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Chapter 17 
 
 
FETAL HEALTH SURVEILLANCE IN LABOUR 
 
In an effort to improve the health of newborn babies, the last 30 years has 
seen a steady increase in the use of continuous electronic monitoring in 
labour.  The introduction of Electronic Fetal heart rate Monitoring (EFM) was 
undertaken with the best of intentions, but before the efficacy of electronic 
heart rate monitoring had been evaluated.  There is now clear evidence that 
EFM in labour leads to higher incidence of interventions without increased 
benefit to the fetus when compared to intermittent auscultation.  A 
comprehensive review of all randomized controlled trials performed to date 
on electronic fetal monitoring (EFM) has demonstrated that EFM, with or 
without fetal scalp blood sampling, is more likely to result in a caesarean 
birth, an operative birth and administration of general anaesthesia.1  
 
 
Recommendations 
Abstracted from SOGC Practice Guideline No.197, September 2007 
 
Intrapartum Fetal Assessment 

1. Women in active labour should receive continuous close support from 
an appropriately trained professional.  One-to-one nursing/midwifery 
care is recommended during the active phase of labour, recognizing 
the presence of two patients, the woman and her baby. 

 
2. Intermittent auscultation following an established protocol of 

surveillance and response is the preferred method of fetal surveillance 
in healthy term women in spontaneous labour in the absence of risk 
factors for adverse perinatal outcome. 

 
3. Intermittent auscultation may be used to monitor the baby when 

epidural analgesia is used during labour provided that a protocol is in 
place for frequent IA (e.g., every 5 minutes for 30 minutes after 
epidural initiation and after bolus top-ups as long as maternal vital 
signs are normal). 

 

                                                           
1 (please see) Alfirevic Z. Devane D, Gyte GML. Continuous cardiotography (CTG) as a form of electronic 
fetal monitoring (EFM) for fetal assessment during labour. Cochrane Database of Systematic Reviews 
2006, Issue 3, Art. No. CD006066. DOI: 10/1002/14651858.CD006066. Originally published online 19 
July 2006. [www.mrw.interscience.wiley.com/Cochrane/clsysrev/articles/CD06066/abstract.html 
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Disclaimer 
The Regional Perinatal Outreach Program of Southwestern Ontario has used practical experience and relevant legislation to develop this manual chapter. We recommend that this chapter be used as a reference 
document at other facilities. We accept no responsibility for interpretation of the information or results of decisions made based on the information in the chapter(s) 
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4. Admission fetal heart rate tracings are not recommended for healthy 
women at term in labour in the absence of risk factors for adverse 
perinatal outcome, as there is no evidence of benefit. 

 
5. Admission fetal heart rate tracings are recommended for women with 

risk factors for adverse perinatal outcome. 
 

6. Continuous EFM is recommended for pregnancies at risk of adverse 
perinatal outcome. 

 
7. When a normal tracing is identified, it may be appropriate to interrupt 

the EFM tracing for up to 30 minutes to facilitate periods of 
ambulation, bathing or position change, providing that (1) the 
maternal-fetal condition is stable and (2) if oxytocin is being 
administered, the infusion rate is not increased. 

 
8. Digital fetal scalp stimulation is recommended in response to atypical 

electronic heart rate tracings. 
 

9. In the absence of a positive acceleratory response with digital fetal 
scalp stimulation, 

• Fetal scalp blood sampling is recommended when available 
• if fetal scalp blood sampling is not available, consideration 

should be given to prompt delivery, depending on the overall 
clinical situation. 

 
10. Where facilities and expertise exist, fetal scalp blood sampling for 

assessment of fetal acid-base status is recommended in women with 
‘atypical/abnormal’ fetal heart tracings at gestations > 34 weeks when 
delivery is not imminent, or if digital fetal scalp stimulation does not 
result in an acceleratory fetal heart rate response. 

 
11. Ideally, cord blood sampling of both umbilical arterial and umbilical 

venous blood is recommended for ALL births, for quality assurance and 
improvement purposes.  If only one sample is possible it should 
preferably be arterial. 

 
12. When risk factors for adverse perinatal outcome exist, or when 

intervention for fetal indications occurs, sampling of arterial and 
venous cord gases is strongly recommended. 

 
13. Regular updating of fetal surveillance skills is required.  Each facility 

should ensure that updates are interprofessional to ensure common 
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terminology and shared understanding and to develop the concept of 
team responsibility. 

 
Recommended Frequency of Auscultation: 

• Every 15 minutes in active phase of first stage of labour, before 
active pushing 

• Every 5 minutes in second stage of labour with pushing 
 
 
Assess FHR before: 

 
Assess FHR after: 

• initiation of labour-enhancing 
procedures (eg. amniotomy) 

• admission of patient 

• ambulation of patient • artificial or spontaneous rupture of 
membranes 

• administration of medications • vaginal examinations 

• transfer or discharge of patient • initiation of oxytocin 

 • initiation of analgesia/anaesthesia 

 
Recommended Procedure for FHR Auscultation 
 
The procedure is as follows: 
 

• palpate the maternal abdomen to identify fetal position (Leopold’s 
maneuvers) 
 

• place the Doppler over the area of maximum intensity of fetal heart 
sounds (usually over the fetal back) 
 

• place a finger on mother’s radial pulse to differentiate maternal 
from fetal heart rate 
 

• palpate for uterine contractions during period of FHR auscultation in 
order to clarify relationship between FHR and uterine contraction 
 

• count FHR between uterine contractions for at least 60 seconds to 
identify average baseline rate 
 

• to identify fetal response to active labour count FHR after a uterine 
contraction for 60 seconds every 15 minutes during the active phase 
until pushing and every 5 minutes in second stage after pushing 
begins. 
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Interpretation 
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Management 
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Documentation 
1. Fetal Heart Rate (FHR) data: 

• numerical baseline rate (in bpm) 
• rhythm (regular or irregular) 
• nature of the changes (gradual or abrupt decelerations) 

 
2. Uterine activity characteristics obtained by palpation: 

• frequency 
• duration 
• intensity 
• relaxation between contractions 

 
3. Specific actions taken when changes in FHR occur 
 
4. Other maternal observations and assessments 
 
5. Maternal and fetal responses to interventions 
 
6. Subsequent return to normal findings 
 

NOTE: When FHR data is obtained via EFM, there are descriptive 
terms assigned to specific, observed FHR changes. Given the absence 
of validated correlations between auditory FHR changes and specific, 
named FHR patterns, practitioners are limited in their ability to use 
those terms in documenting auscultated FHR changes.  The lack of 
research-validated experience coupled with legal risk management 
concerns make it inadvisable to use EFM terms in documenting 
subjective observations from auscultated findings.  Furthermore, 
terms such as “asphyxia”, “hypoxia”, and “fetal distress” should not 
be applied to auscultation or electronic fetal monitoring; they are 
imprecise and nonspecific, and have little positive predictive value.  
It is advised that FHR changes be recorded in a descriptive manner.  

 
Electronic Fetal Monitoring 

 
1. Paper Speed 

It is suggested that each institution run their monitors ordinarily at one 
paper speed to facilitate pattern recognition.  We are most familiar 
with 3 cm/min and suggest 3 cm/minute. 

 
2. Recording the Findings 

In documentation of fetal heart rate monitoring, describe the event 
being observed eg. baseline heart rate, presence or absence of 
variability, presence or absence of accelerations or decelerations.  
Avoid conclusions like “normal”, “abnormal”, or “possible asphyxia”.   
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