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Intrapartum Fetal Surveillance Care Bundle
Introduction and Aim
The aim of the Intrapartum Fetal Surveillance Care Bundle is to, enhance safety of women
and their babies in labour, minimise unnecessary interventions and prevent harm.
C&VUHB follows principles of ‘Prudent Health care’, launched by Professor Mark
Drakeford AM (1) on behalf of the Bevan Commission: ‘Do only what is needed, no more,
no less; and do no harm’.
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2 Introduction
2.1 Background
The aim of the Intrapartum Fetal Surveillance Care Bundle is to, enhance safety of
women and their babies in labour, minimise unnecessary interventions and prevent
harm. C&VUHB follows principles of ‘Prudent Health care’, launched by Professor
Mark Drakeford AM (1) on behalf of the Bevan Commission: ‘Do only what is
needed, no more, no less; and do no harm’.
The above principles are echoed by the Each Baby Counts reports (2): “No normally
formed, term baby whose mothers labour; should suffer death either during or shortly
after birth, or suffer a severe disability as a result of an event in labour”. The report
also emphasises, ‘maternity services should learn from mistakes to reduce and
prevent avoidable harm’.
The 4th Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI) Report (3)
identified the above common themes over two decades ago and specified root
causes of avoidable harm in labour (as quoted in EBC report (2)):
1. Misinterpretation of a CardioTocoGraph (CTG), and lack of pattern recognition.
2. Failure to integrate clinical picture i.e. risk factors such as meconium, IUGR,
infection, slow progress, absence of liquor in labour.
3. Incoherent team functions, mainly poor communication amongst key members.
4. Delay in action and inappropriate action, once a decision to deliver the baby is
made.
Subsequent to the CESDI Report, other reports, such as ‘500 missed opportunities’
by the Chief Medical Officer in 2006 (4), the NHS Litigation Authority (NHSLA)
Report (5) have identified and referenced these recurrent themes. Hence, urgent
need for changes and improvement in care of women in labour has been necessary.
A further Each Baby Counts Report (3) has also added: ‘efficient Multi-Disciplinary
Team’ working is essential. In particular, with anaesthetic and neonatal colleagues
when a decision to deliver the baby is made. It is vital to:
 Clarify mode of birth
 Specify location of birth
 Communicate category of urgency
Both the Nursing and Midwifery Council (NMC) and the General Medical Council
(GMC) codes of conduct, require that registrants must keep their knowledge and
skills up to date and take part in activities that maintain their competence and
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performance (7) (8). This is assessed annually through the appraisal process. They
must recognise the limits of their competence and respect the skills, expertise and
contributions of colleagues, consulting with them when appropriate and work with
them to preserve the safety of those receiving care (9).
Back to Contents
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3 Principles of Intrapartum Fetal Surveillance
All women should be given informed choice regarding methods of monitoring the
fetal heart rate in labour. This should be discussed during the antenatal period and
should include information on the use of a fetal scalp electrode when necessary,
continuous fetal monitoring, telemetry and hand held Doppler. This should be part of
the birthplace discussion at 36 weeks of pregnancy with the named midwife or
obstetrician.
A Risk Assessment should be completed for all women at the onset of the labour, to
determine the appropriate method of monitoring taking into consideration the wishes
of the woman.
Back to Contents
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3.1 Risk Assessment for Fetal Surveillance
The purpose of completing this form is to provide evidence that a risk
assessment has been undertaken to ensure the method of fetal monitoring is
appropriate.
Prior to the assessment the case notes should be reviewed for a High-risk
Management Plan or comments from medical staff regarding fetal monitoring.
CONDITION / SYMPTOM
Maternal health conditions that could affect fetal oxygenation
Abnormal frequency of contractions (Hypertonus/Tachysystole)
Maternal diabetes
Pre-eclampsia/Raised BP (see NICE CG190, (10))
Induction of labour
Augmentation of labour
Antenatal vaginal haemorrhage
Intrapartum vaginal haemorrhage
Epidural analgesia
Concerns regarding fetal growth, amniotic fluid, and Doppler
Abnormal antenatal EFM
Fresh or thick meconium
Previous uterine scar
Maternal temperature 38°C
37.5°C or above on 2 consecutive occasions 1 hour apart
Suspected chorioamnionitis or sepsis
Absence of normal fetal movements
Prolonged first stage of labour
Prolonged second stage of labour
Rupture of membranes longer than 24 hours
Anything other than singleton, term, cephalic presentation
Any concerns with current fetal heart pattern
Pain reported by the woman that differs from the pain normally
associated with contractions

