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1. Purpose 

1.1. The purpose of this document is to detail the process for holistic assessment of fetal 
wellbeing in pregnancy and labour including the monitoring of the fetal heart rate. 

1.2. Electronic fetal monitoring (EFM) via Cardiotocography (CTG) was introduced with an aim of 
reducing perinatal mortality and cerebral palsy. This reduction has not been demonstrated 
in the systematic reviews of randomised controlled studies (RCTs) studied by the National 
Institute for Health and Care Excellence (NICE) in developing guidance. However an increase 
in maternal intervention rates has been shown.  

1.3. Key management decisions should not be based on continuous EFM interpretation alone, a 
holistic approach is required taking into account the full clinical picture; maternal history, 
any antenatal risk factors and any fetal concerns (RCOG, 2015). A holistic approach to 
assessing fetal wellbeing includes an understanding of the normal physiology of fetal heart 
rate changes during labour and recognition of factors that influence it (Chandraharan 2010). 
Monitoring of the fetal heart rate is just one aspect of the holistic assessment of fetal 
wellbeing; comprehensive assessment of maternal and fetal risk factors, antenatal 
screening, placental function as well as assessment of fetal movements and fetal growth 
using symphysio-fundal height measurement, ultrasound scans and GAP GROW monitoring, 
form the  greater part of the fetal wellbeing picture. The clinician must be alert to all clinical 
factors which may have an impact upon the fetus (Chandraharan 2010). 

1.4. This guideline covers antenatal and intrapartum use of EFM. Whilst the intrapartum use is 
based on NICE guidance, there is no such clear and research based guidance on its 
recommended use and interpretation in the antenatal period, and as such this guideline is 
based on best available evidence of practice in the South West and suggested guidance by 
PROMPT. 
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1.5. The terms EFM and CTG can both be used when describing continuous documented fetal 
heart rate monitoring. 

1.6. The decision about fetal heart rate monitoring in labour should be made in a joint discussion 
between the woman and her lead clinician, the advice given must be evidence based and 
the woman will make final the decision based upon her preferences (Thacker et al, 2004). 
Continuous electronic fetal monitoring (EFM) is not a routine procedure; there must always 
be an indication to proceed with this intervention (NICE, 2017). 

1.7. The policy applies to all Midwives and Obstetricians.  

1.8. Implementation of this policy will ensure that: 

 all clinicians required to assess fetal wellbeing in pregnancy and labour are aware of 
their responsibilities, 

 the use of appropriate methods of monitoring the fetal heart rate during labour in all 
care settings, 

 there is uniform guidance and documentation for the interpretation of continuous 
EFM. 

2. Definitions  

EFM - electronic fetal monitoring 

CTG – cardiotocograph 

USS – ultrasound scan 

DAU – Day Assessment Unit 

CDS – Central Delivery Suite 

3. Responsibilities  

3.1. All clinicians in maternity who complete assessment of fetal wellbeing are responsible for 
ensuring they undertake a holistic assessment of maternal and fetal health and risk factors. 
This must be clearly documented with an action plan in the healthcare records. 

Role of the Midwife  

 The Midwife is responsible for: 

 Acting as an effective advocate for the woman by giving her unbiased, evidence based 
information about fetal wellbeing assessment that is up to date and individualised to 
her particular needs. 

 Ensuring that fetal wellbeing assessments in pregnancy and labour are completed, 
actioned, followed up and clearly documented in the handheld or healthcare records. 

 Ensuring that the chosen method of fetal heart rate monitoring  is conducted within 
guidance and documented accordingly with appropriate action plan and follow-up. 
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 Ensuring that any clinical concerns about fetal wellbeing are appropriately escalated 
until a comprehensive review with appropriate action plan and follow-up plan is 
completed and clearly documented. 

Role of the Obstetrician  

3.2. The Obstetrician is responsible for: 

 Ensuring that the woman is given unbiased, evidence based information about fetal 
wellbeing assessment that is up to date and individualised to her particular needs. 

 Ensuring that fetal wellbeing assessments in pregnancy and labour are completed, 
actioned, followed up and clearly documented in the handheld or healthcare records. 

