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Abstract
Objective: Deceleration area (DA) and capacity (DC) of the fetal heart rate can 
help predict risk of intrapartum fetal compromise. However, their predictive value 
in higher risk pregnancies is unclear. We investigated whether they can predict the 
onset of hypotension during brief hypoxaemia repeated at a rate consistent with early 
labour in fetal sheep with pre- existing hypoxaemia.
Design: Prospective, controlled study.
Setting: Laboratory.
Sample: Chronically instrumented, unanaesthetised near- term fetal sheep.
Methods: One- minute complete umbilical cord occlusions (UCOs) were performed 
every 5 minutes in fetal sheep with baseline paO2 <17 mmHg (hypoxaemic, n = 8) and 
>17 mmHg (normoxic, n = 11) for 4 hours or until arterial pressure fell <20 mmHg.
Main outcome measures: DA, DC and arterial pressure.
Results: Normoxic fetuses showed effective cardiovascular adaptation without 
hypotension and mild acidaemia (lowest arterial pressure 40.7 ± 2.8 mmHg, pH 
7.35 ± 0.03). Hypoxaemic fetuses developed hypotension (lowest arterial pressure 
20.8 ± 1.9 mmHg, P < 0.001) and acidaemia (final pH 7.07 ± 0.05). In hypoxaemic fe-
tuses, decelerations showed faster falls in FHR over the first 40 seconds of UCOs but 
the final deceleration depth was not different to normoxic fetuses. DC was modestly 
higher in hypoxaemic fetuses during the penultimate (P = 0.04) and final (P = 0.012) 
20 minutes of UCOs. DA was not different between groups.
Conclusion: Chronically hypoxaemic fetuses had early onset of cardiovascular com-
promise during labour- like brief repeated UCOs. DA was unable to identify develop-
ing hypotension in this setting, while DC only showed modest differences between 
groups. These findings highlight that DA and DC thresholds need to be adjusted for 
antenatal risk factors, potentially limiting their clinical utility.
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1 |  I N TRODUC TION

Cardiotocography (CTG) monitoring during labour shows 
poor ability to predict fetal acidaemia or hypoxia- ischaemia, 
and reliable indices of fetal wellbeing are needed.1– 7 Recent 
studies suggest that deceleration area (DA) and deceleration- 
related metrics such as deceleration capacity (DC) may be 
more effective predictors than standard clinical assess-
ment.8– 17 These indices quantify the total burden of deceler-
ations including depth, duration and frequency.

Deceleration area predicted neonatal acidaemia in large 
retrospective8 and prospective cohorts.9 Further, DA was more 
predictive of acidaemia than fetal heart rate (FHR) variability 
or numbers of late decelerations,14 and of neonatal encepha-
lopathy in recent retrospective cohort studies.16 The computa-
tional index DC predicted both fetal acidaemia and neonatal 
compromise in a cohort of 22 790 births10 and predicted aci-
daemia better than short- term variation.13 DC is derived from 
a modern signal processing technique called phase rectified 
signal averaging, which was originally described in the set-
ting of myocardial infarction in adults18 but is easily adapted 
to quantify FHR decelerations.10,13,19 The reader should note 
that the term ‘capacity’ should not be taken literally. DC is sim-
ply a measure of the mean fall in FHR over a given period and 
provides a combined measure of the frequency and speed of 
decelerations, and time spent at or away from FHR baseline.

In recent animal studies, DA and DC predicted fetal hy-
potension19 and acidemia.19– 21 Hypotension is the key deter-
minant of neural injury22– 24 and therefore its relation with 
hypotension19 provides physiological support for the utility 
of DA and DC. Their practical implementation requires de-
fined thresholds for intervention. Georgieva and colleagues 
found that risk factors including pre- eclampsia and thick 
meconium reduced the DC threshold associated with intra-
partum compromise,10 emphasising that computerised met-
rics should be adapted to the clinical context, similarly to 
visual CTG interpretation.25,26

In the present study we examined the FHR response of 
near- term fetal sheep with pre- existing (chronic) hypox-
aemia exposed to acute hypoxaemia induced by complete, 
brief umbilical cord occlusions (UCOs)27– 31 repeated at a 
frequency consistent with contractions in early labour.32 
We assessed the morphology of decelerations including the 
amplitude of decelerations and the ability of DA and DC to 
detect the development of arterial hypotension, to test the 
hypothesis that fetuses with pre- existing hypoxaemia would 
develop hypotension at lower values of DA and DC com-
pared with normoxic fetal sheep.

2 |  M ETHODS

2.1 | Ethics and surgery

All procedures were approved by the Animal Ethics Committee 
of the University of Auckland (number 22069) following 
the New Zealand Animal Welfare Act and comply with the 

ARRIVE guidelines.33 A total of 19 Romney/Suffolk fetal sheep 
were surgically instrumented at 116– 122 days’ gestation.34,35 
Ewes received oxytetracycline (20 mg/kg; Phoenix Pharm 
Distributors) intramuscularly for antibiotic prophylaxis. 
Anaesthesia was induced with propofol (5 mg/kg; AstraZeneca) 
and maintained using 2– 3% isoflurane in oxygen. Fetuses 
were partially exteriorised via a midline abdominal incision 
and uterotomy. Catheters were placed in the femoral artery to 
measure mean arterial pressure (MAP), brachial artery for pre- 
ductal blood sampling and amniotic sac to correct for maternal 
position. Electrodes (AS633- 5SSF; Cooner Wire) were placed 
across the fetal chest to measure the electrocardiogram. An in-
flatable umbilical cord occluder was placed (In Vivo Metric).

Fetuses were returned to the uterus, gentamicin was ad-
ministered into the amniotic sac (80 mg; Pfizer), and uterot-
omy and abdominal incisions were closed. The maternal 
midline skin incision was infiltrated with long- acting local 
analgesic (0.5% bupivacaine plus adrenaline, AstraZeneca). 
Fetal leads were exteriorised through the maternal flank and 
a maternal long saphenous vein was catheterised.

2.2 | Postoperative care and signal 
acquisition

After recovering from anaesthesia, ewes were housed to-
gether in metabolic cages with ad libitum access to food 
and water, in environmentally controlled rooms (16 ± 1°C, 
humidity 50 ± 10%, 12- hour light/dark cycle). Ewes received 
intravenous antibiotics for 4 days (80 mg gentamicin, 600 mg 
benzylpenicillin- sodium; Novartis). Fetal leads were con-
nected to signal acquisition hardware and all signals were 
recorded continuously using LabVIEW- based software 
(National Instruments).34 Fetal blood pressures were recorded 
using Novatrans III, MX860 Gold transducers (Medex).