YES/NO

If the answer to any of these questions is YES then EFM is indicated
Risk status on completion:

EFM / IA

Risk assessment will be an ongoing process in labour and may change from
low (IA) to high (EFM)
SIGNED/STAMP……………………………………..DATE………………..

PLEASE ENSURE THAT THIS FORM IS FILED IN THE CASE NOTES
Back to Contents
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4 Classification of the Fetal Heart Rate
4.1 Continuous CTG monitoring
Cardiff and Vale University Health Board (C&VUHB) uses ST ANalysis (STAN) for
high risk women in labour, in absence of contra-indications. Please refer to STAN
monitoring in labour (Section 7) for STAN monitoring in labour. To avoid confusion,
all CTG’s in labour are interpreted as per STAN classification system based on FIGO
2007 (4). A basic understanding of Pathophysiology of normal and abnormal fetal
heart pattern form an essential part of CTG interpretation and decision making.

Figure 1 Classification of CTG

CTG classification tools are available to provide guidance to clinical staff. In
some situations, the most appropriate action is not to classify the CTG as per
defined criteria, but to make an overall assessment of the evolving clinical
picture and CTG pattern.
Midwifery and Obstetric staff are required to use their skills and knowledge, in
pattern recognition, understanding of the underlying pathophysiology, and be able to
integrate this into clinical picture e.g. any risk factors, including progress of the
labour (see Section 6.1.3 for training requirements). Any concerns arising as a result
of considering these, should be efficiently communicated to an experienced senior
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member of the team in a timely manner. The woman should be informed of these
concerns in a professional manner and this must be recorded in maternal case
notes.
Back to Contents

4.2 Intermittent Auscultation
The principles of Intelligent Intermittent Auscultation should be followed as set out in
the NICE (2017) CG190 practice recommendations (5).
Offer intermittent auscultation of the fetal heart rate to women at low risk of
complications in established first stage of labour.
Use either a Pinard stethoscope or doppler ultrasound (CTG transducers are not
licenced for IA).
Carry out intermittent auscultation immediately after a contraction for at least 1
minute, at least every 15 minutes in the 1st stage of labour and every 5 in the 2nd,
and record it as a single rate.
The clinician should place their hand on the woman’s abdomen, palpating the
contractions to confirm timing of IA.
Palpate the maternal pulse hourly, or more often if there are any concerns, to
differentiate between the maternal and fetal heartbeats.
Plot the baseline on the partogram as a single figure.
Record accelerations and decelerations, if heard, in the variation section of the
AWCP.
At the start of each shift or handover of care, both midwives will undertake IIA
with fresh ears and agree the baseline.

Midwives should apply their knowledge of fetal patho-physiology gained from a
robust training programme (see Section 6.1.3.1) when interpreting the FHR during
low risk labour.
Women requiring electronic fetal monitoring in a low risk labour must have a clearly
documented rationale in the maternal records.
Back to Contents
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5 Omniview Central Monitoring System
OmniViewTM is an electronic ‘Central Fetal Monitoring and Archiving System’ used in
C&VUHB, providing central monitoring surveillance of live and archived antenatal
and intrapartum CTG’s performed on the delivery suite. The Main screen/Monitor is
located on the Delivery Suite (DS) in the handover room. This facility to view the
CTGs is also available on multiple other computers throughout the department. The
archive is available for all the CTGs recorded on the DS since September 2012.
The central monitoring system allows members of the staff to view and discuss
CTG’s without compromising a woman’s privacy and dignity (RCM 2013). The
Central monitoring system also provides a unique opportunity for teaching/learning
CTG patterns and evolving changes for all the staff without the woman becoming
unnecessarily anxious during such discussions. However, it is important that a
review of the CTG on central monitoring does not replace actual assessment of a
woman at her bedside when required or requested by the labour ward co-ordinator
or midwife caring for the woman.
The following standards must apply for all women monitored by a continuous CTG
on the delivery suite:

i.
ii.
iii.

iv.

v.

vi.

