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Abstract
Fetal heart rate (FHR) monitoring is one of the central parts of obstetric care. Ultrasound-based technologies such as cardiotocography
(CTG) remain the most common method for FHR monitoring. The CTG’s limitations, including subjective interpretation, high interob-
server variability, and the need for skilled professionals, led to the development of computerized CTG (cCTG). While cCTG demon-
strated advantages, its superiority over visual interpretation remains inconclusive. This has prompted the exploration of alternatives like
noninvasive fetal electrocardiography (NIFECG). This review explores the landscape of antenatal FHR monitoring and the need for re-
mote FHR monitoring in a patient-centered care model. Additionally, FHR monitoring needs to evolve from the traditional approach
to incorporate artificial intelligence and machine learning. The review underscores the importance of aligning fetal monitoring with mod-
ern healthcare, leveraging artificial intelligence algorithms for accurate assessments, and enhancing patient engagement. The physiol-
ogy of FHR variability (FHRV) is explained emphasizing its significance in assessing fetal well-being. Other measures of FHRV and their
relevance are described. It delves into the promising realm of NIFECG, detailing its history and recent technological advancements. The
potential advantages of NIFECG are objective FHR assessment, beat-to-beat variability, patient comfort, remote prolonged use, and
less signal loss with increased maternal body mass index. Despite its promise, challenges such as signal loss must be addressed.
The clinical application of NIFECG, its correlation with cCTG measures, and ongoing technological advancements are discussed. In
conclusion, this review explores the evolution of antenatal FHR monitoring, emphasizing the potential of NIFECG in providing reliable,
home-basedmonitoring solutions. Future research directions are outlined, urging longitudinal studies and evidence generation to estab-
lish NIFECG’s role in enhancing fetal well-being assessments during pregnancy.
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Introduction

Fetal heart rate (FHR) monitoring is a fundamental compo-
nent of obstetric care,1 guiding clinical decisions for antenatal
interventions, timing of delivery, and intrapartum fetal sur-
veillance.2 The first documented FHR detection was in the
17th century and was undertaken by placing the ear directly
to the mother’s abdomen.3,4 Fetal electrocardiogram (fECG)
was first described byCremner in 1906.However, challenges
related to signal acquisition noninvasively and loss led to the
adoption of cardiotocography (CTG) as themainmethod for
FHR monitoring starting in the 1970s.5 When CTG did not
demonstrate a significant reduction in perinatal mortality
and morbidity, interest in antenatal fetal ECG analysis was
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renewed.2Noninvasive fetal ECG (NIFECG) recorded through
abdominal electrodes has seen an increasing body of research
due to the advances made in signal processing and filtering
techniques.6 The recent COVID-19 pandemic highlighted the
necessity for innovative, remote patient-friendly devices that al-
low for homemonitoring of fetuses and enable clinicians to in-
tervene and review results, thereby improving care for women
with complex pregnancies.7 NIFECG is the most promising
technology for home antenatal fetal monitoring.
Over the last century, healthcare has undergone signifi-

cant transformations, shifting from a physician-centric to a
patient-centered and individualized care model.8 Hathaliya
et al.8 describe four different phases in healthcare evolution,
which are applicable to the advancements in fetal monitor-
ing as illustrated in Figure 1.
Currently, FHR monitoring technology remains in the

Healthcare 3.0 stage and has yet to advance to Healthcare
4.0. The COVID-19 pandemic highlighted the need to de-
velop telemedicine and home-based remote monitoring so-
lutions to ensure the safety and continuous engagement of
women in their prenatal care. In the era of artificial intelli-
gence (AI), it seems improbable that we would continue to
rely on pattern recognition through visual interpretation
rather than on computerized numerical measurements to es-
tablish reference standards for normality.
Fetal monitoring needs to align itself with the moderniza-

tion and technological advances seen in the broader health-
care sector, particularly through the integration of AI and
machine learning. The inclusion of AI algorithms into fetal
ultrasound has demonstrated significant potential benefits,
including the precise assessment of gestational age, fetal growth,
and the detection of anomalies. The adoption of personal
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Figure 1. Timeline of major developments in healthcare and fetal monitoring. Icons from flaticon.com. Adapted from Pregnancy in the time of COVID-19:
towards Fetal monitoring 4.0. BMC Pregnancy Childbirth 2023;23(1):33. doi: 10.1186/s12884-023-05349-3. © 2023 is licensed under CC BY 4.0. To
view a copy of this license, visit https://creativecommons.org/licenses/by/4.0/
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computer and smartphone-based applications has facilitated
the introduction of safe and cost-effective remote monitoring
solutions for the management of gestational diabetes and
hypertension.9,10 These tools not only engage women in their
care by informing them when professional intervention is
necessary, but they also provide context-specific decision
support to healthcare professionals.10

