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Abstract:   Objective: To examine the effect of upright and ambulant positions versus lying down during the active first stage of labor on birth 
outcomes for nulliparous women.
Methods: This is a randomized controlled clinical trial conducted at the delivery department of Damanhour Educational Institute,  
El Behira Governorate, Egypt. The study sample involved 150 parturient women equally divided into intervention and control groups 
using randomization block technique. The researchers used four tools for data collection: Demographic data interview schedule, 
World Health Organization Partograph, Apgar’s score, to evaluate neonatal outcomes, and visual analogue pain intensity scale.  
For the study group, the parturient women were encouraged to assume one of the upright positions or ambulating around the bed so 
as to maintain the pelvis in vertical plane as far as possible for 20–25 min for every 1 h. The control group received routine hospital 
care, which includes lying down in bed. IBM SPSS 23.0 was used to analyze the data.
Results: Significant differences (P < 0.05) were observed between the study and control groups in relation to cervical dilation, fetal 
head descent, uterine contractions interval, and frequency. The duration of the first stage of labor significantly reduced (P = 0.018) 
in the intervention group compared with control group. No significant differences (P > 0.05) were observed between both groups in 
term of emergency cesarean birth rates, oxytocin use, and neonatal outcomes.
Conclusions: This study proves that upright and ambulant positions significantly enhance uterine contractility, cervical dilatation, and 
fetal head descent and reduce the first stage duration.
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perfusion.9 So the National Institute for Health and Clin-
ical Excellence recommends that parturient should be 
encouraged to avoid the supine position during labor 
and delivery.10

Adoption of the upright position and ambulation at 
the first stage of labor are part of the World Health Orga-
nization recommendation for the humanization of health 
care. It suggests that returning to noninvasive proce-
dures avoids unnecessary or additional interventions 
and ensures maximum health benefits for the women 
and her newborn.11

Congruently, there is clear and significant evidence 
that upright and ambulant positions in the first stage of 
labor have several advantages. These include the effect 
of gravity that may reduce aortic compression, increase 
the duration, frequency, and intensity of uterine contrac-
tions. Furthermore, it may help in better adjustment of 
the fetus to the birth canal and increase pelvic capac-
ity, which in turn may reduce the need for instrumen-
tal deliveries.12 In addition, it may decrease the labor 
length (time), CS incidence, and analgesia requisite. It 
may assist cervical dilatation, fetal head descent, and 
increase satisfaction in childbirth experience. From 
other point of view, it does not appear to be related to 
increased intervention or negative outcomes on moth-
ers and their newborns.7,9

Lawrence et al. conducted a systemic review to eval-
uate the effects of different upright versus recumbent 
positions for women on labor duration, mode of delivery, 
and other essential maternal and neonatal outcomes in 
the first stage of labor. They found a considerable het-
erogeneity and high-performance bias in their studies. 
Accordingly, they suggested to perform better quality tri-
als so as to confirm the true risks and benefits of upright 
and ambulant positions compared with recumbent posi-
tions.9 Therefore, it is important that studies that evaluate 
upright and recumbent positions during the first stage of 
labor are monitored to ensure good quality data. Such 
studies can provide strong evidence on whether or not 
an upright approach improves maternal and neonatal 
outcomes.13 Therefore, further researches are needed 
to evaluate positive effects as well as any probable 
negative effects of upright positions in the first stage of 
labor on maternal and neonatal outcomes. If such data 
made available, it will increase maternity nurse’s base 
of knowledge regarding evidence-based management 
during the first stage of labor.

1.1. Aim of the study

This study aimed to examine the effect of upright and 
ambulant position versus lying down during the active 
phase of the first stage of labor on birth outcomes in 
nulliparous women.

1. Introduction
Although labor is a normal physiological process, still 
it is a dynamic and complex process with many physi-
ological and psychological variables.1 However, the care 
provided to women during childbirth has the potential 
to affect them both physiologically and psychologically. 
Similarly, short- and long-term delivery management are 
the most common medical problems facing health care 
providers. Surely, normal progression of labor is closely 
related to a proper compatible management. Improper 
labor management may lead to prolonged and/or 
obstructed labor, which may lead to maternal exhaus-
tion, rupture of the uterus, postpartum bleeding, and 
infection. Thus, prevention and early detection of any 
deviation from the normal would dramatically reduce the 
incidence of dystocia and its adverse consequence.2,3