All women should have their name and hospital number entered
electronically at the beginning of the CTG.
If the name cannot be put into the monitor in the room this should be done
by the coordinator at the central station.
The date and time of each monitor must be checked prior to use. Seek
advice from the DS coordinator if experiencing difficulty in this basic data
entry.
The CTG must be reviewed by Co-ordinator / MUM / Senior Registrar or
above level within an hour of admission to the DS. This review should take
place earlier than an hour if the woman is admitted due to ‘CTG concerns’
or the 1:1 MW is concerned about the CTG. This review can be
documented in the woman’s notes or annotated on the Omniview.
If a review of a CTG by a senior midwife or obstetrician is requested at the
central monitoring station at any point during labour, this should be
annotated on the Omniview. However, if there are any clinical concerns
this must be a full review at the bedside and documented in the woman’s
notes.
The expectation is for the labour ward co-ordinator to maintain situational
awareness regarding the CTGs on Omniview, at all times. This should
facilitate a prompt review of cases and annotation on Omviview or in the
notes where there are concerns. This review can be carried out by either
the DS ward co-ordinator, midwifery unit manager or an ST6 or above. If at
any time as a result of acuity, a timely review of CTGs is unable to
happen, this should be communicated to the Consultant Obstetrician
and/or supervisor for midwives/ manager on call.
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The central monitoring is an additional supportive aid and not a substitute
for midwifery care. The midwife providing 1:1 care for the woman should
not assume that the CTG is being monitored/watched by a senior member
of staff on the central monitoring screen. If there are any concerns about
the CTG in the room, the Midwife must seek appropriate and timely help.
Equally, if a senior member of staff feels concerned about a CTG on the
central monitoring screen or a woman, she/he must make enquiries with
the midwife providing 1:1 care to the woman. Hence, the central
monitoring system acts as a ‘fail safe mechanism’ when used by vigilant
staff.
Any reviews / safety huddles that take place at the central monitoring
station must be entered on Omniview and should not replace a bedside
review when indicated.
Back to Contents
nd

5.1 Seeking a 2 opinion/ Fresh Eyes
5.1.1 Delivery Suite
The evidence from the RCM/RCOG (6) suggest, “Maternal and fetal outcomes
improve, rate of interventions reduce, when women labour in a quiet, comfortable
setting”. The rationale behind this is that being quiet and in a comfortable setting
reduces adrenaline surges in the woman and increases the natural production of
oxytocin to enhance labour.
The All Wales Intrapartum Fetal Surveillance guideline (13) Standard 6 advises:
‘Women requiring continuous electronic fetal monitoring must undergo assessment
with additional fresh eyes and clear documentation of findings. This review can be
undertaken by another midwife (band 6/band 7) or an obstetrician ST3 and above;
within a maximum period of two hours’.
It is the responsibility of the midwife providing 1:1 care for the woman to
request this “fresh eyes” review.
As a result of the evidence C and V UHB has taken the approach of providing quiet
and comfortable settings for women and ensuring their dignity in labour. This is done
by conducting “fresh eyes” via the Omniview central monitoring and therefore
reducing staff entering rooms unnecessarily. This review is annotated on the central
monitoring system and the staff member who has carried out this review must state
their name and designation.
In addition, the midwife in the room should make electronic notes from the onset of
the CTG. This should include the gestation and other relevant risk factors.
The midwife providing 1:1 care in labour is solely responsible for seeking help from a
senior member of staff if and when she is concerned about the woman or her baby.
The 1:1 midwife is also responsible for classifying the CTG on an hourly basis (or
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sooner if any concerns) and for documenting it in the woman’s notes. The
documentation should include:
-

Date and Time.
General overview e.g. DRCBRAVADO or preferred format.
Any change in classification.
Any change in clinical picture.
Escalation required / not required.