Fetal heart rate variability

Physiology of fetal heart rate variability

Understanding FHR patterns is a key part of antenatal fetal
monitoring to recognize behavioral states indicative of condi-
tions such as hypoxia.11 A thorough understanding of the
179
mechanisms controlling FHR is therefore essential.12 As
depicted in Figure 2 the parasympathetic nervous system
(PNS) and sympathetic nervous system (SNS) activity influence
the HR baseline: the PNS slows the HR and the SNS increases
it. As the PNS and SNS interact, the FHR constantly acceler-
ates and decelerates. The baseline is therefore not a straight line
and has obvious oscillations. The bandwidth of these oscilla-
tions is termed FHR variability (FHRV).13 The parasympa-
thetic branch of the autonomic nervous system (ANS) has been
evidenced to develop more slowly than the sympathetic sys-
tem.This difference is thought to be responsible for the gradual
reduction of basal FHR with advancing gestation. 14

It is well established that heart rate variability (HRV) is a
marker for ANS function in adults15 and is significantly
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Figure 2. Regulation of heart rate variability. The heart has its intrinsic neurological system. The parasympathetic (vagal nerve) and sympathetic nervous
system influence heart rate variability. Chemoreceptors, baroreceptors, proprioceptors, and the cerebral cortex govern this interaction. BP: Blood
pressure; PNS: Parasympathetic nervous system; SNS: Sympathetic nervous system; SA node: Sinoatrial node.
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reduced in patients with cardiac transplantation, indicating
diminished autonomic function.16 Similarly, in the fetus, FHRV
is utilized to assess the functionality of the fetal ANS.11

Fetuses display two primary behavioral states (quiet and
active sleep) that are distinguishable by specific heart rate
patterns.11,17 At term, the healthy fetus is expected to move
between these states between 1 and 3 times an hour.11 During
active sleep, characterized by accelerations, fetal movements,
and episodes of high variation, these features are typically
interpreted as signs of fetal well-being.17 Conversely, quiet
sleep ismarked byminimal fetalmovements and reduced fetal
HRV,which are also observed in compromised fetuses.11Dis-
tinguishing between these states based solely on FHRV can be
challenging, with prolonged periods of low FHRV (over
50 minutes) often indicating potential pathology.18 Particularly
in pregnancies affected by fetal growth restriction (FGR), low
FHRV is frequently associated with fetal metabolic acidosis
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due to hypoxemia.11,19–21The regulationof FHRV is governed
by complex interactions among the ANS, blood pressure, gas
exchange, cardiac function and vascular tone. Unlike many
physiological processes described by homeostasis, the heart
rate does not exhibit regularity.22 Indeed, a low HRV is gen-
erally associated with pathology, and the complexity of this
system often reflects the overall good health of the fetus.23

As FHR decreases with gestation, there is an increase in
variability due to a rise in the interbeat interval.24 This
change correlates with the development of the autonomic
system, which leads to more organized and predictable
FHR patterns associated with different fetal behavioral
states. Specific adaptation time points in the second half of
pregnancy correspond to changes in FHRV.25 Between 26
and 32 weeks, fetal cycles of activity and rest become more
discernible,25–27 with increased synchronization (up to
80%) of fetal body and eye movements with the FHRV
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indices observed around 30–32 weeks.25,28 Toward term,
two further discernible FHR patterns appear: respiratory si-
nus arrythmia, associated with thoracic movement, and ac-
celerations that coincide with fetal activity.25

Furthermore, factors such as maternal exercise,29 mater-
nal stress, and the use of opiate-based medications directly
influence FHRV.30 The first two are related to the catechol-
amine release in the mother which is thought to cross the
placenta and therefore lead to increased variability.31