2.3 | Experimental protocol

Experiments were conducted 4– 5 days after surgical instru-
mentation to allow fetuses to completely recover from anaes-
thetics. Fetuses with stable PaO2 <17 mmHg for ≥3 days were 
assigned to the pre- existing hypoxaemia group (n = 8), rep-
resenting the 5th percentile in healthy term singleton fetuses. 
Fetuses with PaO2 ≥17 mmHg were assigned to the normoxic 
group (n = 11).

Umbilical cord occlusions were performed at 
124.8 ± 0.7 days’ gestation (term gestation 147 days), when 
sheep neural development approximates term humans.36 
Umbilical cord occluders were rapidly inflated with a vol-
ume of saline known to cause complete UCO for 1 minute 
before the occluder was deflated for 4 minutes of reperfu-
sion. UCOs were repeated at this rate for 4 hours (total 49 
UCOs) or until MAP reached <20 mmHg on two successive 
UCOs. This occlusion frequency is consistent with the fre-
quency of uterine contractions during early first stage of la-
bour (2 per 10 minutes).28,31,37
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Arterial samples (0.3 ml) were collected before experiments, 
after every 12th UCO and the final UCO to measure pH, blood 
gases, oximetry (ABL800- Basic; Radiometer), glucose and lac-
tate concentrations (YSI- 2300). Animals were killed 72 hours 
after experiments by pentobarbital- sodium overdose intrave-
nously to the ewe (9 g; Chemstock International).

2.4 | Data extraction and time- points

Continuous 1- second means of FHR and MAP were extracted 
(LabVIEW, National Instruments). Baseline was defined as 
the 60 minutes before UCOs. Four 20- minute epochs each 
containing four UCOs were examined (the first, middle, pe-
nultimate and final 20 minutes of UCOs) in order to account 
for the unequal duration of individual experiments in the hy-
poxaemic group, as endpoints were reached at different times. 
During each epoch, we assessed the change in FHR and MAP 
during and between UCOs and the morphology of decelera-
tions by calculating changes in FHR relative to the immedi-
ate baseline (i.e. interocclusion FHR immediately before each 
UCO). For display purposes, changes relative to interocclusion 
FHR were averaged across the four UCOs in each epoch.

2.5 | Deceleration area and capacity

DA and DC were calculated using the Oxford System for 
Intrapartum FHR Analysis.38– 40 The algorithms to detect 
baseline and decelerations are based on signal processing 
methods optimised to fit expert evaluation of intrapartum 
CTGs.41,42 DA and DC were calculated as the average of two 
overlapping 15- minute epochs, separated by a 5- minute step. 
Windows therefore overlap by 10 minutes, spanning 20 min-
utes. DC was calculated as previously described,10,38 from 
the phase- rectified signal averaging algorithm (T = 1, L = 11 
for data sampled at 1 Hz),18 which interrogates repeating 
fluctuations between successive heart rate measurements.

DA was calculated as the sum of deceleration areas in 
each epoch, estimated as (duration × depth)/2.9 DA was also 
calculated over 120 minutes. The maximum DC reached 
during the UCO series was calculated to mirror clinical 
studies.9,18 A more precise measure of DA was also calcu-
lated as the sum of the relative fall in FHR during UCOs. 
Additionally, we calculated the absolute FHR at 30 seconds 
of UCO, the maximal relative fall in FHR during UCO (de-
celeration amplitude), the lowest FHR during UCO (deceler-
ation nadir) and the maximal absolute FHR reached within 
the first 90 seconds after UCO (overshoot tachycardia).

2.6 | Statistics

Data were analysed using SPSSv28 (IBM). Changes dur-
ing UCOs were evaluated by repeated measures analy-
sis of variance (ANOVA), with group, epoch and the four 
UCOs within each epoch treated as independent factors and 

time as a repeated factor. Six time epochs were investigated 
separately: the first, middle and last 20 seconds during UCOs 
and four reperfusion minutes between UCOs. If interactions 
between epoch and group were found, repeated measures 
ANOVA on each epoch was performed. Changes in FHR met-
rics were assessed by two- way ANOVA, with epochs treated as 
repeated measures. Individual epochs were compared by one- 
way ANOVA if an overall effect was observed. Biochemical 
data were compared between groups by two- way ANOVA, with 
time treated as a repeated measure. Data are means ± SEM. 
Statistical significance was accepted when P < 0.05.

3 |  R E SU LTS

3.1 | Group characteristics

The normoxic group included six females, four males, one 
unrecorded sex, seven singletons and four twins (postmor-
tem body weight 4.03 ± 0.14 kg). The hypoxaemic group 
included three females, five males, one singleton, five 
twins, two triplets (postmortem bodyweight 3.27 ± 0.23 kg, 
P = 0.005 versus normoxic). Mild metabolic acidaemia de-
veloped in the normoxic group compared with severe meta-
bolic acidaemia in the hypoxaemic group (Table 1).

3.2 | Arterial pressure

All fetuses in the normoxic group received the full 49 UCOs 
over 4 hours while maintaining cardiovascular stability. The 
lowest MAP recorded was 40.7 ± 2.8 mmHg at the end of ex-
periment (Figure 1). All fetuses in the hypoxaemic group de-
veloped severe hypotension. On average, hypoxaemic fetuses 
received 44.8 ± 2.0 UCOs (lowest MAP 20.8 ± 1.9 mmHg). 
Experiments were ended early in 4/8 fetuses (40.5 ± 2.5 
UCOs, lowest MAP 17.1 ± 1.6 mmHg) and 4/8 fetuses com-
pleted 49 UCOs (lowest MAP 24.5 ± 2.4 mmHg).

MAP was lower in hypoxaemic fetuses during the last 
40 seconds of UCOs in the middle (21– 40 seconds, P = 0.014; 
41– 60 seconds, P < 0.001), penultimate (P < 0.001, P < 0.001) 
and final 20- minute epochs (P < 0.001, P < 0.001). Between 
occlusions, MAP was initially higher in hypoxaemic fetuses 
during the first reperfusion minute in the first 20- minute 
epoch (P  =  0.002) but subsequently was lower during the 
first reperfusion minute in the penultimate 20- minute 
epoch (P = 0.002) and first and second reperfusion minutes 
in the final 20- minute epoch (P < 0.001, P = 0.007). In one 
normoxic fetus, continuous MAP was partially lost, but on 
1- minute mean data, final MAP was 58.7 mmHg.

