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THE BASIS FROM WHICH WE BEGIN



OUR OBJECTIVES
 Review the evidence on EFM versus IA

 Discuss a variety of recommendations for IA

 Identify the components of informed consent

 List steps hospitals should take to incorporate IA 

 Describe the role of future research





AUSCULTATION FREQUENCIES



QUALITY OF THE INCLUDED STUDIES



PLAIN LANGUAGE SUMMARY







THE TRUTH
 The quality of the evidence for 5 of the 6 primary outcome 
measures was low, and  the only outcome measure that rose to even 
a moderate level of evidence was that related to neonatal 
seizures, which were lower in the EFM group.

 The single largest trial, the Dublin trial, provides even more 
interesting data, here are a few things to think about from the 
Dublin trial…



COMMENTARY IS ALSO KEY



DUBLIN RCT 1985
EFM group
IFE & Toco, doppler only if IFE 
not feasible

Fetal scalp sampling as back-
up, delivery for pH <7.2, 
possible delivery for 7.2-7.25

IA group
IA with a Pinard for 60 seconds 
following a contraction “at least 
every 15 minutes in first stage and 
during every interval between 
contractions in the second stage

Fetal scalp sampling or delivery 
for FHT’s >160 or <100 for 3 
contractions 



DUBLIN RCT 1985
 No significant difference in C-section (2.4 EFM vs. 2.2 IA) 
against a background rate of less than 3% 
 Both groups had the backup test of fetal scalp pH, at 
that time no one differentiated between respiratory versus 
metabolic acidemia
 Biggest difference between the two groups was a 
reduction in neonatal seizures in the EFM group, but follow-
up did not reveal any long-term significance.



BASED ON THIS REVIEW OF THE EVIDENCE, WHAT 
SHOULD WE BE TELLING OUR PATIENTS…
About the evidence regarding EFM versus IA?

About making informed choices?

About using one over the other, or both?

About how much we know versus how much we don’t know?



AWHONN 2015



AWHONN 2015



AWHONN FHMPP 5TH EDITION
Identify a baseline rate by auscultating between contractions when 
the fetus is not moving for at least 30-60 seconds

Then auscultate while palpating maternal pulse for 15-60 seconds 
in between contractions in the absence of FM to monitor baseline 
rate as labor progresses

To check for increases and decreases, auscultate during a 
contraction and after (or use a consecutive series of 6-second 
intervals and multiply the number by 10 for each interval)



AWHONN FHMPP 5TH EDITION
Category I – all of the following:
 Normal baseline 110-160
 Regular rhythm
 Presence or absence of FHR increases or accelerations from the baseline rate
 Absence of FHR decreases or decelerations from the baseline

Category II – any of the following:
 Irregular rhythm
 Presence of FHR decreases or decelerations from the baseline rate
 Tachycardia (baseline >160 >10 minutes in duration)
 Bradycardia (baseline <110 >10 minutes in duration)



RANZCOG GUIDELINES



NICE guidelines







INFORMED CONSENT 
A legal concept that has several requirements:

1. A discussion about what the procedure entails;
2. Must include risks, benefits, alternatives and future 

implications;
3. Should include an opportunity to ask questions;
4. Does not require a signed paper, but some

documentation is prudent.