 Ensuring that the chosen method of fetal heart rate monitoring is conducted within 
guidance and documented accordingly with appropriate action plan and follow-up. 

    Ensuring that any clinical concerns about fetal wellbeing are appropriately escalated     
   until a comprehensive review with appropriate action plan and follow-up plan is  

                    completed and  clearly documented. 

4. Antenatal fetal monitoring 

4.1. Gestational age and EFM  

< 26 weeks gestation: Intermittent auscultation of the fetal heart in the first instance, where 
indicated, in the Obstetric assessment and documented plan, use ultrasound scan.  

26 – 27+6 weeks gestation: At these gestations there may be indications for continuous EFM, 
however, at early gestations, the fetal autonomic nervous system is not mature and therefore 
the patterns of fetal heart rate which may be expected at later gestations are not present. 
Also there is increased possibility of signal loss and poor quality CTG at earlier gestations.  

EFM carried out before 28 weeks gestation should therefore be interpreted with caution. 
Women must be fully informed that recording the fetal heart may be difficult and 
interpretation of the trace may be of varied opinion as there is insufficient evidence to base a 
reliable analysis and categorisation. 

The use of continuous EFM is contentious at this gestation and each case should be 
considered individually with a plan documented following discussion with the woman and a 
senior Obstetrician considering the likelihood of severe morbidity of the fetus and increased 
maternal morbidity associated with operative intervention.  

The baseline rate is 150 – 160bpm, variability and cycling is reduced, accelerations may not be 
present or greatly reduced in amplitude and decelerations are common at this gestation and 
may not be indicative of hypoxia. 

≥28+0 weeks gestation: a CTG should be performed routinely as part of any assessment 
where there is a reason to be concerned about fetal well-being. Baseline rate is usually 
decreasing from the upper end of normal range. Variable decelerations reduce in number and 
should no longer be present after 30 weeks. Variability of >5bpm and signs of cycling more 
likely from 30 weeks. 
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N.B. In the term, well grown fetus, acidosis can take up to 90 minutes to develop but with a 
pre-term or growth restricted fetus acidosis will develop much quicker and there should be a 
low threshold for intervention. 

Prior to commencing continuous EFM the midwife should simultaneously palpate the 
maternal pulse whilst auscultating the fetal heart to ensure differentiation between the two. 
An abdominal palpation should be performed to determine the optimal area for listening to 
the fetal heart. 

In the event of reduced fetal movements please follow the Reduced Fetal Movements 
Guideline.  

4.2. Before commencing EFM/CTG, ensure that; 
 An abdominal palpation has been performed and the fetal position has been clearly 

assessed and documented, that the procedure has been explained and consent gained.  
 Cardiotocograph (CTG) machine is set to a paper speed of 1 centimetre (cm) per minute. 
 The date and time on the CTG are checked. 
 Sensitivity displays are set to 20 beats per minute (bpm)/cm. 
 Fetal Heart range displays of 50-210 bpm are used. 
 That all recorded fetal heart traces are clearly identifiable with the following 

information: 
 maternal Name, DOB, Unit/NHS number 
 date and time of starting the CTG 
 maternal pulse 
 any event which may affect the fetal heart trace  (Vaginal Examination, change of 

position) – ensure event signed, dated and timed. 
 If an opinion is sought, then the signature of that person is recorded on the CTG 

as well as in the maternal records 
 Date and time and signature of person discontinuing the CTG. 

Antenatal CTG interpretation sticker & management 

4.3. For women having an antenatal CTG, a documented systematic assessment should take place 
when reviewing the trace.  The antenatal CTG interpretation sticker should be used where 
available to assist with this assessment. 

Indication 
 20 Minutes after a CTG has initially been applied. 
 Hourly thereafter, or more frequently if a change in the appearance from the previous 

review.  
 Affix sticker to handwritten notes contemporaneously. 