The 1:1 Midwife, when seeking assistance, is required to document the name and
level of staff they have escalated to. If the midwife is unable to leave the room this
should be done via the call bell system. The senior member of staff, when reviewing
the CTG/woman, should take a holistic approach including CTG changes, progress
of the labour and any changes in the risk factors.
When a senior obstetric review is requested by the 1:1 midwife or the DS coordinator, that senior member of the obstetric staff must review the woman
themselves and not delegate to a junior member of staff. If the senior member of
staff is unavailable, this should be documented with the reason/s and consideration
should be given to escalation to the on-call Consultant.
The senior obstetric staff should discuss their review and plan with the DS coordinator.
The member of staff reviewing a woman should clearly document their review,
findings and plan in the notes. This should include:
-

Date and Time.
Overview of the CTG.
Overall clinical picture.
Actions taken / management plan.
Time for the next review.
Legibly written name (a stamp is preferable), a signature and title of the
reviewer.

Consideration should be given to the following when reviewing a CTG:
-

-

FHR (Fetal Heart Rate) changes such as rise in the base line rate, decrease
in variability and/or absence of cycling become more significant in the
presence of sepsis or suspected sepsis with other risk factors. The fetus
develops metabolic acidosis at an accelerated rate in the presence of sepsis.
Non-reassuring features on the CTG are more significant in the presence of
risk factors such as: IUGR, thick meconium, oligohydramnios, APH, maternal
pyrexia. In these cases, closer monitoring of the mother and the baby is
required.
Back to Contents
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5.1.2 Midwifery Led Unit
If a concern is identified on intermittent auscultation of the fetal heart rate, the
midwife in charge of the MLU should be informed. CTG tracings should be
performed in the MLU to either confirm or refute the presence of hypoxic features. If
the CTG cannot be discontinued after one hour (allowing for evidence of cycling) in
the MLU, transfer to the CLU should be facilitated. Transfer should be sooner if there
is concern regarding the CTG and clinical picture.
Consideration should be given to the following when making decisions:
-

-

The presence of a FHR baseline at 155bpm, in a post mature fetus when all
other features are normal, and fetal movements are present should be
considered normal physiology for that fetus.
The presence of early decelerations and uncomplicated variables when all
other features are normal should be considered normal and not an indication
for continuous fetal monitoring.

The FHR should not be classified in isolation and must be reviewed in the
context of the clinical situation.
Back to Contents

5.1.3 Escalation/ Chain of Command/ “Jump Call”

In the event of a difference of opinion regarding the interpretation of a CTG, this
should be escalated to a more senior member of staff.
All staff should familiarise themselves with the Escalation & Chain of Command
Policy.
Back to Contents

5.1.3.1 The Role of the Midwifery Unit Manager
Should the midwifery unit manager (MUM) have any concerns regarding a
CTG/case, she is expected to escalate this to the DS co-ordinator or obstetrician. If
the DS co-ordinator/obstetrician are not able to review the CTG/case then she is
expected to carry out this review. Any concerns regarding this case should be then
escalated appropriately. In the situation where there is a difference of opinion
regarding the interpretation of the CTG and management of the case, with the DS
co-ordinator or obstetrician she is required to act as per the escalation policy.
Back to Contents

Document Title: Intrapartum Fetal Surveillance
Bundle
Reference Number: UHSOBS191
Version Number: 2
Approved By: MPF & Q&S

16 of 26

Approval Date: 03 Jun 2019
Next Review Date: 03 Jun 2022
Date of Publication: 13 Jun 2019

6 Education and Training
6.1 Training Standards
6.1.1 UK Standards
Each Baby COUNTS 2017 Report states: “staff tasked with CTG interpretation must
have documented evidence of annual training” (2).
All midwifery and obstetric staff should attend an in-house annual training day within
3 months of commencement of employment with C&VUHB.
Back to Contents

6.1.2 All-Wales standards
-

Annual full day in house or external fetal surveillance study day.
Attendance at a local CTG scenario-based training session.
PROMPT training which includes CTG interpretation training.
Back to Contents

6.1.3 Local Standards
All C&VUHB obstetric and midwifery staff, who care for women in labour, are
required to undertake as a minimum:
-

-

In-house annual all day fetal monitoring study day or an external fetal
surveillance study day.
CTG Scenario-based teaching, a minimum of 5 cases annually at the in house
study day or table top case discussions (Skills Room, Delivery Suite,
Thursday and Fridays 1pm).
The RCM/RCOG electronic fetal monitoring package, completing all
assessments (but not case studies) once every 3 years.

