the use of upright and
mobile positions that promote optimal fetal positioning and reduce labor interventions
(Kemp et al., 2021).

5. Labor

a natural physiological process encompassing a series of rhythmic and coordinated
contractions, leading to cervical effacement and dilation, descent of the fetus, and eventual
delivery of the baby and placenta (WHO, 2018).

6. Southern West Bank

The Southern West Bank refers to the southern region of the West Bank, primarily
encompassing the governorates of Bethlehem and Hebron. (Central Intelligence Agency,
2022)

Southern West Bank hospitals

In the context of this research, Southern West Bank Hospitals refers to the healthcare
institutions located in the southern region of the West Bank that provide childbirth and
maternity care services, these hospitals play a crucial role in providing healthcare for
pregnant and postpartum women in this region.



Chapter Two

Literature review

2.1 Literature review

2.1.1 Introduction:

This chapter summarizes the literature by reviewing articles and studies related to midwives'
awareness and the factors influencing alternative birth positioning during labor in the
southern West Bank. An electronic literature search was performed to identify relevant
resources on this topic, utilizing multiple databases such as PubMed Central (PMC),
EBSCO, and Google Scholar.

To our knowledge, there is presently no literature specifically examining midwives'
awareness of and factors influencing alternative birth positioning during labor in the
southern West Bank. However, we examined several studies conducted in regions beyond
our geographical scope.

Peer-reviewed journals published the studies included in this review, some of which
employed quantitative methods. They took place in Italy, Nigeria, and India, and the number
of people who took part ranged from 52 to 115. Additionally, we reviewed five qualitative
articles with sample sizes between 17 and 41, conducted in South Africa, Tanzania, China,
the Netherlands, and the United States. All studies took place in hospital settings, except for
Garbelli and Lira (2021), which was conducted in a birth center in Italy.

Main Point of this literature review well presented in these sections.

2.1.2 Alternative Birth Positions:

Historically, a variety of birth positions have been used in cultures (Gupta et al., 2017).
Alternative birth positioning defined as various physical postures a pregnant mother may
assume at the time of delivery (Yadav et al., 2021). Which may include horizontal positions;
dorsal supine position, side-lying position, lateral (Sims) position, lithotomy position, or
vertical positions; squatting position, reclining birth position, birthing stool position, birthing



bar position and kneeling position (Satone & Tayade, 2023). These vertical positions are
recommended by word health organization at low-risk women (WHO, 2018).

77.2% of total registered pregnant women considered low risk cases in Palestine (Palestinian
MOH, 2023), since there were no statistics on the number of live births for the same year
due to the difficult political circumstances in the region, referring to the statistics of the
previous year, it was139,960 reported as live birth in Palestine (Palestinian MOH, 2022).
Nearly 108049 of the deliveries per year considered low risk and various birth positions can
be used through it.

Upon the 18th-century first work has begun on birthing positions obstetrician describe
Frangois Mauriceau position as the most widely used in maternity units, this position, still
called the semi recumbent or the French birthing position was developed into the recumbent
or lithotomy position (Ducloy-Bouthors et al., 2006). However, with the advent of modern
obstetrics, supine positions and lithotomy have become more common, mostly for the
convenience of health care providers rather than the benefit of the mother (Gupta et al.,
2017).

The most common birthing positions as (figure 2.1).

1. Lithotomy position: lying on the back with knees bent and positioned above the hips
and spread apart with the stirrups (Satone & Tayade, 2023).

2. Dorsal supine position: lying flat on the back with head and shoulders slightly
elevated. (Satone & Tayade, 2023).

3. SIMs position: lying on the left side with the right hip and knee bent and the left hip
and lower extremities straight (Satone & Tayade, 2023).

4. Squatting position: knees and hips bent with the weight of the body on the foot
(Satone & Tayade, 2023).

5. kneeling position: the woman kneels, leans forward, and balances herself on her fist
or the palms of her hands (Satone & Tayade, 2023).

6. Side-lying position: lying on the side either with legs lifted or supported (Satone &
Tayade, 2023).

7. Birthing stool position: sitting up straight on a chair or stool or at an angle of 45
degree (Satone & Tayade, 2023).

8. Birthing bar position: squatting bars that arch over the bed near the foot for support
(Satone & Tayade, 2023).

2.1.3 The importance and efficacy of various positioning practices during
labor.

Birth positions and mobility play an important role in birth process as they relate to some

factors such as the pelvis type, the fetal position and attitude, uterine contractions, the gravity

force, and woman’s preferences and emotional feelings (Simkin et al., 2017).



The role of alternative birth positioning in the duration of the second stage of labor:
research has indicated that compared to a supine position, the duration of the second
stage of labor is shorter in an upright position (squatting, sitting, on a birth stool, in a
chair, or kneeling) (Hemmerich et al., 2019).

The influence of alternative birth positioning on fetal descent and pelvic dimensions:
in an upright position the descent of the fetus is aided by gravity, and the dimensions
of the pelvic outlet are also increased in an upright position reducing the chance of
labor dystocia (Hemmerich et al., 2019).

This was consistent with the results of another study conducted by Garbelli & Lira in
2021 aimed to investigate the knowledge and skills regarding birth positions in labor
among midwives and to consider the need of training mentioned that the role of
squatting position of taking advantage of the gravity force, enlarging the diameters of
the pelvic outlet(Garbelli & Lira, 2021).

Role in pain management: upright position relieving lower back pain, would reduce
the feeling of a premature urge to push before full dilatation (Garbelli & Lira, 2021).
However, the lateral position has been found to be effective in relieving maternal
exhaustion due to prolonged labor (Mselle & Eustace, 2020).

Influence in perineal trauma: upright position could prevent perineal trauma (Garbelli
& Lira, 2021). furthermore, the lateral position has been found also to increases the
rate of perineal intactness (Mselle & Eustace, 2020).

Effect on malposition and asynclitism: asymmetrical positions assist in facilitating
internal rotation, and the correction of malposition or asynclitism (Garbelli & Lira,
2021). But what we cannot overlook the side-lying position, followed by the semi
prone, on the same side as the fetal back, as a possible position for the correction of
occiput-posterior fetal malposition (Garbelli & Lira, 2021).

Another qualitative descriptive study performed by Mselle & Eustace in 2020 aimed
to explore the perceptions and experiences of mothers and nurse-midwives regarding
the use of position during labour and delivery, supports these interesting finding, the
lateral and the upright positions have been effective in correcting mal-positioning of
the fetus. (Mselle & Eustace, 2020).

2.1.4 Midwives' awareness regarding proper positioning techniques
during labor.

A survey investigates the knowledge and skills regarding birth positions in labor among
midwives and to consider the need of training, found that two-thirds of the sample reported
that a Bachelor’s degree and post-graduate education did not provide a sufficient level of
knowledge and skills on the use of birth positions in labor. Although totality of the midwives
showing good knowledge of the importance of birth positions, deemed appropriate to deepen
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the topic with a specific training, 73% of the sample having a good or excellent knowledge
of the topic; 73.1% presumed to have good or excellent skills of the topic; 76.5% affirmed
that they use birth positions in labor in a good or excellent way (Garbelli & Lira, 2021).

While another study done by Yadav and his college in 2021 aims at assessing the knowledge
regarding alternative birth positions among nursing officers claims that approximately 77%
of study participants knew about alternate birth positions a woman can assume for childbirth.
The most known birth position apart from lithotomy was squatting (26/52) followed by
sitting (19/52). The least known birth position among nursing officer was standing (7/52)
(Yadav et al., 2021).

