10D-116.005 Practice Parameters.

(1) The following practice parameters will be followed by physicians in provider hospitals in the performance of cesarean deliveries which are partly or fully funded by state funds or federal funds administered by the state. Because of the ambiguous and implied meanings of fetal distress, descriptions of the clinical problems are listed. The presence of fetal heart rate abnormalities used to describe fetal distress does not independently indicate that the fetus is damaged or being damaged. Monitoring findings indicate only the fetal response to stress and the possibility of risk. The ability to evaluate fetal brain function in utero is very limited. Fetal distress has not been demonstrated to be predictive of fetal acidosis, fetal damage, or Apgar scores. Barring a direct continuous method for evaluating fetal brain function, the imperfection of current methods must be recognized.

(a) Fetal Evaluation. Each client should be assessed for the following signs, which are, with varying degrees of certainty, indicators of fetal risk.

1. Heavy or thick meconium. This can indicate old, recent, or ongoing fetal risk. The meconium should be described by color, amount, and whether the neonate or placenta are stained.

2. Fetal heart rate monitoring.

a. Persistent late decelerations means late decelerations present during most contractions, unrelieved by oxygen, hydration, or left lateral position.

b. Persistent variable decelerations means variable decelerations present during all or most contractions and are unrelieved by maternal treatment (position change or oxygen). They are described as mild if not less than 80 beats per minute at the lowest point, or moderate at 70 beats per minute, and as severe at 60 beats per minute or less. The changes occur with and without changes in variability. The presence of short-term and long-term variability is reassuring.

c. Prolonged bradycardia. The heart rate is below 100 beats per minute, and usually should be below 80 beats per minute to be a meaningful sign. The bradycardia should persist more than 10 minutes to be a meaningful sign. A fetal heart rate of 100-120 beats per minute with normal variability usually indicates the fetus is well compensated. A severe deceleration lasting for three minutes or more may be an ominous finding even though it does not fit the definition of prolonged bradycardia.

d. Prolonged tachycardia. The heart rate is above 160 beats per minute and lasts for greater than 10 minutes. It may be clinically significant when associated with diminished variability or other fetal heart rate abnormalities.

3. Electronic Fetal Heart Rate Monitoring. The presence of any of these signs warrants consideration of the use of electronic fetal heart rate monitoring to improve fetal evaluation:

a. Bradycardia.

b. Tachycardia.

c. Audible decelerations of a repetitive pattern.

d. Other clinical concern about a rate or rhythm.

4. Abnormal fetal pH – Fetal Scalp Sampling. A fetal scalp pH examination requires proper equipment and an experienced operator. The technique may help clarify some confusing heart rate patterns. A fetal scalp blood pH between 7.20 and 7.25 warrants sequential observations. This has increased significance if accompanied by an abnormal fetal heart rate pattern or if it occurs early in labor, and generally should be repeated in 30-45 minutes. A scalp blood pH of less than 7.20 is considered abnormal and generally an indication for some type of medical or surgical intervention.

5. Ultrasound evidence of disturbance in utero. The biophysical profile consists of observing the in utero fetus for breathing movements, tone, gross movements such as flexion of extremities, and amniotic fluid volume. Each finding, whether it is present or absent, is associated with a standardized score. Low scores combined with a nonreactive non-stress test or positive contraction stress test suggest increased fetal risk.

6. Non-stress test. A nonreactive non-stress test is the absence of acceptable accelerations of the fetal heart rate within a 40 minute period, with or without fetal movements discerned by the mother. The usual definition of a reactive test is two 15 beats per minute accelerations within 20 minutes.

7. Contraction stress test (CST). A positive contraction stress test is the presence of late decelerations during either oxytocin or nipple stimulation or spontaneous contractions, where the decelerations occur with greater than 50 percent of the contractions. A suspicious CST has either the presence of late decelerations in less than 50 percent of the contractions, or any other abnormal fetal heart rate pattern associated with contractions. The absence of late decelerations when three contractions occur within 10 minutes is regarded as a negative contraction stress test.

