
 Section 1 Organisational  

Policy  

Current Version is held 
on the Intranet 

First ratified: 

September 2004 

Review date: 

March 2023 

Issue  

5 

Page 1 of 10 

WOMEN’S HEALTH AND PAEDIATRICS 

MATERNITY UNIT 

 

Reduced Fetal Movement Guideline 

 

Amendments 

Version Date Comments Approved by 

1 July 2009 
 

Updated following the July 2009 Term 
Stillbirth Case Review-advice changed to 
women with RFM to attend the maternity 
unit for assessment 

Jacqui Rees 

2 Jan 2014 
 

Updated and revised advice given to 
women and management or repeated 
episodes of reduced fetal movements 

Jacqui Rees & Laura Carr 

3 June  2016 Document review to incorporate latest 
evidence from Kicks count and Stillbirth 
Care bundle 

L Emmett 

4 October 
2017 

Whole document review to clarify process 
for referring for USS in accordance with 
GAP/GROW 

Fani Gkrozou 
Sandra Newbold 
Jane Urben 

5 March 2020 Whole document review  Perinatal Governance 
Guideline Group 

 

Compiled by: Miss Sian McDonnell – Consultant Obstetrician   

 Katie Woolger – Fetal Wellbeing Midwife 

 

In consultation with: Perinatal Governance Guideline Group 

 

Ratified by: Perinatal Governance Guideline Group 

Date ratified: 26th March 2020 

Next review date: March 2023 

 

Target audience: All health professionals within the maternity services 

Equality impact assessment: Perinatal Governance Group 

 

Comments on this document to: Perinatal Governance Group  

  



 Section 1 Organisational  

Policy  

Current Version is held 
on the Intranet 

First ratified: 

September 2004 

Review date: 

March 2023 

Issue  

5 

Page 2 of 10 

Contents 

1.0 Aim ...................................................................................................................................... 3 

2.0 Scope .................................................................................................................................. 3 

3.0 Responsibilities.................................................................................................................... 3 

4.0 Abbreviations ....................................................................................................................... 3 

5.0 Introduction .......................................................................................................................... 4 

5.1 Definitions: ................................................................................................................. 4 

6.0 Antenatal Clinic Appointments ............................................................................................. 4 

6.1 16 Week Midwife Appointment ................................................................................... 4 

6.2 Subsequent antenatal appointments .......................................................................... 4 

6.3 Women in whom English is not their first language ..................................................... 5 

7.0 Hospital Assessment ........................................................................................................... 6 

7.1 History: ....................................................................................................................... 6 

7.2 Examination:............................................................................................................... 6 

7.3 Management of reduced fetal movements:  gestation and risk factor dependent ........ 6 

7.3.1 24+0 – 25+6 weeks: Auscultate fetal heart to confirm viability. ......................... 6 

7.3.2 26+0 – 38+6 weeks: Auscultate fetal heart and perform computerized CTG (+/- 
USS scan, dependent on risk factors). ............................................................ 6 

7.3.3 39+0 or greater gestation: Auscultate fetal heart, perform CTG and offer IOL (if 
no contraindication) ......................................................................................... 7 

7.3.4 Timing of Delivery ........................................................................................... 7 

REDUCED FETAL MOVEMENTS FLOWCHART ........................................................................... 8 

References ..................................................................................................................................... 9 

EQUALITY IMPACT ASSESSMENT ............................................................................................. 10 

 

 
 
 
 
 

 
  



 Section 1 Organisational  

Policy  

Current Version is held 
on the Intranet 

First ratified: 

September 2004 

Review date: 

March 2023 

Issue  

5 

Page 3 of 10 

Reduced Fetal Movements (RFM) Guideline 

1.0 Aim 
To ensure that women are aware that they should monitor and report any reduction or changes in 
the pattern of fetal movements. That maternity staff are aware of appropriate referral pathways to 
follow when women present either in the community or hospital setting.  

