Commentary on “A Randomised Trial of Intrapartum Fetal ECG ST-segment Analysis”.
Declarative title (30 w): Sufficient Ccurrent evidence shows that there is no significant benefit of the adjunctive use of ST-segment analysis (STAN) in reducing composite poor neonatal outcomes, Cesarean or operative vaginal deliveries.
Context (80-120 w):  Ever since the early 1960s fetal cardiotocography (CTG) has been widely utilised across the globe as a means of intrapartum fetal well-being surveillance.  A Cochrane Collaboration review has shown that utilisation of intrapartum CTG reduces incidence of newborn seizures this in itself is an important outcome in the CTG trials as most were hypoxic ischaemic and as such have a very guarded long term outcome (1)). There is no clear benefit in reducing cerebral palsy, perinatal death or other labour complications (2). Moreover it has been speculated that CTG use has increased instrumental delivery and Cesarean section rates, due to the high false positive rate and poor positive predictive value of CTG for intrapartum hypoxia (3). In an attempt to reduce unnecessary over-intervention, the concept of fetal electrocardiography (ECG) was introduced. The STAN methodology analyses the ST segment changes ofin the fetal ECG complex that are thought to occur secondary to myocardial hypoxia. Therefore, indirectly, it is thought to provides indirect information on the oxygen status of the fetal brain, which is protected until very late stages of hypoxia.

Methods (100 – 150 w): Women with a singleton fetus at more than 36 weeks of gestation who were attempting vaginal delivery and had cervical dilation of 2 to 7 cm were invited to participate. It was calculated that Aa sample size of 11,000 patients would givegave  the study more than 85% power to detect a 40% reduction in the primary outcome of poor neonatal outcome and a 10% reduction in the Cesarean delivery rate in the ‘open’ group where. In this group the STAN results were disclosed to the clinician. This which allowed additional information for use when uncertain fetal heart-rate patterns were detected (ST events). The recruiting process identified 43,376 patients who were assessed for eligibility, from whom 11,108 underwent randomisation and divided in two groups (5,532 were assigned to the open fetal ECG ST segment analysis group and 5,576 assigned to the masked group). 
Findings (75 – 100 w): This large and carefully conducted randomized, controlled trial showed no significant benefit of the adjunctive use of ST-segment analysis in reducing a composite of poor neonatal outcomes or in reducing Cesarean or operative vaginal deliveries in a U.S. population.
Commentary (250 – 300 w): This  multicentre study attempted to demystify the ever-growing controversy over ST event monitoring. The study was well designed with an intention-to-treat analysis to correct for provider adherence to protocol and failure to complete ST-segment monitoring. The power calculation relies: on very rare events: most components of the primary outcome occurred in no more than 0.1% of neonates in either group. The absolute comparative numbers are hence very low howeverand no useful significant difference can bewas ascertained. Adherence to the protocol was assessed ad was high. A sensitivity analysis showed that even when the protocol adherence was not met according to the guidelines (after fetal tracings were centrally reviewed) and the primary outcome occurred, there would still be no significant difference between the two groups if the cases were recoded. The authors postulated the presence of the Hawthorne effect, where an individual tends to perform better when they believe they are watched. If that was the case then this could work both ways: one might hypothesize that the open group would tend to overperform. Alternatively, the clinicians might pay more attention in the masked group. As far as the role of fetal blood sampling (FBS) is concerned this study doesn’t supply us with any new information on the relationship between FBS and STAN. Previous meta-analysis has suggested that STAN utilisation can reduce the need for FBS (4) but the authors commend that FBS is not routine in U.S. In conclusion, this is the largest yet study of its kind and no significant benefit from STAN utilisation was identified. 
[bookmark: _GoBack]Implications (50 w):  The tTraditional CTG monitoring remains the best method of identifying intrapartum fetal hypoxia yet devised, with no other reliable intrapartum surveillance modality availableproven to be useful (including FBS). Despite its false positive rate, the sensitivity of CTG for hypoxia is high. Given that STAN is now unlikely to be implemented, Hence it may be that both a methodological approach in CTG interpretation and computerized algorithms areis required to minimise the degree of inter-observer and intra-observer variation in pattern recognition.
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