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Purpose:
To assess fetal heart rate and uterine activity in the evaluation of fetal oxygenation

Policy:
I. Upon admission to the obstetrical unit, an electronic tracing of the fetal heart rate (FHR) or fetal heart tones (FHT) and uterine activity will be done on all patients per provider order. 

A. Electronic fetal monitoring: A minimum of 20 minutes of tracing will be obtained on admission before the monitor is discontinued. 

B. After the admission tracing, this monitoring is based on provider order
1. Continuous electronic
2. Intermittent electronic, or
3. Intermittent auscultation per doptone
C. Notify provider if tracing is not reactive.

D. If patient refuses fetal monitoring, the RN documents the content of patient teaching in the progress notes and notifies the provider. 

E. Electronic fetal monitoring interpretation is documented in the medical record according to the NICHD (2008) definition standards for FHR baseline rate, baseline variability, accelerations, decelerations, uterine activity. 

II. The FHR pattern must be evaluated in clinical context. 

III. Cesarean Sections 

A. Regardless of the indication and urgency for a Caesarean-section birth (scheduled, unscheduled or emergency), the FHR or FHTs should be determined after entering the OR and assessed prior to the procedure when appropriate. 

B. The FHR or FHT assessment is documented on the medical record.

Procedure:

see also (at the end of this procedure) : Range
I. Assessment, Documentation, and Communication during electronic fetal monitoring 

A. Assessment of the FHR and the uterine activity will be done concurrently using either external or internal monitoring, or with auscultation and palpation. See also FHS Management of Uterine Activity Algorithm and Fetal Heart Rate Categories. 

B. Assess the FHR prior to, during and/or immediately following interventions or procedures, or changes in maternal status. 
1. Assess per care provider’s order. 
2. Frequency of surveillance of FHR and uterine activity: 
	
	Latent phase (less than 4cm)


	Latent phase (4-5 cm)
	Active phase greater than or equal to 6cm
	Second stage (passive fetal descent or laboring down)
	Second stage (active pushing)

	Low risk without oxytocin


	At least hourly


	Every 30 minutes


	Every 30 minutes


	Every 15 minutes


	Every 15 minutes



	With oxytocin or risk factors

Or category 2 tracing (indeterminate)
	Every 15 minutes with oxytocin, every 30 minutes without oxytocin


	Every 15 minutes


	Every 15 minutes


	Every 15 minutes


	Every 5 minutes




C. Documentation 
1. Documentation includes:

a. maternal and fetal status and interventions, 
b. medications and procedures, 
c. provider notification and response; and 
d. Lapses in continuous monitoring. 
2. For all patients, document at the following intervals unless more frequent documentation is clinically indicated: 
a. Once every 60 minutes in the latent phase of the first stage of labor 
b. Every 30 minutes during the active phase of the first stage of labor 
c. Every 30 minutes during the second stage of labor (passive descent and active pushing)
d. During oxytocin administration: document every 30 minutes, and with oxytocin dosage changes, or when clinically indicated.
3. During the second stage of labor when assessment is performed more frequently (i.e. every 5 minutes), the RN may document a “summary” note per flow sheet every 30 minutes indicating that there was continuous nursing bedside attendance and evaluation, unless more frequent documentation is clinically indicated. (I.e. change in maternal-fetal status, interventions needed, care provider communication).
a. If archival system is in downtime, refer to CPN downtime procedure in the Centricity Perinatal (CPN): Fetal Surveillance and Archival System policy
D. Communication 
1. Provider updates In SBAR format as to maternal and fetal status do not need verbatim documentation in the medical record. 
2. Documentation will include name of provider notified, summary of patient status and the response.
II. Intermittent Auscultation/Palpation Assessment, Procedure, Documentation and Communication 

A. Assessment:

1. Patient Selection
a. Patient must be greater than or equal to 37 weeks and 0/7 days gestation
b. Patient must have a category 1 admission tracing to reflect a well oxygenated fetus with no interruptions in fetal oxygenation.
2. Antepartum and Intrapartum Maternal Factors:
a. Spontaneous labor and normal frequency of contractions (No Oxytocin)
b. No serious maternal health conditions (e.g. diabetes, gestational HTN, preeclampsia or eclampsia) 
c. Rupture of membranes <24 hours may qualify for intermittent monitoring based on clinical condition and provider preference.
d. Absence of antenatal vaginal hemorrhage 
e. No previous uterine scar (TOLAC, myomectomy for example)
f. Afebrile (<38°C, absence of chorioamnionitis or intrauterine infection) 
g. Absence of regional analgesia (e.g. epidural, ITN) 
h. Absence of trauma
i. Absence of morbid obesity  (BMI >35 at first prenatal visit)
3. Antepartum and Intrapartum Fetal Factors:
a. Singleton pregnancy
b. Term pregnancy (≥37 weeks gestation)
c. Category 1 tracing on initial monitoring with NICHD interpretation 
i. (Normal baseline, moderate variability, accelerations present or absent, early decelerations present or absent, absence of variable, late or prolonged decelerations)
d. Vertex presentation
e. Normal fetal growth and amniotic fluid index 
f. Normal fetal movements 
g. Clear amniotic fluid throughout labor (no meconium-stained fluid)
B. Procedure
1. After initial admission monitoring that meets criteria for Category 1 per NICHD classification and presence of the above maternal and fetal factors, discontinue continuous fetal monitoring and perform intermittent fetal heart rate auscultation (IA) according to AWHONN guidelines. 
a. Identify fetal presentation and position.
b. Place Doptone over area of maximum intensity of fetal heart sounds (usually over the fetal back)
i. For hydrotherapy, use waterproof Doptone
c. Palpate maternal pulse to differentiate the maternal from the fetal heart (FHR).
d. Palpate uterine contractions during period of FHR auscultation in order to clarify relationship between FHR and uterine contraction.
e. Count FHR through two uterine contractions and two resting periods (at least 60 seconds following each contraction) 
f. If no contractions, auscultate for at least 60 seconds. 
2. Documentation and communication of auscultation of FHR includes: baseline numerical rate, regular or irregular rhythm, and any audible increases or decreases in relation to contractions.
3. If decreases are heard, the RN will 