Staff may also wish to attend recognised external study days to enhance their
knowledge.
NB: C&VUHB has currently made a decision not to introduce the CTG interpretation
aspect into our PROMPT training. This is because it is felt our local standards are
robust.
Back to Contents

6.1.3.1 Intermittent Auscultation Assessment
The IIA assessment tool has been agreed with a pass mark of 70%.
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In the event that a midwife does not meet the 70% requirement, she will not provide
intrapartum care until a dedicated 1-2-1 teaching session has been undertaken and
a repeat assessment completed (within 48 hours).
New Band 5 midwives rotating into the MLU will have a dedicated teaching session
and assessment from a consultant midwife or the MLU manager prior to giving any
intrapartum care. This will be part of their supernumerary status at the beginning of
their rotation.
Back to Contents
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7 STAN Fetal Monitoring in Labour
7.1 Introduction
The STAN monitoring should be considered in women whose pregnancy is
≥36weeks and have ruptured membranes. Please follow the indications and contraindications as per this guideline. STAN monitoring requires fetal monitoring via scalp
electrode (FSE). All contra-indications for FSE apply to STAN monitoring.

This guideline addresses only technical aspects of STAN Monitoring and hence must
be used in conjunction with the full Fetal Monitoring Bundle, as outlined in this
guideline.
Cochrane Review on Fetal ECG for fetal monitoring during labour has concluded that
there is benefit of STAN in reducing Fetal scalp Blood Sampling (FBS) and reducing
instrumental vaginal births, with a disadvantage of needing to use an internal scalp
electrode after membranes are ruptured (14).
Finnish authors have concluded ‘Results improve over time and there is a learning
curve in the introduction of ST analysis method. This was demonstrated by the lower
rates of metabolic acidosis and operative deliveries after the initial implementation
period’ (15).
Back to Contents

7.2 Basis of STAN Technology
-

-

-

STAN monitoring analyses ST segment changes in fetal ECG which occur as
a result of changes in fetal myocardial oxygenation. It calculates T/QRS ratio
and flags up changes in the ratio.
The STAN concept is based on the unique ability of the ST interval to reflect
the function of fetal heart muscle during stress/hypoxia. The fetal heart and
brain are equally sensitive to oxygen deficiency.
ST analysis, as an adjunct to CTG, identifies adverse fetal conditions during
labour similar to that of FBS but on a more consistent basis. The timing of
CTG+ST changes relates to the level of acidosis at birth.
Back to Contents

7.2.1 What is being recorded?
-

-

A single spiral fetal scalp electrode obtains a fetal ECG for ST analysis. A
specially supplied gold-tipped FSE is used.
An average ECG waveform (indicated by an ‘x’ at the bottom line on the
screen) is created from 30 ECG complexes i.e. if the fetal heart is 120 beats
per minute there are 4 ST segment analyses (four crosses) per minute.
From this ECG, T/QRS calculation and ST segment analysis are performed.
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The fetus usually displays a stable T/QRS ratio throughout labour, with no
marked ST elevations and no biphasic ST. This indicates the fetus is well in
control and there is a positive energy balance in the myometrium.
Back to Contents

7.3 Indications/ Contraindications for the use of STAN monitoring
7.3.1 Indications for the use of STAN monitoring
High risk pregnancies >36 weeks gestation, such as:
-

Post-term fetus.
Oligohydroamnios.
Growth restricted fetus
Pre-Eclampsia and/or Hypertension.
Meconium stained amniotic fluid.
Diabetes.
Antepartum/ Intrapartum haemorrhage.
Maternal fever.
Breech presentation.
Previous caesarean section.
Twins.
Syntocinon induction/augmentation of labour.
Back to Contents