3.3 | Fetal heart rate

UCOs were associated with rapid FHR decelerations in both 
groups (Figure 1). During the first 40 sconds of UCOs, FHR 
was lower in hypoxaemic fetuses in the middle (P = 0.022, 
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P  =  0.002), penultimate (P  =  0.026, P  =  0.002) and final 
20- minute epochs (P  =  0.024, P  =  0.001). During the final 
20 seconds of UCOs, FHR was lower in hypoxaemic fetuses 
during the middle 20 minutes compared with the normoxic 
group (P = 0.019). During reperfusion, interocclusion FHR 
was higher in hypoxaemic fetuses for the first minute after 
UCO in the first (P = 0.014) and middle 20- minute epochs 
(P = 0.013). The evolution of changes in the FHR response is 
shown in Figure 2A.

3.4 | Deceleration morphology

The rate fall in FHR was greater in hypoxaemic fetuses in the 
first 40 seconds of UCOs in all 20- minute epochs (P < 0.001, 
P = 0.001, Figure 2B), but not in the final 20 seconds of UCOs. 
Relative to the same interocclusion FHR, there was a greater 
relative increase in FHR between 15 and 35 seconds during 
the reperfusion period in the hypoxaemic group across all 

epochs (P = 0.041). The evolution of deceleration morphol-
ogy is shown in Figure 2C.

There was no difference between groups in either the ampli-
tude (P = 0.296) or nadir of decelerations across the experiment 
(P = 0.466, Figure 3). The maximal absolute FHR reached during 
the first 90 seconds of reperfusion (overshoot tachycardia) was 
greater in hypoxaemic fetuses during the first (P = 0.004), mid-
dle (P < 0.001) and penultimate epochs (P = 0.03).

3.5 | Deceleration area and capacity

There was an overall effect of group on DC across all epochs 
(P = 0.029, Figure 3), such that DC was borderline higher in hy-
poxaemic fetuses in the first (P = 0.051) and significantly higher 
in the penultimate (P = 0.04) and final epochs (P = 0.012). There 
was an effect of group on max- DC (P = 0.023), such that max-
 DC was borderline higher in hypoxaemic fetuses in the first 
(P = 0.053), and significantly higher in the middle (P = 0.021), 
penultimate (P  =  0.019) and final epochs (P  =  0.016). There 
was no difference between groups in DA when calculated over 
20 minutes (P = 0.512, Figure 3) or 120 minutes (P = 0.313, data 
not shown), or as the sum of the relative falls in FHR during 
decelerations (P = 0.478, data not shown).

3.6 | Correlations with deceleration 
capacity and hypotension

Changes in DC were associated with the magnitude of over-
shoot tachycardia after decelerations in the first (P < 0.001, 
R2 = 0.61, n = 19), penultimate (P < 0.001, R2 = 0.49, n = 19) 
and final epochs (P < 0.001, R2 = 0.51, n = 19). DC was not as-
sociated with the fall in FHR at 20, 30 or 40 seconds during 
UCOs, nor the final amplitude or nadir of the decelerations 
(data not shown).

DC was associated with min- MAP during the pen-
ultimate (P  =  0.002, R2  =  0.44, n  =  19) and final epochs 
(P  =  0.009, R2  =  0.34, n  =  19, Figure  3C). Min- MAP was 
associated with the magnitude of overshoot tachycardia 
during the middle (P = 0.007, R2 = 0.49, n = 19, Figure 1B) 
and penultimate epochs (P = 0.02, R2 = 0.28, n = 19), and sta-
tistically borderline in the final epoch (P = 0.051). Min- MAP 
was associated with FHR at 30 seconds of UCOs during the 
middle (P < 0.001, R2 = 0.36, n = 19, Figure 1B), penultimate 
(P = 0.015, R2 = 0.31, n = 19) and final epochs (P = 0.006, 
R2 = 0.36, n = 19). There was no relation between min- MAP 
and either deceleration amplitude or nadir (data not shown).

4 |  DISCUSSION

4.1 | Main findings

We examined the FHR response in fetal sheep with chronic 
spontaneous hypoxaemia subjected to brief repeated hypox-
aemia at a rate consistent with early labour (2 per 10 minutes). 

T A B L E  1  Fetal pH, blood gases and metabolites.

Baseline
First 
30 minutes

Middle 
30 minutes

Final 
30 minutes

pH
Normoxic 7.42 ± 0.01 7.36 ± 0.02 7.34 ± 0.02 7.35 ± 0.03
Hypoxaemic 7.37 ± 0.01* 7.19 ± 0.02* 7.09 ± 0.04* 7.07 ± 0.05*

PaCO2 (mmHg)
Normoxic 46.0 ± 1.1 48.2 ± 3.1 45.3 ± 3.0 46.8 ± 1.9
Hypoxaemic 50.2 ± 1.3* 58.9 ± 2.2* 53.9 ± 2.1* 54.2 ± 3.4

PaO2 (mmHg)
Normoxic 22.1 ± 0.6 18.8 ± 0.8 20.0 ± 0.6 16.7 ± 0.6
Hypoxaemic 11.4 ± 0.9* 13.8 ± 0.7* 15.3 ± 0.7* 14.4 ± 1.2

Hb (g/dl)
Normoxic 11.0 ± 0.5 11.4 ± 0.5 11.0 ± 0.5 11.1 ± 0.5
Hypoxaemic 10.9 ± 0.7 11.7 ± 0.8 10.8 ± 0.7 11.2 ± 0.6

Hct (%)
Normoxic 32.4 ± 1.5 33.3 ± 1.3 33.6 ± 1.5 32.6 ± 1.4
Hypoxaemic 32.3 ± 2.0 34.5 ± 2.3 31.9 ± 2.0 33.0 ± 1.9

ctO2 (mmol/l)
Normoxic 4.5 ± 0.3 3.4 ± 0.2 3.4 ± 0.3 3.0 ± 0.2
Hypoxaemic 1.8 ± 0.3* 2.0 ± 0.3* 1.6 ± 0.2* 1.5 ± 0.2*

SaO2 (%)
Normoxic 67.6 ± 1.3 49.0 ± 3.8 51.0 ± 3.5 43.0 ± 1.7
Hypoxaemic 27.5 ± 3.6* 28.8 ± 3.9* 24.9 ± 2.3* 22.4 ± 2.2*

BE (mmol/l)
Normoxic 4.0 ± 0.9 −0.4 ± 1.4 −2.0 ± 1.6 −0.5 ± 1.3
Hypoxaemic 2.4 ± 0.7 −6.2 ± 1.2* −13.2 ± 1.4* −14.5 ± 1.7*

