Association of Women’s Health, Obstetric, and Neonatal Nurses (AWHONN) Announces Revisions to Fetal Heart Monitoring Principles and Practice (FHMPP) Curriculum.  

In the April 2005 Edition of the FHMPP Program Newsletter “The Beat Goes On…”  FHMPP Instructors were alerted to anticipate changes to the program in the near future.  The AWHONN will incorporate the National Institute of Child Health and Human Development (NICHD) fetal heart monitoring (FHM) terminology as the exclusive terminology taught in the program.  “The Beat Goes On” suggested the revised workshop would be released in the autumn of 2005, although more recent communication from AWHONN indicates the introduction of the new program will occur in early 2006.  

The incorporation of the NICHD terminology into the AWHONN FHMPP Program is consistent with recent safety recommendations made by the Joint Commission on Accreditation of Health Care Organizations (JCAHO) in Sentinel Event Alert # 30.  This alert highlighted communication issues within health care facilities and among health care providers as possible contributors to infant morbidity and mortality.  Their recommendation was to educate nurses, residents, nurse midwives, and physicians to use standardized terminology to communicate abnormal findings.  The American College of Obstetricians and Gynecologists (ACOG) released Practice Bulletin #62 titled “Intrapartum Fetal Heart Rate (FHR) Monitoring, in May of this year.  These documents, combined with the AWHONN inclusion of the NICHD terminology will serve to educate providers as to the importance of a consistent terminology, and exactly what that nomenclature involves.  

Historically, in 1995, the NICHD organized a two day workshop Electronic FHR Monitoring: Research Guidelines for Interpretation attended by 18 experts in the field of fetal monitoring.  Following the initial workshop, the experts continued to meet and correspond over the next two years.  The goal was to review the status of research in FHM and to develop and publish research recommendations to assess the predictive value of intrapartum FHM tracings.  The panel clearly identified difficulty analyzing data produced by research studies designed to test efficacy and validity of FHM due to a lack of consistent and reproducible nomenclature.  The establishment of such a nomenclature was necessary in order to conduct more meaningful research in the field of FHM.  The task force published their recommendations in 1997.   
Quite often, once JCAHO, ACOG, and AWHONN publish recommendations for change, the expectation that clinical practice be consistent is close behind!  In an effort to assist you to prepare for the changes, a review of the original NICHD Research recommendations published simultaneously in JOGNN and Obstetrics and Gynecology (the green journal) follows.  Some of the recommendations will require us to make significant changes in how we think about and document our findings.  