A reduction or sudden alteration in fetal movement is a potentially important clinical sign. It has 
been suggested that reduced or absent fetal movements may be a warning sign of impending fetal 
death. Studies of fetal physiology using ultrasound have demonstrated an association between 
RFM and poor perinatal outcome. The majority of women experiencing a stillbirth perceived a 
reduction in fetal movements prior to diagnosis. It should be noted that there is no formal definition 
of reduced fetal movements; previous studies have suggested that the women’s perception of 
decreased fetal movements are the most helpful criterion, therefore, an arbitrary reference range 
for movements is not recommended.  

2.0 Scope 
Obstetricians  

Midwives  

Maternity Care Assistants  

3.0 Responsibilities 
Midwives and Obstetricians are expected:  

 To access, read, understand and follow this guidance.  
 To use their professional judgement in the application of this guideline.  

Maternity Care Assistants are expected: 

 To access, read, understand and follow this guidance. 
 To refer to a midwife or obstetrician if any concerns are reported to them in relation to fetal 

movements. 

4.0 Abbreviations  
cCTG Computerised Cardiotocograph 
FHR Fetal heart rate  
USS Ultrasound scan 
RFM Reduced Fetal Movements 
FGR  Fetal growth restriction 
SGA Small for gestational age 
IOL Induction of labour 
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5.0 Introduction  
Fetal movements have been defined as any discrete kick, flutter, swish or roll and most women are 
aware of fetal movements from between 16 and 24 weeks gestation. Those in their first pregnancy 
may not experience movements until after 20 weeks. Changes in the number and nature of fetal 
movements as the fetus matures are considered to be a reflection of the normal neurological 
development of the fetus. 

Fetal movements are usually absent during fetal ‘sleep’ cycles, which occur regularly throughout 
the day and night and usually last for 20 - 40 minutes. These sleep cycles rarely exceed 90 
minutes in the normal, healthy fetus.  

Reduced fetal movements are associated with risk factors such as FGR, SGA, placental 
insufficiency and congenital malformations. 

5.1 Definitions: 

Reduced Fetal Movements – is defined as maternal perception of reduced or absent fetal 
movements. There is no set number of normal movements. Usually a fetus will have its own 
pattern of movements that the mother should be advised to get to know.  

Recurrent Reduced Fetal Movements - There is no established definition of recurrent episodes of 
RFM. For the purposes of this guideline, a consensus of 2 or more episodes of RFM 
occurring within a 21-day period after 26 weeks’ gestation was agreed. 

6.0 Antenatal Clinic Appointments 

6.1 16 Week Midwife Appointment  

The midwife should discuss fetal movements and direct the woman to the ‘Your baby’s movements 
in pregnancy’ information on their BadgerNet App. 

Advise women:  

 Most women are aware of fetal movements between 16-24 weeks gestation.  

 It is NOT TRUE that babies move less often towards the end of pregnancy.  

 To be aware of their baby`s individual pattern of movement as there is currently no 
universally agreed definition of RFM  

 To contact the pregnancy advice Line if they are concerned about a sudden change in fetal 
activity or a reduction in or cessation of fetal movement after 24 weeks gestation  

 Women should not use a home Doppler as this can give false reassurance.  

6.2 Subsequent antenatal appointments  

 Fetal movements should be discussed at each antenatal contact after 28 weeks gestation 
and the discussion recorded on BadgerNet.  

 Women should be signposted to information regarding RFM by 28 weeks of gestation.  

 Women who are concerned about RFM should not wait until the next day for assessment of 
fetal wellbeing  
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6.3 Women in whom English is not their first language 

Interpreters (either face –to-face or language line) should be used for all appointments and the 
importance of fetal movements discussed at each clinical interaction. 

Women should be signposted to the Reduced Fetal Movements leaflet on Badgernet (available in 
the 10 most common languages for women Booking at ASPH). 

o Romanian 

o Polish 

o Urdu 

o Portuguese 

o Arabic 

o Spanish 

o Punjabi 

o Bulgarian 

o Tamil 

o Bengali 

 

Alternatively, the woman should be given a copy of the Tommy’s ‘Feeling your baby move is a sign 
that they are well’ leaflet in their native tongue, where possible.  

https://www.tommys.org/pregnancy-information/health-professionals/free-pregnancy-
resources/leaflet-and-banner-feeling-your-baby-move-sign-they-are-well 
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7.0 Hospital Assessment  
If a woman reports reduced/absent movements, she should be advised to present to the Maternity 
Assessment Centre as soon as possible for review.  

