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Providing feedback and comment  
on HSIB reports

At the Healthcare Safety Investigation Branch (HSIB) we welcome feedback on 
our investigation reports. The best way to share your views and comments is to 
email us at enquiries@hsib.org.uk or complete our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all correspondence within five working days.

This document, or parts of it, can be copied without specific permission providing 
that the source is duly acknowledged, the material is reproduced accurately, and 
it is not used in a derogatory manner or in a misleading context. 

© Healthcare Safety Investigation Branch copyright 2021.
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About HSIB 

We conduct independent investigations of patient safety concerns in NHS-
funded care across England. Most harm in healthcare results from problems 
within the systems and processes that determine how care is delivered. Our 
investigations identify the contributory factors that have led to harm or the 
potential for harm to patients. The safety recommendations we make aim to 
improve healthcare systems and processes, to reduce risk and improve safety. 

We work closely with patients, families and healthcare staff affected by patient 
safety incidents, and we never attribute blame or liability. 

Considerations in light of coronavirus (COVID-19) 

We have adapted some of our national investigations, reports and processes 
to reflect the impact that COVID-19 has had on our organisation as well as the 
healthcare system across England. For this report, the way we engaged with staff 
and families was revised.
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Our investigations

Our investigators and analysts have diverse experience of healthcare and 
other safety-critical industries and are trained in human factors and safety 
science. We consult widely in England and internationally to ensure that our 
work is informed by appropriate clinical and other relevant expertise.

We undertake patient safety investigations through two programmes: 

National investigations

Concerns about patient safety in any area of NHS-funded healthcare in 
England can be referred to us by any person, group or organisation. We 
review these concerns against our investigation criteria to decide whether to 
conduct a national investigation. National investigation reports are published 
on our website and include safety recommendations for specific organisations. 
These organisations are requested to respond to our safety recommendations 
within 90 days, and we publish their responses on our website.

Maternity investigations 

We investigate incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.
  
Incidents are referred to us by the NHS trust where the incident took place, and, 
where an incident meets the criteria, our investigation replaces the trust’s own 
local investigation. Our investigation report is shared with the family and trust, 
and the trust is responsible for carrying out any safety recommendations made in 
the report.
 
In addition, we identify and examine recurring themes that arise from trust-level 
investigations in order to make safety recommendations to local and national 
organisations for system-level improvements in maternity services.

For full information on our national and maternity investigations please visit 
our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
https://www.hsib.org.uk/
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 Executive Summary

 Background 

 This investigation focuses on the equipment that is used within maternity 
departments to conduct continuous fetal heart rate monitoring during labour and 
birth. While there are lots of different types of equipment used for monitoring the 
fetal heart, the main equipment used for continuous fetal heart rate monitoring is 
the cardiotocograph (CTG) machine. 

 The investigation looked at how CTG machines are used, problems that staff using 
them experienced, how the machines are purchased and how staff are trained and 
assessed as being competent to use them.

 This summary uses the words fetal and fetus in place of baby’s and baby.

 Investigation theme

 HSIB reviewed 39 investigations conducted by its maternity investigation 
programme into intrapartum stillbirths (where the fetus was thought to be alive 
at the start of labour but was born with no signs of life) and early neonatal death 
(when the fetus died within the first week of life (0 to 6 days)). This identified 
a theme relating to fetal monitoring. A further review of 138 completed HSIB 
maternity investigations from across the country identified 238 findings which 
referenced issues with CTG monitoring in some form. From these, one common 
theme was issues relating to CTG equipment.

 The investigation team was formed of members of the HSIB national investigation 
programme and the HSIB maternity investigation programme, providing a 
balanced approach. During the investigation, issues relating to equipment involving 
procurement, staff training and culture were identified. The following observations 
and findings are based on visits to, and conversations with staff at, a number of 
NHS trusts.  

 Procurement

 Different trusts handled procurement in different ways, with some forming 
multidisciplinary teams to ensure staff with expertise in procurement and staff 
with expertise in the relevant clinical field were involved. However, there were 
also examples of procurement being led by single clinicians, with no expertise 
in procurement and without the involvement of other departments or other 
clinicians from their field. This led to equipment being purchased that was 
incompatible with existing equipment and staff having no knowledge that 
equipment was being replaced. 
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 The introduction of equipment once purchased was also variable. Some trusts 
engaged with staff and kept them informed of decisions and plans, while others 
introduced equipment with almost no information being shared with the staff who 
were to use it. This led to obstructive behaviour from staff and a difficult roll-out 
of the equipment, resulting in financial losses in some cases.

