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Fetal Monitoring in Labour  
- Summary Clinical Guideline 

 

Reference no.: UHDB/IP/04:21/F2  

 
 
 
Fetal monitoring in labour 
 

On admission in labour a full risk assessment and review of antenatal history is required as 
well as a full set of observations and abdominal palpation. 
Close attention to history of fetal movements and listening to any concerns the woman may 
have is essential. 
 

 Recommend fetal monitoring by intermittent auscultation in the absence of risk  
factors for fetal compromise 
 

 Recommend continuous fetal monitoring by CTG in the presence of risk factors for  
fetal compromise 

 
Review of Continuous Fetal Monitoring in Labour 
Review CTG trace as a minimum as following: 

 Half hourly review documented on the Partogram by the midwife delivering one to 

one care for this woman 

 On alternate hours (1,3,5 etc) full review by the midwife delivering one to one care for 

this woman documenting on the CTG sticker, using the ‘CTG categorisation and 

Management’ table 

 On alternate hours (2,4,6 etc) full fresh eyes review by suitable independent 
practitioner, to be documented on the fresh eyes CTG sticker, using the 
‘Interpretation and management of suspected fetal hypoxia / acidosis’ table 
 

 In case the need is identified for a Safety Huddle review: 
o To include: Midwife providing one to one care for the woman; Labour ward 

co-ordinator; Senior obstetric doctor 
o Use the 6-C’s approach (see appendix B) 

 

 In case a CTG is reviewed between these time slots as part of escalation by 
practitioner other than the midwife delivering one to one car for the women, a fresh 
eyes review sticker should be used to document the review 
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CTG categorisation and management: 

 

 
 

 NORMAL SUSPICIOUS PATHOLOGICAL 

Baseline 110-160 BPM Lacking at least one 

characteristic of 

normality, but with no 

pathological features 

<100BPM 

Variability 5-25 BPM  Reduced variability <5BPM * 

 Increased variability >30 minutes 

or linked with recurrent 

decelerations 

 Sinusoidal pattern 

Decelerations No repetitive 

decelerations 

(associated with 

>50% of 

contractions) 

 Repetitive late decelerations 

during >30 minutes or 20 

minutes if reduced variability 

 One prolonged deceleration 

>5minutes (see appendix D) 

Interpretation Fetus with no 

hypoxia/acidosis 

Fetus with low 

probability of having 

hypoxia/acidosis 

Fetus with a high probability of 

having hypoxia/acidosis 

Management No intervention 

necessary to 

improve fetal 

oxygenation state 

 Action to correct 

reversible causes if 

identified  

 Close monitoring or 

additional methods 

to evaluate fetal 

oxygenation 

 Immediate action to correct 

reversible causes 

 Additional methods to evaluate 

fetal oxygenation 

 If not possible to expedite 

delivery 

The presence of accelerations denotes a fetus that does not have hypoxia/acidosis, but their absence 

during labour is of uncertain significance. 

* Definition of reduced variability is <5 BPM for >50 minutes in baseline segments or for >3 minutes 

during decelerations. However, during deep sleep variability is usually in the lower range of normality 

but with the bandwidth seldom <5 BPM 
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Interpretation and management of suspected fetal hypoxia/acidosis 
 

Hypoxia Features  Management 

No       

hypoxia 

 Baseline appropriate for gest age 

 Normal variability and cycling 

 No repetitive decelerations 

 Consider the need to continue CTG monitoring 

 Continue with regular review and fresh eye as per 
guideline 

Chronic 

hypoxia 

 Higher baseline then expected for 
gestational age 

 Reduced variability and/or absence of 
cycling 

 Absence of accelerations 

 Shallow decelerations 

 Avoid further stress 

 Expedite delivery if delivery is not imminent 

Gradually 

evolving 

hypoxia  

Compensated  Likely to respond to conservative measures 

 Regular review to assess for signs of further hypoxic 
change and to review effect of conservative measures 

 Consider other causes such as reduced placental 
function/reserve and act accordingly 

 Baseline clearly identifiable but rising 
(with normal variability) 

 Preceded by decelerations and loss 
of accelerations 

Decompensated  Urgent intervention required to reverse the hypoxic insult. 
(e.g. remove propess, stop i.v. syntocinon,  consider 
tocolysis) 

 Delivery should be expedited if no signs of             
improvement are seen 

 Reduced or increased variability 

 Unstable/progressive decline in the 
baseline (step ladder pattern to 
death) 

Subacute 

hypoxia  

 More time spent during decelerations 

than at the baseline 

 May be associated with a salutatory 

pattern  

First stage 

 Remove propess/stop syntocinon infusion i/a 

 If no improvement, consider urgent tocolysis 

 If still no evidence of improvement within 10-15 minutes, 
review situation and expedite delivery 

Second stage 

 Stop maternal active pushing until improvement noted 

 If no improvement noted, consider tocolysis if delivery is 
not imminent or expedite delivery by operative 
(vaginal) delivery 

Acute 

Hypoxia   

Prolonged deceleration   Preceded by reduced variability and lack of  cycling or 

reduced variability within the first 3 minutes 

Immediate delivery by the safest and quickest route 

Preceded by normal variability and cycling and normal 

variability during the first 3 minutes of the deceleration 

 Consider sinister causes: uterine scar dehiscence, 
abruption, cord prolapse, vasa praevia 

 Treat reversible causes (e.g. hyperstimulation, maternal 
hypotension, supine hypotension, epidural top-up) 

 Expect recovery by 6 minutes, if no recovery, plan mode 
of delivery. Follow 3-6-9-12 plan 

Unable to  ascertain fetal wellbeing  Escalate to senior team 

 Consider FSE to improve signal quality 

 


