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o Ruptured membranes are not a contraindication to water immersion as research has not shown 
there to be increased risk of infection. 
 

o GBS infection in pregnancy is no longer a contraindication for use of the pool see Group B 
Streptococcus Guideline. However, the birthing person should be encouraged to keep the 
cannulated hand out of the water.  

 
o Intrapartum Antibiotic Prophylaxis (IAP) must be administered when out of the water, in case of 

an adverse reaction to medication. The pregnant person should be informed about this in the 
antenatal period and on admission to the unit.   
 

If there are any concerns around fetal or maternal wellbeing the birthing person should be 
advised to exit the pool immediately. 
 
Use of water in latent phase  
 
The pool or a bath should be offered in the latent phase as an alternative to medication. 
 
Risk assessment prior to pool entry 
 

• Review of pregnancy, obstetric and medical history – confirm low risk status. 
 

• Temperature, blood pressure, pulse and urinalysis – all should be within normal limits.  
 

• Abdominal palpation to determine cephalic presentation.  
 

• Fetal heart auscultated and is within normal parameters.  
 

• Offer a vaginal examination to confirm established labour, cephalic presentation, position of 
presenting part, presence/absence of membranes (and colour of liquor if membranes absent) 
and confirm absence of abnormal features. 

 
Care during the first stage of labour  
 

• Maintain a comfortable water temperature around 37 degrees centigrade. Do not exceed 
37.5 degrees centigrade (8). 

 

• Record maternal and pool temperature, and maternal pulse hourly. 
 

• Record the maternal blood pressure (BP) 4 hourly as usual during the 1st stage of labour. 
 

• Record the fetal heart rate (FHR) every 15 minutes during the 1st stage of labour. 
 

• • A “fresh ears” review should be undertaken at hourly intervals by a second midwife. This 
should be recorded on Badgernet. 
 

• Attempt to keep the water clear. 
 

• Ensure hydration and encourage voiding every 2-4 hours. Record fluid balance as per fluid 
balance guideline. 
 

• The water in itself is used as pain relief in labour and should be offered as an alternative to 
opioids or regional anaesthesia.  
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• Entonox can be offered and administered whilst in the pool. 
 
 
▪ The birthing person should not be unattended while they are in the pool if their partner is not 

present. 
 
▪ If the maternal temperature rises above 37.5 degree centigrade (tympanic), or if tachycardic 

(pulse > 100) the woman should be asked to get out of the pool, until temp and pulse 
normalise before re-entering the pool. 
 

▪ If there are any signs of fetal compromise the woman is advised to leave the pool and 
continuous electronic fetal heart monitoring commenced. Transfer to CDS from MLU and 
community settings. If there are any difficulties auscultating the FHR the woman should be 
asked to exit the pool.  

 
▪ The birthing person should be informed that some positions make it very difficult for the 

midwife to auscultate the FHR without straining their back. The birthing person may be asked 
to move or even exit the pool if the FHR cannot be monitored without causing undue repeated 
strain on the midwife. The midwife should be aware of their own individual physical limitations 
and use stools and aids to ensure their comfort and safety whilst supporting birthing people 
immersed in water. 

 
Using telemetry for fetal monitoring 
 

• If continuous electronic monitoring in labour is required and the birthing person chooses water 
immersion, an individual risk assessment should be performed before deciding whether water 
immersion is appropriate and safe for them. 
 

• If possible, discuss with a midwifery matron and/or the obstetric consultant or the on call 
obstetric team, ideally in antenatal period, but this can be done at any time if required. 

 

• The telemetry abdominal transducer can be used in water, but only up to a depth of 50cm. It 
may be difficult to monitor the FHR effectively and it should be explained to the birthing person 
that they may need to exit the water if monitoring of the fetus is unsatisfactory/there are 
concerns about fetal wellbeing. 
 
 

Do not use the telemetry fetal scalp electrode (FSE) transducer under water as it is not 
watertight. 
 
A FSE is not recommended.  
 
Care during the second stage of labour 
 
Most care during the second stage of labour will be the same as that out of the pool, however 
“hands on” perineal protection as part of the OASI bundle cannot be practiced in water. Immersion 
in water will help to soften and stretch the perineum. Two midwives should be present for the birth, 
one of whom must be competent in caring for women/birthing people labouring and delivering in 
water. As a minimum one midwife should be a band 6/7 with competent skills in water birth. 
 

• Maintain a comfortable water temperature around 37 degrees centigrade. Do not exceed 
37.5 degrees centigrade. 
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• Record the FHR at least every 5 minutes during the 2nd stage of labour.  
.  

• The water must be deep enough for the baby to be born completely submerged under water. 
 

• Progress of the emerging head can be observed with the use of a mirror and torch if 
necessary. 