 Staff members’ knowledge of equipment 

 While all members of staff displayed a good working knowledge of the basics 
of the CTG equipment, often staff could not demonstrate knowledge of 
certain functions or explain all the symbols or acronyms that were displayed 
on the machines. 

 There is a strong emphasis across maternity services on training staff on the 
interpretation of CTG traces (graphs that show fetal heart rate data). Correct 
interpretation of CTG traces is a common area of concern found during HSIB 
maternity investigations. There are also issues arising from a lack of in-depth 
understanding of the use of CTG equipment. However, the investigation found 
no evidence of any formal training being conducted by trusts to ensure that staff 
had in-depth knowledge of the equipment they were using. 

 Equipment was perceived as being fairly basic and similar, with the view that if 
you use it regularly then you must be competent and that all CTG machines are 
much the same. 

 National guidance
 
 The investigation found that some national guidance had affected procurement 

decision making, which was not the intent of the guidance. Phrases and 
terminology in guidance had resulted in trusts purchasing equipment without 
necessarily conducting full operational usage testing to ensure its compatibility 
with existing equipment or that the equipment met their specific needs.

 Findings

• There is variation in the way trusts approach the procurement of equipment and 
in the use of multidisciplinary team working during the procurement process.

• There was a lack of use of change management processes by trusts to help ease 
new processes/equipment into service.

• Multiple manufacturers produce monitoring equipment with multiple specifications.



7

• There is no consistent approach to training for maternity staff on the equipment 
they use.

• There are no competency checks for maternity staff on the operation of CTG 
monitoring equipment (there are checks on their ability to analyse the output of 
CTG machines).

• Centralised monitoring is often installed and used with no clear understanding of 
its purpose or clearly defined roles and responsibilities for staff using it.

• National guidance has inadvertently influenced some trusts’ procurement 
decisions, which has in some cases resulted in financial costs.

HSIB makes the following safety recommendations

Safety recommendation R/2021/136: 
HSIB recommends that NHS England and NHS Improvement amends the ‘Saving 
Babies’ Lives care bundle version 2’ to enhance the role of the ‘fetal monitoring lead’ 
to include, training and competency checks of all maternity staff on the use and 
functionality of cardiotocograph (CTG) equipment.

Safety recommendation R/2021/137: 
HSIB recommends that NHS England and NHS Improvement amends the ‘Saving 
Babies’ Lives care bundle version 2’ to remove specific references to Dawes-
Redman and instead use a generic term such as ‘computerised cardiotocograph 
(CTG) analysis’.

Safety recommendation R/2021/138: 
HSIB recommends that the National Institute for Health and Care Excellence 
considers reviewing its telemetry recommendation as part of the current update of 
clinical guideline CG190, taking into account the existing evidence and the findings 
of this report.

HSIB makes the following safety observations

Safety observation O/2021/119 – local-level learning: 
It may be beneficial for trusts to ensure that when procuring new equipment, they 
form a multidisciplinary team, which incorporates staff with the requisite skills in 
procurement and the clinical environment in which the new equipment will be used. 
If the new equipment has additional functionality, then stakeholders from these 
areas should be included – for example, if the equipment is to be networked the IT 
department should be included.
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Safety observation O/2021/120: 
It may be beneficial if a single procurement guidance document were 
produced for trusts to use when purchasing clinical equipment, with all relevant 
information included.

Safety observation O/2021/121 – local-level learning: 
It may be beneficial for trusts to use a change management system when 
implementing new systems or introducing new equipment.

HSIB notes the following safety actions

Safety action A/2021/044: 
NHS Supply Chain has amended its statement of requirements document and 
expanded the section on compatibility and connectivity to allow trusts to identify 
key areas and existing equipment that purchases must be compatible with or able 
to connect to.

Safety action A/2021/045: 
NHS Supply Chain has amended its processes to include a ‘points to consider’ 
communication with all trusts that opt for the ‘call off’ purchase route. This will 
allow trusts to ensure that they have considered all requirements and possible 
conflicts when purchasing new equipment.
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Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday from 09:00 hours to 
17:00 hours. We aim to respond to enquiries 
within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