Before presenting the recommended changes in nomenclature and definitions, it may be helpful to delineate some underlying assumptions set forth in the published report.  It is presumed that the FHR patterns will be interpreted visually by the human eye, recognizing that computerized interpretation is possible and the definitions are adaptable to such applications.  The recommendations are relevant whether data is collected via direct fetal electrode or an external Doppler device.  Paper speed is set at 3 cm per minute with the FHR measured at 30 beats per minute (bpm) per cm.  The primary emphasis of the publication is on intrapartum patterns however, the definitions are appropriate for antepartum observation.  Characteristics of defined patterns are made with no “a priori” assumptions as to etiology of patterns or relationship to hypoxemia or metabolic academia.  Patterns described are baseline, periodic (associated with uterine contractions), or episodic (unrelated to uterine activity).  Finally, individual components of defined FHR patterns do not occur alone and generally evolve over time.  
First, the baseline rate is assessed over a period of 10 minutes excluding periodic or episodic changes and intervals of marked variability and must be visible for a minimum of two minutes within that 10 minute segment, or the baseline would be indeterminate for that period.  Review of the previous 10 minute segment(s) would be advised in this circumstance.  FHR baseline may be reported as a single number describing the mean FHR rounded to increments of 5 bpm.  The term fetus typically exhibits a baseline between 110 and 160 bpm.  FHR < 110 bpm for ≥ 10 minutes is bradycardia and > than 160 bpm for ≥ 10 minutes is fetal tachycardia.      
The new definition of baseline variability is among the most remarkable of the published recommendations.  It is no longer necessary to distinguish between short term variability (STV) and long term variability (LTV), but rather to assess variability as a single entity within the FHR baseline.  Baseline FHR variability is defined as fluctuations in the baseline of ≥ 2 cycles per minute quantified by amplitude in bpm from peak-to-trough.  1)  Absent variability exists when amplitude is visually undetectable, 2) When the amplitude is visually detectable but < 5 bpm variability is termed minimal, 3) Moderate variability includes the range of 6 – 25 bpm, and 4) Marked variability is > 25 bpm amplitude.  Rationale offered to support the definition of variability as a single entity includes 1) STV / LTV appear and disappear together as a single unit over time, 2) it is difficult to interpret beat-to-beat (STV) variability with the unaided human eye, and 3) sophistication of recent generation equipment enable us to more accurately assess variability utilizing external (ultrasound) technology.     
Accelerations are defined as a visually apparent abrupt increase (onset of acceleration to peak in < 30 seconds) in FHR above the most recently determined baseline.  The acme is ≥ 15 bpm above the baseline, lasting ≥ 15 seconds (but < 2 minutes) from onset to return to baseline.  Before 32 weeks gestation, accelerations are defined as an acme of ≥ 10 bpm with duration of ≥ 10 seconds.  A prolonged acceleration is ≥ 2 minutes and < 10 minutes duration.  Increase in FHR ≥ 10 minutes becomes a baseline change.
The definition of a late deceleration is a visually apparent gradual (onset of deceleration to nadir ≥ 30 seconds) decrease and return to baseline associated with a uterine contraction.  In most cases, the onset, nadir, and recovery of the deceleration occur after the beginning, peak, and end of the contraction, respectively.  Remember, there is no assumption as to etiologic significance of this, or any other defined decelerations.

An early deceleration is a visually apparent gradual (onset – nadir ≥ 30 seconds) decrease and return to baseline associated with a uterine contraction.  In most cases, the onset, nadir, and recovery of the deceleration coincide with the beginning, peak, and end of the contraction.  

Variable decelerations are defined as visually apparent abrupt decreases (onset to the beginning of nadir < 30 seconds) in the FHR.  The decrease is ≥ 15 bpm lasting ≥ 15 seconds but < 2 minutes from onset to return to baseline.  When associated with uterine contractions their onset, depth, and duration vary with each subsequent contraction.

A prolonged deceleration is a visually apparent decrease in FHR below the most recently determined baseline of ≥ 2 minutes, but < 10 minutes from onset to return to baseline.  A decrease in FHR of ≥ 10 minutes is a baseline change.  

Decelerations are defined as recurrent if they occur with ≥ 50% of uterine contractions in a 20 minute segment.             

The FHMPP Workshop will maintain emphasis on the nursing process and physiologic basis for FHM, including more advanced physiologic concepts of maternal-fetal oxygen transport and exchange.  Complex case scenarios and appropriate nursing management strategies will receive greater emphasis than previous workshops.  In addition, the information related to documentation and risk management will be expanded.  The new posttests will reflect the changes to the course content, and will be presented in multiple choice format.

The 3rd Edition of the FHMPP textbook will undergo a 3rd printing to remain consistent with the new content.  If the textbooks you have are NOT 3rd Edition, 3rd printing, they will not contain the content as presented in the revised curriculum.  If you need to set aside some money in your budgets to purchase some copies of the new textbook, take advantage of this “heads up!”

In addition to consideration of the purchase of some new textbooks for your unit, keep in mind that these changes most probably necessitate changes to your hospital guidelines, protocols, or procedures, as well as changes to documentation tools whether paper or computer generated.  If you are working with a particular computer program or system, it would be wise to contact them to discuss their plans for incorporating these changes.  
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