 

4.4. Classification of an antenatal CTG 

 A CTG with all 4 reassuring features present will be classified as normal  
- A CTG with 1 non reassuring feature is classified as abnormal and will require prompt 

review by a senior midwife or experienced obstetrician and actions taken which could 
include; change of position, IV fluids, continued monitoring, transfer to LW, induction of 
labour etc. 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4853.doc
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4853.doc
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Computerised CTG using Dawes Redman criteria 

Computerised CTG is an objective analysis of CTG. It uses computerised numerical analysis of 
the CTG which is derived from the world’s largest CTG database linked to outcomes and is 
known as Dawes Redman CTG analysis. It works in a  2 stage process where it derives a 
dataset similar to the traditional interpretation process and then applies the Dawes/ Redman 
criteria to this dataset. The final clinical judgment should be based on the entire clinical 
assessment with computerised CTG forming a part of this holistic approach to pregnancy 
management. 

4.5. Performing computerised CTG 

 Start the CTG, turn ‘analysis’ on 
 Enter the gestational age in weeks and days 
 Turn the printing on 
 After 10 minutes if the D/R Criteria is met, this will be displayed on the bottom of the 

screen (with a tick). 
 If the Dawes Redman criteria are not met then continue to record the CTG. 

4.6. Applying the Dawes/ Redman criteria 

The computer software assesses the above mentioned dataset and creates a report. The first 
result is after 10 minutes and is updated every 2 mins up to max of 60 mins. 

There are 2 possible outcomes: 
 Criteria met 
 Criteria not met 

4.7. What to do when Criteria are met 

This can be met in as little as 10 minutes (i.e. after the analysis). It indicates a normal trace. 
The CTG can be stopped subject to visual assessments and clinical judgement. Do not rely on 
the analysis in isolation. It may not always identify unsusual or pathological patterns that may 
be more obvious from visual interpretation, holistic assessment of, and knowledge of, the 
whole clinical scenario. 

4.8. What to do when criteria not met before 60 minutes 

This simply indicates that the criteria have not YET been met and normality has not been 
demonstrated. There are many reasons why a trace may not meet the criteria for a while, 
including uncertain basal rate determination and fetal behavioural state (e.g. sleep state). 
Reasons for failure to meet the criteria are shown as reason codes. Unless there are clear 
pathological features, or any cause of concern, continue the trace until the criteria are met. 

4.9. What to do when criteria are not met AT 60 minutes 

This simply indicates that the criteria have not YET been met and normality has not been 
demonstrated. There are many reasons why a trace may not meet the criteria for a while, 
including uncertain basal rate determination and fetal behavioural state (e.g. sleep state). 
Reasons for failure to meet the criteria are shown as reason codes. Unless there are clear 
pathological features, or any cause of concern, continue the trace until the criteria are met. 
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4.10. Computerised CTG in relation to gestational age 

The Dawes/Redman  criteria are based upon the normal distribution at 32 weeks. Gestations 
below 32 weeks may take longer to achieve criteria due to immature central nervous system. 

5. Intrapartum fetal heart rate monitoring  

Continuous electronic fetal monitoring (EFM) should not form part of routine labour care for 
women at NDDH; it is an intervention and there must always be an indication to implement it 
(NICE, 2017). Document the rationale for commencing continuous EFM and take into account; the 
woman's preferences, any risk factors, the current wellbeing of the woman and fetus and progress 
in labour.  

All clinicians must ensure that the focus remains on the woman rather than the CTG trace, she 
should have a clear understanding of the need for this intervention and will be actively involved in 
the decision making process. One to one support in labour will continue, continuous EFM does not 
provide additional reassurance in the absence of an overseeing midwife or Obstetrician. 

Indications for EFM/CTG in labour – see Appendix. 1 

Address any concerns that the woman has about continuous EFM and explain to the woman and 
her birth companion(s): 

o why continuous EFM is recommended and how it is used to monitor the baby's heartbeat 
and the labour contractions (i.e. what a ‘normal trace’ means, changes in the heart beat 
that don’t cause concern, what might happen if the trace isn’t normal), 

o it may restrict her mobility however telemetry is usually available, 

o that decisions about her care during labour and birth will be based on an assessment of 
several factors, including her preferences, her condition and that of her baby, as well as 
the findings from the EFM. 

