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“My whole room went into chaos because of that thing in the corner”: 

Unintended consequences of a central fetal monitoring system. 

ABSTRACT 

Objective 

Technologies for fetal heart rate monitoring have been widely introduced despite 

evidence of no improvement in perinatal outcomes. A significant body of research 

has raised concerns that healthcare information technologies can have unintended 

consequences. We sought to describe an unintended consequence of central fetal 

monitoring technology.  

Design 

The research was conducted as an Institutional Ethnography. Data generated from 

interviews, focus groups, and observations were analysed to generate an account of 

midwives’ experiences with the central fetal monitoring system. 

Setting 

The birthing unit of one Australian maternity service with a central fetal monitoring 

system.  

Informants 

34 midwives and midwifery students who worked with the central fetal monitoring 

system. 

Findings 

Midwives described a disruptive social event they named being K2ed. Clinicians 

responded to perceived cardiotocograph abnormalities by entering the birth room 

despite the midwife not having requested assistance. Being K2ed disrupted 

midwives’ clinical work and generated anxiety. Clinical communication was 



undermined, and midwives altered their clinical practice. Midwives performed 

additional documentation work to attempt to avoid being K2ed. 

Key conclusions 

This is the first report of an unintended consequence relating to central fetal 

monitoring, demonstrating how central fetal monitoring technology potentially 

undermines safety by impacting on clinical and relational processes and outcomes in 

maternity care. 

Implications for practice 

Current evidence does not support implementation or ongoing use of central fetal 

monitoring systems. Further research is needed to inform scaling down central fetal 

monitoring systems in a safe and supported way. 

Keywords 

fetal monitoring; information technology; unintended consequences; maternity care; 

electronic health records; patient safety   



INTRODUCTION 

A primary focus of intrapartum care is to monitor the wellbeing of the fetus so 

that timely action can be taken, with the intention of preventing perinatal death or 

injury from hypoxia. One widely implemented approach which aims to achieve this is 

cardiotocograph (CTG) monitoring. CTG monitors record the fetal heart rate and the 

birthing woman’s uterine activity and plot both over time. The use of CTG monitoring 

during labour is close to routine in most high-income countries (Ayres-de-Campos et 

al., 2015). Meta-analyses comparing intrapartum CTG monitoring with intermittent 

auscultation of the fetal heart demonstrate that CTG monitoring fails to deliver on the 

anticipated reductions in perinatal mortality or long-term morbidity from hypoxic brain 

injury (Alfirevic et al., 2017; Small et al., 2020). 

Additional technologies have been added to CTG monitoring with the intention 

of improving perinatal safety (Knupp et al., 2020). Traditionally, the output from the 

CTG was printed directly as a paper record. Digitising CTG data and transmitting it to 

a site outside the birth room for display has been one such technological 

modification. This is known as central fetal monitoring (Nunes et al., 2013), as the 

display is typically located in a central place within the birthing unit. Assumptions 

have been made that such systems improve outcomes by providing enhanced 

clinical oversight (Nunes et al., 2013).  

Central fetal monitoring systems were introduced into clinical practice with no 

evidence from randomised controlled trials to ascertain the benefits or harms of such 

systems. Three non-experimental studies have examined the effects of withdrawing 

a previously available central monitoring system (Brown et al., 2016; Weiss et al., 

1997; Withiam-Leitch et al., 2006). No change in perinatal outcomes occurred when 

the system was removed.  



Withiam-Leach and colleagues (2006) found no difference in the use of 

caesarean section, however both Brown et al. (2016) and Weiss et al. (1997) 

reported that women were more likely to achieve a spontaneous vaginal birth, and 

less likely to have a caesarean or instrumental birth following withdrawal of the 

central monitoring system. Surgical births are associated with poorer short- and long-

term outcomes for both mother and infant (Keag et al., 2018; Mascarello et al., 2017; 

Nilsson et al., 2016; Peters et al., 2018) so an increase in surgical birth is harmful, 

and in this instance was not offset by another benefit. 

Of particular note, Brown, et al. (2016) found that more than half the clinicians 

surveyed described that they spent less time with labouring women when the central 

monitoring system was in use. Continuous support during labour is known to improve 

birth outcomes and to reduce the use of interventions (Bohren et al., 2017). It is 

possible that central fetal monitoring systems may change clinician’s behaviour, 

generating unintended consequences which may undermine the quality and safety of 

care.  

