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1. Introduction

The Computerised CTG analysis utilised on the Huntleigh machines is the Dawes Redman 
algorithm. The Dawes Redman analysis is derived from the world’s largest database (100,000 
traces) and provides a precise and reproducible grading of the CTG, thus eliminating the 
problems associated with highly subjective visual interpretation. Dawes Redman analysis is NOT 
appropriate for intrapartum fetal monitoring. 

2. Purpose and Outcomes

To improve the standard of antenatal fetal monitoring, this guidance will provide the midwives
and obstetricians practical assistance in interpreting the Dawes Redman analysis. The analysis
will then be used along with the entire clinical picture of the presenting patient to identify the fetus
at risk of hypoxia and provide guidance on management and care plans when ‘criteria met’ and
when ‘criteria not met’ both within 60 minutes and >60 minutes.

3. Key Responsibilities and Duties

To inform the patient of the necessity of the cCTG and gain consent, keeping the patient informed
of the outcome and management plan. To accomplish a quality CTG trace and escalate concerns
timely and in accordance with the guideline using the antenatal cCTG sticker  (Appendix 2) to
assist with categorisation, escalation and management plan in relation to the entire clinical picture.
To also use the antenatal CTG sticker when Dawes Redman is not suitable (document on sticker if
not used).
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4. Abbreviations

CTG Cardiotocograph 
cCTG Computerised Cardiotocograph 
EDD Estimated Delivery Date 
FHR Fetal Heart Rate 
IUD Interuterine Death 
STV Short Term Variation 
LTV Long Term Variation 

5. Main guideline

5.1 Criteria: 

Computerised CTG should be used for ANTENATAL patients only, it should not be 
used on patients who are in active labour or suspected of being in active labour. 

Computerised CTG analysis provides a precise and reproducible grading of the CTG, 
what it cannot do is relate it to the clinical picture that the patient presents with or with 
previous CTG monitorings undertaken. As with all CTG analysis it provides one piece of 
information which should be used in conjunction with the whole clinical picture when 
making a plan of care. 

5.2 Eligibility for cCTG and Dawes Redman analysis: 

5.2.1 cCTG is NOT to be used for intrapartum analysis. It is not appropriate to use this 
analysis for those women  experiencing uterine contractions including the latent 
phase of labour.  

5.2.3 cCTG can be used from 26+0 weeks provided the patient is antenatal and not 
intrapartum or suspected of being intrapartum. However, this should be performed 
and interpreted with caution and the decision must be made on an individual care 
plan basis by a senior obstetrician. Difficulty in producing a good quality trace must 
be acknowledged due to the increased possibility of signal loss due to early 
gestation. 

5.2.4 cCTG should be carried out for altered fetal movements from 26 weeks 

5.2.5 cCTG should be carried out prior to the Induction of labour process unless not 
deemed appropriate due to uterine contractions. NOTE: cCTG is not to be used at 
any time after insertion of Propess regardless of uterine activity.  
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5.3 Setting up Dawes Redman cCTG analysis:  

Select ‘set up’ from the main display and then select  ‘analysis on’ 
 It is important to enter the exact gestation according to the EDD.

NOTE the analysis will not start unless the gestation is entered. 
 There is an option to enter patient name
 An ‘A’ will appear in the bottom right corner to show that the analysis is ON.

Ensure hospital number, name, date, time, maternal pulse, reason for ctg and 
practitioner signature are present on the printed CTG  

5.4 During cCTG analysis: 

5.4.1 The maximum time the computer will analyse for is 60 minutes, at this point the 
trace will continue but no further analysis will be made. If further analysis is 
required you must restart the monitor and set up again. 

5.4.2 The analysis is made at 10 minutes and then every 2 minutes thereafter up to 60 
minutes. 

5.4.3 The status indicator will appear in the bottom right corner with the following 
indicators: 

5.5 cCtg analysis: 

5.5.1 Criteria Met: 

 

Not yet interpretable 
continue until a decision 
can be reached. 

CRITERIA MET 

Visually review and 
classify the CTG 

Normal and there are no 
other ongoing clinical 
concerns, the analysis can 
be stopped. 

DO NOT REVIEW THE 
NUMERIC DATA. As the 
CTG has been classified as 
Normal, therefore the data 
is insignificant. 

Abnormal continue and 
seek immediate review. 

DO NOT act on the basis of the cCTG alone, this is an 
AID to pregnancy management, NOT a diagnostic tool. 
It should Not replace clinical decision making. 
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5.5.2 Criteria Not Met (See Appendix 1): 

 
 
 
 

 
 
 

 
 
 
 

5.5.3  On completion of monitoring fill out the cCTG label assessment (Appendix 2) and sign 
the trace. 

CRITERIA NOT MET 
BEFORE 60 MINUTES 

CRITERIA NOT MET 
AFTER 60 MINUTES 

CRITERIA NOT MET 

Unless there are clear abnormal 
features or any other area of concern, 
continue the monitoring until criteria 
are met. 

Analysis is NOT VALID if the cCTG 
has not been analysing for a full 60 
minutes.  

There are many reasons why a trace 
may not meet the criteria for a while 
including fetal behavioural state (e.g. 
sleep state). 

Indicates that normality has not been 
demonstrated. 

In the context of an Antenatal CTG 
classification, this is an ABNORMAL 
antenatal CTG. 

This requires IMMEDIATE ACTION 
including a review by a Senior 
Obstetrician. The management plan 
will be based on the reasons for 
’Criteria Not Met’ (Appendix 1), visual 
review of monitoring including an 
assessment of the pregnancy and 
clinical findings. 

