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Intrapartum Fetal Heart Rate Monitoring: Interpretation
and Management

Assessment of intrapartum FHR tracing

v v

Category | Category II* Categary Il
L J ¥ Y
Routine management Evaluation and surveillance Prepare for delivery +
| Intrauterine resuscitative
l‘ ¢ measures’
FHR accelerations Absent FHR accelerations v
or and . -
moderate FHR variability Absent/minimal FHR If not mprmred: consider
variability prompt delivery*

Y

Y

Continue surveillance +
Intrauterine resuscitative
measures’

Intrauterine resuscitative
measures’

Y

If not improved or FHR tracing
progresses to Category lIl,
consider delivery!

Management algorithm of intrapartum fetal heart rate (FHR) tracings based on the three-tiered category system. *Given the
wide variation of FHR tracings in category I, this algorithm is not meant to represent assessment and management of all
potential FHR tracings but to provide an action template for common clinical situations £See Table 2 for a list of various
intrauterine resuscitative measures. Timing and mode of delivery based on feasibility and maternal-fetal status.



Intrapartum FHR Monitoring Management Decision Model®

Confirm FHR and uterine activity Eesr— “ABCD”

“A” - Assess oxygen pathway and other causes*
“B" - Begin corrective measures if indicated

pE FHR Category?
| I '
. ]’_)

I

)

Presence of moderate variability or accelerations \
Yes ™ and
Absence of clinically significant decelerations

NO or unsure

. “ D) Y ' ¢
Is the patient “low-risk”) —— “C" - Clear obstacles to rapid delivery
“D"- Determine decision to delivery time

v
Yes 2 :
' ____ Isvaginal delivery likely before the onset of
Yes metabolic acidemia and potential injury?

I
E [ No or unsure

Routine Surveillance Heightened Surveillance Expedite Delivery |

. Every 30 min in the active ph"‘se of the 1t stagc ® E\'ery 15 min in the active phaSe of the 1 St-)ge ‘
* Every 15 min in the second stage * Every 5 min in the second stage

Reproduced with permission from Dr. David Miller’s presentation Safer and Easier Establishing a Shared Mental Model in EFM.(2013).
14t Annual National Conference on Fetal Monitoring Maternal-Fetal Assessment and Interventions
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Category includes all of the following:

* Baseline rate 110150 bpm [
Moderate variability )

No late decelerations

No variable decelerations

No prolonged decelerations

Fetal Heart Rate Categories

[1

Category 1l
includes all

tracings not
assigned to
Category | or
Category I

1M

Category I iIncludes at least one of the following:
*  Absent variability with recurrent late decelerations

* Absent variability with recurrent variable decelerations
*  Absent variability with bradycardia for at least 1o min
* Sinusoidal pattern for at least 20 min

A Practical “ABCD” Checklist Approach to FHR Management Three Principles of Fetal )
Feg 1 ) Heart Rate interpretation
e [ \ & Lavironment
: :"‘::: 1. Cecolerations (late
= voratie oo prokeged]
| : :
Lungs O Arway and bresthiag O Supplamental aygen Faclity O OR avallabi® 0 Faclly tme sk mmu:
O Equipment availabity O Location of OR . uwm' s
Consider nostying Cerd
O Ooslevician Consid Fotus
| Hearl O Hoart rate and rythm HJ Positan changes Stal o w,,.m“m;"‘“ O St svalabiity Mypowemnks 2 Moderats variesiity or
o o ?Jl Neonadologist Q Trainng Ioyposia Accolennions ek
O Peda¥can Experence Metcbolieckdosts 7~ Petabolc addemia
O Nursing sialf Metaboli ocidemis 3 Excluson of
Considar ential inj . metabolc ackdomia
O formed consent oo mxchudes ongong
O Amwsthsia opicns = Sureal e o
Q tasts (prior abdlonmnal or Lievine supay ) s
Vasculalure = Bood pressume 0 Coroct ypolension ober O Labceatory O Madical considerssions
o e a m&%’ fobosily, hyperiension, dlabefos) *Other Causes of
O Urnarycathetar O Obsiobc conedmtons o Fetal Heart Rate Changes
- greg POy, parvima; placentaiog
O Transfer 1o OR Eatad
Q Contraction srengh O Fever Q Tever
WMerus 0 Contraction frequency Consider Consider: O Infection O infection
S Exclade utorine IUpAYe 7 0oncider lamne redmart | | FEIUS O Gestational age O Gestational aps Aneia Q Hyperthyrokdsm
Placenta O Presertation O Presentabion O Acrhythmia
J Coack for bleeding O Postion Q Postion O Heart block
3 Exclude abrupton 0 Congenital anomaly
O Extreme prematurity
Consider: O Precxisting meurclogic injury
Cord J Vaginal exam . . Q .
O Exchade coed prokapss O Consider ampiciniusion Labor O Consider IUPC o mmm 0 Sheep cycie
| U Por axpulsve efots y

Reproduced with permission from Dr. David Miller’s presentation Safer and Easier Establishing a Shared Mental Model in EFM.(2013).
14t Annual National Conference on Fetal Monitoring Maternal-Fetal Assessment and Interventions