If continuous EFM has commenced because of concerns during intermittent auscultation, but the 
trace is normal after 20 minutes, return to intermittent auscultation unless the woman asks to stay 
on continuous EFM. 

Intermittent Auscultation 

5.1. For women with no risk factors for fetal hypoxia in established first stage of labour, 
intermittent auscultation is the method of choice because of the increased level of 
intervention associated with continuous EFM (see 5.3 for risk factors requiring continuous 
monitoring) (NICE, 2017). 

5.2. Fetal heart rate monitoring has several components; it is a process based on an appropriate 
assessment pathway. Continuous assessment must include consideration of clinical factors 
such as progress in labour, maternal hydration, uterine stimulation, fetal activity and the use 
of opioids. (Munro and Jokinen, 2012). Documentation of intermittent auscultation during 
labour must reflect a continuous assessment process where reassuring features of maternal 
and fetal wellbeing are acknowledged and any risk factors are excluded or acknowledged. 
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5.3. An abdominal palpation should be performed to determine the optimal area for listening to 
the fetal heart. A pinard or fetal stethoscope should be used at initial assessment to establish 
the real sound of the fetal heart and to aid confirmation of presentation and position. 

5.4. Using either a Pinard stethoscope or doppler ultrasound in labour: 
o carry out intermittent auscultation immediately after a contraction for at least 

1 minute, at least every 15 minutes in the first stage of labour, and at least every 5 
minutes, or after each contraction in the second stage; and record it as a single rate. 

o record accelerations and decelerations if heard. 

5.5. Record the maternal pulse hourly, or more often if there are any concerns, to differentiate 
between the maternal and fetal heartbeats.  

5.6. If there is a rising baseline fetal heart rate or decelerations are suspected on intermittent 
auscultation: 

o carrying out intermittent auscultation more frequently, for example after 3 
consecutive contractions initially, 

o assess the whole clinical picture, including the woman's position and hydration, the 
strength and frequency of contractions and maternal observations. 

5.7. If a rising baseline or decelerations are confirmed: 
o summon help, 
o advise continuous EFM and explain to the woman and her birth companion(s) why it 

is needed, 
o commence continuous EFM, 
o transfer the woman to obstetric-led care and request Obstetric assessment of 

maternal and fetal wellbeing, labour progress and fetal monitoring, 
o ensure a clear action plan is documented. 

Continuous EFM/CTG Monitoring 

5.8. Telemetry 

Offer telemetry to any woman who needs continuous EFM during labour unless telemetry is 
not available for any reason or it is not adequately facilitating continuous EFM monitoring. 
Inadequate EFM monitoring i.e. loss of contact, poor fetal heart pick-up on the EFM trace 
should alert the clinician to discuss with the woman a position that facilitates adequate EFM 
monitoring or the use of a fetal scalp electrode. 

5.9. Before commencing EFM/CTG ensure;  

 An abdominal palpation has been performed and the fetal position has been clearly 
assessed and documented, that the procedure has been explained and consent gained.  

 Cardiotocograph (CTG) machine is set to a paper speed of 1 centimetre (cm) per minute. 
 The date and time on the CTG are checked. 
 Sensitivity displays are set to 20 beats per minute (bpm)/cm. 
 Fetal Heart range displays of 50-210 bpm are used. 
 That all recorded fetal heart traces are clearly identifiable with the following 

information: 
 maternal Name, DOB, Unit/NHS number 
 date and time of starting the CTG 
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 maternal pulse 
 any event which may affect the fetal heart trace  (Vaginal Examination, change of 

position) – ensure event signed, dated and timed. 
 If an opinion is sought, then the signature of that person is recorded on the CTG 

as well as in the maternal records 
 Date and time and signature of person discontinuing the CTG. 