Lactate (mmol/l)
Normoxic 1.2 ± 0.2 2.7 ± 0.7 4.0 ± 1.3 4.7 ± 1.6
Hypoxaemic 2.5 ± 0.6 6.3 ± 1.1* 11.2 ± 1.7* 12.2 ± 2.3*

Glucose (mmol/l)
Normoxic 0.8 ± 0.2 1.1 ± 0.2 1.0 ± 0.2 1.0 ± 0.2
Hypoxaemic 0.7 ± 0.1 1.3 ± 0.2 1.2 ± 0.1 1.1 ± 0.2

Abbreviations: BE, base excess; ctO2, arterial oxygen content; Hb, haemoglobin 
concentration; Hct, haematocrit; PaCO2, arterial pressure of carbon dioxide; PaO2, 
arterial pressure of oxygen; SaO2, arterial oxygen saturation.
*P < 0.05 normoxic versus hypoxaemic.
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This study shows that higher DC but not DA was associated 
with lower MAP during the penultimate and final epochs, 
but these changes were modest, with substantial overlap be-
tween groups. Overall, DA and DC showed limited ability 
to identify evolving hypotension in the present study. This 
contrasts with healthy normoxic foetuses, which showed a 
progressive increase in DA and DC after the onset of cardio-
vascular compromise.19

The hypoxaemic group had an average paO2 of 
11.4 ± 0.9 mmHg and SaO2 of 27.5 ± 3.6% before UCOs (ver-
sus 22.1 ± 0.1 mmHg and SaO2 67.6 ± 1.3% in normoxic fe-
tuses), and reduced bodyweight, consistent with fetal growth 
restriction.31,43,44 Normoxic fetuses tolerated repeated UCOs 
without hypotension and only mild acidaemia. Hypoxaemic 
fetuses maintained arterial pressure during the first epoch 
but thereafter showed impaired cardiovascular adaptation 
with progressively worse hypotension during UCOs.45– 47 
This likely reflects failing ventricular output48 secondary to 
depletion of myocardial glycogen stores, intracellular acido-
sis and potentially evolving myocardial injury.30,49,50

Throughout the experiment, FHR fell faster during de-
celerations in the hypoxaemic group, with a greater relative 
fall in FHR during the first 40 seconds of UCOs, but no dif-
ference in the maximal depth of decelerations in the final 
20 seconds. This initial fall in FHR during decelerations is 
mediated by the peripheral chemoreflex,34 followed by an 
increasing contribution of the negative chronotropic effects 
of myocardial hypoxia that sustains decelerations.48 The 
greater initial fall in FHR therefore likely reflects augmented 
peripheral chemoreflex activation.34 Itskovitz and colleagues 
reported a very similar pattern of faster and deeper deceler-
ations during nearly complete 20- second uterine artery oc-
clusion in hypoxaemic near- term fetal sheep.51 In the present 
study, the fall in FHR was greater in hypoxaemic fetuses 
from 20 to 40 seconds during UCOs, and thus it is likely 
that decelerations would have been deeper during similarly 
short UCOs. Thus, these studies strongly suggest that pre- 
existing hypoxaemia will be associated with faster (and po-
tentially deeper) decelerations during human intrapartum 
contractions whether hypoxaemia was secondary to UCO 

F I G U R E  1  Fetal heart rate and mean arterial pressure during repeated umbilical cord occlusions. (A) Time course of changes in fetal heart rate (first 
column) and arterial pressure (second column) across the four epochs assessed (shown sequentially down the columns). The normoxic group is shown in 
black (n = 11), the hypoxaemic group in blue (n = 8) and the periods of UCOs in grey shading. *P < 0.05 normoxic versus hypoxaemic. Data are 1- second 
means ± SEM, dotted lines represent SEM. (B) Relation between minimum mean arterial pressure recorded in each epoch and either fetal heart rate at 
30 seconds of occlusion (third column) or the maximum magnitude of overshoot tachycardia after occlusion (fourth column). The four epochs assessed 
are shown sequentially down the columns. Overshoot tachycardia was calculated as the highest absolute fetal heart rate during the first 90 seconds after 
the end of occlusions. Each datapoint represents the average of the four occlusions included in each epoch from individual fetuses.
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or utero- placental compression. In contrast, a recent report 
found slowing of FHR decelerations in fetal sheep with mild 
chronic hypoxaemia.21 This difference likely in part reflects 
the use of initial partial rather than complete UCOs and 
milder pre- existing hypoxaemia (defined as baseline SaO2 
<55%, versus mean 27.5 ± 3.6% in the present study).21

In the present study, the morphology of decelerations in the 
hypoxaemic group visually appear to be more ‘U- shaped’ than 
the ‘V- shape’ in the normoxic group. Of interest, lower FHR 
at 30 seonds of UCO correlated with min- MAP (Figure 1B), 

suggesting that cardiovascular compromise is associated with 
faster decelerations even if the final nadir is not different.44 
Despite the apparent greater area of individual decelerations, 
there were only modest differences in DC between the groups 
and no difference in DA. There was also no difference be-
tween groups for DA calculated over 120 minutes,9 or as the 
sum of the relative falls in FHR throughout each deceleration.

The late, modest increase in DC in the penultimate and 
final 20 minutes developed after fetuses had already developed 
severe hypotension. We have previously reported that seizure 

F I G U R E  2  Evolution of fetal heart rate changes during repeated umbilical cord occlusions. (A) Fetal heart rate from the four epochs superimposed 
on each group to allow assessment of the changes over time. The data displayed are 1- second means from each epoch. The data is the same as displayed 
in Figure 1 without SEM. (B) Morphology of decelerations assessed relative to the immediate baseline before the start of each occlusion in the normoxic 
(black, n = 11) and hypoxaemic groups (blue, n = 8). Data displayed are the average of the four occlusions in each epoch. *P < 0.05 normoxic versus 
hypoxaemic. Data are 1- second means ± SEM, dotted lines represent SEM. (C) The data displayed in (B) has been superimposed without SEM on each 
group to allow assessment of the evolution of deceleration morphology throughout the experiment.
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activity (on electroencephalographic monitoring) developed 
in chronically hypoxaemic fetuses during repeated UCOs, at 
a mean of 148 ± 45 minutes after the start of UCOs,45 support-
ing that injury was already present at this time. Expedited 
delivery at this late stage is therefore unlikely to completely 
prevent injury, although potentially it might mitigate further 
injury and allow earlier recruitment for neuroprotective ther-
apy if appropriate.52 This represents an important limitation 

of these metrics and emphasises that lower thresholds for ei-
ther DA or DC would need to be adopted when antenatal risk 
factors are present. The mean DC at these times were 4.7 and 
5.0 bpm, compared with the DC threshold of 4.0 bpm sug-
gested in human labours with risk factors such as thick meco-
nium and pre- eclampsia.10 Previous studies strongly support 
the concept that including clinical risk factors can improve 
the predictive value of FHR patterns.25,26