FIGURE 1
Algorithm for management of category Il fetal heart rate tracings

Moderate variability or accelerations

Yos No
Significant decelerations with 250% of contractions for 1 hour® Significant decelerations with 250% of contractions for 30 minutes®
Yes No e Y 05 No
Latent Phase Active Phase Second Stage Observe for 1 hour
Normal labor progress Normal progress Persistent pattern
No Yos-I I— No Yes Yes No -I
Cesarean Obsofvc Cesarean or OVD Observe Cesarean or OVD Manage per algorithm

OVD, operative vaginal delivery,

*That have not resolved with appropriate conservative corrective measures, which may Include supplemental oxygen, maternal position changes, intravenous fluid administration, correction of hypotenslon,
reduction or discontinuation of uterine stimulation, administration of uterine relaxant, amnloinfusion, and/or changes In second stage breathing and pushing techniques.

Clark. Category Il FHRT. Am | Obstet Gynecol 2013,

Clark, S. L., et al. (2013) . Intrapartum management of category Il fetal heart rate tracings: towards standardization of
care. American Journal of Obstetrics and Gynecology, 209(2), p. 90; used with permission
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TABLE
Management of category Il fetal heart rate patterns: clarifications for use in algorithm

1.

2.
3. Significant decelerations are defined as any of the following:

N,

10.

Varlability refers to predominant baseline FHR pattern (marked, moderate, minimal, absent) during a 30-minute evaluation period, as defined
by NICHD.,
Marked variability is considered same as moderate variability for purposes of this algorithm.

e Variable decelerations lasting longer than 60 seconds and reaching a nadir more than 60 bpm below baseline.

e Variable decelerations lasting longer than 60 seconds and reaching a nadir less than 60 bpm regardless of the baseline.

e Any late decelerations of any depth,

¢ Any prolonged deceleration, as defined by the NICHD. Due to the broad heterogeneity inherent in this definition, identification of a prolonged
deceleration should prompt discontinuation of the algorithm until the deceleration is resolved.

Application of algorithm may be initially delayed for up to 30 minutes while attempts are made to alleviate category Il pattern with conservative

therapeutic interventions (eg, correction of hypotension, position change, amnioinfusion, tocolysis, reduction or discontinuation of oxytocin).

Once a category Il FHR pattern is identified, FHR is evaluated and algorithm applied every 30 minutes.

Any significant change in FHR parameters should result in reapplication of algorithm.

For category Il FHR patterns in which algorithm suggests delivery is indicated, such delivery should ideally be initiated within 30 minutes of

decision for cesarean.

If at any time tracing reverts to category | status, or deteriorates for even a short time to category Il status, the algorithm no longer applies.

However, algorithm should be reinstituted if category | pattern again reverts to category |I.

In fetus with extreme prematurity, neither significance of certain FHR patterns of concern in more mature fetus (eg, minimal variability) or

ability of such fetuses to tolerate intrapartum events leading to certain types of category Il patterns are well defined. This algorithm is not

intended as guide to management of fetus with extreme prematurity.

Algorithm may be overridden at any time if, after evaluation of patient, physician believes it is in best interest of the fetus to intervene sooner,

FHA, fetal heart rate; MCHD, Eunice Kennady Shriver National Institute of Child Health and Human Development,
Clark. Category Il FHRT. Am ] Obstet Gynecol 2013,

Clark, S. L., et al. (2013). Intrapartum management of category Il fetal heart rate tracings: towards
standardization of care. American Journal of Obstetrics and Gynecology, 209(2), p. 91; used with
permission



Assess FHR

Moderate or marked variability Minimal or absent
|
Intrauterine resuscitation’ & notify physiclan
|
Significant decels
Significant decels
>50% of contractions for 30 min. sBik of contsactions Aov 58 nthh:
Reassess every 15-30
Yes No minutes
1 manage per algorithm Yes Hlu
Intrauterine resuscitation’ & notify physician Persistent absent &/or
minimal for 2 30 min
1
| | Further evaluation®
Dilation || Dilation Second stage & notify physician
<4cm || 24em .
[ Pattern continues
Normal progress Normal progress I
21 cm dilatbon/hour Fetal descent with pushing Yes No
{Limit to 1.5 hown to delivery) ]
Notify team for delivery
No Yes No cesarean of operstive vaginal delivery
|
l Observe for < 30 min
Pattern continues Pattern continues 1
Reassess FHR at < 30 min (active) Pattern continues
or 5 15 min (second stage)
evaluate for delivery or Observe for < 30 min
manage per algorithm Yes No —™ manage per
. algorithm
— | Delivery «—
Prepare for cesarean delivery —»

Fig. 1 Management outline for patients with Category |l fetal heart rates associated with “significant decelerations” and normal fetal heart rate
variability (moderate or marked) and abnormal variability (minimal or absent). FHR, fetal heart rate. Motes: 1. Resuscitative Measures may
include: repositioning, O (10L via mask), IV bolus, correction of hypotension. 2. Additional Interventions: consider amnioinfusion for variable

decels. 3. Scalp stimulation andfor vibroacoustic stimulation.

American journal of Perinatology Vol 35 No. 14/2018
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