In the other hand an exploratory study, in Nigeria in 2016, aimed to identify prevalence rates
of different birthing position and episiotomy and to explore the differences in perspectives
of mothers and midwives about birthing positions and perineal trauma found that 41% only
agreed that the lithotomy position was not helpful during labour and, they clearly
demonstrates that more midwives appear to have a preference for the lithotomy position,
more over different positions were rarely used and the lithotomy position was routinely
adopted. Acceptance of the lithotomy position was evident from both the mothers and
midwives alike (Diorgu et al., 2016).

Garbelli and Lira added that the sample of midwives identified the following as the main
objectives pursued with the proposal of positions and mobility: facilitating fetal progression
through the birth canal, promoting fetal positioning, containing maternal pain, reducing the
risk of abnormal FHR and improve fetal oxygenation, strengthen the empathic relationship

between the couple and the midwife and can make uterine contractions more regular and
effective (Garbelli & Lira, 2021).

A qualitative study conducted to investigate 20 midwives working in labour ward in South
Africa by survey composed of two parts: Midwives’ perceptions of alternative birth positions
and barriers to utilization of alternative birthing positions found that Midwives’ perceptions
of alternative birth positions refer to midwives’ personal convenience, comfortability and
women’s choice of birth position. In general, most midwives prefer to use the lithotomy
position because they believe it is easy to manage and is what they are confident using
(Musie et al., 2019).

This was in line with a cross-sectional observational study conducted in India showed that
the majority of the nurses (92.3%) were aware of the lithotomy (lying on the back) position
and 40 (76.9%) were aware of positions other than lithotomy, that a pregnant woman can
assume for childbirth. Doctors were the most common source of information about alternate
positions; the media (print and electronic) being the second. Twenty-six nurses responded
that they had received enquiries from patients regarding alternate birth positions during their
routine antenatal check-up. Almost all the participants (96.1%) were enthusiastic about
gaining detailed information regarding alternate birthing positions (Yadav et al., 2021).
However, midwives emphasized that women should be prepared for the fact that the process
of birth is largely unpredictable (De Jonge et al., 2008).

11



Six focus groups with four to six midwives in each group and a total of 31 female participants
in most groups, investigated to explore the views of midwives on women’s positions during
the second stage of labour. conducted in 2008 provided a basic knowledge about the topic
which we cannot overcome it despite the time, mentioned that they preferred to perform an
episiotomy or vaginal examination in supine position and, as a result, women often
proceeded to have a supine birth. In five of the groups, some of the midwives said that they
let women lie on their backs for the actual birth, even if they had been pushing in other
positions, to have a better view of the perineum or because conducting the delivery in that
position was easier (De Jonge et al., 2008).

Both mother and midwife believed that other birthing positions, such as lateral and squatting
positions, were not suitable for the birthing woman. Therefore, few postnatal mothers
changed birthing positions to ease the pain that they felt while in the supine position.
Midwives thought that alternative positions were not good despite evidence that points to
increased benefits associated with these positions compared to the supine position (Mselle
& Eustace, 2020).

2.1.4 Factors Associated with the wutilization of alternative birth
positioning:

1. Shared decision:

The WHO recommends that woman should be given an opportunity to make a choice on the
type of position to use during labour (Yadav et al., 2021). Although, a qualitative study
explores how maternity care providers communicate with women during the second stage of
labor regarding birthing position mentioned that women’s involvement in shared decision-
making during birth is a complex phenomenon. Shared decision making in other aspects of
health care requires time, space for conversation, and opportunity to gain insights into the
preferences and desires that an individual may have for her health care outcomes. In the
context of the second stage of labor, the process of sharing information, communicating
clinical findings, and reaching a decision may be more challenging for women than is usually
described in the literature on shared decision making (Nieuwenhuijze et al., 2014).

Also, it funds that when maternity care provider communication with women is a dynamic
process, it enables women’s involvement in shared decisions regarding the use of birthing
positions. Maternity care providers in this investigation moved between an open, informative
approach to a more closed, directive approach, depending on the needs of the woman and
clinical assessments. Limited information was given to the woman and her partner about
birthing positions overall; and in a number of cases, birthing positions were only discussed
when the duration of the second stage of labor was longer or progress was limited. In this
study, women who appeared to be more aware of possible birthing positions, and who
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expressed their wishes for certain positions, were able to use their preferences
(Nieuwenhuijze et al., 2014).

Thachuk’s models of informed consent and informed choice (defined as actively giving
women a choice in birthing positions, but taking control if obstetrically indicated or if
women can or will not make choices themselves) were useful in distinguishing two different
approaches of midwives to women’s positions during labour. Giving women an informed
choice in birthing positions can be a good alternative either to letting women choose or
encouraging them to use upright positions. Informed choice was. To achieve informed choice
about birthing positions for all women, midwives’ working conditions need serious
consideration equipment could be more midwife-friendly (De Jonge et al., 2008).

However, a lack of choice also appeared to be a dominant factor affecting birth positions in
labor. Midwives and not mothers chose the birth position. Despite the prevalence of
lithotomy position reported in this study, many mothers reported this position to be not
helpful. This is in contrast to the midwives’ views that they were focusing on how helpful
lithotomy position was to assist them rather than from the woman’s perspective (Diorgu et
al., 2016). This is in line with what was reported in another study as we discussed previously
in this chapter, the shared decision-making and more active involvement of consumers in
their health care could increase consumers’ perceptions of control, which in turn could
improve health outcomes (Musie et al., 2019).

2. Mothers' Preferences

Consistent with other study, the nurse-midwives reported that mothers who had delivered
several times or had had previous deliveries in the village challenged them by insisting on
assuming birthing positions other than supine. This attitude of the mothers was perceived
negatively by nurse-midwives, who termed it ‘uncooperative’ as the mothers’ wishes
contradicted the views of the nurse-midwives. The nurse-midwives responded by
encouraging them to assume the supine position instead (Mselle & Eustace, 2020).

3.  Midwives' Preferences

This preference for the supine position explained by Zang and his college in a study
conducted at 2021 as it may be due to a lack of knowledge about its advantages and
disadvantages among midwives during their professional training and this was evident in a
qualitative study, revealed divergent and ambiguous views among midwives. Their
knowledge was primarily based on clinical experience rather than evidence-based practice.
Three main themes emerged:

1. Safety and availability: midwives had divergent and ambiguous perceptions
regarding the indications and contraindications of upright positions.
2. Unclear method of implementation: midwives found it challenging to implement

upright positions due to inconsistent evidence. Views on the time limit for
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maintaining upright positions varied significantly. Some midwives believed the
duration should be based on the woman's feelings rather than a specific time period

3. Lack of knowledge of potential risks and precautions: midwives lacked knowledge
about the potential risks of upright positions. Many believed it increased the risk of
perineal trauma, although no severe trauma was observed in practice. Developing an
evidence-based protocol is imperative for successful implementation (Zang et al.,
2021).

For the promotion of birth positions in labor, the context influences considerably the
possibility of suggesting the positions to the woman in labor, relationship with other
healthcare providers, women feature (such as culture, physical conditions, personality,
behavior etc.), FHR auscultation appeared, the detection of uterine contractions and
amniotomy affects the proposal of positions it seemed to be a limiting factor in the use of
positions (Garbelli & Lira, 2021).

There were various reasons cited by the midwives for preferring or deferring a particular
birth position. Ease and convenience in conducting the delivery was the foremost reason
chosen in advocating a birth position. Whereas overcrowding in the labour room, ignorance
about alternate positions and difficulty in converting to instrumental delivery were cited as
reasons of not recommending these positions (Yadav et al., 2021).

4. SKkills, Resources, and Communication Challenges

Other barriers to utilize alternative birthing positions are lack of necessary skills and training,
lack of facilities and equipment and communication difficulties between midwives and
women, the shortage of necessary equipment leads to the following implications such as staff
members being overworked, risk of infections for the midwives, inadequate monitoring and
delays in treatment, resulting in avoidance to use alternative birth positions. Another
highlighted barrier that coexists is the language barrier, this barrier was emphasized as a
communication difficulty resulting from the parties speaking different languages (Musie et
al., 2019).

