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we will succeed in tipping the benefit/risk scale even
further in favor of the child.

TaOMAs L. Suovis, MD
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Children's Hospital of Michigan
Detroit, MI 48201-2196
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Underwater Birth: Missing the
Evidence or Missing the Point?

e read with interest the case reports and
discussion the potential compli-
cations of underwater birth!? because we
have had 4 neonates admitted to the neonatal inten-
sive care unit after underwater birth and have been
concerned regarding the cause-and-effect relation-
shi
Dpur first case was a 37-week-gestation male infant
(born in a hospital tub) who developed respiratory
distress syndrome requiring mechanical ventila
support. Although water mhalahon was EUSPEIZE.
his dia was respiratory distress syn-
mmm% was a male infant, (born at
home in a bathtub) who developed seizures at ~8
hours of age. A serum sodium level of 128 was
treated but continued to fall, at 12 hours of age the

Received for publication Feb 26, 2003, accepted Mar 17, 2003.
Reprint requests to (EW.) Nursing Office, Maine Medieal Center, 22 Bram-
hall 5, Portland, ME 04102, E-mail: wilsoe@mmc.org
PECIATRICS (155N 0031 4005). Copyright © 2003 by the Amerean Acad-
emy of Pediatrics.

Reference
Bowden, K., Kessler, D., Pinette, M., Wilson, D Underwater Birth:
Missing the Evidence or Missing the Point? Pediatrics, Oct 2003; 112:
972 - 973.



serum sodium was 125. His discharge diagnosis was
probable water intoxication after underwater birth
onar thurd case, a temale infant, (born underwater in
a hospital tub) was diagnosed on day 2 of life with
Shone’s complex, ifested in this case as absence
of left lung and left kidney, and a left-sided cardiac
defect. A total of 3 ultrasounds had been performed
during the pregnancy without diagnosing the de-
fects. Our fourth case was an infant (born at home in
a bathtub) who was admitted at 4 days of age with
group B streptococcal meningitis. Although 2 of the
cases suffered no obvious direct ill effects from un-
derwater birth, the potential for harm from birthing
underwater may be much greater in the case of birth
defects (in this case undiagnosed) or with intrapartal
group B Streptococcus exposure.

We conducted an extensive review of the nursi
midwifery, and medical literature (in any language),
for the efficacy and validity of underwater birth and
found multiple reports. Methodology ranged from
retrospective reviews, anecdotal reports, summaries
of mailed surveys, and individual case reports. None
of the rts included true randomized, controlled
trials, although some authors have called for such.

Some of the reports conclude that birthing under-
water is safe for both mother and infant, others con-
flict with that conclusion, and still others have ques-
tionably erroneous conclusions. Alderdice et al,” for
example, reported on 4494 women who gave birth
underwater, with 12 neonatal deaths (no reported
reasons for death) and 51 infants with morbidities
(again, no diagnoses given). We consider the mortal-
ity rate to be above expected. Alderdice et al con-
cluded their report by saying:

*There is no evidence from this survey to & t that labour
and birth in water should not continue to be offered as an
option in England and Wales. Questions remain, however,
about the possible benefits and hazards, the conditions of
clinical practice, and resource use.”

If questions remain, why would one continue the
practice?

Proponents of the practice have claimed that in-
fants will not breathe or swallow during an under-
water birth. We could find no conclusive evidence
that an infant would not inhale or swallow the tub
water during the birth as they swallow and inhale
amniotic fluid in utero. We were particularly in-
trigued to find a pho ph in a book on underwa-
ter birth showing an infant’s face delivering, with the
mouth wide open. This photograph lends support
to our theory that hyponatremia can be caused by
swallowing tub water during birth.

If we are to feel confident regarding the safety of
underwater birth for the neonate, we must be confi-
dent that a sufficient number of cases have been
scientifically scrutinized in a rigorous fashion and
that these cases demonstrate a reasonably low prob-
ability of harm as compared with the current stan-
dard “of birth above water. Furthermore, if there is
possible case report evidence of harm without de-
monstrable improvement in outcomes, we must
question the rationale for continuing the practice of
offering underwater birth. We found case reports of
infants with pneumonias,'® hyponatremic seizures,®

Pseudomonas infections,”® and multiple freshwater
Arrwmings attributed to underwaler Liall2® Have
these reports been missed by others or simply ig-
nored? Of importance, none of the reports we re-
viewed ‘made any claim of underwater birth being
better for the infant.

After reviewing the literature, we stop to ponder:
what evidence of harm would be enough to convince
us to stop the practice? Should the report of a single
drowning be enough? Apparently, it was not. At this
point, we are convinced there is no evidence to sup-
port any benefit of underwater birth for the neonate,
and plenty of evidence to suggest harm. With the
potential for drowning, hyponatremic seizure activ-
ity, infection, and pneumonia, is it ethical to call for
randomized, controlled trials?

We believe in evidence-based health care. Al-
though it is perhaps still possible to practice evi-
dence-less care that is safe, we believe in this case the
care is evidence-blind. We are left to wonder why it
is that pediatric providers have ignored the reports
that are present, and have not advocated with our
obstetric colleagues for the discontinuation of the
practice.

Editor's Note: I've always considered underwater birth a
bad joke, useless, and a fad, which was so idiotic it would
qo away. It hasn't! It should!

—Jerold F. Lucey, MD, Editor
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