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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt Maternity Services.  Please 
discuss policies relevant to your care with your Lead Maternity Carer. 

Purpose: 

Provide safe and effective care for pregnant people and their babies experiencing Uterine 
Hyperstimulation Establish a local approach to care that is evidence based and consistent. Inform good 
decision making.  

Scope: 

For the purposes of this document, staff will refer to: 

All staff within Hutt Valley DHB. This includes staff not working in direct contact with 
patients/consumers.  Staff are taken to include anyone engaged in working to the Hutt Valley DHB.  This 
may include but is not limited to: 

o Employees irrespective of their length of service 
o Agency workers 
o Self-employed workers 
o Volunteers 
o Consultants 
o Third party service providers, and any other individual or suppliers working in Hutt 

Maternity, including Lead Maternity Carers, personnel affiliated with third parties, 
contractors, temporary workers and volunteers 

o Students 

Definitions: 

 CTG Cardiotocograph 

 FHR Fetal Heart Rate 

Uterine tachysystole Excessive uterine 
activity in the 
absence of fetal 
heart rate 
abnormalities 

 ≥ 5 active labour contractions in 10 mins 

 No fetal heart rate abnormalities 

Uterine hypertonus 
 Contractions lasting more than 2 minutes in duration, or 

 Contractions occurring within 60 seconds of each other 

 No fetal heart rate abnormalities 

Uterine hyperstimulation 
Uterine tachysystole or hypertonus in the presence of fetal heart rate 
abnormalities 

  

Uterine Hyperstimulation 
Type: Guideline HDSS Certification Standard:  

Issued by: Maternity PPG Group Version: 1.0 
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Causes 

 Spontaneous 

 Induction of labour – up to 5% of birthing people given Prostin  

 Oxytocin administration  

 Placental abruption 

 Uterine rupture 

Management of Uterine Tachysystole, Hypertonus and Hyperstimulation 

Call for assistance/emergency bell if required 

Inform the labouring person and whānau/family throughout and gain informed consent for each 
proposed procedure. 

 Midwife will remain with the birthing person until normal uterine activity is resumes 

 Continuous CTG  

 Full set of vital signs and record on MEWS chart (unless in labour, when the partogram should used) 

1. With normal fetal heart rate pattern (tachysystole or hypertonus) 

 If oxytocin infusing reduce infusion to the previous dose increment 

 Consider IV fluid bolus  

 Consider tocolysis with terbutaline 250mcg subcutaneous injection 

 If normal activity does not establish within 10-20 mins halve the oxytocin infusion rate 

2. With an abnormal non-hypoxic fetal heart rate pattern   

 If oxytocin infusing halve the rate 

 Urgent obstetric review (RMO or SMO) 

 Instigate emergency management 

o Continuous CTG throughout 
o Change position of labouring person to left lateral 
o Establish IV access (if not present) 
o Take FBC and group & hold (if not already sent) 
o Consider IV fluid bolus  
o Consider tocolysis with terbutaline 250mcg subcutaneous injection (verbal order from 

obstetric staff acceptable) 
o Observe for improvement in the fetal heart rate and uterine activity 
o If the fetal heart rate remains abnormal stop the oxytocin infusion 
o If the FHR normalizes after 30 mins, continue the oxytocin infusion at the previous dose 

increment prior to the hyperstimulation 

3. Significant heart rate abnormalities 

If oxytocin infusing – stop infusion 

 Continuous CTG throughout 

 Assess progress vaginally 
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 Clinically exclude placental abruption 

 Instigate emergency management 

 Change position of labouring person to left lateral 

 Hydrate the person with IV fluids as required 

 Give tocolysis with terbutaline 250mcg subcutaneous injection, if no improvement (unless 
contraindications) 

 Consider fetal scalp lactate if appropriate 

 

4. Spontaneous Hyperstimulation 

 Instigate emergency management 

 Change position of labouring person to left lateral 

 Rehydrate the person with IV fluid bolus 

 Consider tocolysis with terbutaline 250mcg subcutaneous injection, if no improvement (exclude 
contraindications) 

 Consider fetal blood scalp lactate sampling if appropriate 

 

Investigation by fetal blood scalp lactate can be considered where corrective actions do not 
improve fetal heart monitoring, or consider emergency delivery of the baby. 