5. Obstetric indications:

Furthermore, the strength of labour may be so overwhelming that they are not able to decide
which position is most appropriate. In addition, obstetric indications may arise that make a
change of position necessary, also midwives emphasize a wide array of obstetric indications,
some of which are supported by research evidence (De Jonge et al., 2008).

In addition to the fact that many nursing officers lack the necessary skills for conducting
delivery in alternate birth positions (Yadav et al., 2021). This was in line with what
mentioned in another study, most of the midwives expressed that they have no skill to
conduct birth in an alternative birth position (Musie et al., 2019).
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2. Dorsal supine position:

oA

3. SIMs position 4. Squatting position

5. Ikneeling position

7. Birthing stool position 8. Birthing bar position

Figure (2.1) Types of alternative birth positioning
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2.2 Conceptual Frame work:

The conceptual framework addresses the major concepts and variables of this study,
including midwives' awareness and associated factors toward the utilization of birthing
position.

2.2.1 Independent variables:

Conceptual definition of demographic characteristics: These characteristics refer to the
personal and professional demographic factors that influence people's lives and experiences.
These characteristics include factors such as age, age, educational level, post basic university
practice, post basic clinical practice, years of experience in this hospital, and previous
experiences. The statistical characteristics of human populations (such as age or income)
used especially to identify market (Shoven, 2023).

Operational definition of demographic characteristics refers to the measurable personal
and professional attributes of midwives, including their age, educational level, engagement
in post-basic university training, participation in post-basic clinical practice, years of
experience working in their current hospital, and any prior professional experiences. These
variables was collected through a structured questionnaire to assess their influence on
midwives' awareness and practices regarding maternal alternative birth positioning.

Conceptual definition of associated factor: associated factors are variables that show a
significant relationship with an outcome in epidemiologic studies, often guiding hypotheses
about causation or intervention planning (Aschengrau & Seage, 2013).

Operational definition of associated factor: this study identified the women related
factor influencing alternative birth positioning: which can identify as a specific maternal
medical conditions, preferences, or clinical needs that impact the choice of alternative birth
positioning.

Partner Involvement: the presence and active participation of the woman’s husband or
companion during labor and delivery. Partner support may encourage or discourage the use
of specific maternal positions.

Technology and Advanced Monitoring Tools: the availability and use of technological
equipment such as continuous fetal monitoring devices, electronic cardiotocography (CTG),
and intravenous infusions that may restrict maternal mobility or limit the ability to adopt
alternative birthing positions during labor.

Hospital policies: institutional protocols, guidelines, or constraints that influence the
practice of alternative birth positioning during labor.
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2.2.2dependent variables:

Conceptual definition of awareness: It can be understood as the information and data that
have been learned and assumed within a cognitive system, forming part of an individual’s
intellectual legacy, and can include structured and organized information, experimental
familiarity, and a comprehensive understanding of a subject, both in theory and practice
(Bolisani et al., 2018).

Operational definition of awareness: In this study, awareness refers to the midwives'
understanding and application of knowledge related to alternative birth positioning. In two
primary domains:

Knowledge: the extent to which midwives understand the theoretical aspects of different
birthing positions, including the benefits and necessity of implementing them during labor.

Practice: evidence-based actions and professional behaviors that midwives adopt to
facilitate the progress of labor, optimize maternal and fetal outcomes, and promote vaginal
birth. This includes assessing, recommending, and assisting with maternal movements and
positions that relieve discomfort, improve oxygenation, and promote effective labor
management.

Awareness was measured through a structured questionnaire targeting these domains.

Conceptual definition of alternative birth positioning utilization A key non-invasive
strategy to improve labor outcomes, enhance maternal comfort, and support the natural
progression of childbirth, particularly through the use of upright and mobile positions that
promote optimal fetal positioning and reduce labor interventions (Kemp et al., 2021).

Operational definition of positioning UTILIZATION: Alternative birth positions" in this
study refer to any non-traditional position adopted by the mother during the labor in hospitals
in the Southern West Bank, chosen based on the mother's preferences, the midwife's
assessment, and available health conditions, or as per hospital protocols, with the aim of
improving the birthing experience, reducing pain, was measured through a structured
questionnaire targeting these domains.
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Chapter Three
Methodology

3.1 Introduction

This chapter outlines the methodology, research design, research instruments, data collection
methods, population and sampling, and content analysis pertinent to the study. Additionally,
it addresses the validity and reliability of the research. Lastly, the chapter presents the ethical
considerations associated with the study.

3.2 Research design

The research design was a descriptive, quantitative, and cross-sectional study.
Quantitative data were collected through a questionnaire, and a descriptive method was
utilized to assess midwives' awareness and the factors associated with positioning during
labor in the delivery room in the southern West Bank. This study was cross-sectional, as data
were gathered from participants at a single point, between May 1, 2025, and August 15,
2025.

3.3 Research instrument (Questionnaire)

This study used a previously developed self-administered questionnaire (Garbelli & Lira,
2021) to assess midwives' awareness and associated factors regarding positioning during
labor. The original questionnaire was obtained after contacting the author via email, and the
tool was shared upon approval. To ensure its suitability for the study objectives, the
questionnaire undergoes a peer review process by experts in the field to evaluate its
relevance, clarity, and comprehensiveness. Necessary modifications were made to align the
tool with the specific characteristics of the target community and the environment where the
study was conducted. Additionally, the questionnaire was translated into Arabic to ensure
clarity and ease of understanding for the participating midwives.

Questionnaire Structure:

Part one: demographic information
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To gather essential personal and professional information about the midwives, the
questionnaire included seven questions. These questions cover age, educational background,
hospital affiliation, post-basic university training, post-basic clinical practice, years of
experience at the hospital, and prior experiences. Initially, this section contained twelve
questions but was revised to better align with the study's objectives and ensure contextual
relevance.

Part two: midwives' awareness of birth positions

The assessment evaluates midwives' knowledge, skills, and practices concerning maternal
positions during labor. It consists of two domains: the first includes 9 multiple-choice
questions designed to assess midwives' knowledge, while the second contains 10 Likert-
scale items (rated 1-5) that measure the performance of childbirth-related procedures in
relation to using birth positions and allowing free movements.

Part three: factors influencing the use of birth positions

It examines the contextual and institutional factors that influence the proposal and use of
maternal positions. It includes Likert-scale questions that assess how various elements, such
as hospital policies, fetal monitoring, and the availability of ultrasound, impact midwives’
practice. Additionally, it explores whether external factors affect midwives' ability to utilize
these positions.

3.4 Validity and reliability

This questionnaire was originally utilized by Garbelli & Lira in 2021, with established
reliability and validity. Following our modifications to enhance clarity, relevance, and
comprehensiveness, the questionnaire underwent internal consistency testing, including
Cronbach's alpha, to ensure that the items consistently measure the same concept.

The reliability analysis using Cronbach’s Alpha revealed acceptable to high levels of internal
consistency for the study instrument. For the demographic data section (6 items), the
Cronbach’s Alpha value was 0.731, indicating an acceptable level of reliability. The section
addressing midwives’ awareness of birth positions (29 items) yielded a Cronbach’s Alpha of
0.706, which also reflects an acceptable degree of reliability. In contrast, the section on
factors influencing the use of birth positions (6 items) showed a very high Cronbach’s Alpha
value of 0.946, demonstrating excellent internal consistency. Overall, these findings confirm
that the instrument employed in this study is reliable and suitable for measuring the intended
variables. To further bolster data reliability, standardized administration procedures were
implemented across all hospitals.