 

• Slow crowning and birth of the head should be encouraged to minimise perineal trauma.  
 

• The midwife should practice ‘hands off’ care. This will minimize stimulation of the emerging 
baby. Non-stressed babies are unlikely to commence breathing whilst underwater.  

 

• The birthing person or midwife should reach down and support the baby as it emerges. 
 

• The cord can be loosened and disentangled if necessary, as the body emerges.  
  

• The baby should be brought gently to the surface, face uppermost, and care taken to ensure 
the cord is long enough to allow this. 
 

• Avoid undue traction on the umbilical cord as the baby's head surfaces from the water. This 
minimises the possibility of the cord snapping. 
 

• Following the birth rest the baby’s head above the water keeping the body submerged, skin 
to skin with woman. This will keep the baby warm and promote skin to skin contact. Babies 
born into water have less stimulation to breathe e.g. cold air. It may be necessary to lift the 
baby out of the water for a few seconds to stimulate the first breath. 
 

• If respiration is not established within one minute of birth, the cord should be clamped and 
cut, and the baby removed from the pool for resuscitation. Commence neonatal resuscitation 
immediately. 

 
▪ The cord should never be clamped and cut whilst baby is still under the water.  

 
▪ Once the baby’s head has come out of the water it must not be submerged again 

 
Be aware that restitution still occurs under water and at no point should the midwife expedite the 
birth of the body unless suspected shoulder dystocia is observed. All manoeuvres for shoulder 
dystocia should be performed clear of the water.   
 
Clearly document whether the baby was born under water and the condition of the baby at birth  

 
The midwife should not top up the water to maintain the temperature during a home birth. 
This is the responsibility of the birth supporter and should be discussed at the home birth 
risk  
assessment visit.  
 
Care during the third stage of labour 
 
There is no current evidence to support that the 3rd stage must be conducted outside of a birthing 
pool. However, it is not possible to accurately measure blood loss in a pool. It may be necessary to 
transfer the birthing person out of the pool in order to accurately assess blood loss.  
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Risk of water embolism has not been validated in current research.  
 

• If physiological 3rd stage is planned wait for cord to stop pulsating. It may then be clamped. 
Await signs of separation (trickle of blood, lengthening of cord). Maternal effort is used to 
expel the placenta. An upright position in the water will assist this or alternatively the birthing 
person can stand up or leave the pool for the placenta to be delivered by maternal effort.  

 

• After the 3rd stage is complete, the birthing person should be asked to leave the pool and 
examination for trauma to the perineum should be undertaken with informed consent. 
 

• If active 3rd stage is planned or indicated it is recommended that the birthing person leaves 
the          pool prior to the delivery of the placenta. This allows controlled cord traction and 
guarding of the uterus during active 3rd stage to be carried out safely. 

 

• If there is evidence of haemorrhage, syntometrine/oxytocin can be given (in the upper arm if          
necessary if the water level is still high) and the birthing person then transferred out of the 
pool.  

 
Refer to the Labour Care guideline for more information on the 3rd stage and examining the 
perineum . 
  
Care of the mother and baby after delivery 
 
Post-natal care as normal ensuring baby temperature is maintained if remaining in the water.  
 

• Place a hat on the baby and keep the baby’s body in the water.  
 

• Dry and cover baby in warm towels when exiting the pool. 
 
The handling of emergency situations during pool labour/birth 
 
It is vital that arrangements are clear to all staff and birthing people and their partners about how 
these emergencies should be managed: 
 

• Faint / collapse: 
 

▪ Call for help –  (MLU), (ABC, HB) 
▪ Support the birthing person’s face above water 
▪ Use floatation aids or net / hoist to remove the person from the pool 
▪ Do not attempt to empty the pool as this will prevent the use of the hoist as the 

person will be too low down in the pool  
 

• Shoulder dystocia: 
 

▪ Call for help – Emergency Bell (CDS),  (MLU),  (ABC, HB) 
▪ Ask the person to get out of the pool as quickly as possible and commence 

required manoeuvres  
▪ Be aware that the movement of exiting the pool may release the shoulders and 

precipitate delivery, be ready to ‘catch’ the baby.  
 

Infection control  
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There is no evidence of any significant differences in the incidence of maternal infection when water 
immersion is used during labour and birth. 
 
Birthing people using the pool should have intact skin and be free from skin conditions, such as 
eczema or psoriasis, or blood borne viruses, to protect against infection. 
 
Staff must ensure that all cuts and abrasions are covered with a waterproof dressing.  
 
Partners may choose to enter the pool, but this is at their own risk. They should be appropriately 
attired.  
 
The Midwife should not enter the pool at any time.  
 
During care of the woman/birthing person in labour ensure that water is not splashed onto the floor 
and the surrounding area is kept dry.  
 