7.1 History:  

Clinicians should be aware that a woman’s risk status may change throughout pregnancy. 

Assess risk factors for Fetal Growth Restriction and ensure that the woman is on the correct 
surveillance pathway. 

7.2 Examination: 

Clinical assessment of a woman with RFM should include 

 Discussion regarding fetal movement history 

 Full review of BadgerNet notes for assessment of risk factors for Fetal Growth Restriction 
or Stillbirth in this or previous pregnancy. These include risks such as: 

o smoking, previous stillbirth, previous SGA baby, SFH <10th centile, maternal 
medical conditions, raised uterine artery PI in second trimester and would usually 
mean they are on the intermediate or high Fetal Growth Surveillance Pathway. 

 Full set of observations including urinalysis. 

 Assessment of fetal size using symphysis fundal height if appropriate 

 Commence and complete RFM checklist on BadgerNet 

7.3 Management of reduced fetal movements:  gestation and risk factor dependent 

7.3.1 24+0 – 25+6 weeks: Auscultate fetal heart to confirm viability. 

 If FH is heard in community, do not refer to hospital unless other concerns 
 Fetal heart should be auscultated with a handheld Doppler device or Pinard for a full 

minute. Palpate the maternal pulse to ensure a difference and record the findings.  
 If no fetal heartbeat heard, contact Labour Ward or Maternity Ultrasound to arrange 

viability scan  
 Arrange fetal anomaly scan if not already completed  
 If fetal movements have never been felt by 24 weeks gestation, referral should be 

made for a Fetal Medicine scan to look for evidence of fetal neuromuscular conditions. 
 Routine ultrasound scan is not recommended  
 Document on BadgerNet in Reduced Fetal Movements Checklist 

7.3.2 26+0 – 38+6 weeks: Auscultate fetal heart and perform computerized CTG (+/- 
USS scan, dependent on risk factors). 

 Commence a computerised CTG within 30 minutes of presentation to the Maternity 
Assessment Centre. 

 If cCTG meets criteria any time after 10 mins, then discontinue CTG and file as per 
antenatal CTG guideline. 

 If cCTG does not meet criteria at 60 min or is abnormal (see AN CTG guidance), refer 
immediately to an obstetrician who must review both the woman and the CTG   
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 If the cCTG is normal and the woman is in the low surveillance group for FGR and the 
SFH is appropriate on the Intergrowth chart, ultrasound is not indicated.  Remember 
that the risk assessment may have changed since booking. 

 If the woman is in the intermediate or high surveillance groups (risk factors for SGA 
and stillbirth) OR this is her second (or more) episode of RFM, arrange an ultrasound 
for the next working day if the interval since the last scan is > 14 days. 

 If the ultrasound is normal (as per Ultrasound and Fetal Growth Surveillance guideline), 
the woman can be sent home from ultrasound to continue her antenatal care. The 
sonographers will arrange review by a doctor if they have any concerns with the 
ultrasound findings.  

 If a scan is indicated and the women presents out of hours, daily cCTG should be 
arranged until an ultrasound scan can be organised.  This should be within 24-48 
hours. 

 The Obstetric Registrar or Consultant should review all women who present with RFM 
is they have risk factors for FGR or stillbirth.  

7.3.3 39+0 or greater gestation: Auscultate fetal heart, perform CTG and offer IOL 
(if no contraindication) 

 

 Commence a computerised CTG within 30mins of presentation to the Maternity 
Assessment Centre 

 If cCTG meets criteria, discuss with the woman that after 39 weeks gestation, induction 
of labour is not associated with an increase in Caesarean section, instrumental vaginal 
delivery, fetal morbidity or admission to the neonatal intensive care unit. Where there 
are RFM at or after 39 weeks IOL could be offered if vaginal delivery is appropriate. 

 If cCTG does not meet criteria or is abnormal, refer immediately to an obstetrician who 
must review both the woman and the CTG. 

7.3.4 Timing of Delivery 

Delivery should not be routinely offered to women with RFM in the absence of any other risk factor 
before 39 weeks. 