EFM/CTG: DEFINITIONS  

5.10. Definition of normal, suspicious and pathological FHR traces 

Category Definition 

 
Normal 
 
Suspicious 
 
 
Pathological 

 
All three features are classified as reassuring 
 
One feature classified as non-reassuring and the remaining 
features classified as reassuring 
 
Two or more features classified as non-reassuring OR  
One or more classified as abnormal 

 

5.11. CTG INTERPRETATION STICKER & MANAGEMENT 

For women having continuous EFM, a documented systematic assessment based on the 
above definitions should be undertaken every hour.  The CTG interpretation sticker should be 
used where available to assist with this assessment. 

5.12. Indication 

 20 Minutes after a CTG has initially been applied 
 Hourly thereafter, or more frequently if a change in the appearance from the previous 

review.  
 Affix sticker to handwritten notes contemporaneously. 

5.13. Variable decelerations 

The definition and description of variable decelerations has changed and the terms typical 
and atypical deceleration are obsolete.  Variable decelerations are split into those with and 
those without Concerning Characteristics as highlighted in the above sticker – examples can 
be found in Appendix 4. 

5.14. Maternal factors that may contribute to an abnormal trace: 

 Woman’s position – advise her to adopt left lateral position 
 Woman is hypotensive 
 Woman has just 

 had a vaginal examination 
 just emptied her bladder or bowel 
 been vomiting or had a vasovagal episode 
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 had regional analgesia sited or topped up 

5.15. Review for ALL continuous EFM/ CTG monitoring 

 A documented systematic assessment, based on the definitions and classifications 
should be undertaken every hour. 

 CTG interpretation can, at times, be difficult, especially when one midwife is giving care 
for prolonged periods of time or the CTG becomes suspicious or pathological 

 All continuous CTG’s must be regularly reviewed by another experienced professional 
(coordinator, experienced midwife, SpR, Consultant). ‘Fresh Eyes’ This should be 
undertaken: 

 If the midwife giving care has any concerns 
 If there are any changes in the CTG 
 At least every hour 

5.16. Actions required in event  of a suspicious or pathological EFM/CTG 

See Appendix 2 and Appendix 3 for details on how to manage suspicious/pathological 
EFM/CTG. 

After delivery 

If any concerns were raised during pregnancy and/or labour about fetal wellbeing, the 
Paediatrician should be notified with an assessment and action plan clearly documented in 
the baby’s healthcare record. In addition, the clinician undertaking the NIPE examination 
should be notified (if this is not the Paediatrician).  

If any acute concerns were raised during labour about fetal wellbeing, a “debriefing”/ Duty of 
Candour conversation should be completed with the woman and if appropriate her birth 
partner/s and/or the father of the baby. This conversation should serve to explain events to 
the woman in a calm environment following the event, the clinician will need to check the 
woman’s understanding of events, explain what happened and what actions were taken at 
the time as well as standard NHS clinical governance processes that will follow to check 
everything that should have been was done at the time. 

After delivery any records of the assessment of fetal wellbeing should be stored in accordance 
with Trust policy in the maternal and/or baby’s healthcare records. See the Escalation, 
Communication and Record keeping in Maternity Guideline for further guidance. 

5.17. ARCHIVING 

It is essential that all fetal heart traces are stored securely in the appropriate CTG envelopes with its 
details documented in chronological order on the outside, and filed in the women’s medical case 
notes. Intrapartum CTG traces are also archived with K2 CTG archiving system. 

 

If a CTG is ever removed from the notes for risk management purposes, then evidence should be 
placed in the notes highlighting the date the trace was removed and who has responsibility for it.  The 
CTG trace should be returned to the mother’s notes as soon as possible. 
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6. Monitoring Compliance with and the Effectiveness of the Guideline 

Standards/ Key Performance Indicators 

6.1. Key performance indicators comprise: 

 The Maternity Unit Training Needs Analysis states that all Midwives and Obstetricians 
should undertake the Trust training package annually. Correct interpretation of 
electronic fetal heart traces is crucial to the plan of care of a woman in a high risk 
labour. 