Dystocia (difficult childbirth) is characterized by 
abnormal slow labor progression due to ineffective uter-
ine contractions, fetal malpresentation or malposition, 
and inadequate pelvic capacity or pelvic floor defect. 
Evidence points out that up to one-third of nulliparous 
women are subjected to a delay in the first stage of 
labor.4,5 The prevalence of dystocia ranges from 4.8% 
to 21% among vaginal deliveries. According to the 
American College of Obstetricians and Gynecologists, 
about 60% of cesarean sections (CS) are attributed to 
dystocia.6

As dystocia is the most common cause of cesarean 
birth, efforts to decrease the rate of cesarean delivery 
should include efforts to maintain the physiological pro-
cess in which women’s mobility is essential. Women 
should feel that they can deliver successfully with 
satisfaction in a supportive environment, which might 
reduce their fear of pain. Health team should support 
their ability to overcome labor pains, including the free-
dom to walk, sit, move, and change their position dur-
ing labor.7

Undoubtedly, maternal position during the first stage 
of labor affects all factors of normal delivery including 
power, passenger, passage, and psyche. It affects the 
characteristics and efficiency of uterine contractions, 
duration of labor, fetal/neonatal well-being, and women 
comfort.8

The recumbent position is the most common posi-
tion for women during the first stage of labor at health 
facilities in both developed and developing countries. 
Although medical staff say that recumbent position is 
an appropriate position for delivery, there is no scien-
tific confirmation on its advantages to mothers or new-
borns. Observational researches have indicated that 
when mothers are lying on their backs during child-
birth, it may have adverse effects on uterine contrac-
tions and postural hypotension, and decrease placental 
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1.2. Research hypotheses

(H0) parturient who was in upright or ambulant positions 
during the active phase of the first stage of labor exhibits 
similar birth outcomes than those who were in lying 
down positions.

(H1) parturient who was in upright or ambulant positions 
during the active phase of the first stage of labor exhibits 
more favorable birth outcomes than those who were in 
lying down positions.

2. Materials and method
2.1. Study design
This is a randomized controlled clinical trial in which the 
effect of one independent variable (upright position for 
nulliparous women) on one dependent variable (birth 
outcomes) has been investigated.

2.1.1.  Operational definition

2.1.1.1. Birth Outcomes
In this study, it refers to the duration of the first, sec-
ond, and third stage of labor, labor progress parameters 
(uterine contractions interval, duration, frequency, labor 
pain intensity, cervical dilation, and fetal head descent), 
mode of birth defined as (spontaneous vaginal delivery, 
instrumental, and emergency CS), and neonatal condi-
tion at birth.

2.2. The study setting

This study was conducted at the delivery department at 
Damanhour Educational Institute affiliated to the minis-
try of health in El Behira Governorate, Egypt.

2.3. Participants and sample size

The study consisted of a convenience sample of 150 
parturient in their active first stage of labor based on 
the Epi-Info program, which was used to estimate the 
sample size using the following parameters: expected 
frequency = 50%; acceptable error = 5%; confidence 
coefficient = 99%; sample size = 150; and power analy-
sis = 80%. The study subjects joined this study accord-
ing to the following inclusion criteria: nulliparous women, 
full-term, singleton pregnancy, normal size fetus with 
occipito-anterior position, in the active phase of first 
stage labor, free from any chronic diseases, intended 
spontaneous vaginal delivery, and willing to participate 
in the study. Exclusion criteria include any pregnancy 

complication, short stature, apparent pelvic abnormali-
ties, and current history of a leg injury, fractures, and 
deep vein thrombosis.

The selected women were assigned to study and 
control groups using a randomization block technique. 
The randomization block was performed manually 
according to six steps. (1) A list of numbers from 1 
to 150 was prepared by the researchers. (2) Each 
number from 1 to 150 was written again in a separate 
small piece of paper. (3) Each of the small piece of 
paper was folded until the number became invisible, 
then all the papers were mixed in a large bowl. (4) The 
150 small papers were randomly and blindly divided 
into eight blocks; the first seven blocks consists of 20 
random numbers and the last one has 10 remaining 
numbers. (5) From each block, 50% of the numbers 
was randomly and blindly selected and assigned to 
the study group and the remaining 50% to the control 
group. (6) Finally, the sequence of cases is recorded in 
the preset list (in front of each number the researcher 
writes the word “case or control”) to be considered 
during data collection.

The study group (G1) included 75 parturient who 
assumed upright positions such as (standing, sitting, 
kneeling, and squatting) or ambulating position for 
20–25 min every 1 h. The control group (G2) involved 
75 parturient who assumed lying down position as in 
routine hospital care.

