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Introduction 
This guideline is based on the 2011 RCOG Green-top Guideline: 57 ‘Reduced 
Fetal Movements’, 2013 RCOG Green-top Guideline: 55 ‘Small-for-Gestational-
Age: Investigations and Management and the 2016 care bundle for reducing 
stillbirth “Saving Babies’ Lives”.   

(This guideline excludes the management of reduced fetal movements (RFMs) in 
multiple pregnancies). 

 
 Fetal movements are often perceived between 18-20 weeks of gestation 

and are defined as any separate kick, flutter, swish or roll. Some women 
may feel fetal movements as early as 16 weeks of gestation but all should 
have felt movements by 24 weeks of gestation.  

 Fetal movements tend to acquire a regular pattern and they are regarded 
as a significant sign of fetal wellbeing.(1) 

 A significant reduction or sudden alteration in fetal movements is a 
potentially important clinical sign. It has been suggested that reduced or 
absent fetal movements may be a warning sign of impending fetal demise.  

 Clinicians should be aware (and should advise women) that although fetal 
movements tend to plateau at 32 weeks of gestation, there is no reduction 
in the frequency of fetal movements in the late third trimester.(2)  

 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. From as early as 20 weeks of gestation, fetal movements show 
diurnal changes. (3) The afternoon and evenings are often periods of peak 
fetal activity.  

 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. 

 It has been suggested that women often feel the most fetal movements 
when they are lying down, fewer when sitting and fewest whilst standing.  

 Some reports suggest that 11–29% of women presenting with reduced 
fetal movements carry a small-for-gestational-age fetus below the 10th 
Centile (8). 

 Studies have shown that 55% of women who suffer a stillbirth have 
perceived a reduction in fetal movements prior to diagnosis. (A number of 
studies in the U.K and Norway have identified inappropriate responses by 
clinicians to maternal perception of reduced fetal movements as a 
common contributory factor in stillbirths).(1) 

 
 
Factors which may influence women’s perception of fetal movements 
include:(1) 

 Anterior placenta - up to 28 weeks. 

 Corticosteroid administration – effects may last up to 48 hours (4) 

 Fetal position can alter perception of movements. i.e. when the fetal spine 
lies anteriorly to the woman. 

 Sedating drugs, such as pethidine, methadone, alcohol. 
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Communication and Referral (1) 
 From 28 weeks of gestation, all women should be asked about their fetal 

movements at every antenatal check. A discussion about fetal movements 
and their importance should be documented.  

 Any change in pattern, reduction, or cessation of fetal movements is an 
indication for immediate referral for assessment in the DAU/ MAC/Labour 
ward. Women should be informed to contact DAU/MAC/Labour Ward 
without delay if they have any concerns regarding fetal movements. They 
should not wait until the next day for assessment of fetal well-being.  

 If women are unsure whether movements are reduced after 28+0 weeks 
of gestation and they have a low risk pregnancy, they should be advised 
to have a non-alcoholic drink (</= 250mls) and a snack, lie on their left 
side and focus on fetal movements for 2 hours.  

 If after 2 hours there are still concerns with reduced fetal movements (red 
traffic light criteria), they should be asked to come in to DAU/MAC/Labour 
Ward immediately for assessment and fetal monitoring (1).  
 

Women who give the following information should be asked to attend 
immediately and not wait two hours: 

 If they feel that fetal movements are definitely reduced, abnormal or 
absent and/or they are audibly distressed or upset 

 If they have had a previous stillbirth or have other of risk factors for 
stillbirth. See Appendix 1. 

 If they have already tried the above advice previously during this episode 
of reduced fetal movements I.e. day or night. 

 If they have had a previous episode of reduced fetal movements. 

 If they directly ask to come in and be assessed. 
 

Clinicians should be aware that instructing women to monitor fetal movements is 
potentially associated with increased maternal anxiety. (5)  

 
Assessment 
Women presenting before 24+0 weeks 

 Full antenatal check-up with auscultation of the fetal heart beat with handheld 
Doppler. 

 If fetal movements have never been felt by 24 weeks of gestation, referral to a 
fetal medicine specialist is recommended to look for evidence of fetal 
neuromuscular conditions. 

 
Women presenting from 24+0 to 27+6 weeks 

 Full antenatal check-up with auscultation of the fetal heart beat with handheld 
Doppler. There is no evidence to recommend the routine use of CTG 
surveillance between 24+0 and 27+6 weeks 

 Review anomaly scan.  

 Review risk factors for fetal growth restriction/stillbirth. If >/= 1 major or >/= 3 
minor risk factors for FGR or SB arrange obstetric antenatal clinic review.  

 
Women presenting from 28+0 weeks onwards  

 Invite woman into DAU/MAC/Labour Ward for further assessment.  

 On arrival, a complete assessment of the woman should be undertaken. The 
Reduced Fetal Movements checklist (Appendix 3) should be filled in for each 
woman at each presentation with RFM.  
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Assessment should include: 

 Documentation of full antenatal/medical history, including risk factors for 
stillbirth/fetal growth restriction. High risk = >/=1 major or >/= 3 minor risk 
factors See Appendix 1.  

