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four characteristics:
 • baseline rate, 110–160 bpm
 • moderate variability (6–25 bpm)
 •  absence of late or variable 

decelerations
 •  absence or presence of early 

decelerations or accelerations. 
Patterns in Category I are almost 

always associated with normal fetal 
acid–base status. No specifi c obstet-
ric intervention is necessary when a 
Category I FHR pattern is observed.

Category II: Indeterminate Category 
II comprises all FHR patterns not in 
Category I or III. Category II tracings 
are not predictive of abnormal fetal 
acid–base status. When a Category II 
tracing is identifi ed, a fetal scalp stim-
ulation test may help identify fetuses 
in which acid–base status is normal. 

Category III: Abnormal Th e new 
NICHD guidelines label four FHR 
patterns as abnormal. One of the ab-
normal patterns is a sinusoidal heart 
rate, defi ned as a pattern of regular 
variability resembling a sine wave, 
with fi xed periodicity of 3–5 cycles/
min and amplitude of 5–40 bpm. A 
sinusoidal pattern may indicate fe-
tal anemia caused by fetomaternal 
hemorrhage or alloimmunization. 

Th e other three abnormal FHR 
patterns in Category III are diag-
nosed when baseline FHR variability 
is absent and any one of the follow-
ing is present:

D
ozens of times, every week, 
obstetricians are guided by 
the results of electronic fetal 

heart rate (FHR) monitoring when 
they make labor management deci-
sions. Now, Th e National Institute of 
Child Health and Human Develop-
ment (NICHD), along with ACOG 
and the Society for Maternal–Fetal 
Medicine, have revisited the nomen-
clature for interpreting FHR patterns.1 
I’ll explain how the changes may af-
fect your management of labor.

Does FHR monitoring 
have clinical value?
FHR is, of course, a proxy for fetal 
acid–base status, oxygenation, and 
blood volume. Despite some mod-
est scientifi c evidence that elec-
tronic FHR monitoring improves 
the outcome of labor for mother or 
newborn (compared with outcomes 
with intermittent auscultation), that 
conclusion is not what most studies 
reach; instead, in low-risk pregnan-
cies, electronic FHR monitoring does 
not decrease the rate of perinatal 
complications and death, compared 
with intermittent auscultation, and 

does increase the rate of cesarean 
delivery.

Th e US Preventive Services Task 
Force2 and the Canadian Task Force 
on Preventive Health Care3 therefore 
recommend against routine elec-
tronic FHR monitoring for low-risk 
women in labor. Furthermore, both 
task forces have concluded that evi-
dence is insuffi  cient to recommend 
for, or against, electronic FHR moni-
toring in high-risk women in labor.

In contrast, a 2005 ACOG bul-
letin recommends continuous FHR 
monitoring for high-risk women dur-
ing labor and intermittent FHR mon-
itoring, by auscultation or electronic 
means, during labor in uncomplicat-
ed pregnancies.4 Th e bulletin notes 
that it may be logistically diffi  cult 
on most labor units to adequately 
execute a plan to provide intermit-
tent auscultation because the team 
does not have time to assess FHR fre-
quently by auscultation.

From a practical viewpoint, 
medicolegal precedent and the 
opinion of OB experts has led to 
FHR monitoring of most laboring 
women in US hospitals. 

“Normal,” “abnormal,” and 
“indeterminate” categories
New NICHD guidelines1 divide all 
FHR patterns into three categories:

Category I: Normal A Category I 
FHR pattern has the following 
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 • recurrent late decelerations
 • recurrent variable deceleration
 • bradycardia.

Th ese patterns are predictive of 
abnormal fetal acid–base status.

NICHD categories and 
practical matters
Management of labor is complex. 
When a Category I tracing is ob-
served, obstetric issues, independent 
of the FHR tracing, occupy center 
stage in management.

When a Category II FHR tracing 
is observed, a fetal scalp stimulation 
test may help defi ne fetal acid–base 
status. When gentle stroking of the 
fetal scalp for 15 seconds during a 
vaginal examination elicits an ac-
celeration of 15 bpm for 15 seconds, 
fetal acid–base status is very likely 
normal.5 

(Note: Fetal scalp stimulation is 
a diagnostic test, not a therapeutic 
intervention. Th e test should not be 

performed during a deceleration be-
cause the information gained in that 
setting doesn’t predict the acid–base 
status of the fetus.)

When a Category III tracing is 
observed, the presence of a respon-
sible clinician at the bedside—one 
who is authorized to make decisions 
regarding timing and route of deliv-
ery—is of paramount importance. 
Eff orts should be made to identify 
the cause of the nonreassuring FHR 
pattern and initiate a plan to improve 
fetal status. Standard interventions 
that may help to resolve the abnor-
mal pattern (and that may also be 
warranted for some Category II trac-
ings) include:
 •  supplemental oxygen 

to the mother
 • a change in maternal position
 • discontinuation of oxytocin
 •  resolution of maternal 

hypotension.
In most situations, expeditious 
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delivery is likely warranted if an ab-
normal pattern persists. 