F I G U R E  3  Fetal heart rate metrics and associations with hypotension during repeated umbilical cord occlusion. (A) Fetal heart rate (FHR) 
metrics in the normoxic (white, n = 11) and hypoxaemic groups (blue, n = 8). Maximum deceleration capacity represents the maximal value identified. 
Deceleration amplitude was calculated as the maximal relative fall from baseline immediately before each occlusion. Deceleration nadir represents the 
lowest FHR reached during occlusion. Overshoot tachycardia was calculated as the highest absolute fetal heart rate during the first 90 seconds after 
the end of occlusions. Data are mean ± SEM. *P < 0.05 normoxic versus hypoxaemic. (B) Relation between deceleration capacity and the magnitude of 
overshoot tachycardia after each occlusion across the four epochs. (C) Relation between deceleration capacity and minimum mean arterial pressure 
identified during occlusions across the four epochs. (B,C) Each datapoint represents the average of the four occlusions included in each epoch from 
individual fetuses.
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Overall, the poor performance of DA and DC is disap-
pointing considering that both measures progressively in-
creased with worsening hypotension in well- grown normoxic 
fetuses exposed to more frequent UCOs (4 per 10 minutes), 
reflecting deepening decelerations.19 In the present study, 
decelerations did not deepen with progressive hypotension, 
suggesting that fetuses with chronic antenatal hypoxaemia 
can become compromised without significant change in 
their FHR pattern, although their decelerations were faster 
throughout the experiment. This difference may reflect lon-
ger reperfusion between UCOs allowing greater resolution 
of myocardial hypoxia.48,53 If this was the case, it was insuf-
ficient to help sustain combined ventricular output. Further 
studies are needed to determine whether frequent UCOs in 
fetuses with pre- existing hypoxaemia are associated with 
greater differences in responses to normoxic fetuses.

Nonetheless, DC was still correlated with MAP across 
both groups in the penultimate and final epochs in the 
present study. This phase of increased DC appeared to be 
predominantly mediated by overshoot tachycardia after de-
celerations.54,55 Overshoot tachycardia also correlated with 
MAP, whereas the nadir of decelerations did not. Overshoot 
tachycardia is mediated by the combination of impaired para-
sympathetic tone and high circulating catecholamines,54,55 
suggesting that hypoxaemic fetuses developed earlier loss of 
parasympathetic tone during UCOs. Thus, DC is sensitive to 
multiple features of the FHR trace and in some settings may 
be superior to DA in predicting fetal compromise.

A limitation of the present study is that hypoxaemic fe-
tuses had a high rate of cardiovascular instability after UCOs, 
with early mortality, consistent with substantial multi- organ 
injury, and so we could not assess histological brain injury. 
Nonetheless, hypotension is highly associated with the sever-
ity of hypoxic– ischaemic injury across multiple experimental 
paradigms.22– 24 We have previously reported that a similar de-
gree of hypotension to the present study was associated with 
cytotoxic cerebral oedema, cortical and subcortical neuronal 
death27 and subendocardial injury.30 Further, chronic hypox-
aemia was associated with early onset of seizures and delayed 
recovery of sleep state cycling during repeated UCOs,45 con-
sistent with neural injury.27 Of interest, the ultimate severity 
of acidaemia in the present study (7.09 ± 0.04) was less than in 
our previous study of more frequent occlusions in normoxic 
fetuses (6.84 ± 0.11).27 This emphasises that fetuses with ante-
natal risk factors may become hypotensive and develop signif-
icant neural injury despite relatively modest acidaemia.

In the present study, there was a trend to increased DC in 
the hypoxaemic group during the first epoch that appeared 
to be related to marked overshoot tachycardia in a subset of 
the hypoxemic fetuses (Figure 3C). The sustained increase 
in max- DC throughout the experiment mainly reflected this 
early increase. A clinical study has reported that an early 
increase in DC that resolved in later labour was still asso-
ciated with increased risk of fetal compromise.10 Moreover, 
in a case– control study of 220 singleton births, labour aug-
mentation with syntocinon was associated with an early, 
transient increase in DC among fetuses who later developed 

acidaemia, despite no increase in the number of decelera-
tions.56 Overall, these clinical and preclinical findings raise 
the possibility that an increase in DC in early labour may 
offer an early warning of greater risk of compromise.

4.2 | Strengths and limitations

The strength of present study is the ability to simultaneous 
assess the relation between FHR metrics and arterial blood 
pressure, whereas clinical studies need to use surrogate 
measures such as pH, or rare outcomes such as hypoxic- 
ischaemic encephalopathy. We allowed full recovery from 
anaesthesia, which impairs the cardiovascular responses 
to hypoxaemia.57 This study utilised a highly structured 
protocol of complete UCOs, consistent with the frequency 
of contractions in first stage labour of approximately 2 per 
10 minutes,32 but this of course cannot capture the heteroge-
neity of human labour. The pattern of progressively evolving 
hypoxaemia examined in the present study represents only 
one pathway leading to hypoxic- ischaemic encephalopathy. 
Nevertheless, the present findings are likely to be relevant to 
evolving intrapartum hypoxia- ischaemia in humans.

5 |  CONCLUSIONS

This study suggests that lower DA and DC thresholds in la-
bours will be needed when there are antenatal risk factors,10 
emphasising that even computerised assessment needs to in-
corporate the clinical context. This likely reflects that both 
DA and DC predominantly provide an index of the cumula-
tive exposure to hypoxaemia, rather than direct information 
on fetal adaptation at any one time.19 Nonetheless, DA and 
DC remain promising, objective predictors for intrapartum 
compromise.8– 10,14,16,17,58 Additional biomarkers may help 
improve their utility. For example, we have previously shown 
that hypoxaemic fetuses developed a significantly greater 
rise in T/QRS ratio during repeated UCOs,47 suggesting that 
it may be complementary to DA and/or DC.

Finally, the clinical application of DA or DC relies on real- 
time computerised FHR analysis. DA has been studied for 
decades.9,59,60 Although less intuitive, DC has the advantage 
that it can be easily incorporated into automated computer-
ised systems. First, the underlying algorithm is very tolerant 
of noise within the CTG signal. Secondly, DC is a standalone 
algorithm, whereas DA needs to be measured as part of a 
complex system that accurately identifies baseline FHR and 
both the start and end of decelerations. Thirdly, DC is sen-
sitive to multiple aspects of the FHR trace that may indicate 
risk. In a previous study DC was sensitive to deeper deceler-
ations,19 and in the present study to overshoot tachycardia. 
Thus, DC may have somewhat greater pragmatic utility.

