FETAL HEART RATE Workstation CRIB SHEET
Tanzania 2009

Go through minilecture on FHR and CTG versus SIA – 10 minutes

Then make 10 short scenarios going through the following cases each 2 minutes. Use a metronome to indicate fetal heart beats (several freeware versions on the internet for example

http://www.nch.com.au/metronome/index.html?gclid=CJ6S78uU7pwCFdA93godMzSSjA
Use the last power-point slide projected on a flip chart. Have one participant at a time mark on the flip chart and the rest of the group assess FHR for one minute (they should use a wrist-watch, stop-watch in mobile phone or the like. Make different scenarios (see below) and discuss after each “what is the fetal heart rate?” (you will be surprised of the different opinions!) and “what should be done? Intervention? When to assess next time?”

1. Normal FHR: how to auscultate during first stage

2. Normal FHR: how to auscultate during second stage
3. Tachycardic FHR 170, (tmp 39.0)
4. Tachycardic FHR 160 – 170 – 180 – 190 tmp 36.7 (stressed child, delivery should be planned)
5. Bradycardic FHR: 4 minutes: change lie of the mother recovers to normal

6. Bradycardic FHR: persistent second stage (try vacuum delivery)
7. Bradycardic FHR: persistent, first stage ( Cesarean section
PARTOGRAPH Workstation CRIB SHEET

adapted from “Managing complications in pregnancy and childbirth”, WHO 2003
Show the slide of the partograph, go through the different components and introduce the modified WHO partograph that has no latent phase – it should take not much more than 5 minutes.

Then go through the four partograph cases that are already filled – discuss the different parts of the partograph and ask if something could have been managed differently.
In particular discuss what could be done at slow progress in dilatation (prolonged labour). 

Stress that at prolonged labour ARM and oxytocin augmentation should always have been attempted before caesarean section
The last slide should be projected on a flip chart. Make a few scenarios and have participants one by one come up and fill in for a given point of time – ask the group if they agree.

Spend the time on the “progress of labour, the FHR monitoring was practiced in 

Case: (improvise over the scenario outlined below or make all new scenarios)
A primigravida (at term, normal pregnancy), HIV-test negative, arrives at labour ward., Fundal Height: 38/40. Two days irregular contractions, now 4 hours regular contractions two in ten minutes lasting 30 seconds.

10 AM: 

FHR: 140 bpm.

Descent: 4/5

Amniotic Fluid: Membranes intact

Cervical dilatation: 4 cm.

Vitals: BP, P and temperature; all normal

Discuss when to assess what next time

2 PM (new participant should mark on flipchart)

FHR: 130 bpm.

Descent: 4/5

Contractions: two in ten minutes lasting 30 seconds

Amniotic Fluid: Membranes intact

Cervical dilatation: 5 cm.

Vitals: BP, P and temperature; all normal

Discuss any action (ARM, oxytocin?), when to assess what next time (should assess cervical dilatation within one or two hours as actionline could be crossed if still slow progress).

If no action is taken now, the progress will be equally slow. 

If either ARM or oxytocin is tried the progress will be at ½ cm/hour, descent will be 3/5 – FHR and mothers´ vital signs will still be normal. 

If both ARM and Oxytocin is tried progress will be 3 cm/hour and the head will descent to 1/5 and 0/5 after full cervical dilatation.
ARM: liquor will be clear. Discuss what it would mean if liquor was meconium stained or bloody. Discuss ARM if HIV-seropositive (WHO recommends ARM anyway at prolonged labour but best to wait until cervical dilatation is 8 cm. to minimize risk of mother-to-child transmission.

Oxytocin: Discuss dose and rate – increase contractions gradually until when? (should assess contractions each 30 minutes, ideally contractions are at between 3-5 in ten minutes each being moderate (20-40 seconds) or strong (more than 40 seconds).