STV should be taken into account 
and the trend reviewed if previous 
analysis has been performed. It 
can only be analysed with a full 60 
minutes of monitoring. 

STV has a predictive value for 
fetuses at risk of metabolic 
acideamia and IUD. 

STV MUST NOT be used in 
isolation as an indicator of the 
fetal condition. 

STV Values: 

≥ 4 ms NORMAL 
< 4 ms LOW 
< 3 ms ABNORMAL 
< 2 ms HIGHLY ABNORMAL 
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6. Monitoring Compliance and Effectiveness

As per agreed business unit audit forward programme
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Appendix 1 

Dawes Redman Criteria Not Met codes: 

Criteria not 
met code 

Description  Suggested Management (Not to 
replace individual care planning) 

1 Basal heart 
rate outside 
normal range 

This is the average rate measured normally 
during periods of low variation.  On very 
reactive traces it is assessed by a ‘best fit’ 
method.  It is similar to visually assessed 
baseline rate but may differ with some trace 
patterns (eg. very reactive, large 
decelerations, etc.).  Users should always 
visually assess baseline rate independently 
from the analysis.     

Consider maternal observations, signs 
and symptoms of infection.  
Seek review from senior obstetrician 
taking entire clinical picture into 
consideration. 
Visual assessment of Baseline Rate 
should take into account gestational age 
and any previous CTG traces available. 

2 Large 
decelerations 

These will be unprovoked, in an otherwise 
normal CTG with good fetal movements and 
no clinical concerns it is unlikely to be a 
decompensating hypoxic fetus. 

Review by senior obstetrician, if other 
CTG concerns and / or clinical concerns 
discussion for consideration of delivery. 
If otherwise normal CTG and no clinical 
concerns,  CTG should be repeated no 
longer than after 4 to 6 hours as part of 
a management plan taking into account 
the clinical picture. 

3 No episodes of 
high variation 

Reported as High or Low episodes. In deep 
sleep the fetal heart is relatively constant 
with lower STV. 

Review by senior obstetrician as this 
should not normally exceed 50 minutes, 
in this event provided the STV is normal 
the trace can be discontinued. An 
individual care plan needs to be made 
taking into account the fetal risks and 
clinical picture. If otherwise normal CTG 
and no clinical concerns,  CTG should be 
repeated no longer than after 4 to 6 
hours as part of a management plan 
taking into account the clinical picture. 

4 No movements 
and fewer than 
3 accelerations 

The absence of accelerations in an antenatal 
CTG is abnormal. 

Review by senior obstetrician. 

5 Baseline fitting 
is uncertain 

If this is the only reason why the criteria 
is not met and there are no additional 
fetal or clinical concerns the monitoring 
can be discontinued with an 
individualized care plan clearly 
documented. If otherwise normal CTG 
and no clinical concerns,  CTG should be 
repeated no longer than after 4 to 6 
hours as part of a management plan 
taking into account the clinical picture. 

6 Short-term 
variation is less 
than 3ms  

STV cannot be assessed visually, it is a 
computerized measure of the micro 
fluctuations of the fetal heart. It is not the 
same as beat to beat variability. It can only 

A value of less than 3ms is strongly 
linked to metabolic acideamia and 
impeding intrauterine death. 
Particularly with absence of an episode 
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be analysed after a full 60 minutes (and 
should be ignored before this). 

of high variation. 
Preparations for delivery should be 
made and the CTG continued with 
urgent review by the senior obstetric 
team. 

STV (ms) <2.6 2.6-3.0 >3.0
Gestation 
(wks) 

25-38 26-38 27-37 

Metabolic 
Acideamia 

10.3% 4.0% 2.7% 

IUD 24.1% 4.3% 0.0% 
7 Possible error 

at the end of 
the record 

This occurs when the analysis detects a 
possible abnormality at the end of the 
monitoring, which would otherwise be 
passed as ‘criteria met’. 

The monitoring should be continued. If it 
is significantly abnormal eg. prolonged 
bradycardia, urgent escalation and 
appropriate action. 

8 Deceleration at 
the end of the 
record 

As above (Possible error at the end of 
the record). 

9 High frequency 
sinusoidal 
rhythm 

Sinusoidal FHR patterns are associated with 
either severe fetal anaemia or severe / 
prolonged hypoxia with acidosis and are 
associated with poor fetal outcomes. 

Urgent review by senior obstetrician 
with plans for delivery.  
Maternal blood should be taken  for 
urgent Kleihauer test to assess the 
degree of feto-maternal haemorrhage, 
but this should not delay delivery. 

10 Suspected 
sinusoidal 
rhythm  

Sinusoidal FHR needs to be distinguished 
from pseudo-sinusoidal FHR which, while 
closely resembles a sinusoidal pattern, is 
usually transient, resolves spontaneously and 
is associated with good fetal outcomes. 

Where a diagnosis of sinusoidal FHR is 
made, management should proceed as 
above (9 High frequency sinusoidal 
rhythm). 

11 Long-term 
variation in 
high episodes 
below 
acceptable 
level 

This should be acted upon the same as 
STV (6 Short-term variation is less than 
3ms) 

12 No 
accelerations 

The absence of accelerations in an antenatal 
CTG is Abnormal. 

Review by senior obstetrician and 
continue monitoring. 
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Appendix 2 

Antenatal cCTG label. (may also be used if not using Dawes Redman when not suitable, document as such on 
sticker) 
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