(b) Abnormalities of labor.

1. Clarification of labor definitions.

a. “Uterine inertia” should be eliminated from use since it is not readily defined.

b. “Lack of progress in labor” or “cephalopelvic disproportion” should be viewed as an incomplete diagnosis if stated without an accompanying description.

2. Labor documentation is facilitated with the use of the labor graph. Failure of spontaneous vaginal delivery should follow an adequate contraction pattern in the active or second stage. The abnormal patterns document problems in cervical dilation and descent of the presenting part.

3. The numerical criteria (see definitions of labor, below) are not prognostic indicators of fetal damage. The numbers describe usual statistical norms relative to maternal labor patterns. Every effort should be made to avoid use of these criteria by themselves as rigid indicators to end labor via cesarean delivery. The conduct of labor involves significant individualization of clinical judgment.

(c) Definitions of labor. The term dystocia must be modified by the description of labor that defines the condition precisely. The six categories of labor that may exist alone or in combination with other labor abnormalities are as follows:

1. Prolonged latent phase labor.

a. Definitions.

(I) Nullipara greater than 20 hours.

(II) Multipara greater than 14 hours.

b. Treatment. In the absence of fetal or maternal emergency, there is no indication to terminate labor. Documentation of treatment may include:

(I) Rest.

(II) Ambulation.

(III) Medication.

(IV) Stimulation.

(V) Artificial rupture of membranes.

2. Active phase and second stage labor abnormalities.

a. Protracted active phase.

(I) Nullipara less than 1.2 cm/hour.

(II) Multipara less than 1.5 cm/hour.

b. Protracted descent (usually in second stage of labor).

(I) Nullipara less than 1 cm/hour.

(II) Multipara less than 2 cm/hour.

c. Prolonged deceleration phase.

(I) Nullipara greater than 3 hours.

(II) Multipara greater than 1 hour.

d. Secondary arrest of dilation. Failure of progressive dilation for two hours in the active phase of labor.

e. Arrest of descent (usually in second stage of labor).

(I) Primigravida one hour or more.

(II) Multipara 1/2 hour or more.

f. Treatment. Treatment of the disorder of descent and dilation of the cervix during the active phase may include:

(I) Rest.

(II) Ambulation.

(III) Artificial rupture of membranes.

(IV) Medication.

(V) Stimulation.

(VI) Forceps/vacuum.

(VII) Cesarean delivery.

(d) Labor diagnosis.

1. Labor diagnosis is made after a determination of the labor pattern, clinical pelvimetry measurements, and examination of the mother and fetus is obtained. The diagnosis is usually made after labor has been established and adequate time has been allowed for testing of the pelvic passage to take place. Cesarean delivery for a labor disorder should rarely take place in the latent or early active phase of labor.

2. If the term cephalopelvic disproportion is used, a qualifier should be added such as cephalopelvic disproportion due to:

a. Bony pelvis contraction (document with numbers or description of pelvis).

b. Soft tissue obstruction (describe).

c. Fetal malpresentation.

d. Fetal anomalies, or suspected macrosomia.

(2) Indicators. The following are indicators for the most common diagnoses associated with cesarean deliveries. The indicators are to be used in conjunction with the medical terminology provided under fetal evaluation and abnormalities of labor.

(a) Labor abnormality.

1. Confirmation of indication.

a. Documentation of criteria using the medical terms provided under fetal evaluation and abnormalities of labor.

b. Documentation of active labor.

(I) Cervical dilation has progressed to at least 3 cm in nullipara or 4 cm in multipara in the presence of uterine contractions.

(II) Contractions at least every two to four minutes.

(III) Strength of contractions at least 50 mm Hg internal pressure as measured by intrauterine catheter or inability to indent fundus on palpation.