Process for Implementation and Monitoring Compliance and Effectiveness 

6.2. This guideline has been developed to provide a broad practical guide for midwives and 
obstetricians in clinical practice. Monitoring of implementation, effectiveness and compliance 
with these guidelines will be the responsibility of the senior management team and risk 
management coordinator for maternity service. However, it is recognized that individual 
women alternative approaches may be reasonable and it must have been documented in the 
patient’s medical notes. 

7. References 

 National Institute for Health and Clinical Excellence (2017) NICE Clinical Guideline 55. 
Intrapartum care: Care of healthy women and their babies during childbirth. 

 FIGO Consensus guidelines on intraprtum fetal monitoring : Ayres-de-campos A et al.  
International Journal of Gynaecology and Obstetrics. 131(2015) 13-24 

8. Associated Documentation  

 Access to antenatal care & screening including antenatal risk assessment & antenatal 

information guideline 

 Care of the woman in labour guidelines 

 Induction of labour guidelines 

 Reduced Fetal movements guideline 

 Training Needs Analysis 

 Escalation, Communication and Record keeping in Maternity guideline 
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APPENDIX 1 - ASSESSMENT AND OPTIONS FOR FETAL MONITORING IN LABOUR (FIGO & NICE) 

 

Assessment 

Are any of the following risk factors present? 
Maternal Antenatal risk factors: 

  

 Post term pregnancy (> 42 weeks) 

 Preterm (>26/40 - < 37 weeks) 

  

 Pre‐eclampsia/hypertension 

 Prelabour ruptured membranes for > 24 hours prior to onset of labour 

  
 Severe anaemia 
 Hyperthyroidism 
 Renal disease 
  
  

  

 Antepartum  haemorrhage 

  

  

 

Maternal Intrapartum Risk factors: 
 Fresh  
 Hypertonic  uterus (contractions >5:10 with ABNORMAL FH; contractions 

lasting longer than 60 seconds) 
 Suspicious FH on auscultation 
 Tachysystole (contractions >5:10 with normal FH) 
 Pain that differs from that normally associated with contractions 


 
  
 Severe hypertension -single reading of systolic  > 160 or diastolic >110 
 Moderate hypertension either systolic >140 or diastolic >90 on 2 

consecutive occasions 30 minutes apart (measured between contractions) 


 

  

 The presence of significant meconium-stained liquor (defined as thick 
or tenacious dark green/black amniotic fluid, or any meconium-‐‐stained 
amniotic fluid containing lumps of meconium) 

  

  
Fetal risk factors: 

  

 Preterm (>26/40 - <37/40) 

  

  

  

  

  
  

 

Light Meconium-stained liquor 

Women with light meconium stained liquor should have a full assessment of 

gestation, stage of labour, volume of liquor, parity, the FHR, the presence of other 

risk factors & transfer pathway, when deciding if IA is appropriate 

 

* If the fetal heart rate (FHR) is heard above 160 bpm on intermittent auscultation (IA), the FHR should be auscultated for 3 consecutive 

contractions. If FHR is still raised, EFM should be offered and recommended. If the CTG appears normal (with NO decelerations) after 20 

minutes and there are no other risk factors, it may be possible to discontinue EFM and resume IA after consultation with a senior 

obstetrician. If the FHR is heard above 160bpm at any time subsequently, then continuous EFM should be offered and recommended. 

 

NO 

Offer intermittent auscultation 
using either Doppler or Pinard 

stethoscope: 

Always listen for a full minute 
after a contraction (when 
comfortable for the woman) and 
continue for at least 30 seconds.  
Document it as a single rate at 
least every: 

 15 mins in the 1st stage 
 5 mins in the 2nd stage 

Abnormal FHR on 
auscultation? 

 

FHR less than 110bpm or more 
then 160bpm* 

YES 

Offer and recommend 
continuous EFM/CTG if 
indicated 

(may use telemetry if 
appropriate) 

Consider offering & recommending  
continuous EFM/CTG if any other risk 
factors present (may use telemetry if 
appropriate) 

YES 
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APPENDIX 2 - ACTIONS IF CTG IS SUSPICIOUS – CORRECTION OF REVERSIBLE CAUSES 

 

 

  

  

o  

o  

o  
  

o  

o  

Suspicious CTG 

Low probability of hypoxia at this stage (inform Midwife coordinator)  

 

Uterine hypercontractility? 