3.5 Data collection method
Data were collected over the period from May 1, 2025, to August 15, 2025, after obtaining
ethical approval from the Institutional Review Board (IRB) of Al-Quds University and

official permission from the seven hospitals administrators in the Southern West Bank.
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Following these approvals, the researcher personally visited each selected hospital and met
with the head nurses or midwifery supervisors to arrange and facilitate the data collection
process.

The researcher explained the purpose of the study to all potential participants and assured
them of confidentiality, anonymity, and voluntary participation. Midwives who consented to
take part were provided with the self-administered questionnaire during their work shifts.
Afterward, the questionnaires were re-collected and checked for completeness before data

entry and analysis.

3.6 Study setting

The study was conducted in hospitals in the southern West Bank; Hebron and Bethlehem
after obtaining permission.

Table (3.1) List of Bethlehem hospital

# Hospital Name Hospital type | Midwives
number

1 Bit-Jala governmental hospital (BJGH) Governmental | 18

2 Holy Family Hospital (HFH) Private 26

3 Al-Dibs hospital Private 8

4 Shepherd's Field Hospital Private 6

Table (3.2.A) List of Hebron hospital

# Hospital Name Hospital type Midwives number

1 Alia Governmental Hospital Governmental 34

2 Al Ahli hospital Private 25

3 Al Mizan hospital Private 22

4 Red Crescent Society hospital | Private 7
/ Hebron

5 Al Malaki Specialist Hospital | private 9

6 President Mahmoud Abbas Governmental 11
Hospital, Halhul

7 Bani Na'im Maternity Hospital | Private 9

8 Red Crescent Society hospital | Private 8
/ Halhul

9 Martyr Abu Al-Hassan Al- Governmental 15
Qasim Governmental Hospital

10 | Nasser Maternity Hospital Private 4

11 | Mohammad Ali Al-Muhtaseb | Governmental 13
Governmental Hospital
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3.7 Population and sampling

The target population of the study was midwives working in labour room in the southern
west-bank; Hebron and Bethlehem which was 215 a statistical formula (Cochran, 1977) was
used to calculate the sample size to be representative of all population to prevent selection
and sampling bias.

Z*xpx(1-
N = pz( p)
e

N: required sample size (before adjusting for finite population).
Z: corresponding to the desired confidence level (e.g., 1.96 for 95% confidence).
p: estimated proportion of the population with the characteristic of interest (0.5 used as it
maximizes sample size in unknown cases).
e: margin of error (e.g., 0.05 for £5%).
7Z=1.96 (for 95% confidence level)
p=0.5 (maximum variability),
€=0.05 (£5% margin of error).
N=215
1.962 x 0.5 X (1 —0.5)

0.052
38416 x0.5x 0.5 ~ 3.8416 X 0.25

n= 0.0025 N =—3002s5

_ 09604 38416
"= 00025 7
For finite populations, I adjust N by using finite population correction: which is a statistical

adjustment applied to sample size calculations when the population being studied is finite.

n =

It accounts for the increased precision gained when sampling a large proportion of the
population, leading to a reduced required sample size compared to calculations based on
infinite populations (Cochran, 1997 page 75)

n
Finaln = pr
o 38416
Finaln = 384161
715

384.16  384.16

17178 - 278 — 1382 ~138 midwives

Finaln =

Cluster Sampling method was used:
A. Clusters are the hospitals
1. Bit-Jala Governmental Hospital
2. Holy Family Hospital
3. Al-Dibs Hospital
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4. Shepherd's Field Hospital

5. Alia Governmental Hospital

6. Al-Ahli Hospital

7. Al-Mizan Hospital

8. Red Crescent Society Hospital / Hebron

9. Al-Malaki Specialist Hospital

10. President Mahmoud Abbas Hospital, Halhul

11. Bani Na’im Maternity Hospital

12. Red Crescent Society Hospital / Halhul

13. Martyr Abu Al-Hassan Al-Qasim Governmental Hospital
14. Nasser Maternity Hospital

15. Mohammad Ali Al-Muhtaseb Governmental Hospital

B. A number of hospitals were selected by lottery, and the staff working in them was

taken as a participating sample.

1. Bit-Jala Governmental Hospital =18
Holy Family Hospital= 26
Alia Governmental Hospital = 34
Al-Ahli Hospital = 25
President Mahmoud Abbas Hospital, Halhul = 11
Martyr Abu Al-Hassan Al-Qasim Governmental Hospital= 15
7. Al Mizan Hospital= 25

154 Questionnaires are distributed in those hospitals, based on the cluster sampling method
as explained here.

A

1.8 Inclusion criteria:

Registered midwives

Working in the selected hospitals in (labor room).
Were available at the time of data collection process
Agree to participate in the study.

o O O O

3.9 Exclusion criteria

Midwives who do not meet the previous criteria were excluded

3.10 Data analysis

The collected data was analyzed by the Statistical Package for Social Sciences

(SPSS) Version (29). Data analysis of descriptive and inferential statistics was conducted.
Regarding descriptive statistics, frequency, percentages, mean score and Standard
Deviation (SD) were used to describe the study variables. Regarding inferential statistics, A
parametric tests were used such as independent t test and One Way Analysis of Variance
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(ANOVA) test were used to assess the difference between study variables after assessing

the normality of the data using the Kolmogorov-Smirnov and Shapiro Willk tests

(p=<0.05). As seen in Table 1.

Table (3.3): Normality tests

Kolmogorov-Smirnov

Shapiro-Wilk

Awareness Total Mean Score

Degrees

of Probability

Freedom | Value
Statistic | (Df) p-value Statistic |df |p-value
.086 105 .056 977 105 |.062

*Significant value p=<0.05

3.11 Ethical consideration

Ethical permission was taken from ethical committee at Al-Quds University via email,
informed consent was taken from participants and confidentiality and anonymity of

participants' data maintained in all stages of research.
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Chapter Four
Results

4.1 Introduction

This chapter presents the findings of the study on midwives’ awareness and associated
factors that influencing the application of birthing positions during labor. The results are
organized and displayed according to the study objectives, using descriptive and inferential
statistics. Descriptive statistics summarize the demographic characteristics of the
participants, levels of awareness, practices, and perceptions regarding birthing positions.
Inferential statistics, including independent t-tests and one-way ANOVA, are used to
examine differences in awareness across demographic variables. Tables and figures are
provided to illustrate the distribution of responses and highlight key findings.

4.2 Demographic Variables of the Midwives

The study included 105 midwives. Nearly half of the participants were aged 20-29 years
(46.7%), followed by those aged 30-39 years (42.9%), and a smaller proportion aged 40—49
years (10.5%). In terms of education, the majority held a Bachelor’s degree (79.0%), while
equal proportions had a diploma (10.5%) or higher education such as a master’s or high
diploma (10.5%).

Regarding university background, most graduated from Bethlehem University (38.1%) or
Al-Quds University (28.6%), with others from Hebron University (15.2%) and Nablus
University for Vocational and Technical Education (18.1%). Less than half of the midwives
reported previous specialized training in midwifery (42.9%), while more than half did not
(57.1%).

The participants worked across several hospitals, with the largest groups at Alia
Governmental Hospital (25.7%), Al-Ahli Hospital (16.2%), Al-Mezan Hospital (15.2%),
Abu Hassan Hospital (15.2%), the Holy Family Hospital Nazareth (14.3%), Beit Jala
Governmental Hospital (7.6%), and Mahmoud Abbas Hospital (5.7%).

Concerning work experience, many had worked as midwives for 1-5 years (28.6%) or 5-10

years (28.6%), followed by 10—15 years (21.0%), less than 1 year (11.4%), and more than
15 years (10.5%). In their current workplace, most had served for 1-5 years (34.3%) or 5—
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10 years (26.7%), while smaller proportions reported 10—15 years (16.2%), less than 1 year
(12.4%), and more than 15 years (10.5%). As seen in Table 1.

