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Rough Draft


I. POPULATION FOCUS:


Pregnant patients on the Antepartum Unit or the Labor/Delivery Unit.

II. PATIENT CARE GOALS:

Monitor maternal status throughout labor

Monitor the fetal heart rate of the fetus to assess fetal well-being if greater than or equal to 24 weeks’ gestation

III. RESPONSIBILITY:

The RN’s and physicians are responsible for fetal monitor interpretation and interventions.  Other trained health care providers may gather data (vital signs) or apply the fetal monitor but interpretation and interventions are the RN’s and MD/CNM responsibility.

IV. ASSOCIATED PRACTICE GUIDELINES:

A. Assessment:

1. Assess fetal heart tones for baseline rate and variability and accelerations and decelerations as appropriate for gestational age.

2. Palpate and monitor contractions for intensity, duration, frequency and tonus.

3. Monitor maternal vital signs as outlined below.

4. Assess educational needs of patient and family.

B. Interventions:

1. Vital signs*:

a. Low risk intrapartum patients:

· Temperature and pulse should be recorded every 4 hours for intact membranes.  

· Temperature and pulse should be recorded every 2 hours for ruptured membranes.  

· Maternal blood pressure should be recorded hourly while the patient is in active, progressive labor.  

· The vital signs may be obtained every 4 to 8 hours for stable antepartum patients who are not in active labor (i.e. prodromal labor, or sleeping)

b. High-risk intrapartum patients:

Refer to the Guideline of Care that outlines the specific diagnosis.

2. Fetal Monitoring*:

a. Low risk labor patients: These are minimum standards.

Low risk patients may be monitored by continuous electronic fetal monitoring or using intermittent auscultation.  A reactive tracing must be obtained before intermittent auscultation is initiated.


1)
Active and transition phase of the first stage (4-10 cm., uterine contractions less than or equal to every 4   min.)  

· Nursing is to assess and document a summary statement every 30-min.

· MD/CNM will assess and document a summary statement every two to four hours.

2) Second stage (complete, pushing):

· Nursing is to assess every 15 minutes and document a summary statement every 30-min

· MD/CNM are to assess every hour and document a summary statement every two hours.



b.
Labor patients with risk factors: These are minimum standards.

High Risk patients will be monitored by continuous electronic fetal monitoring only.

This includes women undergoing induction of labor, pitocin induction and augmentation, and women with a continuous lumbar epidural .

1) Active and transition phase of the first stage (4-10 cm, uterine contractions less than or equal to every 4 min.) 

· Nursing is to assess every 15 minutes and document a summary statement every 30 minutes

· MD/CNM will assess and document a summary statement every two to four hours

2) Second stage (complete, pushing):

· Nursing is to assess every five minutes and document a summary statement every 15 minutes.

· MD/CNM are to assess every hour and document a summary statement every two hours.  

c. Low risk stable antepartum patients not in active labor:

1) After a reactive NST, they may walk or the monitor may be removed to allow the patient to sleep or rest, as allowed by provider.

2) The frequency of fetal monitoring will depend on the patient’s status. The frequency of fetal monitoring will be specified in the providers orders.

d. Low risk early labor patients desiring to ambulate or go in the whirlpool.

1) Obtain a reactive NST before ambulation,  or whirlpool.  This can be the screening room NST.

2) Obtain FHT’s and U.C.’s by intermittent auscultation every one to two hours.

3. Palpate uterine contractions periodically to correlate findings with monitor tracing.

4. Recognize reassuring and non-reassuring fetal heart rate patterns.

5. Initiate appropriate interventions for non-reassuring fetal heart rate patterns.

a. Notify PGY2 and charge nurse of non-reassuring fetal heart rate pattern

b. Place patient in lateral or modified knee chest position.  

c. Increase non-glucose containing IV fluids if dehydration or hypotension is suspected. Caution should be used when administering fluid bolus in women with preeclampsia. 

d. If indicated, decrease contraction activity by turning off the oxytocin and/or giving terbutaline (0.25mg subcutanteously).  Terbutaline needs to be ordered by a physician.

e. Give oxygen at 10-12 L/min by tight facemask.

f. Obtain vital signs

g. Reduce patient anxiety.

h. Modify pushing technique.

i. Guide patient breathing and relaxation techniques.

j. If FHR pattern does not improve following the above outlined measures, notify Attending staff, chief resident and anesthesia.

Encourage bed rest in lateral recumbent position to increase uterine perfusion during rest and monitoring period.  

Encourage hydration with water, fruit juices or (non-caffeine beverages) or popsicles, Check with physician before giving/providing fluids.

Provide support to patient and family.

V. DOCUMENTATION:

A. Intermittent auscultation documentation will include the following with each entry:


1.
Baseline fetal heart rate

2. Rhythm – regular or irregular

3. Accelerations or decelerations present or not present 

4. Uterine contractions

5. Interventions


`
B.
Documentation and assessment during intermittent auscultation will be achieved by placing the doppler on the abdomen before, during and after a contraction.  The entry will be recorded on the monitoring strip and/or medical record.    Women who are ambulating or in the whirlpool can be monitored with the hand held Doppler and documented as such in the medical record.  

VI. PATIENT/FAMILY TEACHING:

A. Provide education based on patient’s age and psychosocial needs.

B. Teach antepartum patient how to count fetal movements.

C. Teach patient the rationale for fetal monitoring.

D. Explain the components of the tracing and normals (i.e. FHR baseline, variability, accelerations, and contractions).

E. Encourage patient and family participation in the decision-making.
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