 

 
 

 
 

 

 

subcutaneous  terbutaline
 

 
 

 

 
 

 

 

 

 

 
 

 

Maternal tachycardia/pyrexia 
 

 

 

 

 
 

 

 

 

 

Do not use maternal facial oxygen therapy for intrauterine fetal resuscitation. 

(Oxygen may still be used for maternal indications or as part of pre-oxygenation before maternal anaesthetic) 

 

Continue to observe CTG closely for further non-reassuring or abnormal features.  If CTG remains 
suspicious, consider additional methods to assess fetal oxygenation eg. Fetal Scalp Stimulation 

(if reduced variability).  Always consider CTG in context with clinical circumstances. 
If CTG becomes pathological, see actions for pathological CTG 
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APPENDIX 3 - ACTIONS IF CTG PATHOLOGICAL (FIGO & NICE)  

(in addition to actions to correct reversible causes as listed in Suspicious CTG algorithm) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Pathological CTG 
High probability of hypoxia – urgent action required (Inform Midwife coordinator and 

an obstetrician) 

 

Is there a fetal bradycardia? 
 Seek urgent Midwife co-ordinator support and Obstetric help; if acute event (cord prolapse, suspected 

placental abruption or uterine rupture) then expedite delivery 

 Commence actions to correct reversible causes as listed in Suspicious CTG algorithm 

 STOP oxytocin infusion 

 If Hyperstimulation give Terbutaline 0.25mg SC 

 Make preparations for delivery 

 Follow the 3-6-9-12 rule; by 3 minutes Call for help, by 6 mins complete methods to improve oxygenation, 

by 9 mins move to theatre, by 12 mins prepare for delivery (15 mins birth complete). If the fetal heart 

recovers in less than 9 mins, re-evaluate the decision to deliver immediately 

Consider Fetal Scalp Stimulation (FSS) if appropriate? 
 The main purpose of FSS is to evaluate fetuses that are demonstrating reduced variability on the CTG, to 

distinguish between deep sleep and hypoxia/acidosis. 

 When FSS does not elicit the appearance of accelerations and subsequent normalisation of the 

CTG, continue monitoring and perform FBS if possible/appropriate. 

Fetal Blood Sampling (FBS) possible and/or appropriate? 
Encourage mother to adopt left lateral position for FBS. Check B/P and give 500mls crystalloid (IV) if appropriate. 

 

Fetal Blood Sample result (pH) Recommended Action 

Normal FBS Result  

7.25 or above 

 If the CTG remains pathological and there are no accelerations in 
response to FSS, consider taking a second sample in 1 hour or sooner if 
there are other new abnormalities. 

 Discuss with a consultant obstetrician if a third fetal blood sample is 
thought to be needed. 
 

Borderline FBS Result 

7.21-7.24 

 If the CTG remains pathological and there are no accelerations in 
response to FSS, consider taking a second sample in 30mins 

 Consider expediting birth if there is a rapid fall since the last sample 

 Discuss with a consultant obstetrician is a third fetal blood sample is 
thought to be needed 

 

Abnormal FBS Result 

7.20 or below 

 Inform obstetric consultant and neonatal team 

 Expedite birth within 30 minutes 

All FBS results should be interpreted taking into account the previous pH measurement, the rate of progress in labour and the clinical 
features of the mother and fetus. 
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Contra-indications to FBS 

 There is an acute event (eg cord prolapse, suspected placental abruption or suspected uterine rupture)  

 Acute fetal compromise (eg prolonged deceleration with no signs of recovery) 

 The whole clinical picture indicates that the birth should be expedited (eg chorioamnionitis, women with sepsis or 
significant meconium) 

 Risk of maternal to fetal transmission of infection (HIV, Hepatitis B or C, or active Herpes Simplex) 

 Risk of a fetal bleeding disorder (known or suspected from family history) 

 < 34 weeks’ gestation 

 Face or breech presentation 
 
Fetal Blood sampling not possible/inappropriate? 