From biology to pathophysiology

The fetus adapts to cope with hypoxia.12 The placental struc-
ture incorporates maternal lakes to increase the maternal ox-
ygen supply. Fetal hemoglobin (Hb) has a higher affinity for
oxygen, and the Hb concentration in the fetus is higher com-
pared to adults.1 Furthermore, fetuses have a highly efficient
catecholamine-releasing system, enabling a rapid increase in
HR through the release of adrenaline and noradrenaline. Ex-
ternal stressors such as infections or drugs, as well as conduc-
tion abnormalities, like supraventricular tachycardia, can also
elevate the FHR. Chronic hypoxemia, often resulting from
placental dysfunction, reduces the volume of oxygenated
blood returning to the fetus, triggering an adrenergic reaction
that increases catecholamine release, thereby exerting an ino-
tropic effect on the heart and enhancing the cardiac output
through the umbilical arteries.32 This reaction leads to central-
ization and avoids anaerobicmetabolism,which produces lac-
tic acidosis in the central organs: the heart, the brain, and the
adrenals, while causing vasoconstriction in nonvital organs
like the kidneys, gut, lungs, and limbs. This can present as a
reduction in somatic (fetal) movements to conserve energy.1

Fetuses experiencing chronic hypoxia due to placental insuf-
ficiency are more likely to have a baseline FHR at the upper
limit for their gestational age with reduced FHRV.32 Reduced
variability in intrauterine growth restriction (IUGR) pregnan-
cies is speculated to stem fromdelayedmaturation of the auto-
nomic system in such pathologies. In animal models (sheep),
partial embolization of the placenta stimulates placental insuf-
ficiency. Initially, HRV increases for nearly 24 hours but then
stabilizes after a few days. Short-term variability (STV) and
long-term variability (LTV) remain markedly reduced for the
rest of the experiment (from 48 hours to 21 days).33 In sum-
mary, baseline FHRV is the most consistent predictor of fetal
well-being. In fetuses that maintain normal FHRV in the
presence of decelerations, the risk of acidemia is very low.
On the other hand, reduced variability is the strongest and
most consistent predictor of neonatal acidemia.34,35

Measurement of heart rate variability

FHRV can be measured using time domains, frequency do-
mains, or nonlinear domains as described in Table 1. Com-
puterized CTG (cCTG) criteria,36,42,43 employ computers
to capture data from fetal monitors at 100 ms intervals
using auto-correlation to estimate the accuracy of FHR,
which is further checked by an error algorithm method.
Pulse intervals are averaged every 3.75 seconds, which en-
ables the baseline HR to be fitted. cCTG measures signal
loss as the percentage of 3.75 ms epochs without any valid
pulse intervals.36 Cutoffs have been set to discern episodes
of high and low variation, defined as aminute range exceed-
ing 32 ms or falling below 30 ms, observable in at least five
out of six consecutive minutes.
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Current antenatal fetal heart rate monitoring

Cardiotocography

CTG uses a Doppler ultrasound transducer to monitor the
FHR and a tocodynamometer for uterine activity. CTG re-
ceived an enthusiastic welcome to obstetric care as early as
the 1960s but, unfortunately, it lacked rigorous testing
and validation before its clinical adoption. Despite initial
optimism, it was apparent that perinatal mortality andmor-
bidity did not reduce as anticipated.2

The principle of antenatalCTGrelies on an appropriate FHR
for gestational age and the presence of accelerations which are
thought to be in response to fetal movements. FHR pattern in-
terpretation from CTG traces is subjective and various systems
have been developed to describe and categorize these traces to
aid clinical decision making.1 However, CTG is known
for its high interobserver variability, and doubts remain as
to its accuracy and reproducibility as a clinical test.44

Despite these challenges (Table 2), CTG is still widely
used to assess fetal well-being in the antenatal and
intrapartum periods.2 Practically, CTGs are relatively ex-
pensive hospital-based devices to enable point-of-care as-
sessment, requiring skilled healthcare professionals to apply
the transducers and interpret the FHR traces visually. Fur-
thermore, the acquisition of FHR signals by CTGs can be
more difficult at earlier gestations, with increasing maternal
body mass index (BMI) and during fetal movement.45
Computerized cardiotocography

cCTG was developed by Dawes and Redman in the early
1980s.42,43 A computer algorithm enabled standardized in-
terpretation of FHR patterns. It produced numerical values
that measure FHR fluctuations that are not interpretable by
the naked eye such as STV and LTV (Figure 3).42