2.4. Instruments

Four instruments were used for data collection:

 Tool I: Demographic data interview schedule. It 
includes age, educational qualification, residence, 
occupation, weight, height, and receiving informa-
tion regarding labor preparations in addition to the 
history of the current pregnancy.

 Tool II: World Health Organization Partograph14: 
to monitor the progress of labor in term of cervical 
dilatation, fetal head descent, uterine contraction 
characteristics (duration, frequency, and interval), 
and fetal heart rates. All data were measured at 
baseline and repeated measures at one-hour inter-
val in addition to other birth outcomes such as 
mode of delivery, oxytocin use, and the duration of 
each stage of labor.

 Tool III: Apgar’s score15 at first and fifth minute to 
evaluate the neonatal outcomes.

 Tool IV: Visual analogue pain intensity scale: It 
is a standardized linear scale that was adopted 
by Mc Caffery and Pasero16 and used to evaluate 
pain severity. It is a self-reported 10 cm horizontal 
line representing the subjective estimation of pain 
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intensity. It ranged from 0 (no pain) to 10 (worst 
pain) in between the two extreme points. The line 
is numbered on equal distances (1 cm): mild pain 
(1,2), moderate (3,4), sever (5,6), very sever (7,8), 
and worst pain (9,10). Each degree of pain is elabo-
rated with facial expressions of a picture.

All the instruments were tested for content validity by a 
panel of five specialists from the field of maternity nurs-
ing and one expert from biostatistics. The tool reliability 
was tested using the Cronbach’s alpha test. The reli-
ability results were 0.850, 0.766, and 0.832 for Tools II, 
III, and IV, respectively. A pilot study was performed on 
10% of the study sample to ensure the applicability of 
the tools.

2.5. The procedure of data collection

Data were collected over a period of 5 months from 
December 2018 to May 2019. The researchers 
screened all nulliparous parturient in the latent phase 
of the first stage of labor. Rapid examination for the 
parturient file was done to ensure her eligibility for 
the study and for assigning to study or control group 
according to the predetermined randomization blocks  
list. Then, they were individually interviewed by the 
researchers to take oral consent after explaining  
the study purpose. The researchers collected the 
baseline data from both groups at the beginning of  
the active phase such as uterine contraction charac-
teristics (duration, interval, and frequency), cervical 
dilatation, fetal head descent, and fetal heart rate by 
using Tool II and evaluation value of the severity of 
pain by using Tool IV.

For study group, the parturient women were encour-
aged to assume one of the upright positions as (stand-
ing, sitting, kneeling, or squatting) or ambulating around 
the bed to maintain the pelvis in vertical plane as far as 
possible for 20–25 min for every 1 h. Then the woman 
was permitted to lie in the bed in her left lateral position. 
She was advised to repeat these positions up to full cer-
vical dilatation. The researchers followed the application 
of the intervention with each parturient until approaching 
second stage of labor. In contrast, the parturient women 
in the control group were assessed without intervention 
with normal routine hospital care, which includes lying 
down in bed. Therefore, the women in the control group 
were informed that they should lie on their left or right 
lateral position and avoid lying on their back to avoid 
inferior vena cava compression. Informed oral consent 
was taken from all participants in both groups. Another 
one replaces women who refuse participation or who 
want to withdraw from the study so that sample size is 
maintained.

During that time, the researchers evaluated labor 
progress every 1 h in term of uterine contraction char-
acteristics (duration, interval, and frequency), cervical 
dilatation, fetal head descent, oxytocin used, and fetal 
heart rate by using Tool II and evaluation of the severity 
of pain by using Tool IV. The assessment of labor prog-
ress stopped when the woman approached the second 
stage of labor. Moreover, the other birth outcomes were 
recorded in the term of duration of the first, second, and 
third stage of labor and mode of delivery. Immediately 
after birth, the neonatal outcomes such as baby birth, 
weight, and head circumference were registered in term 
of Apgar’s score at first and fifth minute using Tool III.

2.6. Statistical analysis

Statistical Package for the Social Science (SPSS) ver-
sion 23.0 was used for data analysis. The statistical 
significance set at P < 0.05. Descriptive statistics, as 
mean and standard deviation, were used for report-
ing normally distributed numerical variables where 
as numbers and percentages were used to describe 
categorical variables. The differences of categorical 
variables (sociodemographic variables, duration of 
each stage of labor, and admission of Neonatal Inten-
sive Care Unit (NICU)) between the study and con-
trol groups were assessed using the chi-squared test 
or Fisher’s exact test. Comparisons of labor progress 
parameters among the two groups at each time point 
were compared using repeated ANOVA and indepen-
dent sample t-test.