Table (4. 1) Demographic variables of the midwives (n=105)

Demographic variables n %

Age Group (years) 20-29 49 | 46.7%
30-39 45 | 42.9%
40-49 11 110.5%

Level of Education Diploma 1T | 10.5%
Bachelor’s Degree 83 | 79.0%
Higher education (Master or\and | 11 | 10.5%
high diploma)

University name Al-Quds University 30 | 28.6%
Bethlehem University 40 | 38.1%
Hebron University 16 | 15.2%

Nablus University for Vocational | 19 | 18.1%
and Technical Education

Previous training in a Yes 45 142.9%
clinical/professional field specialized | No 60 |57.1%
in the midwifery track?
Hospital Name Al-Mezan hospital 16 | 15.2%
Al-Ahli hospital 17 16.2%
Alia governmental hospital 27 125.7%
Beit Jala governmental hospital | 8 7.6%
Abu Hassan Hospital 16 |15.2%
The Holy Family Hospital 15 |14.3%
Nazareth
Mahmoud Abbas hospital 6 5.7%
How many years have you worked Less than 1 year 12 | 11.4%
as a midwife? 1-5 years 30 | 28.6%
5-10 years 30 | 28.6%
10-15 years 22 121.0%
More than 15 years 11 |10.5%
How long have you been working in | Less than 1 year 13 | 12.4%
your current workplace? 1-5 years 36 | 34.3%
5-10 years 28 | 26.7%
10—-15 years 17 116.2%
More than 15 years 1T | 10.5%

26



4.3 Midwives’ Awareness of Birthing Positions

As mentioned earlier, awareness in this study covers two different domains: knowledge
and practice. In this section, result of each domain was discussed separately.

4.3.1 Midwives knowledge related birth position:

The midwives’ knowledge related to the goals of using maternal positions and movements
during labor, the majority indicated facilitating the baby’s progress into the birth canal
(91.4%), promoting the correct fetal position (72.4%), and reducing the risk of FHR
abnormalities while improving oxygenation (67.6%). Other commonly chosen goals
included making uterine contractions more effective (44.8%), shortening the duration of
labor (56.2%), reducing perineal trauma (53.3%), and making pain more tolerable (58.1%).
Less frequently, midwives highlighted encouraging partner involvement (26.7%) and
strengthening the empathetic relationship between the couple and the midwife (32.4%).

Table (4.2) Goals of using birth positions

# Is it a goal? Yes No

1 Facilitating the baby’s progress into the birth n=96 91.4% | n=9 8.6%
canal

2 Promoting the correct fetal position n=76 72.4% | n=29 27.6%

3 reducing the risk of FHR abnormalities while | n=71 67.6% | n=34 32.4%
improving oxygenation.

4 making uterine contractions more effective n=47 448 | n=58 55.2%

5 Shortening the duration of labor n=59 56.2% | n=46 43.8%

6 Reducing perineal trauma n=56 53.3% | n=49 46.7%

7 Making pain more tolerable n=61 58.1% | n=44 41.9%

8 Encouraging partner involvement n=28 26.7% | n=77 73.3%

9 Strengthening the empathetic relationship n=34 32.4% | n=T71 67.6%

between the couple and the midwife

The majority of participants (57.1%) supported adding maternal position information to
partographs. The majority of participants (80.0%) correctly identified the squatting position
as the most beneficial for both pelvic outlet expansion and back pain relief. The majority of
participants (51.4%) selected the knee—chest position because it helps expand the pelvic inlet
and protects fetal heart rate stability. The majority of participants chose all-fours (23.8%)
and sitting (22.9%) positions for perineal protection. The majority of participants used
asymmetric positions to help the fetus rotate and fix asynclitism (41.0%). The participants
chose walking (37.1%) and multiple combined approaches (35.2%) to enhance weak
contractions. As seen in Table 3.
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Table (4.3) Knowledge items toward birthing positions (n=105)

# | Item N %

10 | Would a partograph Yes 60 57.1%
section on maternal No 6 5.7%
positions help promote | I don’t Know 39 37.1%
their use?

11 | Which of the following | Neutralizes gravity and increases comfort. 16 15.2%
statements regarding Uses gravity, widens pelvic outlet, reduces 84 80.0%
the squatting position is | back pain.
correct? Recommended with sensory/motor block from 4 3.8%

epidural.
Not suggested during labor. 1 1.0%

12 | Which position is best | No specific position 21 20.0%
if a woman feels the Squatting position 54 51.4%
urge to push before full | Upright position 8 7.6%
dilation with severe All-fours position 22 | 21.0%
back pain?

13 | Which position best Kneeling position 5 4.8%
increases pelvic inlet Knee—chest position 43 41.0%
diameter and reduces Squatting position 33 31.4%
FHR changes from the | None of the above 24 22.9%
supine position?

14 | Based on your Squatting position 20 19.0%
experience, which of All-fours position 25 23.8%
the following positions | Upright position 16 15.2%
best ensures perineal Sitting position 24 22.9%
safety? Other 20 19.0%

15 | If the fetus is in No specific position 6 5.7%
occipital-posterior Lateral position, followed by semi-recumbent on | 62 59.0%
position during the opposite side of the fetal back
advanced labor, which | Lateral position, followed by semi-recumbent | 23 21.9%
position would you on the same side as the fetal back
suggest? Squatting position 8 7.6%

Other 6 5.7%

16 | The primary goal to be | Promote fetal rotation and correct 43 41.0%
pursued when using asynclitism.
asymmetric birthing Reduce cervical edema late in first stage. 18 17.1%
positions is: Lessen early pushing urge. 6 5.7%

Ease fetal head passage under symphysis pubis. | 38 36.2%

17 | Which position best Upright position 5 4.8%
improves weak or Knee—chest position alternating with semi- 18 17.1%
ineffective recumbent
contractions? Walking 39 37.1%

All of the above 37 35.2%
Other 6 5.7%

Bold reflect awareness among midwives for each item
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4.3.2 Midwives practice of birth position:

Midwives rated their skill level in maternal positions and free movements during labor as
good (46.7%) or very good (34.3%), while fewer rated it neutral (15.2%), bad (1.9%), or
very bad (1.9%). Similarly, their actual use of maternal positions and movements during
labor was mostly rated as good (46.7%) or very good (32.4%), with fewer reporting neutral
(19.0%), bad (1.0%), or very bad (1.0%).

Table (4.4) The midwives’ evaluation of their skills and actual use of birthing positions.

# | Item n %
1 I assess my skill level regarding maternal Very Bad 2 1.9%
positions and free movements during labor. Bad 2 1.9%
Neutral 16 15.2%
Good 49 46.7%
Very Good 36 34.3%
2 | I assess my actual use of maternal positions and | Very Bad 1 1.0%
movements during labor. Bad 1 1.0%
Neutral 20 19.0%
Good 49 46.7%
Very Good 34 32.4%

The practice of birth-related procedures during the application of birthing positions.

At the item level, some procedures practice rated as having a high influence included the
need to monitor the FHR in non-lithotomy positions (M = 3.79, SD = 0.917), the need to
perform an episiotomy (M =4.02, SD = 1.038), and the need to perform artificial rupture of
membranes (ARM) (M = 3.77, SD = 1.085).

Several factors demonstrated a moderate influence, such as the need to perform vaginal
examinations (M = 3.58, SD = 0.998), difficulty detecting contractions in non-lithotomy
positions (M = 3.42, SD = 1.099), the need to place the hand on the perineum (Hands-on)
(M = 3.60, SD = 1.088), and the use of epidural anesthesia (M = 3.98, SD = 1.056).
Additionally, interpersonal relationships with colleagues in the delivery room were rated the
lowest but still within the moderate range (M =2.70, SD = 1.395). As seen in Table 3.
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Table (4.5) Birth-related procedures had an association with the application of birthing
positions among midwives (n=105)

# | Item Mean | SD Status

3 | The need to perform a vaginal examination affects the | 3.58 | .998 | Moderate
possibility of applying positions during labor.