Apart from eliminating interpreter bias,multiple cCTG indi-
ces have been shown to be correlated to fetal hypoxemia and
adverse perinatal outcomes.46 The TRUFFLE study, focusing
on early FGR, employed bothDoppler ultrasoundwaveforms
of the ductus venosus and cCTG STV to determine the timing
for delivery in FGR cases diagnosed before 32 weeks of gesta-
tion. The established thresholds are now in common use
across the UK and Europe in themanagement of early-onset
FGR pregnancies.18 The main advantages of cCTG include
reducing interobserver and intraobserver variability,
thereby offering objective FHR assessments. It has been val-
idated for use in FGR pregnancies and has been shown to
shorten the duration of monitoring.47 However, access to
cCTG is limited, as it is not available in all countries or ma-
ternity units.18 Like its noncomputerized counterpart, CTG
requires the professional handling of transducers within a
hospital setting.
Although the superiority of cCTG over visual interpreta-

tion in reducing perinatal mortality remains unproven,48,49

initial findings from a 2015 Cochrane review stated that
cCTG was more effective at predicting perinatal morbidity
compared to visual CTG interpretation.2 However, evi-
dence from this review relies on two randomized controlled
trials with less than 500 patients in total.50,51One study erro-
neously included four additional cases of perinatal mortality
related to congenital anomalies. A more recent meta-analysis
by Baker et al.48 reported a nonsignificant reduction in peri-
natal mortality. Given the rare occurrence of perinatal
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Table 2

Benefits and limitations of antenatal fetal heart rate monitoring techniques.

FHR monitoring method Benefit Limitation Remote use

CTG • Readily available • Highly subjective nature of visual interpretation
• Professional interpretation required for healthcare
• Potential for mother/fetal HR confusion
• Signal strength negatively correlated with BMI

No

cCTG • Computer algorithm
• Validated
• Reproducible
• Objective

• Not available in all units
• Only validated for antepartum
• Potential for mother/fetal HR confusion
• Signal strength negatively correlated with BMI

No

NIFECG • True beat to beat variability
• Safe for extended use of time
• Potential for morphology and rhythm analysis
• Objective analysis
• Not affected by maternal BMI

• Gestation-dependent variability in signal acquisition Yes

PCG • Detecting extra heart sounds such as heart murmurs.
• As an extra screening tool for congenital heart defects.

• Negatively correlated to maternal BMI Yes

MCG • High accuracy for beat-to-beat variability
• Allows morphological analysis of the fetal heart

• Requiring a magnetically shielded room
• Cost

NA

BMI: Body mass index; CTG: Cardiotocography; cCTG: Computerized CTG; HR: Heart rate; MCG: Magnetocardiography; NA: Not applicable; NIFECG: Noninvasive fetal electrocardiography; PCG: Phonocardiography.
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mortality in clinical trials, these studies were likely under-
powered to detect a significant decrease in perinatal death.
Despite the latter, cCTG use resulted in an 87% reduction
in perinatal mortality (relative risk: 0.23, 95% confidence in-
terval: 0.04–1.30), justifying the continued investigation of
cCTG use in both high- and low-risk pregnancies.48

The use of CTG Doppler technology is only recommended
for medical indications and for the minimal time required—
despite no direct adverse effects ever being documented.52 For
long-term prolonged home exposure, other forms of FHR
monitoring are preferred such as NIFECG or phonocardiogra-
phy. The advantages and disadvantages of current methods of
antenatal fetal monitoring are summarized in Table 2.

Fetal electrocardiography

Fetal electrocardiography (fECG) records the electrical activity of
the fetal heart. Invasive fECG is recorded using a fetal scalp elec-
trode, which is attached to the fetal scalp through the cervix.53

NIFECG is one of themost promisingmethods of FHRmon-
itoring in the past few years.54 Despite some devices being
marketed for use, it is not commonly used in a clinical setting.