a. Extend IA interval through resting period after a contraction and/or additional contractions to verify fetal heart rate characteristics.

b. Assess and eliminate causes of indeterminate fetal heart rate characteristics

c. Maximize maternal and fetal oxygenation through conservative nursing interventions

d. If the indeterminate fetal heart rate characteristics do not resolve, implement electronic fetal monitoring for continued assessment and notify provider. 
4. Continuously assess woman for eligibility for intermittent auscultation. 
a. If at any point the woman no longer meets low-risk criteria, obtain the woman’s consent and then initiate continuous EFM. 
5. Additionally, if any member of the team deems IA is not sufficient, EFM can be utilized
C. Assessment and documentation frequency 

I. Assessment, Documentation and Communication during electronic fetal monitoring 

A. Assessment of the FHR and the uterine activity will be done concurrently using either external or internal monitoring, or with auscultation and palpation. See also FHS Management of Uterine Activity Algorithm and Fetal Heart Rate Categories. 

B. Assess the FHR prior to, during and/or immediately following interventions or procedures, or changes in maternal status. 

1. Assess per care provider’s order. 

2. Frequency of surveillance of FHR and uterine activity: 

a. Routine surveillance with continuous, intermittent monitoring (or auscultation/palpation)for fetal heart rate category 1 (presence of moderate variability or accelerations, and absence of late, variable or prolonged decelerations) and low risk: 

i. Once every 60 minutes in the latent phase of labor 

ii. every 30 minutes during the active phase of the first stage of labor and during laboring down 

iii. every 15 minutes during the second stage of labor with maternal pushing efforts

b. Heightened surveillance for fetal heart rate category 2 or at risk 

i. Every 30 minutes during the latent phase of labor 

ii. Every 15 minutes during the active phase of the first stage of labor and laboring down 

iii. Every 5 minutes during the second stage of labor with maternal pushing efforts

c. During oxytocin administration, assess fetal heart rate and uterine contraction activity every 15 minutes to clinically evaluate the effects of oxytocin on uterine activity and the fetal response.

C. Documentation 

1. Documentation includes maternal and fetal status and interventions, medications and procedures, provider notification and response; and lapses in continuous monitoring. 

2. For all patients, document at the following intervals unless more frequent documentation is clinically indicated: 

a. once every 60 minutes in the latent phase of the first stage of labor 

b. every 30 minutes during the active phase of the first stage of labor 

c. every 30 minutes during the second stage of labor 

d. During oxytocin administration: document every 30 minutes, and with oxytocin dosage changes, or when clinically indicated.

3. During the second stage of labor when assessment is performed more frequently (i.e. every 5 minutes), the RN may document a “summary” note per flow sheet every 30 minutes indicating that there was continuous nursing bedside attendance and evaluation, unless more frequent documentation is clinically indicated. (I.e. change in maternal-fetal status, interventions needed, care provider communication). See AWHONN external reference listed below, p. 198.

D. Communication 

1. Provider updates In SBAR format as to maternal and fetal status do not need verbatim documentation in the medical record. 

2. Documentation will include name of provider notified, summary of patient status and the response.

II. Intermittent Auscultation/Palpation Procedure Assessment, Documentation and Communication 

A. Identify fetal presentation and position. 

B. Place bell of fetoscope or Doppler or Ultrasound of electronic fetal monitor over area of maximum intensity of fetal heart sounds (usually over the fetal back). 

C. Palpate maternal pulse to differentiate the maternal from the fetal heart (FHR). 

D. Palpate uterine contractions during period of FHR auscultation in order to clarify relationship between FHR and uterine contraction. 

E. Count FHR through two uterine contractions and at least 60 seconds following contractions 

F. If no contractions, auscultate for 30-60 seconds. 

G. Documentation and communication of auscultation of FHR includes: baseline numerical rate, rhythm and any audible increases and decreases. 

H. If decelerations are heard, the RN will implement electronic fetal monitoring for continued assessment.
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	Latent phase (less than 4cm)
	Latent phase (4-5 cm)
	Active phase greater than or equal to 6cm
	Second stage (passive fetal descent or laboring down)
	Second stage (active pushing)

	Low risk without oxytocin
	At least hourly
	Every 15-30 minutes
	Every 15-30 minutes
	Every 15 minutes
	Every 5-15 minutes


 
Entity Adoption includes, but is not limited to:
Fairview Lakes Medical Center 
Fairview Maple Grove Ambulatory Surgery Center 
Fairview Northland Medical Center 
Fairview Range Regional Health Services 
Fairview Ridges Hospital 
Fairview Southdale Hospital 
University of Minnesota Medical Center 
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