2.7. Ethical consideration

The researchers were committed to ethical rules at all 
study stages. An official letter consent letter was given 
to Damanhour Educational Institute by Damanhour Uni-
versity after getting the clarifications about the study 
aim. Then informed oral consent was obtained from 
the study participants and they were informed that their 
contribution to the study was elective and they have the 
right to withdraw from the study at any time without any 
consequences.

3. Results
3.1. Description of study subjects
The demographic characteristics of the study partici-
pants (n = 150) were explained in Table 1. No significant 
differences (P > 0.05) are shown between the study and 
control groups in term of age, education, working status, 
residence, and BMI. Likewise, no significant difference 
(P > 0.05) in the gestational age as the gestational age 
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mean of the study group was 38.37 ± 0.67 compared 
with 38.68 ± 0.98 of the control group.

3.2. Birth outcomes
3.2.1. Labor progress parameters
Labor progress parameters in Table 2 indicated no sig-
nificant differences (P > 0.05) in the baseline assess-
ment of uterine contraction, cervical dilation, fetal head 
descent, and fetal heart rate among the two groups. 
However, after intervention, significant differences 
(P < 0.05) were observed between the study and control 
groups in relation to interval and frequency of uterine 
contractions, cervical dilation, and fetal head descent. 
This indicates improvement in the cervical dilation prog-
ress, and fetal head descent, increasing frequency and 
decreasing interval between uterine contractions in the 
study group. On the other hand, no significant differ-
ences (P > 0.05) were observed between both groups 
regarding fetal heart rates and pain visual analog scale 
score at all post-intervention time points.

3.2.2.  Cesarean birth rates, oxytocin use, and the 
duration of labor

Table 3 shows that there were no significant differences 
in the cesarean birth rates, oxytocin use, and the second 
and third stage of labor duration among the two groups. 
Upright and ambulant positions in the first stage of labor 

had no impact on the mode of delivery, oxytocin use, and 
the duration of the second and third stage of labor. While 
there was a significant difference (P = 0.018) between 
the study and control groups regarding the duration of 
the first stage of labor. The mean duration of the first 
stage was 11.88 ± 2.50 h in the study group compared 
with 12.74 ± 1.86 h in the control group.

3.2.3. Neonatal outcomes

As shown in Table 4, there were no significant differ-
ences (P > 0.05) between both groups in relation to 
neonates’ outcomes (baby birth weight, baby head cir-
cumference, and Apgar’s score at first and fifth minute). 
Also, in Table 5, the Fisher exact test showed that there 
was no significant difference (P = 0.467) in neonates’ 
ICU admission between both groups.

4. Discussion
Evidence-based maternity care focuses on practices that 
increase maternal and newborn safety. If policymakers 
and health care team want to improve the quality of obstet-
ric care effectively, it is important that they implement  
evidence-based clinical practices in routine obstetrics and 
women health care.17 Based upon this view, the current 
study was conducted using true experimental design to 
evaluate positive effects as well as any probable negative 
effects of upright and ambulant positions in the active first 

Items Study group Control group Significant test P-value

n = 75 % n = 75 %

Age (years)

 ≤20 8 10.7 6 8.0

 21–34 60 80.0 67 89.3 3.347b 0.164

 ≥35 7 9.3 2 2.7

Education

 Read and write 17 22.7 8 10.7 4.684a 0.096

 Secondary 44 58.7 46 61.3

 University 14 18.7 21 28.0

Working status 

 Working 18 24.0 21 28.0 0.312a 0.577

 House wife 57 76.0 54 72.0

Residence

 Rural 60 80.0 54 72.0 1.316a 0.251

 Urban 15 20.0 21 28.0

BMI (M ± SD) 25.62 ± 2.59 26.38 ± 2.30 0.448c 0.655

Gestational weeks (M ± SD) 38.37 ± 0.67 38.68 ± 0.98 0.097c 0.923

Note: aChi-square test; bFisher exact test; cIndependent sample t-test.

Table 1. Demographic characteristics, BMI, and weeks of gestation of parturient women in the two groups (n = 150).
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stage of labor on labor progress, labor duration, and other 
maternal, fetal, and neonatal outcomes.