 Documentation of a detailed history of fetal movements. 

 Temperature, pulse and blood pressure and urinalysis 

 Abdominal palpation including symphysis fundal height measurement. 

 A CTG should be performed for a minimum of 20 minutes and assessed 
using the antenatal fetal monitoring analysis stickers.   

 If an antenatal CTG machine is used, the fetal movement button should be 
given to the woman so there is evidence of when she feels her baby move. 

 Discuss the importance of eating and drinking regularly. 

 Women should be reassured that 70% of pregnancies with a single episode 
of reduced fetal movements are uncomplicated.(1) 

 Please follow pathway of management of women with reduced fetal 
movements (see Appendix 2).  
 

Management 
The woman should be assessed by midwifery staff and discharged if: 

 Women report feeling fetal movements during period of assessment 

 There are no major or <3 minor  risk factors for stillbirth/fetal growth restriction 
(See Appendix 1) 

 SFH and FH/CTG are normal  

 Women should be asked to return if she has any further concerns regarding 
fetal movements. Appropriate follow-up must be in place and documented. 

 There is no evidence to support the use of a formal kick chart.(1) 

 The completed checklist should be placed in the woman’s handheld notes 
and a dated sticker placed in the risk factors box in their handheld notes. This 
is to highlight further that they have attended with a history of reduced fetal 
movements. 
  

An ultrasound scan to assess for FGR should be considered if:  

 The woman does not feel fetal movements during the CTG and the midwife 
does not palpate fetal movements, even if the CTG is normal. 

 There are identified major or >/=3 minor risk factors for stillbirth or fetal growth 
restriction (See appendix 1). 

 It is the second episode of reduced fetal movements within 21 days.  

 If the woman has had a normal ultrasound, demonstrating no features of FGR 
in the past 21 days, then a repeat ultrasound is not indicated. This includes 
assessment of liquor volume or dopplers.  

 If an ultrasound to assess FGR is indicated, it should be performed as soon 
as possible, preferably within the next working day. If this requires the 
woman to go home and return for the growth scan, then an obstetric 
review should be sought prior to discharge. 

 The healthcare professional who requests the ultrasound should indicate in 
the antenatal notes if the woman can be discharged from the scan 
department in the event that the ultrasound scan is normal. If the ultrasound 
scan is abnormal, the woman should return to DAU/MAC/labour ward for 
obstetric review. 
 

Recurrent attendances with reduced fetal movements 
When a woman presents with two or more episodes of reduced fetal movements 
there is an increased risk of poor perinatal outcome, stillbirth, fetal growth restriction 
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and preterm delivery. The evidence for recurrent attendances with RFM of > 21 days’ 
interval, when normal fetal movements are felt by the woman in between 
presentations, to result in poor fetal outcome is limited. (8) 
The decision whether or not to induce labour at term in a woman who presents 
recurrently with reduced fetal movements when the growth, liquor volume and CTG 
appear normal should be made after careful counselling of the pros and cons of 
induction on an individualised basis. This decision should be discussed with a 
consultant. (1) 

 
Auditable Standards 
Women presenting with RFM after 28 weeks having a CTG.  
Women presenting with RFM after 28 weeks having a completed checklist.  
Women presenting with RFM after 28 weeks with an abnormal CTG or USS. 
 

Monitoring compliance 
This guideline will be subject to three yearly audit. The audit midwife is responsible 
for coordinating the audit. Results presented to the department clinical audit meeting. 
Action plans will be monitored at the quarterly department clinical governance 
meeting.  
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Appendix 1: Risk factors associated with an increased risk of fetal growth restriction 
(FGR) and stillbirth (SB) 
 

Minor >/=3  Major 1  

Nulliparity  Previous attendance with reduced 
fetal movement (RFM) </= 21 days 
ago 

 

Maternal age <20 or >35 years  Maternal age >40 years  

Racial/ethnic factors (E.g. 
Asian, Black) 

 Cocaine use  

BMI <20 or >35  Maternal disease e.g. PET, 
hypertension, diabetes, renal 
impairment, APS, Obstetric 
cholestasis, chronic anaemia, pre-
eclampsia. 

 

Previous pre-eclampsia  Previous SGA/stillbirth  

Pregnancy interval <6months 
>/=60 months (5 years) 

 Heavy/recurrent antepartum 
haemorrhage +/- isoimmunisation 

 

Smoker 1-10 cigarettes/day  Smoker >/= 11 cigarettes/day  

Assisted reproduction 
techniques (ART) 

 PAPP-A <0.4 MoM  

Issues with access to care, poor 
spoken English/understanding, 
domestic abuse 

 Abnormal ultrasound findings E.g. 
Fetal echogenic bowel, congenital 
malformations, Oligo/polyhydramnios, 
FGR, abnormal uterine/umbilical or 
MCA dopplers 
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Appendix 2: PATHWAY for women with perceived reduced fetal 
movements 
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Appendix 3. Reduced fetal movement checklist 
 

 