Central fetal monitoring systems are a form of healthcare information 

technology. Expectations of improvements in health outcomes have driven the 

adoption of other healthcare information technology such as medication 

management systems and electronic health records (Hofmann, 2015). While 

evidence indicates that healthcare information technology can have positive impacts 

(for example see Prgomet et al., 2017), new problems have also emerged.  

Over the past two decades there has been increasing recognition that 

healthcare information technology can introduce unintended consequences (UCs) 

(Zheng et al., 2016). UCs are outcomes that could not have been anticipated and 

occur when the technology operates as designed (Coiera et al., 2016). UCs may 



result in beneficial or neutral effects. Of particular concern are harms to healthcare 

recipients which have been defined as e-iatrogenesis (Weiner et al., 2007).  

Little research has focused on the relationship between the use of healthcare 

information technology in maternity care and UCs. Clarke et al. (2016) reported on 

the introduction of an electronic health record system in a maternity service and 

noted a number of UCs arose that undermined the safety and quality of care 

provision. The possibility that central fetal monitoring technology might introduce 

UCs through the reduction in clinician contact time with birthing women has 

previously been noted (Brown et al., 2016), but the potential for central fetal 

monitoring systems to generate UCs has not been further explored. 

 

AIM 

In this paper we describe in detail a problematic social event that midwives 

named being K2ed. This troubling and previously unreported set of behaviours, 

enacted by maternity clinicians, appeared as an UC of the implementation of a 

central fetal monitoring system. These findings are part of a larger body of qualitative 

doctoral research that used Institutional Ethnography to examine how maternity 

clinicians’ intrapartum care provision was organised by, and in relation to, a central 

fetal monitoring system (K2) in an Australian maternity service (Small, 2020).  

 

METHODS 

Methodology: Institutional Ethnography 

This research was conducted as an Institutional Ethnography (IE). IE is a 

qualitative critical feminist methodology that examines how the everyday lives of 

people are co-ordinated by institutional processes (Smith, 2005). In commencing an 



IE inquiry, a specific social event is identified and problematised. Defining the 

problematic event transforms it into a topic accessible for ethnographic research 

(Smith, 2005). IE aims to produce an understanding of how that event, in this study 

identified as being K2ed, happened the way that it did (Smith, 1990).  

Setting 

The research was conducted in an Australian hospital with over 5,000 births 

each year. Birthing services were provided on a single floor with 16 birth rooms, with 

each midwife caring for one birthing woman. A team leader (senior midwife) provided 

clinical oversight. Obstetric staff included a resident and registrar, and a consultant 

who was on call.  

A K2 Medical Systems central fetal monitoring system was installed in 2016. 

K2 Guardian and Athena software were in use, and the system served as both 

central fetal monitoring system and intrapartum electronic health record. A Phillips 

CTG monitor connected to a K2 portal was installed in each birth room. The K2 

portal permitted the visualisation of the digital CTG in each birth room and provided a 

means for clinicians to enter data. Digital information generated in the birth room was 

also projected to a central staff room, where data from all birthing women were 

visible on a large screen. When the CTG was in use, this was displayed on the 

central monitor, overlaid by annotations entered by clinicians in the birth room. 

Informants 

Maternity clinicians who interacted with the central fetal monitoring system in 

their work were invited to participate in the larger research project. Information about 

the project was circulated to all midwifery and medical staff via email, flyers, 

electronic newsletter, and in a closed Facebook group for birth suite staff. 

Recruitment was undertaken during shift handovers and education meetings. 



Specific written consent was obtained prior to participation in interviews and clinical 

practice observation. Data for this paper were drawn from 31 midwives and three 

midwifery students who consented to participation in the study. They included 

midwives working rostered shifts in the birth suite, those in the midwifery group 

practice and in private practice, and others in education and managerial roles. The 

students were in the final year of their undergraduate midwifery degree.   

Data Collection 

Data were collected by the first author between February and November 2018 

and consisted of interviews (n= 21), focus groups (n= 2), and observations. One 

midwife was interviewed twice as they were the first informant interviewed and 

agreed to being approached again once preliminary analysis focused the line of 

questioning more clearly. Interviews were semi-structured, of approximately one-

hour duration, and began by asking informants to describe their work with the central 

monitoring system.  