4 | The need to monitor FHR in a non-lithotomy position | 3.79 |.917 | High
affects the possibility of applying positions during
labor.

5 | The difficulty of detecting contractions in a non- 3.42 | 1.099 | Moderate
lithotomy position affects the possibility of applying
positions during labor.

6 | The need to place the hand on the perineum (Hands- 3.60 | 1.088 | Moderate
on) affects the possibility of applying positions during
labor.

7 | The use of epidural anesthesia affects the possibility of | 3.98 | 1.056 | Moderate
applying positions during labor.

8 | The need to perform an episiotomy affects the 4.02 | 1.038 | High
possibility of applying positions during labor.

9 | The need to perform artificial rupture of membranes 3.77 | 1.085 | High
(ARM) affects the possibility of applying positions
during labor.

10 | My relationships with colleagues in the delivery room | 2.70 | 1.395 | Moderate
affect the possibility of applying positions during
labor*

Total Mean Score (8 items) 3.60 |.607 | Moderate
Cut off points; 1-2.33=Low, 2.34-3.66=Moderate, 3.67-5=High
Higher mean score means higher influence to BP

*Reversed coded

In conclusion, the findings of this part as presented in Figure 1 indicate that more than half
of the midwives (53.3%) demonstrated a lack of awareness regarding birthing positions,
while only 46.7% showed adequate awareness based on the median cutoff point (16 out of
27). This result highlights a noticeable gap in midwives’ understanding and
implementation of different birth positions.
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Midwives’ Awareness of Birthing Positions

53.30%

46.70%

Not Aware Aware

Figure (4.1) Midwives’ awareness of birthing positions based on the median as a cutoff
point (16 over 27)

4.4 Associated factors related birthing positions

Availability of protocols for positions during labor
The chart shows that no such protocol was available as midwives reported (100%). As seen
in Figure 2.
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Does your unit have a protocol for
physiological childbirth that specifies when to
suggest positions during labor?

100%

0%
Yes No

Figure (4.2) Does your unit have a protocol for physiological childbirth that specifies
when to suggest positions during labor?

The Degree of Association of These Factors on The Use of Different Positions During
Childbirth

At the item level, the strongest influencing factor was the need for continuous CTG and fetal
monitoring (M = 4.20, SD = 0.813), followed by the availability of a wireless fetal heart
monitoring device (M = 4.10, SD = 1.055). Other highly influential factors included the
woman’s characteristics and needs such as culture, ethnicity, and physical condition (M =
3.97, SD = 1.042), the possibility of involving the partner through supportive actions like
massage and pelvis rocking (M = 3.79, SD = 1.016), and the availability of an ultrasound
device in the delivery room (M = 3.68, SD = 1.205).
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Table (4.6) The degree of influence of associated factors on the use of different positions

during childbirth (n=105)

Item Mean | SD Status

1. The woman’s characteristics and needs (culture, 3.97 |1.042 | High
ethnicity, physical condition, personality, etc.) affect the
suggestion and use of positions.

2. The possibility of involving the partner (massage, pelvis | 3.79 | 1.016 | High
rocking, etc.) affects the suggestion and use of positions.

3. The availability of a wireless fetal heart monitoring 4.10 | 1.055 | High
device affects the use of birthing positions.

4. The need for continuous CTG and fetal monitoring 420 |.813 | High
affects the suggestion and use of birthing positions.

5. The availability of an ultrasound (US) device in the 3.68 | 1.205 | High
delivery room affects the use of birthing positions.
Total Mean Score (5 items) 3.94 |.744 | High

Cut off points; 1-2.33=Low, 2.34-3.66=Moderate, 3.67-5=High
Higher mean score means higher influence / Mean score over 5

4.5 Differences in midwives’ awareness of birthing positions based on
demographic data:

The analysis revealed significant differences in midwives’ awareness of birthing positions
based on level of education, university attended, and hospital affiliation. A Tukey post hoc
test indicated that the midwives with higher education (Master’s/high diploma)
demonstrated the highest awareness (M = 18.55, SD = 2.94) compared to those with a
bachelor’s degree (M = 15.86, SD = 3.70) and diploma holders (M = 17.45, SD =3.53; p =
0.041). Likewise, a Tukey post hoc test indicated that the graduates of Bethlehem University
(M =17.43, SD = 3.71) and Al-Quds University (M = 16.40, SD = 3.15) showed higher
awareness scores than graduates of Hebron University (M = 14.88, SD = 2.66) and Nablus
University for Vocational and Technical Education (M = 15.00, SD = 4.58; p = 0.035). In
terms of hospital affiliation, a Tukey post hoc test indicated that the midwives working at
Beit Jala Governmental Hospital (M = 19.50, SD = 4.17) and Alia Governmental Hospital
(M =17.93, SD = 3.04) scored higher compared to those at Al-Mezan (M = 14.50, SD =
2.66) and Abu Hassan hospitals (M = 14.50, SD = 4.46; p < 0.001). On the other hand, no
statistically significant differences in awareness were observed across age groups, previous
specialized training, years of experience as a midwife, or years of work in the current
workplace. As seen in table 5.
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Table (4.7) Differences between demographic variables of midwives in terms of awareness
(n=105)

Demographic variables N | Mean | SD Statistical | P-value
values
Age Group (years) 20-29 49 | 1588 |4.13 | F=736 0.482
30-39 45 | 16.56 | 2.91 df=2
40-49 11 | 17.18 | 4.60
Level of Education | Diploma 11 | 17.45 |3.53 F=3.304 0.041*
Bachelor’s Degree 83 | 15.86 |3.70 |df=2
Higher education 11 | 18.55 |2.94
(Master or\and high diploma)
University name Al-Quds University 30 | 16.40 |3.15 | F=2976 | 0.035%
Bethlehem University 40 | 1743 [ 3.71 df=3
Hebron University 16 | 14.88 | 2.66
Nablus University for 19 | 15.00 |4.58
Vocational and Technical
Education
Previous training in | Yes 45 | 15.75 13.50 | T=-1.323 | 0.189
clinical/professional | No 60 | 16.71 | 3.81 df=103
field specialized in
the midwifery track?
Hospital Name Al-Mezan hospital 16 | 14.50 |2.66 |F=4.276 |<0.001*
Al-Ahli hospital 17 | 1547 [3.12 | df=6
Alia governmental hospital 27 117.93 ]3.04
Beit Jala governmental 8 [19.50 |4.17
hospital
Abu Hassan Hospital 16 | 14.50 | 4.46
The Holy Family Hospital 15 | 17.13 |3.34
Nazareth
Mahmoud Abbas hospital 6 |14.67 |3.14
How many years Less than 1 year 12 | 15.08 | 4.66 | F=2.051 0.093
have you worked as | 1-5 years 30 | 15.20 |3.18 | df=4
a midwife? 5-10 years 30 | 16.70 | 4.10
10-15 years 22 | 17.77 ]2.65
More than 15 years 11 | 16.64 | 3.83
How long have you | Less than 1 year 13 | 15.00 [ 447 | F=1.691 0.158
been working in 1-5 years 36 | 15.61 |3.33 |df=4
your current 5-10 years 28 1 16.68 |4.03
workplace? 10-15 years 17 117.94 |2.73
More than 15 years 11 | 16.64 | 3.83

Independent t test and One Way ANOVA
*Sig at p=<0.05
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Chapter Five

Discussion

5.1 Introduction

The research examined how midwives understand and practice birthing positions and which
elements affect their use of these positions during labor. The research results show how
current knowledge deficits and hospital systems and real-world challenges affect the delivery
of childbirth care by midwives.