The current study found that upright and ambulant 
positions increase the frequency of uterine contractions 
and reduce the interval between contractions in the 
study group over six-time points out of a total of seven-
time points compared with the control group. Moreover, 
the duration of uterine contraction significantly increased 
in three-time points at third, sixth and seventh hour of 
intervention. These findings suggested that upright and 
ambulant positions in the first stage of labor were effec-
tive in improving the progress of uterine contractions 
in nulliparous women. The greater effectiveness of the 
upright and ambulant positions might be explained by 
the fact that upright and ambulant positions may benefit 
from the effect of gravity, which can prevent aortic com-
pression, thus improving the blood supply to the uterus 
and stimulating the uterine contractions.

Similar effects of assuming upright and ambulant 
positions in enhancing the uterine contractility have been 

reported in previous studies conducted by Emam and  
Al-Zahrani and Mathew et al. The former found a signifi-
cant improvement in the progress of uterine contractions 
by increasing its duration and frequency and decreas-
ing the interval between it in the upright group, while the 
recumbent group shows less progress. The latter had 
clarified that the ambulation in the first stage of labor 
results in increase of the quality of uterine contractions.18,19

Moreover, upright position and ambulation dur-
ing active first stage of labor appear to be effective in 
improving the progress of cervical dilatation, and fetal 
head descent in the study group compared with con-
trol group. This can be attributed to the fact that upright 
positions allow the gravity to assist in the descent of the 
fetal head, as well as increase the pelvic capacity giving 
the baby more room to descend and rotate. Therefore, 
the direct pressure on the cervix by fetal head leading 
to improvement in cervical dilatation and progress of 
labor.20,21 These results are consistent with at least three 
other studies. In the first one, Emam and Al-Zahrani 

Neonates’ admission to NICU Study group (n = 75) Control group (n = 75) Significant test P-value

Yes 3 4.0 5 6.7 0.528a 0.467

No 72 96.0 70 93.3

Note: aFisher Exact test.

Table 5. Neonates’ admission to Neonatal Intensive Care Unit (NICU) (n = 150).

Characteristic Study group (n = 75) Control group (n = 75) t P-value

Baby birth weight (kg) 2.96 ± 0.34 2.92 ± 0.28 0.773 0.441

Baby head circumference (cm) 33.54 ± 1.45 33.52 ± 1.48 0.108 0.914

Apgar’s score at 1 min 6.92 ± 1.36 7.20 ± 1.20 0.912 0.363

Apgar’s score at 5 min 8.98 ± 1.19 9.28 ± 1.51 1.189 0.236

Note: t = independent sample t test.

Table 4. Neonates’ outcome between the two groups (M ± SD).

Characteristic Study group (n = 75) Control group (n = 75) Significant test P-value 

Mode of delivery (cesarean birth rates)

Spontaneous vaginal delivery 63 84.0 59 78.7 0.703a 0.402

Lower segment cesarean section (LSCS) 12 16.0 16 21.3

Use of oxytocin augmentation

No 19 25.3 13 17.3 1.430a 0.232

Yes 56 74.7 62 82.7

Duration of labor stages

First stage (h) 11.88 ± 2.50 12.74 ± 1.86 2.387b 0.018*

Second stage (min) 62.40 ± 8.08 65.47 ± 12.65 1.727b 0.086

Third stage (min) 11.53 ± 2.32 11.77 ± 3.61 0.478b 0.633

Note: aChi-square test; bIndependent sample t test; *Significant at 0.05.

Table 3. Cesarean birth rates, oxytocin use, and labor stages duration among parturient women in the two groups (n = 150).
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indicated a significant difference between upright and 
recumbent groups in relation to fetal head descent 
and cervical dilatation progress in favor of the upright 
group.18 In the second study, Hassan had reported a 
significant improvement in the progress of fetal head 
descent and cervical dilatation in the experimental group 
after performing the pelvic rocking exercise using sit-
ting position during the active phase of the first stage of 
labor as compared with the control group.22 In the third 
study, Lawrence et al. who had done a Cochrane review 
on 25 studies to evaluate the effect of ambulation and 
upright positions in the first stage of labor, recognized 
that upright positions were more effective in the cervical 
dilation progress than supine position.9

On the other hand, Manonmani, who had conducted 
a true experimental study to evaluate the effect of walk-
ing versus laying down in semi fowler’s position on birth 
outcomes among parturient women. He reported no 
significant difference between walking group and semi 
fowler’s group regarding the cervical dilation rate.23 The 
difference between the current study finding and the lat-
ter one may be attributed to the difference in the study 
subject’ parity. The current study was conducted on nul-
liparous women only whereas Manonmani’ study was 
conducted on nulliparous and multiparous parturient. 
Parity is found to be positively correlated with the cervi-
cal dilation.