Observations were conducted at the central monitoring station (49 hours in 

total, 13 separate occasions, from two and a half to four hours duration), and by 

observing the clinical practice of an individual midwife (21 hours in total, five 

midwives, from two to five hours in duration). When recruiting individual midwives for 

observation, preference was given to midwives who had previously been interviewed 

so they would be less concerned by the presence of the researcher. Observations 

focused on clinicians’ interactions with the central monitoring system and were 

recorded as hand-written field notes. When observation was in progress, signs were 

placed indicating that data collection was in progress and that clinicians were able to 

ask to suspend data collection if they wished. No one requested this. 



Data Analysis 

The goal of data analysis in IE is to map social relations which shape the 

problematic, and therefore explain how the event happens the way it does (Campbell 

and Gregor, 2004). For this paper, we analysed interview and observational data to 

build a detailed description of the problematic social event known as being K2ed. All 

identifying information was removed from transcripts and field notes and replaced 

with a code prior to analysis. In order to further protect informants, we do not identify 

them by this code in the findings.  

NVivo software (Mac version 12) was used to store data and collate it using a 

process of indexing (Rankin, 2017). Each index contained data about a particular 

work process or event enabling them to be read together. Referencing this indexed 

data, “analytical chunks” (Rankin, 2017) were written, describing how events were 

socially organised. These analytical chunks were used as source documents when 

writing findings, with frequent reference to the original source material to ensure 

accuracy. 

Trustworthiness  

Interviews were digitally recorded, then professionally transcribed and 

checked for accuracy. Field notes were transcribed as soon as possible after leaving 

the field, typically the same day, to ensure that details were not lost. A reflexive 

research journal was kept throughout data collection and analysis. Regular meetings 

were held among the team of authors, in the form of research supervision, and 

emerging findings presented and discussed as a means to ensure deep analytical 

thinking and rigour. The first author met weekly for peer mentoring with another 

research candidate also using IE. These meetings provided opportunities to discuss 



analytical approaches and emerging findings and ensured that IE methodology was 

applied consistently.  

Ethics 

In undertaking this research obligations under the Australian Code for the 

Responsible Conduct of Research (National Health and Medical Research Council, 

2018) were met. Ethics approval for the research was provided by both the hospital’s 

research ethics committee (HREC/17/XXX/313) and XXX University (2018/098).  

Birthing women and their support people were present at times in the field of 

observation. Written consent from birthing women and their support people was not 

sought because data specifically about or from birthing women was not collected and 

requesting consent would likely disrupt clinical care. Verbal permission to enter the 

room was requested by either the researcher or the clinician being observed.  

 

FINDINGS 

Identifying the problem: Being K2ed 

In line with the tenants of IE, we engaged with midwives working with the 

central fetal monitoring system to identify an event they were troubled by. Midwives 

frequently mentioned an event they called being K2ed. As the term implied, being 

K2ed first appeared with the introduction of the K2 central fetal monitoring system. 

Being K2ed was sufficiently common that all midwives who were interviewed 

spontaneously named it, described the event without naming it as being K2ed, or 

recognised the description of being K2ed given by the interviewer and had 

experienced or witnessed it occurring to another midwife. 

Being K2ed occurred as a consequence of the birthing woman’s CTG being 

visible at the central monitoring station, without the key contextual information 



available to the midwife working with the woman in the birth room. CTG changes 

considered abnormal or uninterpretable were seen to require a response by 

clinicians outside the room. In the absence of textual information on the CTG 

indicating that the midwife was responding, one or more clinicians would enter the 

birth room when the midwife had not requested their presence. The clinician(s) 

entering the room was usually one or more doctors, but sometimes included the 

midwifery team leader. Entry into the room often disregarded the local convention 

that required clinicians to knock, then wait for the midwife to come to the door, or to 

give permission to enter the room.  

The following instance of being K2ed illustrates key features of this event. The 

midwife was caring for a woman who had planned to birth in water, and describes 

what happened after the midwife noted meconium staining of the amniotic fluid:  

I got her out of the water, and I put the CTG on. The CTG was abnormal. 

Before I knew it, I had an obstetric registrar come into my room and take over 

my birth. They actually pushed me out of the way and took over. The doctor 

decided that the baby was too high to do an instrumental birth, so wanted to 

do a trial of forceps in theatre. [In a short period of time] this situation had 

gone from intermittent auscultation, with the woman in the bath completely in 

her own space – to crazy. 

 

Asked to describe being K2ed, another midwife explained: 

Say, for instance, there was a deceleration on the [CTG] trace, the midwife 

would generally turn the woman from side to side, to a new position, and 

maybe do an examination. But before you can get that examination started 

you've usually got six people in the room. You have no opportunity to actually 



discuss things with the team leader because [being K2ed] happens, generally 

speaking, before you even have that chance. 