Noninvasive fetal electrocardiography

In NIFECG, electrodes are placed on the maternal abdomen,
and sometimes the chest, to capture electric signals. The signal
received is amplified, denoised, and enhanced. The maternal
and fetal signals are superimposed: the fetal cardiac signal is
indirect, and the size of the fetal heart is much smaller than
that of the mother. Given that the maternal electrical signals
are approximately 10 times stronger than those of the fetus,
and that additional sources of electrical noise from maternal
muscle activity, uterine contractions, and external electrical in-
terference can further complicate signal clarity, rigorous
denoising and maintaining an adequate signal-to-noise ratio
are critical for accurately detecting fetal ECG R-peaks.55

The electrical signals are conducted through multiple
feto-maternal interfaces including the amniotic fluid, fetal
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membranes, placenta, uterus, maternal peritoneal cavity,
abdominal muscles, rectus sheath, subcutaneous fat, and
skin.54 It is possible to electronically subtract the maternal
signal from the combined signal, thus leaving only the fetal
signal for further analysis (Figure 4).54

Additionally, NIFECG is capable of recording uterine activ-
ity through electromyography. This can be compared to the
tocodynamometer of the CTG measuring the length and the
intensity of the uterine contractions with reported improved
accuracy compared to theCTG.56Currently, a variety of types
of NIFECG equipment, which have received regulatory ap-
proval for diverse gestational applications, are available for
both clinical and research purposes (Table 3).7,54
Advantages of noninvasive fetal electrocardiography

Signal acquisition

Signal acquisition with NIFECG is not affected by BMI, as
demonstrated using the Femom device by BIORITHM in
the study by Liu et al.57 They showed that, unlike cCTG,
NIFECG signal loss is unaffected by maternal BMI. Addi-
tionally, Graatsma et al.58 conducted overnight NIFECG
both at home and in the hospital, confirming that maternal
BMI does not impact signal acquisition. One of the major
challenges in obstetrics has been the rising incidence of obe-
sity complicating fetal monitoring. NIFECG could offer a
reliable alternative in cases where CTG fails to adequately
monitor the fetus.Moreover, Liu et al.57 also found that sig-
nal acquisition is also unaffected by fetal position, and other
maternal characteristics such as body hair, or placental po-
sition. Another major benefit of NIFECG in signal acquisi-
tion is its capability to distinguish maternal heart rate from
FHR, reducing the risk of confusion between the two.

Potential for remote monitoring

NIFECG is one of the few options that currently exists for
home monitoring. Devices like INVU, Femom, Nemo
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Figure 3. Example of computerized CTG fromHuntleigh Fetal Care. A Eachminute is divided into 16 epochs of 3.75 ms each. Patient consent was obtained
for reproducing this image. The FHR is averaged over each epoch and displayed in bpm. The red rectangle highlights the division of eachminute into epochs.
The yellow rectangle indicates the first analysis at 10 minutes, marking the minimum monitoring period. The blue rectangle shows that the recording can be
stopped once criteria are met, here at 40 minutes. Green arrows denote accelerations, while orange arrows indicate uterine contractions. The light blue solid
rectanglemarks episodes of low variation, and the dark blue solid rectangle marks episodes of high variation. B The Dawes-Redman report displays variables
and their units in the left column, with corresponding results in the right column (asterisk indicates analysis only includes maternally reported movements).
CTG: Cardiotocography; FHR: Fetal heart rate; bpm: Beats per minute; FHR1: Fetal heart rate 1 (singleton); MET: Criteria met (appears as ‘NOT MET’ if
criteria are not met); STV: Short-term variation; ms: Milliseconds; Toco %: Tocodynamometer.
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Remote, and Avalon beltless are all designed to facilitate
home monitoring.59 Being a passive method for detecting
fetal heart signals, NIFECG poses no safety risks, making
it suitable for long-term monitoring overnight or for a pro-
longed time. Its electrodes are easily self-applied consistently
in the same position and do not rely on fetal position, en-
hancing the feasibility of remote monitoring.
Enabling home monitoring could also be pivotal in offer-

ing women with complicated pregnancies, the possibility
for closer monitoring, which could potentially be under the
control of the patients. Currently, women with severe IUGR
are monitored three times weekly. However, a reanalysis of
the TRUFFLE data suggested that this frequency was insuffi-
cient and that more frequent monitoring could potentially re-
duce adverse outcomes.60,61
The benefit of having a more reliable heart rate variability
analysis