Prior to 39 weeks gestation induction of labour or operative delivery is associated with a small 
increase in fetal morbidity. A decision for delivery prior to 39 weeks needs to be based upon 
evidence of fetal compromise (e.g. abnormal CTG, estimated fetal weight <10th centile or 
oligohydramnios) or other concerns (e.g. associated maternal medical disease such as 
hypertension or diabetes) in addition to RFM.  

 

Women who present more than twice in a three week period with reduced movements should be 
seen by a Consultant Obstetrician for a personalised care plan. 

 



 Section 1 Organisational  

Policy  

Current Version is held 
on the Intranet 

First ratified: 

September 2004 

Review date: 

March 2023 

Issue  

5 

Page 8 of 10 

REDUCED FETAL MOVEMENTS FLOWCHART 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

o Take history / identify risk factors for adverse 
outcome after RFM   

o Maternal observations (BP, urine, temp) 
o Palpate, measure and plot SFH on 

Intergrowth growth chart (if ≥26w, not 
measured for 2 weeks and not having serial 
US)  

o If fetal movements NEVER felt by 24 weeks, 
refer to fetal medicine for review 

24+0 – 25+6 Weeks 

Auscultate FH with 
handheld Doppler or 
Pinard for 60 seconds. 
Palpate and record 
maternal pulse to ensure 
a difference 

FH Present 

If in community do not 
refer to hospital 

Arrange fetal anomaly 
USS if not already 
completed 

Document on BadgerNet 
in Reduced Fetal 
Movement Checklist 
(remember to authorise). 

Unable to auscultate 
FH – Contact LW or 
Maternity Ultrasound to 
arrange viability USS 

26+0 – 38+6 Weeks 

1st episode in 3 weeks 

Commence cCTG within 
30 minutes of 
presentation to Triage 

2nd presentation or more in the last 3 weeks 

OR 

RFM with risk factors for FGR/Stillbirth 
(intermediate / high surveillance scans - even 1st 
presentation) 

Commence cCTG within 15 minutes of 
presentation to Triage 

If cCTG meets criteria 
any time after 10 minutes 
discontinue CTG and file. 

If in low surveillance 
group for FGR and SFH 
appropriate on 
Intergrowth Chart, USS 
not indicated. 

Document on BadgerNet 
in Reduced Fetal 
Movements Checklist 
(remember to authorise) 

If cCTG does not meet 
criteria at 60 minutes or 

is abnormal (see AN 
CTG Guidance) refer 
immediately to an 

obstetrician who must 
review both the 

woman and the CTG 

If cCTG meets criteria 
any time after 10 
minutes, discontinue 
CTG and file 

Arrange USS for growth, 
liquor and fetal Dopplers 
if >2 weeks since last 
scan. 

If <2 weeks since last 
scan, for individualised 
management plan 

39+0 and above 

Auscultate fetal heart, 
perform CTG and offer 
IOL (if no 
contraindications) 

Commence cCTG within 
30 minutes of 
presentation to MAC 

If cCTG meets criteria 
discuss IOL with the 
woman and advise that it 
is not associated with an 
increase in caesarean 
section after 39 weeks. 

If cCTG does not meet 
criteria at 60 minutes, or 
is abnormal (see AN CTG 
Guidance), refer 
immediately to an 
obstetrician who must 
review both the woman 
and the CTG 
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EQUALITY IMPACT ASSESSMENT 
 

Equality Impact Assessment Summary 

 

Name and title:  Reduced Fetal Movement Guideline 

 

Background 

 Clinical midwifery managers  

 Consultant obstetrician  

Methodology 

 This guideline will be applied to all women who are pregnant 
 The guideline was informed by NICE and RCOG guidance 
 The guideline was reviewed by the multidisciplinary team 

Key Findings 

 This guidance ensures that any woman who has concerns regarding fetal movements 
receives evidence based care that involves the multidisciplinary team.Describe the results 
of the assessment 

Conclusion 

 This guideline will ensure that all pregnant women who have concerns regarding fetal 
movement receive a multidisciplinary evidence based approach to their care. 

Recommendations 

 The guidance should be updated three yearly or as when new evidence is discovered 

 

 