 

Midwives experienced being K2ed as an invasion of privacy, causing 

disruption to their work and destroying a sense of calm. Midwives expressed feeling 

horrible, frustrated, judged, micro-managed, bombarded, angry, and they related 

losing a sense of control. One midwife described “often times there’s already this 

explosion of things that need to happen and we are going, my God, my whole room 

just went into chaos because of that thing [the K2 portal] in the corner!” The 

language midwives used regarding their experience of being K2ed conveyed a 

sense of urgency: people were described as running, jumping, or being quick to walk 

into rooms. They came in suddenly, or straight away. 

 

Anticipating being K2ed 

Being K2ed was often unexpected. At other times, midwives sensed that 

someone might come through the door at any moment: “You could anticipate what 

was going to happen. You know people are talking about [the CTG] outside and you 

know that somebody is going to barge in any second without knocking.” This was 

stressful for midwives: “I have found that to be exceptionally stressful, because I'm 

trying to clinically care for the woman, as well as watching my K2, going, alright 

when is someone going to come in?”.  

Midwives’ described that anticipating being K2ed was associated with fear: “It 

adds fear. You are fearful of anything being wrong. Not because you are worried of 

the outcome. But because you know that there’s things that you can’t control. 



Meaning you can’t control who comes into the room. You can’t control how they are 

going to talk to the woman.” 

Birthing women were also described as fearful: “The woman is going to be like 

‘what the f*** is happening? Like, is my baby ok?’ ... And that woman, for the next 

hour and a half was freaking out thinking her baby was going to die.” Midwives noted 

that fear might have direct effects on the woman’s labour:  

When you walk past the midwife who's supporting the woman you imply to the 

woman that she's not competent and then that woman no longer feels safe 

with the person who's caring for her. We know that a woman's feeling of 

safety in labour has a massive impact on her. It has an impact on her well-

being and her ability to labour.  

 

Being K2ed disrupted clinical communication 

Midwives described being left out of communication, as decisions about the 

woman and her care were made by the midwifery team leader and / or obstetric staff 

without their input. Recounting a conversation with a distressed colleague, this 

midwife shared: 

One of my midwife colleagues from birth suite came in and burst into tears. 

They said “the team leader and a doctor have just burst into my room. I'm the 

one looking after the woman and the doctor is speaking to the team leader 

about what's going on. They don't know what's going on. I'm the one that 

knows what's going on.” 

 

Bypassing midwives to communicate directly with birthing women undermined 

the midwife’s relationship with the birthing woman, as this midwife reflected: 



If I haven't expressed my concerns to a woman, and then six people walk in 

expressing their concerns, the woman often looks at me and goes, “Why 

didn't you tell me you're worried? Now I'm panicking, because I don't know 

who to trust now because you're not concerned, and then these four doctors 

and two midwives have walked in going, actually we're a bit concerned, and 

we're going to pull your baby out.” 

 

Being K2ed compromised the opportunity for midwives to reflect and improve 

practice, and undermined their self-confidence, as this midwife explained:  

If a midwife has missed something, which is totally possible, I don't 

understand or see any reason why they still can't consult with that midwife 

rather than talking past that midwife. Then it helps that woman to feel safe. It 

also helps the midwife to reflect on her practice and reflect on the things that 

she's done and be safer in the future, rather than just feeling like she's failed 

but not necessarily completely understanding why. 

 

Modifying practice to prevent being K2ed 

In circumstances where the midwife anticipated that they might be K2ed, 

some described modifying their practice in an attempt to mitigate this possibility. One 

approach was to coach the woman to push in an attempt to hasten the birth:  

I can see decelerations [on the CTG]. I'm not worried about them, but I know 

someone is going to come in, so I will say to the woman, come on, push, 

push, because I want to get it over and done with, so that they don't come in. 

 



At other times, midwives restricted women’s mobility in an attempt to generate 

an interpretable CTG recording. In this segment of an interview, the midwife was 

describing their observations of another midwife at work:  

The midwife said, we really need to get good contact. Otherwise, she can't 

stay in that position, because they'll be just walking into the room any minute. 

Which I found - well, you're actually depriving the woman of any choices of 

movement and moving around, because of the CTG, because of what they're 

going to say outside. 