7.3.2 Contraindications to the use of STAN monitoring
-

Lack of trained personnel.
Pre-terminal CTG.
Fetal heart conditions, congenital defects or conduction abnormalities
(experience in STAN monitoring is lacking).
Woman’s refusal for internal monitoring.
Use of TENS machine ( TENS causes interruption to the ECG Signal).
Any conditions that contra-indicates use of FSE such as Maternal HIV/HepB
or suspected fetal coagulopathy.
Back to Contents

7.4 Clinical Application
7.4.1 Main Principles
-

Classification of CTG comes first, if an ST deviation occurs it has to be
classified in relation to the CTG.
Classification of CTG whilst using STAN should be according to STAN
guideline (FIGO classification and not NICE classification).
If the CTG is classified as normal, there is no need to act on ST
event/deviation.
A pre-terminal CTG should always result in delivery of the baby
regardless of the ST segment analysis.
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Intermediary/abnormal/suspicious/pathological CTG – the STAN system
automatically identifies a significant ST change that provides information
about the severity of the fetal stress and should be read in conjunction with
the card – ‘STAN simplified clinical guidelines’ (available with the machine,
about A5 size), provide recommendations for clinical action. This means
delivery or alleviation of a cause of fetal distress such as over stimulation or
maternal hydration.
If the changes warrant ‘immediate delivery’ in the first stage of labour,
intervention is needed within 20minutes.
Back to Contents
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7.4.2 Charts Detailing CTG and STAN classification and actions.

Figure 2 Classification of CTG and ST Analysis (STAN)

Back to Contents

7.4.3 Commencing STAN in labour


ST wave form analysis is based on the ability to record changes in the fetal
ECG, such as rise in T/QRS ration or the appearance of biphasic ST. It is
therefore important that the recording starts before the fetus has utilised
all its resources. Ideally, in the first stage of labour when CTG is normal in a
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high risk pregnancy. STAN Monitoring can be commenced when the CTG
is not entirely normal, when an experienced member of the staff feels
that the baby is not hypoxic. This may mean an FBS is required prior to
the STAN monitoring being commenced.
When the STAN system is started the event log requires up 20 minutes before
it is able to identify the baseline from which subsequent changes may be
identified.
At start-up and when there is a decrease in signal quality with discontinuous
T/QRS ratios, manual data analysis is required.
The ECG wave form should always be examined at start-up.



Back to Contents

7.4.4 Interpreting the CTG + STAN





When interpreting CTG+STAN guideline, the whole clinical picture should be
obtained for correct interpretation and further action e.g. maternal/fetal
infection, progress of labour or any other significant risk factors.
An abnormal Fetal Heart Rate (FHR) pattern for more than 60 minutes (or
earlier if the CTG deteriorates rapidly) with normal ST Analysis requires
qualified assessment and checking for non-deteriorating fetal state. With a
pre-terminal FHR pattern, intervention is always indicated, irrespective of the
ST data.
The midwife in charge of the woman must always call the obstetrician
immediately in case of ST event. Calling for additional expertise in
assessing Fetal Heart Rate should be considered as an intervention and is as
important as alleviating of the causes of fetal compromise, such as stopping
the syntocinon infusion or repositioning of the mother.
Back to Contents

7.4.5 Acting on STAN in the second stage of labour






During the second stage of labour with active pushing, if a significant ST
event occurs, immediate operative delivery is recommended, unless
spontaneous delivery is to be anticipated in the next 10-15 minutes. A high
level of skill and judgement is required in this situation and the decision
depends on the rate of development of fetal hypoxia/rate of deterioration of
CTG.
If there is an abnormal CTG and a normal ST during active pushing, one can
wait 90 minutes before intervention. However if the clinician is unhappy to
carry on, an FBS can be performed at any time bearing in mind that the
dilemma will continue if the FBS fails.
During the second stage of labour hypoxia may occur very rapidly so it’s
recommended that the STAN recording should start at least by the end of the
first stage of labour.
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7.4.6 Common Issues with STAN monitoring