Using R peak-R peak intervals to measure HR is one of the
major breakthroughs for FHRV. Beat-to-beat variability is
184
one of the main areas of research interest in adult cardiol-
ogy. In the fetus, it is indicative of autonomic neural func-
tion, serving as a proxy for determining fetal oxygenation
status. NIFECG allows for accurate analysis of true beat-
to-beat variability, potentially advancing FHR analysis to-
wardmore extensive and objective measures. This could en-
hance smart telemedicine, providing caregivers and patients
with precise tools and control in their care and that of
their pregnancy. However, the superiority of this is yet
to be proven.
Phase-rectified signal averaging (PRSA) is a relatively new

technique that is particularly suited for the analysis of non-
stationary signals. It can work despite the presence of elec-
trical noise and detects quasi-periodicities (patterns which
repeat themselves with an element of unpredictability) with
a higher association with worsening of placental insuffi-
ciency. This was shown in the recent secondary analysis of
the TRUFFLE data, where PRSA average acceleration ca-
pacity was shown to alter significantly earlier than the
STV. This is potentially a better marker for fetal hypoxia
and worsening placental insufficiency. PRSA was shown



Figure 4. Kalman Filtering. A The abdominal ECG displaying both maternal
and fetal ECG signals. B The maternal ECG component isolated from the
abdominal ECG. C The residual signal after removing the maternal ECG,
representing the fetal ECG with very low amplitude compared to the
maternal ECG. aECG: Abdominal electrocardiogram; mECG: Maternal
electrocardiogram; ECG: Electrocardiogram. Adapted from A review of
signal processing techniques for non-invasive fetal electrocardiography.
IEEE Rev Biomed Eng 2020;13:51–73. doi: 10.1109/RBME.2019.
2938061. © 2020 is licensed under CC BY 4.0. To view a copy of this
license, visit https://creativecommons.org/licenses/by/4.0/
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to be a more sensitive parameter to distinguish between
IUGR and normally grown fetuses when used in CTG.62

Fetal arrhythmias are currently only monitored through
fetal echocardiography, but again NIFECG could be a prom-
ising new field for babies with heart block or supraventricu-
lar tachycardias diagnosed in utero. This would enable pre-
natal diagnosis and management of these cases if the signal
acquisition is acceptable. Preliminary data, including findings
by Behar et al., indicate that NIFECG corresponds perfectly
with echocardiography in diagnosing fetal cardiac arrhyth-
mias, although one case was misclassified.55,63

Comfort for patients

Qualitative research indicates that NIFECG devices may be
more acceptable to women compared to CTG for women in
labor.64,65 A systematic review of women using NIFECG
and CTG in labor or antenatally suggests that fetal
Table 3

Summary table of NIFECG devices with CE marking and those

Name Country Technology Gestation

Avalon-Beltless Netherlands NIFECG >37 weeks
(intrapartum use)

Femom Singapore NIFECG >26 weeks

Nemo Fetal Monitoring
System

Netherlands NIFECG >21 weeks

Meridian M110 United
States

NIFECG >37 weeks
(intrapartum use)

Novii United
States

NIFECG >37 weeks
(intrapartum use)

Invu Cares United
States

NIFECG and
fPCG

>32 weeks

CE: European Conformity; FDA: Food and Drug Association; fPCG; Fetal phonocardiography; Hz: Hertz; NIFEC
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monitoring with NIFECG could be more acceptable to
women for long periods of monitoring such as during
induction.66

Disadvantages of noninvasive fetal
electrocardiography

Signal loss

Currently, the inability to obtain a reliable fetal heart signal
is the major drawback of NIFECG. This challenge is pri-
marily due to the low amplitude of the fetal ECG compared
to the maternal and general electrical noise captured by the
device, resulting in larger signal loss than observed in cCTG.
There are a multitude of factors that affect this phenome-
non, and one of the larger studies observing the use of
NIFECG in the antenatal period confirmed that signal loss
is associated with gestation.66,67 This study reports the rela-
tionship of gestation and signal loss as linear; however,
other studies have shown that although there is a good level
of signal acquisition toward the end of the second trimester,
the principal time of signal loss is 26–34 weeks of gestation.
This coincides with the presence of the vernix caseosa,
which is hypothesized to decrease signal conductance.68

Unfortunately, there is a lack of standardization in defining
signal loss in NIFECG. Different studies and different devices
have used a variety of ways to define and measure signal loss.
An FHR of <30 bpm or over 240-bpm is considered as a false
reading due to the underdetection of fetal R-peaks or the erro-
neous overdetection of fetal R-peaks. Regarding the cCTG, sig-
nal loss is defined as the percentage of 3.75 second epochs in
which the HR lies outside of the 30 and 240 bpm intervals.43

A recent systematic review illustrated the difference in signal ac-
ceptance thresholds over different studies exploring the use of
NIFECG.67 This can vary from >34% of a trace being accept-
able to >80% of being accepted as an interpretable trace.66

Increased anxiety

Remote FHR monitoring could be more acceptable to
women due to increased control over monitoring and the
ability to do this in their home setting. There is, however,
a potential to bring increasing levels of anxiety if there are
any problems with the technology. Brown et al.69 estimated
that nearly 65% of clinicians had concerns regarding
in development.