Efforts to coach birthing women to push or restricting their mobility might have led 

women to incorrectly assume that there were concerns for the well-being of their 

fetus. 

The most common approach to preventing being K2ed was to increase the 

frequency of documentation in the K2 system, as this midwife explained: “What I 

found myself doing was defensively documenting in K2, so I put in there ‘loss of 

contact’ or ‘up to the toilet’ to stop the knock at the door.” This was often effective, as 

this documentation provided contextual information which reassured clinicians 

observing the CTG at the central monitoring station that an abnormality had been 

noted and was being responded to.  

The performance of additional documentation increased the detail in the 

electronic health record, arguably a positive consequence. However, performing 

additional documentation generated new problems, as this midwife pointed out: 

All the appropriate actions been done, but the midwife isn't standing 

documenting that because she's with the woman doing them. Then you do get 

some midwives where everything is filled out superbly, but where is the 

midwife? The midwife isn't with the woman then. 



Midwives commented how the introduction of K2 required them to repeatedly make a 

conscious choice about whether their focus was to be “with woman” or “with K2”. 

 

DISCUSSION 

In this paper we have described a problematic and disruptive social event 

which arose as an unintended consequence (UC) of the implementation of central 

fetal monitoring technology within the birthing service of a large hospital. Midwives 

named this event being K2ed, after the name of the central fetal monitoring system. 

An UC of this nature, related to central fetal monitoring technology, has not 

previously been reported in the literature.   

A common mechanism for the generation of UCs are changes to, or the 

generation of new social processes (Kuziemsky et al., 2016). Being K2ed emerged 

as a novel social process after the introduction of central fetal monitoring technology. 

Taxonomies of documented types of UCs of health information technology describe 

a range of reported consequences, with new types emerging over time (Campbell et 

al., 2006; Sittig et al., 2016). Several of the defined types of UCs are mirrored within 

the social event being K2ed.  

Midwives performed additional documentation work in an attempt to reduce 

the possibility of being K2ed. Midwives’ cognitive work also increased as they 

monitored for the possibility that they might be about to be K2ed, considering how 

data might appear to a presumed viewer at the central monitoring station. Sittig et al. 

(2016) described the generation of additional work for clinicians as a category of UC, 

which was also the finding of a systematic review examining the impact of electronic 

health record systems on clinical documentation (Baumann et al., 2018).  



Being K2ed arose in part because of inaccurate assumptions about the 

workflow of the midwife. Viewers at the central monitoring system anticipated that 

documentation regarding any CTG abnormality would appear almost simultaneously 

with the change in the fetal heart rate pattern. There was failure to appreciate that it 

took time to work with the birthing woman and to perform documentation, and that 

both could not be performed in the same moment. This is consistent with the 

“unfavourable workflow” category listed by Sittig et al. (2016) as an UC, defined as a 

mismatch between actual work processes and the way technology assumed the 

work would occur.  

In a recent review of literature reporting problems with healthcare information 

technology, Kim et al. (2017) noted that when technology led to new workflows, 

breakdowns in interprofessional communication could occur. Failures in clinical 

communication have been identified as leading contributors to poor outcomes in 

maternity care (Brennan and Keohane, 2016), therefore challenges to effective 

communication generate clinically significant concerns. Being K2ed produced two 

communication challenges.  

First, the transfer of information via the central monitor screen had largely 

replaced a previous range of communication forms. Midwives assumed that 

someone would know what they intended to communicate via their annotations, and 

the clinician at the central monitor assumed that their interpretation of the 

annotations (or their absence) was what the midwife intended to communicate. As 

Lyndon et al. (2011) make clear “communication is a social process that constitutes 

much more than simple sending and receiving technical information” (p. 93), and the 

reliance on data on the central monitoring screen seen in our data fell short of quality 

communication. 



The second change was a reversal of communication patterns. Prior to the 

introduction of the central monitoring system, midwives would appraise the CTG and 

escalate care to a specific individual when they identified that this was required. 

Instead, midwives needed to de-escalate clinical concerns raised by any clinician 

after their unsolicited entry into the birth room. While research has examined the 

challenges of escalating concerns from one profession to another (Jeffery et al., 

2017), de-escalation has been predominantly considered in relation to responding to 

aggression from healthcare users and has been recognised as complex and 

challenging task (Heckemann et al., 2020). Shifting communication from asking for 

clinical assistance to attempting to rapidly and respectfully intercept unnecessary 

intervention dramatically increases the cognitive load for the midwife. 