Neutralizing a critical 
inconsistency—the observer
A major problem in the use of FHR 
tracings is signifi cant interclinician 
variability in how they are interpret-
ed.6 When clinicians disagree on the 
interpretation of a particular FHR 
pattern, it often becomes diffi  cult to 
develop and execute a unifi ed plan 
for managing the mother’s labor.

To improve communication 
among nurses and physicians, it 
helps for each labor unit to accept a 
uniform approach to how FHR trac-
ings are interpreted. Focusing on FHR 
variability and accurate identifi cation 

 }   Focus on assessment of variability
   } Accurately identify type of deceleration

Fetal heart rate variability
Assessment of variability is an important part of inter-

preting a fetal heart rate (FHR) pattern. Baseline FHR is 

defi ned as fl uctuations in the baseline of irregular am-

plitude and frequency. These fl uctuations are quantifi ed 

in terms of the amplitude of the peak-to-trough in beats 

per minute (bpm). Baseline FHR variability is determined 

on a 10-minute segment of the FHR strip.

  FHR variability is assigned to one of four possible 

categories:

 } Absent. No peak-to-trough changes in FHR detected

 } Minimal. Amplitude is >0 and ≤5 bpm

 } Moderate. Amplitude is 6–25 bpm

 } Marked. Amplitude is >25 bpm.

  The presence of moderate variability is strongly pre-

dictive of normal fetal acid–base status. Absent variabil-

ity is an ominous fi nding, especially when it occurs in 

conjunction with late or variable declerations.

Differentiating the 3 types of deceleration
When reviewing FHR tracings, clinicians often disagree 

on the identifi cation of various types of FHR decelera-

tions. The NICHD guidelines provide clear advice on in-

terpreting deceleration patterns.

  A variable deceleration is an abrupt decrease in 

FHR. If the time from baseline to the nadir of the decel-

eration is 30 seconds or longer, the deceleration cannot 

be considered variable; it must be either an early or a 

late deceleration. 

  A late deceleration has a nadir that occurs after the 

peak of the contraction.

  An early deceleration has a nadir that occurs at the 

same time as the peak of the contraction. 

  A clearly documented contraction pattern is necessary 

to accurately differentiate late and early decelerations.

2 KEYS TO INTERPRETING FHR TRACINGS

CONTINUED ON PAGE 15
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of late and variable decelerations is of 
particular importance (see “2 keys to 
interpreting FHR tracings,” page 12). 

This tool offers welcome 
uniformity 
For practical reasons, obstetricians 
in the United States have accepted 
FHR monitoring as a standard com-
ponent of labor management. Given 
that we have accepted this technol-
ogy, we can improve the consistency 
of our approach to interpreting FHR 
patterns by adopting a uniform set 
of defi nitions of what is normal and 
what is abnormal. Focusing on FHR 
variability and correctly identifying 
the type of deceleration that is present 
are the two best ways to achieve a uni-
fi ed approach to using FHR patterns 
to guide management of labor. 
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A 54-year-old woman, 
recently menopausal, com-
plains to you of hot fl ushes 
that make her miserable 
during the day and interrupt 
sleep at night. After an 
evaluation, including an 
endocrine work-up, you 
recommend hormone 
therapy (HT). She promptly 
asks about bio-identical 
hormones, which she has 
read about on the Inter-
net and heard about from 
friends. In your practice, the 
next step would be to:

■ Educate her about the risks 

of bio-identicals and how little 

they have been studied, and 

offer a prescription for con-

ventional HT only

■ Endorse her interest and 

offer her a prescription for a 

compounded bio-identical 

hormone formulation 

■ Discourage her from using 

bio-identicals but, if she 

insists on that course, offer 

to refer her to a clinician who 

prescribes them

■ Take yet a different 

approach (please specify!)

Tell us about your professional 

relationship with bio-identical HT 

by taking the Instant Poll at 

www.obgmanagement.com

See how your colleagues practice in 

this area, when Instant Poll Results 

are published in an upcoming issue

BIO-IDENTICAL 
HT: WHERE DO 
YOU STAND?
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Have you visited
obgmanagement.com
this week?

Of course, current and past 
OBG MANAGEMENT articles are still 

there for you—as convenient, 
downloadable pdf fi les

And you’ll fi nd the easiest way to 
contact the editorial board and editors 
with your suggestions and questions

   Take the reins of OBG 
Management’s  search engine, 
www.OBGfi ndit.com:

  Th is ObGyn-specifi c search 
engine combs
›› OBG MANAGEMENT archives
››  an extensive, customized library 

of ObGyn professional Web sites
››  the broader (but trimmed) Web

   Remember that we’ve also fi lled 
our electronic pages with advice 
on clinical and professional 
liability topics, including: 

››  extensive coverage—in video, 
audio, and text formats—from 
AAGL’s 36th Global Congress of 
Minimally Invasive Gynecology 

››  a library of surgical-technique 
videos

››  opportunities to learn and earn 
no-cost CME credits

 FIND THE OBGFINDIT SEARCH 
BOX ON THE HOME PAGE OF 

OBGMANAGEMENT.COM OR GO 

DIRECTLY TO OBGFINDIT.COM.

obgmanagement.com
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