The pool should be always kept free of faecal matter and contamination of any kind should be 
removed.  
 
If there is heavy contamination the birthing person should be advised to leave the pool, the pool 
must be emptied, cleaned in accordance with current infection control recommendations and 
thoroughly dried before refilling. 
 
Sieves and emergency nets are single patient items.  
 
The hoist may have a reusable or single patient use slings. Please check before discarding after 
use.  
 
Use disposable covers on thermometer probe when immersing in water, taking care to keep the 
main body of the thermometer dry.  
 
Clean the pool thermometer thoroughly after use with Clinell wipe. 
 
Clean the hand held doppler thoroughly after use with Clinell wipe. 

 
When the pool is empty of water, clean with Actichlor.   
 

REFERENCES 
 

1. Aughey, H., Jardine, J., Moitt, N. et al. Waterbirth: a national 
retrospective cohort study of factors associated with its use among 
women in England. BMC Pregnancy Childbirth 21, 256 (2021).  
Available from: https://doi.org/10.1186/s12884-021-03724-6 
 

2. Burns, E., Feeley, C., Hall, P.J. et al. (2022) Systematic review and 

meta-analysis to examine intrapartum interventions, and maternal and 

neonatal outcomes following immersion in water during labour and 

waterbirth. BMJ Open 12(7), e056517  

Available from: https://pubmed.ncbi.nlm.nih.gov/35790327/  

 

3. Cluett, E.R., Burns, E. and Cuthbert, A. (2018) Immersion in water 
during labour and birth. Cochrane Database of Systematic Reviews 
5(CD000111).  



 

Version 5.2     June  2024 Review June  2027 Author:  Page 7 of 8 
 

Available from: 
https://www.cochrane.org/CD000111/PREG immersion-water-labour-
and-birth 
 

4. Edwards, S., Angarita, A.M., Talasila, S. et al. (2023) Waterbirth: A 
Systematic Review and MetaAnalysis. American Journal of 
Perinatology. 
Available from: https://pubmed.ncbi.nlm.nih.gov/36791786/  

5. McKinney, J.A., Vilchez, G., Jowers, A. et al. (2024) Water birth: a 
systematic review and meta-analysis of maternal and neonatal 
outcomes. American Journal of Obstetrics and Gynecology 230(3S), 
S961-S979.e33.  
Available from: https://pubmed.ncbi.nlm.nih.gov/38462266/  
 

6. Nutter, E., Meyer, S., Shaw-Battista, J. et al. (2014) Waterbirth: an 
integrative analysis of peer-reviewed literature. Journal of Midwifery & 
Women's Health 59(3), pp. 286-319.  
Available from: https://pubmed.ncbi.nlm.nih.gov/24850284/ 
 

7. Phillips, K. (2014) Is the evidence on waterbirth watertight? British 
Journal of Midwifery 22(11).  
Available from: 
https://www.britishjournalofmidwifery.com/content/clinical-practice/is-
the-evidence-on-waterbirthwatertight/ 
 

8. NICE Intrapartum Care ng235 29/09/2023 

Available from: https://www.nice.org.uk/guidance/ng235 
 

RELATED 
DOCUMENTS 
AND PAGES 

Fetal monitoring in labour 
 

 
Fluid balance and hyponatraemia in labour and immediate postnatal period 

 
 
Group B Streptococcus (GBS) infection care in pregnancy and labour 

 
 
Immediate care of the newborn on CDS 

 
 
Labour Care clinical guideline 

 
 
Pain relief in labour – non epidural 

 
 
St Michael’s co-located midwife led unit – eligibility for labour and birth 

 
 

AUTHORISING 
BODY 

CDS working party 
Clinical effectiveness group 

SAFETY  



 

Version 5.2     June  2024 Review June  2027 Author:  Page 8 of 8 
 

QUERIES AND 
CONTACT 

Practice development midwives (ext. ) 
CDS Matron  (ext. ) or CDS co-ordinating midwife (ext. 

) 

AUDIT 
REQUIREMENTS 

 

 

Plan Elements Plan Details 

The Dissemination lead is: Practice development midwives 

Is this document: A-replacing the same 
titled, expired guideline, B-replacing an 
alternative guideline, C-a new guideline 

A 

If answer above is B: Alternative 
odumentation this guideline will replace (if 
applicable): 

 

This document is to be disseminated to: Maternity staff 

Method if dissemination: E mail/MyStaff app 

Is training required and how will this be 
delivered: 

No 

 

Document Change Control  

Date of version Version Number Lead for 
Revisions 

Type of Revision Description of 
Revision 

June 2021 5.1  
 

  

June 2024 5.2  
 

 

  

     

 
 

_____________________________________________________________________________ 

 