Hardware/sampling rate Remote use Regulatory approvals

4 electrodes No TGA for clinical use and CE
marked

5 electrodes
500 Hz

Yes None

6 electrodes
500–1000 Hz

Yes (Nemo
Remote)

FDA cleared and CE marked

>6 electrodes No FDA cleared

Previous Monica an24, 5
electrodes

Yes FDA cleared and CE marked

4 electrodes and 1 fPCG Yes FDA cleared

G: Noninvasive fetal electrocardiography; TGA: Therapeutic Goods Association.

http://dx.doi.org/10.1109/RBME.2019.2938061
http://dx.doi.org/10.1109/RBME.2019.2938061
https://creativecommons.org/licenses/by/4.0/
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maternal anxiety with continuous fetal monitoring at home.
Crawford et al.70 found that this was most likely an overesti-
mation and that from the limited data available women pre-
ferred NIFECG to CTG and welcomed home monitoring.
Clinical application of noninvasive fetal
electrocardiography

Technology in use

Despite NIFECG not routinely being used clinically, it has
gained a huge amount of interest in the last few years. As
mentioned, a multitude of devices have been developed
and have been approved for use by the FDA and reached
CE marking. In 2021, clinicians in Denmark started using
the NEMO antenatal fetal ECG monitoring system re-
motely with patients.71 Mostly at present, NIFECG is used
to provide an FHR trace with visual interpretation. FHR
obtained by NIFECG devices (to Femom, INVU, Novii,
and Nemo) has been highly correlated to FHR obtained
with CTG obtained using the conventional Doppler
technology.57,59 Despite signal loss being an issue across
all NIFEG systems, Nemo reports a reliable FHR > 95%
of the time with intrapartum use.72 There has been a push
in the last 10 years tomake fetal ECG a reality in the clinical
setting. The creation of large datasets of fetal ECG is one of
the steps that has been taken to improve signal extraction
and processing in the bioengineering world. This can enable
the sharing of resources.

Interpretation of the signal

Measures of HRV with different NIFECG are highly corre-
lated to those measured by conventional cCTG. STV calcu-
lated with Femom has been shown to be highly correlated to
cCTG in a hospital-based on over 300 women in the UK73

(Figure 5).
In the same cohort of patients, PRSA average accelera-

tion capacity was found to be highly correlated to the STV
Figure 5. The scatter plot showing the correlation of eSTV (NIFECG STV) obtai
from computerized CTG using the Huntleigh machine. F-filtered: Fully filtered
Milliseconds; NIFECG: Noninvasive fetal electrocardiogram; STV: Short-term va
ambulatory fetal electrocardiography monitor with computerized cardiotocogra
4.0. To view a copy of this license, visit https://creativecommons.org/licenses/b
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measured on concomitant CTG monitoring.74 Bester et al.75

explored the Nemo monitor in 2021 using PRSA, observing
changes in the AC and DC reference ranges throughout ges-
tation. Stampalija et al. (2015), using theMonica monitor in
2014, employed PRSA and noted lower AC/DC values in
FGR compared to normally grown fetuses, particularly in
severe preterm cases.76 van Laar et al.77 conducted spectral
analysis on the Nemo monitor, revealing an increase in ab-
solute high-frequency and low-frequency power up to
30 weeks of gestation.
Incorporating AI analysis into FHR monitoring may fur-

ther improve antenatal care.78 Further work is needed to de-
velop more intelligent algorithms to monitor pregnancies
prior to the development of severe complications.79 As done
with DR in Computerized CTG, more precise HRV indices
could lead to more information on the well-being of the fe-
tus. With advances in machine learning, NIFECG offers a
wearable, safe option for pregnant women with objective
FHRV measures.