 Encourage mother to adopt left lateral position. Check B/P and give 500mls crystalloid (IV) if appropriate. 

 If an FBS cannot be obtained but the associated Fetal Scalp Stimulation results in fetal heart rate 

accelerations and normalisation of the CTG, decide whether to continue with the labour or to expedite 

birth considering the clinical circumstances, and after discussion with the Consultant Obstetrician and the 

woman. 

 

EXPEDITE BIRTH: 

The urgency and mode of birth should take into account the severity of the FHR and the clinical circumstances. 

The accepted standard is that birth should be accomplished within 30 minutes 

A caesarean section or operative vaginal birth may be advised, depending on results of FBS and stage of labour 
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APPENDIX 4 – VARIABLE DECELERATIONS 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX 5 – FRESH EYES STICKERS 

Variable decelerations constitute the majority of the decelerations during labour.  They are an autonomic 
nervous system response (triggered by the baroreceptors) to compression of the umbilical cord. 

Variable decelerations with no CONCERNING CHARACTERISTICS 

          

These type of decelerations typically exhibit a 
symmetrical rapid drop and rapid recovery back to the 
baseline, they could be described as V shaped.  They 
are seldom associated with an important degree of 
hypoxia/acidosis if all other CTG features are normal. 

 

Variable decelerations with CONCERNING CHARACTERISTICS –  

 

 

 

 

 

                           

   

                               

Variable decelerations are likely to be associated with hypoxia if they present with more than 
50% of contractions and they exhibit the following concerning characteristics 

 

Dropping Baseline 

Reduced 
variability 
within 
deceleration      

>60 secs to 
return to 
baseline 

           Biphasic W shape           

         Absent shouldering 
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Intrapartum CTG  
 

 
Reassuring 

 
Non- Reassuring 

 
Abnormal  
 

Baseline rate  
(bpm) 

  110-160 
Actual rate……………………… 

  100-109 
  161-180 

  <100 
  >180 

 
Variability 
(bpm) 

 
 
  5 - 25 

 < 5 for  30-50 mins. 
 
 >25 for 15-25 mins. 

 <5 for  > 50 mins.  
   >25 for >25 mins.  
  Sinusoidal for >30 mins 

 
Decelerations 

  None or Early 
  Variable Decelerations (VD) 
with no CC<90 mins 
 

Variable decelerations 
No CC                                                                                    CC present 
 
<90mins        >90mins                        ≤50% contractions           >50% contractions 
                                                                    ≥30mins                          <30mins 
Reassuring        Non-Reassuring                             
                                                                                                    NO Risk   YES Risk                   
                                                                                                     factors*      factors*                                            

                                                Late decelerations                                 Abnormal 
NO Risk factors*                   >50% contractions ≤30mins             YES Risk factors* 
                                                                              
*Maternal/Fetal/Clinical factors inc vaginal bleeding/significant meconium/pyrexia 

 Single prolonged deceleration>3mins 

Acute fetal bradycardia        Abnormal 

Opinion Normal  
(All  3  features are reassuring) 
 
No intervention required 

Suspicious 
(1  non-reassuring feature) 
 
Low probability of hypoxia 
Correct reversible causes 

Pathological 
(≥2 non-reassuring features or 
 ≥1 abnormal feature ) 
High probability of hypoxia 
URGENT ACTION REQUIRED 

 

Accelerations 
 

The presence of accelerations is generally a sign that the baby is healthy 
 

Contraction:    
                   :10 

Maternal Pulse           
bpm 

Indication for CTG: 
 

Notes/Plan: 

Date: 
Time:  

Signature:      
                                  

Print: Status 

 

Fresh eyes 
Opinion  
 
 

 

Concerning Characteristics 
(CC) 

*  VD lasting >60 sec 
* ↓Variability in  deceleration 
* Failure to return to baseline 
* Biphasic W shape 
* No shouldering 

 
at least hourly         I agree with opinion YES / NO - if no complete  new sticker 

Date:....................     Time.....................    Signature................................Print  .......................................Satus....................... 