AU T HOR C ON T R I BU T ION S
These experiments were designed and conducted in the 
Fetal Physiology and Neuroscience Group laboratory, at 

 14710528, 2023, 8, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/1471-0528.17425 by T

est, W
iley O

nline L
ibrary on [16/06/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



   | 889DECELERATION AREA, CAPACITY AND CHRONIC HYPOXAEMIA

the University of Auckland. CAL, LB, AG and AJG con-
ceived the hypotheses and design for this study. CAL, GW, 
SKD, BAL, OJM, JAW, LB and AJG were responsible for 
all experimental work and data collection. CAL and AG 
performed the data analysis and drafted the paper. All au-
thors were involved in data interpretation and critically re-
viewed the paper. All authors listed qualify for authorship 
and approved the final version of the paper. CAL and AG 
contributed equally to this article and qualify as joint first 
authors.

AC K NO W L E  D G E  M E N T S
Open access publishing facilitated by The University of 
Auckland, as part of the Wiley -  The University of Auckland 
agreement via the Council of Australian University 
Librarians.

F U N DI NG I N FOR M AT ION
This study was supported by grants from the Auckland 
Medical Research Foundation (1122002) and the Health 
Research Council of New Zealand (17/601, 22/559). AG was 
funded by the UK National Institute of Health Research 
(CDF- 2016- 09- 004). The views expressed here are those 
of the authors and not necessarily those of the funding 
agencies.

C ON F L IC T OF I N T E R E S T S TAT E M E N T
None declared. Completed disclosure of interest forms are 
available to view online as supporting information.

DATA AVA I L A BI L I T Y S TAT E M E N T
The data are available from the corresponding author on 
reasonable request.

ORC I D
C. A. Lear   https://orcid.org/0000-0002-8937-0846 
A. J. Gunn   https://orcid.org/0000-0003-0656-7035 

R E F E R E N C E S
 1. Parer JT, Ugwumadu A. Impediments to a unified international ap-

proach to the interpretation and management of intrapartum cardio-
tocographs. J Matern Fetal Neonatal Med. 2017;30:272– 3.

 2. Vintzileos AM, Smulian JC. Decelerations, tachycardia, and de-
creased variability: have we overlooked the significance of longitudi-
nal fetal heart rate changes for detecting intrapartum fetal hypoxia? 
Am J Obstet Gynecol. 2016;215:261– 4.

 3. Alfirevic Z, Devane D, Gyte GM, Cuthbert A. Continuous cardio-
tocography (CTG) as a form of electronic fetal monitoring (EFM) 
for fetal assessment during labour. Cochrane Database Syst Rev. 
2017;2:CD006066.

 4. Nelson KB, Dambrosia JM, Ting TY, Grether JK. Uncertain value of 
electronic fetal monitoring in predicting cerebral palsy. N Engl J Med. 
1996;334:613– 8.

 5. Lear CA, Westgate JA, Ugwumadu A, Nijhuis JG, Stone PR, Georgieva 
A, et al. Understanding fetal heart rate patterns that may predict 
antenatal and intrapartum neural injury. Semin Pediatr Neurol. 
2018;28:3– 16.

 6. Georgieva A, Abry P, Chudacek V, Djuric PM, Frasch MG, Kok R, 
et al. Computer- based intrapartum fetal monitoring and beyond: a 

review of the 2nd workshop on signal processing and monitoring 
in labor (October 2017, Oxford, UK). Acta Obstet Gynecol Scand. 
2019;98:1207– 17.

 7. Tournier A, Beacom M, Westgate JA, Bennet L, Garabedian C, 
Ugwumadu A, et al. Physiological control of fetal heart rate vari-
ability during labour: implications and controversies. J Physiol. 
2022;600:431– 50.

 8. Cahill AG, Roehl KA, Odibo AO, Macones GA. Association and pre-
diction of neonatal acidemia. Am J Obstet Gynecol. 2012;207:206.e1– 8.

 9. Cahill AG, Tuuli MG, Stout MJ, Lopez JD, Macones GA. A prospective 
cohort study of fetal heart rate monitoring: deceleration area is predic-
tive of fetal acidemia. Am J Obstet Gynecol. 2018;218:523.e1– 12.

 10. Georgieva A, Redman CW, Papageorghiou AT. Computerized data- 
driven interpretation of the intrapartum cardiotocogram: a cohort 
study. Acta Obstet Gynecol Scand. 2017;96:883– 91.

 11. Martí Gamboa S, Lapresta Moros M, Pascual Mancho J, Lapresta 
Moros C, Castán Mateo S. Deceleration area and fetal acidemia. J 
Matern Fetal Neonatal Med. 2017;30:2578– 84.

 12. Giannubilo SR, Buscicchio G, Gentilucci L, Palla GP, Tranquilli AL. 
Deceleration area of fetal heart rate trace and fetal acidemia at deliv-
ery: a case- control study. J Matern Fetal Neonatal Med. 2007;20:141– 4.

 13. Weyrich J, Ortiz JU, Muller A, Schmidt G, Brambs CE, Graupner O, 
et al. Intrapartum PRSA: a new method to predict fetal acidosis? –  a 
case- control study. Arch Gynecol Obstet. 2020;301:137– 42.

 14. Furukawa A, Neilson D, Hamilton E. Cumulative deceleration area: a 
simplified predictor of metabolic acidemia. J Matern Fetal Neonatal 
Med. 2021;34:3104– 11.

 15. Gyllencreutz E, Varli IH, Lindqvist PG, Holzmann M. Variable decel-
eration features and intrapartum fetal acidemia –  the role of deceler-
ation area. Eur J Obstet Gynecol Reprod Biol. 2021;267:192– 7.

 16. Geva Y, Yaniv Salem S, Geva N, Rotem R, Talmor M, Shema N, et al. 
Intrapartum deceleration and acceleration areas are associated with 
neonatal encephalopathy. Int J Gynaecol Obstet. 2022. https://doi.
org/10.1002/ijgo.14638

 17. Matmor Loeub S, Weintraub AY, Rotem R, Geva Y, Yaniv SS. 
Correlation between total deceleration area and fetal cord blood pH 
in neonates complicated with meconium- stained amniotic f luid at 
term. Int J Gynaecol Obstet. 2022;159:974– 8.