In the present study, upright positions and ambu-
lation during the first stage of labor had no significant 
effect on the fetal heart rates and pain visual analog 
scale score at all post-intervention time points. In this 
regard, Miquelutti et al. had conducted a randomized 
controlled trial to determine the effect of upright posi-
tion on maternal satisfaction during labor. They reported 
no significant difference between the study and con-
trol groups in relation to visual analog scale score.24 In 
contrast, Gizzo et al. observed a significant difference 
between the upright and laying down group in term of 
pain numeric rating scale score and the need for analge-
sics.12 The difference between this study finding and the 
latter one may be due to the difference in study design. 
This study was conducted using a true experimental 
design, while, Gizzo et al. conducted an observational 
cohort design.

The present study revealed that upright positions 
and ambulation significantly reduce the duration of the 
first stage of labor. The probable positive effect of grav-
ity is increasing uterine blood flow and uterine contrac-
tions, enhances baby alignment to the birth canal, helps 
the fetal head descent, and facilitates cervical dilatation. 
Eventually reducing the first stage duration. Several 
studies were conducted around the world to assess 
the effect of upright positions in reducing the first stage 
duration. Most of these studies are in the same line and 

confirming that upright positions significantly reduce the 
first stage duration (Rana and Chopra, Lawrence et al., 
Ben Regaya et al.).9,25,26 Although there was a significant 
difference between the two groups toward the first stage 
duration, there were no significant differences observed 
in the duration of the second and third stages. Also, Law-
rence et al. study reported that there were no significant 
differences between intervention and control groups for 
the length of the second or third stage of labor.9

Although Gau et al. and Taavoni et al. found that 
upright position and ambulation during the first stage of 
labor decrease oxytocin use and reduce CS rate, no sig-
nificant differences were recorded in the current study 
between both groups in term of CS rate and oxytocin 
use.27,28

Deliktaş and Kabukçuoğlu have found in a recent 
meta-analysis that the effects of upright position and 
ambulation on operative delivery were insignificant, 
which complied with the above findings.29 Also, Mique-
lutt et al. suggested no significant difference among the 
upright and laying down groups in terms of birth type.24 
Furthermore, Roberts et al. who conducted a meta-anal-
ysis of randomized controlled trials involving a total of 
1,161 parturient women. They evaluated the impact of 
ambulation and upright positions during the first stage 
of labor on type of delivery and other birth outcomes 
among parturient women. They reported no significant 
differences between the upright and recumbent group in 
oxytocin use and the delivery type.30

Moreover, the results of the current study reported 
no significant differences between both groups in rela-
tion to neonates’ outcomes, which include neonates’ ICU 
transfer, and Apgar’s score at the first and fifth minute. 
These findings are in agreement with Gizzo et al. and 
Lawrence et al. The former had found no differences 
between the upright and recumbent group in terms of 
neonates’ outcomes. The latter reported no significant 
differences between the intervention and control groups 
in terms of neonatal Apgar’s score at the first and fifth 
minute.9,12 Meanwhile, Ben Regaya et al. had different 
finding and stated that upright position leads to a net 
Apgar’s score improvement at the first and fifth minute. 
It also decreased the admission rate to the NICU.26

5. Conclusions
Based on the overall findings of the current study, H1 
is accepted and H0 is rejected. This study provides 
clinical evidence on the significant progress of the 
first stage of labor when assuming upright position 
and ambulation compared with lying down. This sig-
nificant progress achieved in terms of enhancing cervi-
cal dilatation, fetal had descent, uterine contractions 
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frequency, and duration. It also reduced the first stage 
duration without any adverse effect on maternal, fetal, 
or neonatal outcomes.

Limitation
Although the use of the blinded technique would have 
been ideal for this randomized controlled clinical trial, it 
was not possible in the current study. The intervention 
nature and the presence of more than one parturient in 
the same room represent a practical barrier at time of 
data collection.

Recommendation
Maternity nurses and midwives should be trained to 
support parturient women both in upright and ambulant 

positions. They should be encouraged to integrate the 
upright positions in their daily clinical practice. Further 
studies are needed to assess parturient women satis-
faction toward the different birth positions, and evaluate 
the effect of upright position during the second stage of 
labor on the birth outcomes.
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