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IMMERSION IN WATER DURING LABOUR AND BIRTH 

Summary 
1 Both the Royal College of Obstetricians and Gynaecologists and the Royal College of Midwives support 
labouring in water for healthy women with uncomplicated pregnancies. The evidence to support 
underwater birth is less clear but complications are seemingly rare. If good practice guidelines are 
followed in relation to infection control, management of cord rupture and strict adherence to eligibility 
criteria, these complications should be further reduced. 

Background 
2 Lying in warm water gives a sense of relaxation, but whether it actually reduces pain is less 

certain. A perception of relaxation, pain relief, ease of movements and more holistic 
experience made labour in water a popular choice during the 1980s. This concept has been 
extended to include actual birth under water following widely quoted experience from France.1 

In response to public demand, the Winterton Report recommended that all maternity services 
provide women with the option to labour and/or give birth in water.2 

3 Recent surveys3 show that, of 295 UK maternity units for which data on birthing pools were 
available, 64% had at least one birthing pool, with 20 units having two or more. There are no 
current data on the number of women who actually use these facilities during labour or for 
water birth, apart from a postal survey carried out between April 1994 and March 1996, which 
reported that, at that time, fewer than 1% of births in England and Wales occurred in water.4 

4 Partly in response to the Winterton Report, the Royal College of Obstetricians and 
Gynaecologists produced a Statement on birth in water in 1994, which was updated in 20015 

and the Royal College of Midwives published a Position Paper on the use of water in labour and 
birth in 1994 (updated in 2000).6 Both documents endorsed the use of water in labour as a 



choice, provided that attendants had appropriate skills and confidence to assist women who 
choose to labour or give birth in water. 

Labouring in water 
5 It is important to separate the evidence on benefits and risks of immersion in water during the 

active phase of labour from those of actual birth in water. 

6 There are considerable perceived benefits of using immersion in water during labour, including 
less painful contractions and less need for pharmacological analgesia, shorter labour, less need 
for augmentation, with no known adverse effects for the woman herself. However, there may 
be rare but clinically significant risks for the baby born under water. These include respiratory 
problems (including the possibility of fresh water drowning), cord rupture with haemorrhage, 
and waterborne infections. 

7 A Cochrane review by Cluett et al.7 provides the most recent evidence on water births. Overall, 
there was no difference found in the use of analgesia, although women allocated to immersion 
in water needed less epidural, spinal or paracervical analgesia. There was no significant 
difference in other important clinical outcomes, including duration of labour, operative delivery 
and perineal trauma. The same applied to the neonatal outcomes, including neonatal infection, 
which was rare. 

8 The evidence on timing of immersion into water during the first stage of labour was not robust 
enough to set criteria8 but early labour could be managed by mobilisation and other activities 
within a labour room rather than water immersion. 

9 Most of the available evidence, both randomised and observational, is restricted to healthy 
women with uncomplicated pregnancy at term, although induction of labour and previous 
caesarean section have been managed using water for labour and birth without reported 
problems.9 A randomised trial by Cluett et al.10 on women with prolonged labour found 
reduction in obstetric intervention following immersion in water but a higher number of babies 
who needed admission to the neonatal unit. Although there is clearly a need for more research, 
the currently available evidence does not justify discouraging women from choosing immersion 
in water during labour. Increasing women’s choices for analgesia and the need for maternity 
services to promote normality are key principles in all UK Maternity Service Framework 
documents and support provision of birthing pools to be made available for healthy women 
with uncomplicated pregnancies.11–13 

Birth in water 
10 Informed choice on the benefits and risks of birth in water is clouded by the lack of good 

quality safety data. Although there is no evidence of higher perinatal mortality or admission to 
special care baby units (SCBUs) for birth in water,4,14,15 caution is advised because of small 



numbers, possible under-reporting of SCBU admission and exclusion of women who were in 
labour in water but gave birth conventionally after complications. 

11 One review identified 16 articles reporting a total of 63 neonatal complications attributable to 
water birth, including drowning, respiratory problems, cord avulsion and waterborne 
infections.16 One can argue that this anecdotal evidence is reassuring, given the thousands of 
women who have given birth under water in the last few decades. However, we still do not 
know how the low perinatal mortality and morbidity rates compare with those babies born in 
air. 

12 The respect for maternal autonomy and choice is important; however, it is important that any 
possible concerns for fetal and neonatal safety are made clear. Women who make an informed 
choice to give birth in water should be given every opportunity and assistance to do so by 
attendants who have appropriate experience. More research is needed on third-stage 
management in the pool, as there is currently no reliable evidence that can be used to inform 
women regarding the benefits and risks of experiencing the third stage of labour under water. 