2. Actions prior to procedure.

a. Rupture membranes.

b. In absence of active labor, administer oxytocin to augment labor.

c. Obtain anesthesia consultation and evaluation.

d. Type and screen blood sample.

e. Monitor fetal heart tones immediately prior to preparation of abdomen.

f. Ensure that qualified personnel are in attendance for resuscitation and care of newborn.

g. Perform vaginal examination just prior to surgery.

(b) Abnormalities in fetal monitoring.

1. Documentation of criteria using the medical terms provided under fetal evaluation and abnormalities of labor.

2. Actions prior to procedure.

a. Reposition patient.

b. Administer oxygen by mask.

c. Perform vaginal examination to check for prolapsed cord.

d. Perform vaginal examination to rule out imminent vaginal delivery.

e. Initiate preoperative routines.

f. Monitor fetal heart tones immediately prior to preparation of abdomen.

g. Ensure that qualified personnel are in attendance for resuscitation and care of newborn.

(c) Repeat cesarean delivery/vaginal birth after cesarean (VBAC). The following definitions generally correlate with the American College of Obstetrics and Gynecology guidelines.

1. Possible maternal limitations for vaginal birth after cesarean.

a. Absolute cephalopelvic disproportion. This diagnosis should be rare without trial of labor. A previous diagnosis of dystocia is seldom a limitation to a trial of labor.

b. Previous classical cesarean delivery, vertical incision, or unknown type of incision with previous delivery. Attempts should be made to elicit the type of incision.

c. Patient refusal to accept trial of labor and vaginal delivery. The patient must be aware of the increased risks associated with an operative delivery. Document in the medical record that discussion took place. Educational programs should be available for all previous cesarean mothers.

d. The question of more than one previous cesarean or the low vertical cesarean is not addressed since limited data is available. The clinician may undertake to individualize patient care with the understanding by the patient of the medical risks and the willingness of the patient to share the risks.

2. Fetal limitations for vaginal birth after cesarean.

a. Abnormal presentation by clinical judgment.

b. Certain congenital anomalies or abnormalities. This judgment indicates mechanical obstruction or potential fetal trauma.

3. Institution prerequisites for vaginal birth after cesarean.

a. The hospital must have the availability of continuous electronic fetal heart rate monitoring or a nurse available to auscultate the fetal heart rate each 15 minutes during active phase and each five minutes during second stage of labor.

b. The physician should be available to perform a repeat cesarean delivery if indicated.

c. The hospital obstetrical service must be able to start cesarean delivery within 30 minutes from the time the decision is made.

d. A 24-hour blood bank service should be available.

e. Anesthesia support for the cesarean should be available throughout labor.

4. Chart documentation. The physicians should note in chart indications for repeat cesarean delivery.

(d) Breech presentation. While many pregnancies with the fetus in the breech presentation are terminated by cesarean delivery, a vaginal delivery may be considered when the following criteria can be met:

1. A facility capable of emergency cesarean delivery.

2. A health care provider experienced in vaginal breech delivery.

3. Anesthesia personnel present for the delivery.

4. Frank breech presentation (other types need further evaluation).

5. Optimal estimated fetal weight of less than 4000 gm.

6. Exclusion of hyperextension of the fetal head and macrocephaly.

7. Adequate pelvic size by clinical pelvimetry.

8. Adequate progression of labor.

(e) Prenatal herpes simplex virus infections.

1. Antenatal screening.

a. Herpes simplex virus cultures should be done when a woman has active lesions during pregnancy to confirm the diagnosis.

b. Weekly surveillance cultures of pregnant women with a history of herpes simplex virus but no visible lesions are not necessary.

c. Amniocentesis to rule out intrauterine infection is not recommended.

2. Intrapartum management. Cesarean delivery is indicated in term women who have visible (active) lesions and are in labor or who have ruptured membranes, with the understanding that cesarean delivery will not prevent all cases of neonatal infection.
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