 18. Bauer A, Kantelhardt JW, Barthel P, Schneider R, Makikallio T, 
Ulm K, et al. Deceleration capacity of heart rate as a predictor 
of mortality after myocardial infarction: cohort study. Lancet. 
2006;367:1674– 81.

 19. Georgieva A, Lear CA, Westgate JA, Kasai M, Miyagi E, Ikeda T, et al. 
Deceleration area and capacity during labour- like umbilical cord 
occlusions identify evolving hypotension: a controlled study in fetal 
sheep. Br J Obstet Gynaecol. 2021;128:1433– 42.

 20. Rivolta MW, Stampalija T, Casati D, Richardson BS, Ross MG, Frasch 
MG, et al. Acceleration and deceleration capacity of fetal heart rate in 
an in- vivo sheep model. PLoS One. 2014;9:e104193.

 21. Rivolta MW, Barbieri M, Stampalija T, Sassi R, Frasch MG. 
Relationship between deceleration morphology and phase recti-
fied signal averaging- based parameters during labor. Front Med. 
2021;8:626450.

 22. Ikeda T, Murata Y, Quilligan EJ, Choi BH, Parer JT, Doi S, et al. 
Physiologic and histologic changes in near- term fetal lambs exposed 
to asphyxia by partial umbilical cord occlusion. Am J Obstet Gynecol. 
1998;178:24– 32.

 23. Gunn AJ, Parer JT, Mallard EC, Williams CE, Gluckman PD. Cerebral 
histologic and electrocorticographic changes after asphyxia in fetal 
sheep. Pediatr Res. 1992;31:486– 91.

 24. Lear CA, Kasai M, Drury PP, Davidson JO, Miyagi E, Bennet L, et al. 
Plasma vasopressin levels are closely associated with fetal hypoten-
sion and neuronal injury after hypoxia- ischemia in near- term fetal 
sheep. Pediatr Res. 2020;88:857– 64.

 25. Eden RD, Evans MI, Evans SM, Schifrin BS. The “fetal reserve index”: 
re- engineering the interpretation and responses to fetal heart rate 
patterns. Fetal Diagn Ther. 2018;43:90– 104.

 14710528, 2023, 8, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/1471-0528.17425 by T

est, W
iley O

nline L
ibrary on [16/06/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0002-8937-0846
https://orcid.org/0000-0002-8937-0846
https://orcid.org/0000-0003-0656-7035
https://orcid.org/0000-0003-0656-7035
https://doi.org/10.1002/ijgo.14638
https://doi.org/10.1002/ijgo.14638


890 |   LEAR et al.

 26. Pruksanusak N, Chainarong N, Boripan S, Geater A. Comparison of 
the predictive ability for perinatal acidemia in neonates between the 
NICHD 3- tier FHR system combined with clinical risk factors and 
the fetal reserve index. PLoS One. 2022;17:e0276451.

 27. de Haan HH, Gunn AJ, Williams CE, Gluckman PD. Brief repeated 
umbilical cord occlusions cause sustained cytotoxic cerebral edema and 
focal infarcts in near- term fetal lambs. Pediatr Res. 1997;41:96– 104.

 28. Westgate JA, Gunn AJ, Bennet L, Gunning MI, de Haan HH, 
Gluckman PD. Do fetal electrocardiogram PR- RR changes reflect 
progressive asphyxia after repeated umbilical cord occlusion in fetal 
sheep? Pediatr Res. 1998;44:297– 303.

 29. Westgate JA, Bennet L, Brabyn C, Williams CE, Gunn AJ. ST wave-
form changes during repeated umbilical cord occlusions in near- term 
fetal sheep. Am J Obstet Gynecol. 2001;184:743– 51.

 30. Gunn AJ, Maxwell L, de Haan HH, Bennet L, Williams CE, Gluckman 
PD, et al. Delayed hypotension and subendocardial injury after re-
peated umbilical cord occlusion in near- term fetal lambs. Am J Obstet 
Gynecol. 2000;183:1564– 72.

 31. Westgate JA, Bennet L, Gunn AJ. Fetal heart rate variability changes 
during brief repeated umbilical cord occlusion in near term fetal 
sheep. Br J Obstet Gynaecol. 1999;106:664– 71.

 32. Caldeyro- Barcia R, Poseiro JJ. Physiology of the uterine contraction. 
Clin Obstet Gynecol. 1960;3:386– 408.

 33. Percie du Sert N, Hurst V, Ahluwalia A, Alam S, Avey MT, Baker M, 
et al. The ARRIVE guidelines 2.0: updated guidelines for reporting 
animal research. J Physiol. 2020;598:3793– 801.

 34. Lear CA, Kasai M, Booth LC, Drury PP, Davidson JO, Maeda Y, et al. 
Peripheral chemoreflex control of fetal heart rate decelerations over-
whelms the baroreflex during brief umbilical cord occlusions in fetal 
sheep. J Physiol. 2020;598:4523– 36.

 35. Lear CA, Bennet L, Lear BA, Westgate JA, Gunn AJ. Lack of evidence 
for impaired preload or Bezold- Jarisch activation during brief umbil-
ical cord occlusions in fetal sheep. Am J Physiol Regul Integr Comp 
Physiol. 2021;320:R532– 40.

 36. McIntosh GH, Baghurst KI, Potter BJ, Hetzel BS. Foetal brain 
development in the sheep. Neuropathol Appl Neurobiol. 
1979;5:103– 14.

 37. Bakker PC, Kurver PH, Kuik DJ, Van Geijn HP. Elevated uterine ac-
tivity increases the risk of fetal acidosis at birth. Am J Obstet Gynecol. 
2007;196:313.e1– 6.

 38. Georgieva A, Papageorghiou AT, Payne SJ, Moulden M, Redman 
CW. Phase- rectified signal averaging for intrapartum electronic 
fetal heart rate monitoring is related to acidaemia at birth. BJOG. 
2014;121:889– 94.

 39. Georgieva A, Payne SJ, Moulden M, Redman CW. Computerized fetal 
heart rate analysis in labor: detection of intervals with un- assignable 
baseline. Physiol Meas. 2011;32:1549– 60.

 40. Xu L, Redman CW, Payne SJ, Georgieva A. Feature selection using 
genetic algorithms for fetal heart rate analysis. Physiol Meas. 
2014;35:1357– 71.

 41. Georgieva AE, Payneb SJ, Mouldena M, Redman CWG. Automated 
fetal heart rate analysis in labor: decelerations and overshoots. AIP 
Conf Proc. 2010;1293:255.