5.2 Midwives’ Awareness of Birthing Positions

5.2.1 Knowledge of Birthing Positions

The research demonstrated that 53.3% of participating midwives lacked knowledge and
practice related to various birthing positions although 46.7% of them stated they were
familiar with them. The study reveals a significant knowledge deficit toward birth position
among midwives which creates important challenges for their practice. Previous research
studies and the WHO affirm that birthing positions such as squatting, kneeling, and lateral
positions lead to improved labor outcomes, enhanced fetal oxygenation, increased maternal
comfort, reduced need for interventions, and greater maternal satisfaction compared to the
traditional supine or lithotomy position (Scholten et al., 2025; WHO, 2018).

The study results match previous research which demonstrated that midwives and nurses
worldwide lack sufficient knowledge about using different birthing positions during
delivery. The Italian study by Garbelli and Lira (2021) demonstrated that Italian midwives
lacked proper training for positions outside the supine position because they received
insufficient education and faced institutional obstacles like; lack of hospital policies
supporting alternative birthing positions, shortage of appropriate equipment (e.g., birthing
stools, mats, adjustable beds), and lack of continuing education or in-service training. The
study by Luo et al. (2025) demonstrated that midwives who knew about alternative birthing
positions faced barriers to practice because of hospital rules and insufficient facilities and
cultural norms that favored provider convenience over maternal wishes.
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While another study done by Yadav and his college in 2021 aims at assessing the knowledge
regarding alternative birth positions among nursing officers claims that approximately 77%
of study participants knew about alternate birth positions a woman can assume for childbirth.
The most known birth position apart from lithotomy was squatting (26/52) followed by
sitting (19/52). The least known birth position among nursing officer was standing (7/52)
(Yadav et al., 2021).

The findings indicated that more than half of the participating midwives demonstrated a clear
lack of knowledge regarding various birthing positions, which can be attributed to several
factors related to education, training, and institutional support:

First, pre-service education often does not adequately cover evidence-based methods for
alternative birthing positions, focusing primarily on the traditional supine or lithotomy
positions, leaving midwives ill-prepared to support women in other positions during labor.

Second, the absence of continuous in-service training or professional development programs
within hospitals limits midwives’ opportunities to update their knowledge and acquire
practical skills necessary for safely implementing alternative positions.

Third, the lack of supportive policies from hospitals and health authorities discourages the
use of alternative birthing positions, as clear protocols or guidelines are often unavailable.
Finally, the limited availability of essential equipment, such as birthing stools, mats, or
wireless monitoring tools, poses practical barriers to applying alternative positions, since
most facilities rely on conventional equipment that only accommodates the supine position.
Collectively, these factors create a significant gap between theoretical knowledge and
practical application, directly impacting the quality of care provided to women during labor.

Multiple approaches must be implemented to resolve this knowledge deficit through better
midwifery education about birthing positions and ongoing professional development and
updated hospital policies and labor ward resource availability. The combination of antenatal
education programs teaching expectant mothers about birthing position advantages will help
midwives achieve their goals by making women more likely to ask for and practice these
options during labor. The discovery of widespread midwife unawareness about birthing
positions demonstrates the need for immediate policy changes and educational
improvements to build midwifery competencies for delivering safe evidence-based
respectful childbirth care.

5.2.2 Practice of Birthing Positions

The study revealed that only a small proportion of midwives rated their skills and actual
practice regarding birthing positions as very good, with 34.3% for skills and 32.4% for
practice. This indicates that most midwives did not perceive themselves as highly competent
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in applying birthing positions. Furthermore, self-assessment may not always reflect
evidence-based practice, as external factors

"These findings align with previous research who reported that although many midwives
had adequate theoretical knowledge about birth positions, only a smaller proportion
demonstrated good or excellent skills in applying these positions during labor. This suggests
that knowledge does not always translate into practical competence, highlighting the need
for targeted training and skill development (Garbelli and Lira, 2021).

This gap between knowledge and practice is further reflected in the study’s findings
regarding birth-related procedures during the application of birthing positions:

The study results indicate that the choice of birthing position is primarily influenced by
several factors: some of these factors rated as having a high influence included the need to
monitor the FHR in non-lithotomy positions, the need to perform an episiotomy, and the
need to perform artificial rupture of membranes (ARM). Other factors demonstrated a
moderate influence, such as the need to perform vaginal examinations, difficulty detecting
contractions in non-lithotomy positions, the need to place the hand on the perineum (Hands-
on), and the use of epidural anesthesia. Additionally, interpersonal relationships with
colleagues in the delivery room were rated the lowest but still within the moderate range.

The need to monitor the FHR in non-lithotomy positions.

These findings are supported by previous research (Garbelli and Lira, 2021) that showed
factors limiting the proposal of maternal positions were the context, the relationships with
healthcare providers, the woman features, the fetal heart rate registration, continuous
cardiotocography, amniotomy, episiotomy, operative vaginal birth, and epidural analgesia
(Garbelli and Lira, 2021). They also stated in non-horizontal positions, the FHR auscultation
appeared to be difficult for 74.6%, the need to perform the episiotomy greatly impacts on
the application of free positions (Garbelli and Lira, 2021). Consistent with existing research,
which suggests that healthcare providers tend to avoid supporting women in non-lithotomy
positions due to the belief that it complicates cardiotocographic surveillance (Fatma et al.,
2025).

Similarly, a study in South Africa found most midwives were concerned that they do not
possess the necessary skills and training to conduct alternative birth positions and are not
confident enough with the skill:

“We do not have facilities to use alternative birth positions. I only saw equipment for
lithotomy position... I think the main problem is facilities...” (Musie et al., 2019).

The use of wireless or handheld Dopplers under proper training enables safe fetal
monitoring during non-lithotomy positions, which protects maternal choice according to
WHO (2018).
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Episiotomy needs:

Indicates that this requirement strongly limits midwives from recommending different
birthing positions to their patients. The lithotomy position remains the preferred choice for
providers because it enables them to perform surgical procedures, including episiotomy and
instrumental deliveries (Yadav et al., 2021).

Consistent with research investigated to explore the views of midwives on women’s
positions during the second stage of labour. conducted in 2008 provided a basic knowledge
about the topic which we cannot overcome it despite the time, mentioned that they preferred
to perform an episiotomy or vaginal examination in supine position and, as a result, women
often proceeded to have a supine birth. In five of the groups, some of the midwives said that
they let women lie on their backs for the actual birth, even if they had been pushing in other
positions, to have a better view of the perineum or because conducting the delivery in that
position was easier (De Jonge et al., 2008).

On other hand some research findings show that women who give birth in upright positions
face lower risks of episiotomy and perineal injuries, which contradicts the common practice
of using lithotomy for episiotomy access (Scholten et al., 2025).

Practice using lithotomy for procedural convenience demonstrates how institutional and
cultural beliefs about provider efficiency take precedence over evidence-based woman-
centered care. Midwives need to receive suitable monitoring equipment, and healthcare
institutions need to modify their protocols to decrease episiotomy rates and support natural
birth methods. The application of these measures would reduce these obstacles while
building midwife confidence and aligning clinical practice with worldwide standards for
respectful maternity care based on evidence.