Achieving best practice 
13 Both the Royal College of Obstetricians and Gynaecologists and the Royal College of Midwives 
believe that to achieve best practice with water birth it is necessary for organisations to provide 
systems and structures to support this service. This means developing a service that is committed 
to responsive practices and ensuring that women are involved in planning their own care with 
information, advice and support from professionals.11–13 

Inclusion and exclusion criteria 
14 All healthy women with uncomplicated pregnancies at term should have the option of water birth 
available to them and should be able to proceed to a water birth if they wish. The written 
documentation of any discussion is essential. 

Practice issues 
15 There has been much controversy over the temperature of the water of a birthing pool, with 

strict criteria recommending differing estimates ranging from 34 to 37 degrees Celsius17 to a 
Swedish study which recommended that women be encouraged to regulate the temperature 
of the water to suit themselves.18 Given these large discrepancies, it would be difficult to agree 
strict temperature restrictions. It may be of more benefit to allow women to regulate the pool 
temperature to their own comfort and encourage them to leave and re-enter the pool in the 
first stage of labour as and when they wish. Birth attendants should ensure that the ambient 
room temperature is comfortable for the woman and should encourage her to drink to avoid 
dehydration. Cord clamps should be readily available and birth attendants need to be alert to 
the possibility of occult cord rupture and be sensitive to any undue tension on the cord.16 



16 Monitoring of the fetal heart using underwater Doppler should be standard practice, as stated 
in the current National Institute for Health and Clinical Excellence guidelines.19 If there are any 
concerns about maternal or fetal wellbeing, the woman should be advised to leave the birthing 
pool and an opinion from an obstetrician or other suitably qualified person should be sought in 
the usual manner. There needs to be a locally agreed procedure for getting a woman out of the 
pool, should she become compromised, and all staff likely to be caring for the woman in the 
room must be familiar with the procedure and should practice it regularly in emergency drills. 

17 If the woman raises herself out of the water and exposes the fetal head to air, once the 
presenting part is visible, she should be advised to remain out of the water to avoid the risk of 
premature gasping under water. 

18 All birthing pools and other equipment (such as mirrors and thermometers) should be disposed 
of or thoroughly cleaned and dried after every use, in accordance with local infection control 
policies. Disposable sieves should be made available to ensure that the pool remains free from 
maternal faeces and other debris. Local information and guidelines regarding prevention of 
legionella build up in water supply from seldomly used pools should be obtained from local 
NHS trust estates and should be adhered to. Midwives should use universal precautions and 
follow local trust infection control guidelines. 

Education, skills and training 
19 Midwives should discuss antenatally the use of immersion in water in labour with all women in 

a low-risk category, as part of their overall discussions regarding options for pain relief, and 
information leaflets should be available. It is important that information on water birth is 
conveyed to all women in a form they can understand and in a culturally sensitive fashion, to 
ensure parity of access to quality services. 

20 All midwives should ensure that they are competent to care for a woman who wishes to have a 
water birth and have a good understanding of the basic principles of caring for a woman in 
labour, and should make themselves aware of local policies and guidelines. Apart from 
emergency drills, training should also include emergency management of cord rupture at 
birth.20 

21 Midwives, managers and supervisors of midwives should ensure that training in caring for a 
woman who wishes to have a water birth is undertaken by midwives who undertake 
intrapartum care, in order to increase choice for women and promote normality and ensure 
quality care.11,21,22 

Audit 
22 The use of birthing pools for labour and birth should be audited carefully. Data should be kept 

both on immersion in first stage of labour for analgesia use and separately for underwater 
birth. Data collected should focus on maternal wellbeing and the condition of the baby at birth, 



and should include usual birth outcomes, incidence of cord rupture and reasons for and rates 
of neonatal admission to SCBU. 

23 Data should also identify women who wanted a water birth but were transferred to 
conventional birth, including decision time to leave the pool for the birth of baby, the reasons 
for transferring to conventional care and the condition of mother and baby at transfer. 

24 Data should also be collected on women who wished to use the birthing pool but for whatever 
reason were unable to do so. Units should also audit ethnicity in relation to the offer of the 
option of water birth, to ensure that there is parity of access. 

Record keeping 
25 Accurate contemporaneous records should be kept, as usual. In addition, times of entering 
and leaving the pool should be clearly documented, including the reason for leaving the pool, if 
appropriate. It is important that it is recorded clearly whether the baby was born under water. 

User surveys 
26 User surveys of satisfaction with water birth services, including ease of access and the 
quality of the information given, should be carried out. Cultural acceptability needs to be 
reviewed to ensure equity of access and culturally sensitive services. 
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