 42. Georgieva A, Payne SJ, Moulden M, Redman CW. Computerized 
intrapartum electronic fetal monitoring: analysis of the decision 
to deliver for fetal distress. Annu Int Conf IEEE Eng Med Biol Soc. 
2011;2011:5888– 91.

 43. de Haan HH, Gunn AJ, Gluckman PD. Fetal heart rate changes do not 
reflect cardiovascular deterioration during brief repeated umbilical cord 
occlusions in near- term fetal lambs. Am J Obstet Gynecol. 1997;176:8– 17.

 44. Bennet L, Westgate JA, Lui YC, Wassink G, Gunn AJ. Fetal acidosis 
and hypotension during repeated umbilical cord occlusions are asso-
ciated with enhanced chemoreflex responses in near- term fetal sheep. 
J Appl Physiol. 2005;99:1477– 82.

 45. Wassink G, Bennet L, Davidson JO, Westgate JA, Gunn AJ. Pre- 
existing hypoxia is associated with greater EEG suppression and early 
onset of evolving seizure activity during brief repeated asphyxia in 
near- term fetal sheep. PLoS One. 2013;8:e73895.

 46. Amaya KE, Matushewski B, Durosier LD, Frasch MG, Richardson 
BS, Ross MG. Accelerated acidosis in response to variable fetal heart 

rate decelerations in chronically hypoxic ovine fetuses. Am J Obstet 
Gynecol. 2016;214:270.e1– 8.

 47. Westgate J, Wassink G, Bennet L, Gunn AJ. Spontaneous hypoxia in 
multiple pregnancy is associated with early fetal decompensation and 
greater T wave elevation during brief repeated cord occlusion in near- 
term fetal sheep. Am J Obstet Gynecol. 2005;193:1526– 33.

 48. Lear CA, Wassink G, Westgate JA, Nijhuis JG, Ugwumadu A, Galinsky 
R, et al. The peripheral chemoreflex: indefatigable guardian of fetal 
physiological adaptation to labour. J Physiol. 2018;596:5611– 23.

 49. Shelley HJ. Glycogen reserves and their changes at birth and in an-
oxia. Br Med Bull. 1961;17:137– 43.

 50. Dawes GS, Mott JC, Shelley HJ. The importance of cardiac glycogen 
for the maintenance of life in foetal lambs and newborn animals 
during anoxia. J Physiol. 1959;146:516– 38.

 51. Itskovitz J, Goetzman BW, Rudolph AM. The mechanism of late 
deceleration of the heart rate and its relationship to oxygenation in 
normoxemic and chronically hypoxemic fetal lambs. Am J Obstet 
Gynecol. 1982;142:66– 73.

 52. Wassink G, Davidson JO, Lear CA, Juul SE, Northington F, Bennet L, 
et al. A working model for hypothermic neuroprotection. J Physiol. 
2018;596:5641– 54.

 53. Lear CA, Galinsky R, Wassink G, Yamaguchi K, Davidson JO, 
Westgate JA, et al. The myths and physiology surrounding intrapar-
tum decelerations: the critical role of the peripheral chemoreflex. J 
Physiol. 2016;594:4711– 25.

 54. Galinsky R, Lear CA, Yamaguchi K, Wassink G, Westgate JA, Bennet 
L, et al. Cholinergic and beta- adrenergic control of cardiovascular 
reflex responses to brief repeated asphyxia in term- equivalent fetal 
sheep. Am J Physiol Regul Integr Comp Physiol. 2016;311:R949– 56.

 55. Westgate JA, Bennet L, de Haan HH, Gunn AJ. Fetal heart rate over-
shoot during repeated umbilical cord occlusion in sheep. Obstet 
Gynecol. 2001;97:454– 9.

 56. Aye CY, Redman CW, Georgieva A. The effect of augmentation of la-
bour with syntocinon on the fetal CTG using objective computerised 
analysis: a nested case- control study. Eur J Obstet Gynecol Reprod 
Biol. 2014;176:112– 8.

 57. Varcoe TJ, Darby JRT, Holman SL, Bradshaw EL, Kuchel T, Vaughan 
L, et al. Fetal cardiovascular response to acute hypoxia during mater-
nal anesthesia. Physiol Rep. 2020;8:e14365.

 58. Talmor M, Rotem R, Wientraub AY, Salem SY. The correlation be-
tween total deceleration and acceleration surface areas on electronic 
fetal monitoring and neonatal cord blood pH in postdate pregnancies. 
Int J Gynaecol Obstet. 2022. https://doi.org/10.1002/ijgo.14558

 59. Beguin F, Yeh SY, Forsythe A, Hon EH. A study of fetal heart rate de-
celeration areas. II. Correlation between deceleration areas and fetal 
pH during labor. Obstet Gynecol. 1975;45:292– 8.

 60. Tournaire M, Sturbois G, Ripoche A, Le Houezec R, Breart G, 
Chavinie J, et al. Evaluation of the fetal state by automatic analysis of 
the heart rate. 2. Deceleration areas and umbilical artery blood pH. J 
Perinat Med. 1976;4:118– 30.

SU PP ORT I NG I N FOR M AT ION
Additional supporting information can be found online in 
the Supporting Information section at the end of this article.

How to cite this article: Lear CA, Georgieva A, Beacom 
MJ, Wassink G, Dhillon SK, Lear BA, et al. Fetal heart 
rate responses in chronic hypoxaemia with 
superimposed repeated hypoxaemia consistent with 
early labour: a controlled study in fetal sheep. BJOG. 
2023;130(8):881– 890. https://doi.org/10.1111/1471-
0528.17425

 14710528, 2023, 8, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/1471-0528.17425 by T

est, W
iley O

nline L
ibrary on [16/06/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1002/ijgo.14558
https://doi.org/10.1111/1471-0528.17425
https://doi.org/10.1111/1471-0528.17425

	Fetal heart rate responses in chronic hypoxaemia with superimposed repeated hypoxaemia consistent with early labour: a controlled study in fetal sheep
	Abstract
	1|INTRODUCTION
	2|METHODS
	2.1|Ethics and surgery
	2.2|Postoperative care and signal acquisition
	2.3|Experimental protocol
	2.4|Data extraction and time-points
	2.5|Deceleration area and capacity
	2.6|Statistics

	3|RESULTS
	3.1|Group characteristics
	3.2|Arterial pressure
	3.3|Fetal heart rate
	3.4|Deceleration morphology
	3.5|Deceleration area and capacity
	3.6|Correlations with deceleration capacity and hypotension

	4|DISCUSSION
	4.1|Main findings
	4.2|Strengths and limitations

	5|CONCLUSIONS
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	REFERENCES