Epidural anesthesia:

As noted in a recent evidence review, women can adopt a variety of positions during labour;
however, for women with an epidural in situ, remaining mobile may be more difficult, there
may be less urge to push, and the effectiveness of pushing may be reduced (NICE, 2023).
These findings support the results of the current study, which indicated that the use of
epidural anesthesia moderately influenced midwives’ ability to assist women in alternative
birthing positions

5.3 Associated factors with use of different birthing positions

The research results demonstrated that midwives select birthing positions based on their need
for ongoing CTG and fetal monitoring (M = 4.20), followed by the availability of wireless
fetal heart monitoring equipment (M = 4.10). The results demonstrate that technology
requirements and monitoring needs determine the selection of birthing positions made by
midwives during labor. Research studies confirm that electronic fetal monitoring
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requirements force healthcare providers to keep patients in supine or lithotomy positions
because these positions provide the best access to monitoring equipment (Gupta et al., 2017;
O’Heney et al., 2022).

The need for ongoing CTG and fetal monitoring

Continuous intrapartum electronic fetal monitoring via continuous CTG is a widely used
method to assess fetal well-being during labour, with the aim of identifying signs of fetal
hypoxia or distress that may warrant intervention (Alfirevic et al., 2017). Yet this practice
does not lead to superior neonatal results than intermittent auscultation and it restricts
maternal movement, which reduces the advantages of using upright positions (Alfirevic et
al., 2017).

This raises concerns about the routine use of continuous CTG, especially in low-risk
pregnancies, where the benefits in neonatal outcomes may not outweigh the potential
drawbacks. On the other hand, recent research suggests that maternal position during fetal
monitoring (e.g. semi-Fowler or lateral positions) can influence CTG parameters and
maternal comfort a randomized controlled trial found that non-supine positions during
monitoring were associated with more favorable fetal heart rate accelerations, increased fetal
movements, and improved maternal comfort compared to supine position (Y. Esencan et al.,
2025). These findings highlight the importance of allowing flexibility in maternal
positioning during CTG to optimize both fetal monitoring quality and maternal experience,
and question the common practice of supine or bed-bound CTG monitoring protocols
without accommodating maternal mobility.

The availability of equipment determines the freedom of movement for providers and

women because facilities without wireless or portable Doppler devices force them to stay in
fixed positions yet these tools enable greater mobility and position variety (Priddis et al.,
2012). The study results show that women's cultural background and physical condition and
ethnic background (M = 3.97) together with their individual characteristics influence their
selection of birthing positions. The birth in 8 cultures book demonstrates that cultural norms
and physical characteristics and health status determine which positions women prefer and
which positions midwives will support (Davis-Floyd & Cheyney, 2019). The cultural
background of a woman determines her preference for birth positions because some cultures
support upright positions as natural and empowering but others accept supine birth as the
standard which restricts women from choosing different positions. The research indicates
that better birthing position utilization needs both physical infrastructure improvements for
wireless monitoring access and education programs to reduce CTG usage and enhance care
practices that respect women's cultural backgrounds and personal requirements.

5.4 Association between demographic variables

The research results showed that midwives with postgraduate qualifications such as master's
degrees or high diplomas demonstrated better birthing position awareness than those with
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bachelor's degrees or diplomas. The research findings support the idea that advanced
education leads to better critical thinking abilities and evidence-based practice and wider
clinical competency exposure including maternal positioning during childbirth (Béck et al.,
2017; Renfrew et al., 2014). The combination of extensive theoretical education and
international guideline exposure and research participation opportunities at their institutions
explains why midwives with advanced degrees demonstrated higher awareness at higher
levels. The results showed that midwives who studied at universities with strong midwifery
programs and worked in hospitals with good resources and positive clinical environments
achieved better scores. The study supports earlier research which shows that midwives
develop their knowledge and skills and confidence in birthing positions through their
educational background and their work environment (Berg et al., 2023; Filby et al., 2016).
The results indicate that knowledge acquisition about birthing positions depends more on
formal education and institutional context than on personal or professional experience. The
results demonstrate that midwifery education needs improvement and equal access to
continuing education programs must exist throughout all universities and hospitals to
establish uniform birthing position awareness and practice.

Conclusion

The research demonstrates that midwives demonstrate restricted knowledge about birthing
positions while their practice choices depend on personal elements and organizational
settings. The study revealed that more than 50% of participants showed no awareness of
birthing positions beyond the standard lithotomy position because knowledge gaps persist in
practice. The study revealed that continuous CTG requirements and episiotomy procedures
and monitoring device availability act as primary barriers to position diversity because they
support the lithotomy position over woman-centered birthing positions. The research
demonstrated that midwives with higher education levels demonstrated better awareness but
university and hospital differences indicated that curriculum quality and workplace culture
directly affect their knowledge and confidence levels. The study results showed that formal
education and workplace environment play a more significant role than experience does
because age and years of experience and prior training failed to produce meaningful effects.
The research demonstrates an immediate requirement to improve midwifery education while
providing modern monitoring tools and creating supportive hospital policies which promote
evidence-based birthing positions to achieve better maternal results and respectful maternity
care.
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Recommendations

1.

The education system should incorporate comprehensive modules on natural childbirth
and various birthing positions for students at both undergraduate and postgraduate
levels in midwifery education. The training program must include regular workshops
and simulation-based practice to equip midwives with both theoretical knowledge and
practical skills for implementing different birthing positions.

The national health system and hospital management must develop evidence-based
guidelines for physiological childbirth that specify appropriate times and methods for
recommending different birthing positions to patients. These protocols should align
with WHO recommendations to ensure that midwives support mothers using evidence-
based practices while honoring their right to make informed choices.

Hospitals need to be equipped with essential tools such as wireless fetal monitoring
devices, birthing stools, and mats that facilitate safe monitoring and support in non-
lithotomy positions.

Hospital management should promote policies that prioritize woman-centered care,
which includes engaging birth partners and respecting cultural needs.

Midwives should be encouraged to engage in ongoing professional development
programs focused on evidence-based intrapartum care, emphasizing the benefits,
safety, and physiological aspects of various birthing positions.

Professional midwifery associations and policymakers should work together to establish
awareness campaigns and national initiatives that promote active birthing positions, to
enhance both public and professional understanding of their benefits.

Future research should qualitatively investigate the barriers that hinder midwives from
utilizing alternative birthing positions, such as institutional constraints, cultural
attitudes, and insufficient training, while proposing solutions to address these
challenges.

Hospital administrators ought to conduct regular audits and assessments of midwifery
practices concerning labor positions to guarantee adherence to revised clinical
guidelines and promote ongoing quality enhancement.

Interprofessional training sessions and teamwork models should enhance collaboration
between obstetricians and midwives, promoting shared decision-making and
improving childbirth outcomes.
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Strengths

e The study addresses an underexplored area in maternal health, providing valuable
baseline data on midwives’ awareness and practices regarding birthing positions in the
West Bank, Palestine, which has not been well-documented in the local setting.

e The findings directly inform educational, institutional, and policy interventions that
could improve midwives’ practice and maternal care outcomes, making the study highly
applicable for health system strengthening.

e The use of a validated questionnaire enhanced the reliability and consistency of data
collection, strengthening the credibility of the study findings.

e Inclusion of midwives from both governmental and private hospitals provided a broader
representation of current practices across different healthcare settings.

e The study highlights the gap between evidence-based recommendations and actual
clinical practice, offering a clear direction for future training programs and guideline
development.
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Limitations

e The study captures data at a single point in time, which limits the ability to establish
causal relationships between influencing factors and awareness or practice of birthing
positions.

e The reliance on participants’ responses may be subject to recall bias or social desirability
bias, potentially affecting the accuracy of reported awareness and practices.

e The study sample was drawn from specific hospitals and universities, which may not
fully represent all midwives in the country or in other regions with different resources
and cultural contexts.

e The use of a self-administered questionnaire limits the ability to observe actual clinical
practice, as reported practices may differ from real-time behavior in the labor room.

e The study did not include direct assessment of institutional policies or written guidelines,
which may have limited deeper exploration of organizational influences on birthing
position practices.

e Time and workload constraints of midwives may have influenced participation and the
depth of responses provided.
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