Disconnection of ST waveform analysis e.g. transfer to theatre for a Trial of
instrumental delivery:
o Temporary suspend mode should be used so the machine remembers
the baseline T/QRS.
Risk of missing ST event:
o This can happen if the monitoring is unavailable/disconnected for ≥
4minutes. This is more likely if the CTG is intermediary or abnormal.
On reconnection of STAN monitoring, for example after transfer to
theatre, if the CTG is abnormal and if easy instrumental delivery is not
expected, consider Fetal Blood Sampling.
Maternal fever:
o STAN monitoring detects acute intrapartum asphyxia and not fetal
infections. In the presence of maternal pyrexia, even intermediary FHR
changes may be regarded as significant in connection with an ST
event.
Biphasic ST events:
o Such events in combination with an intermediary or abnormal CTG call
for intervention. Biphasic events are significant in the presence of an
intermediary CTG and clinical signs of infection. A senior review or
intervention is required. Appropriate, consistent and skilled
classification of the FHR patterns plays a pivotal role in using STAN
technology.
Back to Contents

7.4.7 Unusual ECG Patterns


Breech, the ECG will be recorded upside down i.e. a negative P wave and
negative ST will be seen. STAN31 will ask ‘is this breech presentation’: if this
is the case use breech mode and it will reverse the ECG.



FSE applied to the cervix or in the case of intrauterine death – there is a
risk the maternal ECG will be recorded. The ECG waveform will not display a
P wave, the QRS complex will be wider and it will coincide with the maternal
pulse.



Poor signal quality (ST events will not be detected): if the electrode is
applied through the membranes or is touching the cervix or vaginal wall there
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may be signal disturbances – STAN31 will recognise this poor signal and will
flag up ‘check electrode’. See Section 7.5.
Back to Contents

7.5 Optimising STAN Recording Quality
Because STAN records and analyses the entire fetal ECG waveform, it has stricter
signal quality requirements than a normal CTG recorder. This requires the clinicians
to use only those electrodes that are approved for use with the STAN system and
that they are used as directed.
STAN will indicate when signal quality is inadequate with a ‘ST Disabled’ system
message. The following can be used as a basic guide to resolve signal problems.
ST Disabled
Message
Displayed

»

Check Skin
Electrode

»

Check Scalp
Electrode

»

Check Leg
Plate Cable

7.5.1 Skin Electrode
It is single packed electrode article no: CNS 000 002, with an integrated abrasive
patch for preparation of skin prior to application.
7.5.2 Scalp Electrode
Most scalp electrodes are developed for heart rate monitoring and do not provide
optimal signals for STAN monitoring of fetal ECG. The Goldtrace scalp electrode
article no: CNS 000 004, is the only scalp electrode to be used.
In the second stage of labour, there is a risk the scalp electrode may become
exposed to air and deteriorate in its functioning. Placing a small amount of a
conductive gel on top of the exposed electrode may alleviate this problem.
7.5.3 Legplate Cable
The Legplate cable is very susceptible to breakage and careful handling is required.
The most sensitive part is the short and thin skin electrode cable.
Back to Contents

7.6 Integrated Electronic Log and Notes
The STAN31 includes automatic annotation of patient data events. User notes for
vaginal examination findings can also be easily entered, stored and printed. It is
even possible for the attending physician to sign the recording directly via the touchscreen.
Back to Contents
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7.7 Digital Data Storage
All STAN recording are stored digitally. All the intra-partum CTGs are archived under
‘STAN viewer’ software. This applies to all the intra-partum CTGs on the UHB’s
labour ward including abdominal monitoring. A paper copy of an archived CTG can
be printed either from ‘Omniview’ or ‘STAN viewer’ files.
Back to Contents

7.8 Online Training and Continuing Education
A database of over 100 STAN recordings is available online in the STAN case
Library at www.stancases.com. These are actual STAN recordings that include both
clinical background and outcome information and so are ideal for training and
education. New recordings are added regularly.
Back to Contents
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