 
Proceed to an emergency caesarean birth if evidence of fetal compromise (abnormal CTG that is 

not improving with intrauterine resuscitation) or if scalp lactate is ≥4.8 mmol/l 
 

Medication dose and method of administration of terbutaline 

Medication Terbutaline 

Dose prescribed 250 micrograms 

Route Subcutaneous 

Concentration 500 micrograms in 1 ml 

Administer 250mcg in 0.5 ml subcutaneous 

 

Contra-indications to terbutaline 

 Cardiovascular disease 

 Severe thyrotoxicosis 

 Cardiac arrhythmias 

Adverse effects of terbutaline 

 Pulmonary oedema 

 Myocardial ischemia 

 Cardiac arrhythmias 
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 Cerebral vasospasm / haemorrhage (especially in those who suffer from   migraines) 

 Profound hypotension 

 Hyperglycaemia – ketoacidosis 

 Tachycardia, palpitations, tremor, increased pulse pressure 

 Low potassium levels 

 Fetal tachycardia 

Documentation 

 All medications administered must be prescribed on the national medication chart.  

 The obstetric SMO/RMO is responsible for the prescription and management of drug treatment for 
uterine hyperstimulation. 

 CTG sticker 

 A full and accurate description of events and therapies used to treat the labouring person is required 
in the body of the clinical notes. This includes documentation of fetal heart rate changes in response 
to treatment. 

 An ongoing management plan needs to be documented in the notes once the acute episode has 
been resolved. 

Related Documents: 

 Guidelines: Induction of labour 

 Protocol: Oxytocin infusion for induction and augmentation of labour 

 Acute antepartum haemorrhage 

 Management of category 1 caesarean birth 
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Informed Consent: 

The right of a consumer to make an informed choice and give informed consent, including the right to 
refuse medical treatment, is enshrined in law and in the Code of Health and Disability Consumers’ 
Rights in New Zealand. This means that a woman can choose to decline treatment, referral to another 
practitioner, or transfer of clinical responsibility. If this occurs follow the process map on page 18 of 
the Referral Guidelines (Ministry of Health, 2012). 

Tangata Whenua Statement: 

The Women’s Health Service recognises the rights and responsibilities of Māori as tangata whenua and 
Treaty Partners.  This allows and acknowledges the importance of cultural diversity in all aspects of our 
care and practice in Aotearoa New Zealand.  

As stated in Te Pae Amorangi (Hutt Valley DHB Māori Health Strategy) 2018-2027, Hutt DHB as a Crown 
agency is committed to our role in maintaining active relationships with iwi, under Te Tiriti o Waitangi. 
This strategy recognises the established principles of Partnership, Participation and Protection and 
recognises steps towards the reviewed interpretation of Te Tiriti principles to date (from the Wai 2575 
claim into health). These are tino rangatiratanga, equity, active protection, partnership and options.  

Attention in particular is drawn to: 

 Article one – Kāwanatanga: actively engaging and working alongside with local iwi through 
the Hutt Valley Māori Health Unit 

 Article two – Tino Rangatiratanga: Self-autonomy, self-determination; the responsibility to 
enable Māori to exercise their authority over their own health, determinants and definition 
of health 

 Article three – Ōritetanga: equal health outcomes of peoples; ensuring that policy, 
guidelines or programmes do not further perpetuate any inequity  

 Article four (the ‘oral clause’) – Wairuatanga: spirituality; thriving as Māori and the 
importance of health providers understanding health in te ao Māori (the Māori world), 
acknowledging the interconnectedness and inter-relationship of all living and non-living 
things.  

http://www.huttvalleydhb.org.nz/about-us/reports-and-publications/te-pae-amorangi/
https://www.health.govt.nz/our-work/populations/maori-health/wai-2575-health-services-and-outcomes-kaupapa-inquiry
http://intranet.huttvalleydhb.org.nz/our-dhb/departments/maori-health-unit/