Healthcare technology has the potential to improve healthcare outcomes, 

reduce clinicians’ workload, support the appropriate use of finite resources, and to 

provide positive healthcare experiences for both clinicians and users of healthcare 

(Alami et al., 2020). UCs arise because the impact of such technology cannot be 

precisely anticipated in advance. It is therefore important to ensure that rigorous 

evaluation of the impacts of healthcare technology are planned into the design and 

implementation of any new technology. Findings from our own research has raised 

concerns regarding the potential for central fetal monitoring systems to undermine 

safety (Small et al., 2021), reinforcing the need for additional evaluation before 

further expansion of such systems occurs. 

When UCs arise from the use of healthcare information systems, the 

responsibility for these may be apportioned to the clinician interacting with the 

technology, rather than taking a whole of system approach which includes examining 

the social world in which the technology is deployed (Alami et al., 2020). It would be 



easy to place responsibility for being K2ed with the clinicians who entered birth 

rooms in response to what they had seen at the central monitoring station. To do so 

overlooks that such behaviour was motivated by a desire to provide safe clinical care 

and was inherently logical given the information available to them at the central 

monitor. The implementation of the central fetal monitoring system inserted new 

information into the workplace without new social processes to support clinicians to 

make the best use of that information.  

As complex healthcare information technologies are introduced into complex 

social systems, the solutions for UCs are likely to also be complex. Modifying the 

design of the technology, or of the social setting, may permit the technology to 

continue to be used while mitigating the potential for UCs. Some might reconcile to 

the inevitability of the UC, either accepting the possibility of e-iatrogenesis, or 

introducing other measures to mitigate these. This might be achieved through 

modifications to the policy environment of the organisation in order to reshape 

clinicians’ behaviours. De-implementation of healthcare information technology is 

likely to be considered as a last resort given the significant financial commitment, but 

in the face of clear evidence of harm this is the best option.  

Limitations and strengths 

This paper provides rich description of a disruptive social event based on data 

collected from in-depth interviews with midwives and first-hand observations over a 

prolonged period of time. Data collection and analysis were undertaken using IE, a 

robust research methodology designed to develop an understanding of social events 

occurring in workplaces. Quantitative data examining outcomes from the 

implementation of the central fetal monitoring system were not collected, so we are 

unable to ascertain whether there were quantifiable effects on the safety of the care 



provided. The experiences of birthing women and their supporters who were present 

during their labour and birth were not captured, so we are not able to describe their 

perspectives in relation to being K2ed.  

IE makes no attempt to produce generalisable findings, recognising that all 

knowledge is contextual (Smith, 1987). However, other central fetal monitoring 

systems share similar features with the system in use at the field site. It is therefore 

plausible that similar social events occur in other maternity services. Preliminary 

findings from this research have been presented in England and Ireland, and 

attendees shared that similar disruptive events occurred in their maternity services 

where central fetal monitoring systems were in use. 

Implications for research and practice 

There is no demonstrable benefit to women or babies from the introduction of 

central fetal monitoring systems and some evidence of harm in the form of higher 

rates of surgical birth (Brown et al., 2016; Weiss et al., 1997; Withiam-Leitch et al., 

2006). Our findings have added concern that central fetal monitoring systems can 

also introduce UCs with the clear potential to disrupt and add to midwives’ work, and 

to substantially undermine clinical communication. Our experience of sharing 

findings from this research suggests that disruptive social events related to central 

fetal monitoring occur in other settings. 

In the light of this, we consider new installations of central fetal monitoring 

systems to be inappropriate. It is imperative that we identify whether central fetal 

monitoring systems offer any benefits before continuing to fund these, often 

expensive, systems. Where systems have already been installed, it is important to 

ascertain the consequences of introducing the central monitoring system for birthing 

women and their babies, for maternity professionals, and for the healthcare system. 



In the absence of clear benefit, de-implementation of central fetal monitoring 

systems should be considered. Research is required to address how to achieve de-

implementation of central fetal monitoring is a safe and supported manner. 

 

CONCLUSION 

The introduction of a central fetal monitoring system, which also operated as 

an electronic health record during the intrapartum period, was associated with the 

emergence of a new and disruptive social event that midwives named being K2ed. 

This represents a negative UC of the use of the central fetal monitoring system. Our 

findings add to previous evidence indicating that central fetal monitoring systems 

undermine rather than enhance safe maternity care provision.  
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