Conclusion

Antenatal fetal monitoring is widely used in clinical practice
in many countries, particularly in Europe, even though un-
equivocal clinical evidence for its benefit is lacking. The
computerized analysis of CTG recordings uses objective
measures such as STV, which has established thresholds
for intervention for pregnancies affected with FGR.60 Fur-
ther analysis of the TRUFFLE data suggests that PRSA, a
novel measure of HRV which, by nature cancels the noise
seen in an FHR trace, could be a better predictor of fetal
compromise in FGR.80 An increase in the frequency ofmon-
itoring of these pregnancies may improve outcomes in se-
vere fetal growth restriction.
Doppler-based CTG is not suitable for prolonged repeti-

tive home monitoring. By its nature, it also does not record
true beat-to-beat variability or ECG morphology. NIFECG
can do both, but the technology is still developing. FHR
ned through NIFECG using the Femom monitor (filtered) and cSTV obtained
; CTG: Cardiotocography; cSTV: computerized short-term variation; ms:
riation. Adapted from Correlation of short-term variation derived from novel
phy by B. Liu, B. Thilaganathan, A. Bhide. © 2023 is licensed under CC BY
y/4.0/
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obtained using CTG and NIFECG is highly correlated.
Other variability parameters such as STV and PRSA data
acquired using NIFECG and CTG are also correlated. Sig-
nal loss remains one of the major issues for NIFECG, espe-
cially around the period of the vernix (28–34 weeks). Fur-
ther work is needed to establish if women can use NIFECG
remotely to obtain valid measures of FHRV. Reference
standards need to be set for normal uncomplicated preg-
nancy for the quantification of FHRV. Work is necessary
to generate evidence to support its continued use. Longitu-
dinal repeated measurements are needed from pregnancies
complicated by FGR as well as other pathologies such as in-
sulin-dependent diabetes to observe how these differ from
uncomplicated pregnancies.
Funding

None.

Author Contributions

Conceptualization: Claire Pegorie, Basky Thilagantha, and
Amar Bhide. Original draft: Claire Pegorie. Review and
editing: Becky Liu, Basky Thilaganathan, and Amar Bhide.
Supervision: Basky Thilaganathan and Amar Bhide. All au-
thors have read and agreed to the published version of the
manuscript.

Conflicts of Interest

None.

References
[1] Jia YJ, Ghi T, Pereira S, et al. Pathophysiological interpretation of fetal

heart rate tracings in clinical practice. Am J Obstet Gynecol 2023;
228(6):622–644. doi: 10.1016/j.ajog.2022.05.023.

[2] Grivell RM, Alfirevic Z, Gyte GM, et al. Antenatal cardiotocography
for fetal assessment. Cochrane Database Syst Rev 2015;2015(9):
CD007863. doi: 10.1002/14651858.CD007863.pub4.

[3] Heelan L. Fetal monitoring: creating a culture of safety with informed
choice. J Perinat Educ 2013;22(3):156–165. doi: 10.1891/1058-1243.
22.3.156.

[4] Martis R, Emilia O, Nurdiati DS, et al. Intermittent auscultation (IA) of
fetal heart rate in labour for fetal well-being. Cochrane Database Syst
Rev 2017;2(2):CD008680. doi: 10.1002/14651858.CD008680.pub2.

[5] Goodlin RC. History of fetal monitoring. Am J Obstet Gynecol 1979;
133(3):323–352. doi: 10.1016/0002-9378(79)90688-4.

[6] Sameni R, CliffordGD. A review of fetal ECG signal processing; issues
and promising directions. Open Pacing Electrophysiol Ther J 2010;3:
4–20. doi: 10.2174/1876536X01003010004.

[7] Kahankova R, Barnova K, Jaros R, et al. Pregnancy in the time of
COVID-19: towards Fetal monitoring 4.0. BMC Pregnancy
Childbirth 2023;23(1):33. doi: 10.1186/s12884-023-05349-3.

[8] Hathaliya JJ, Tanwar S, Tyagi S, et al. Securing Electronics Healthcare
Records in healthcare 4.0: A biometric-based approach. Comput
Electrical Eng 2019;76:398–410. doi: 10.1016/j.compeleceng.2019.
04.017.

[9] Perry H, Sheehan E, Thilaganathan B, et al. Home blood-pressure
monitoring in a hypertensive pregnant population. Ultrasound
Obstet Gynecol 2018;51(4):524–530. doi: 10.1002/uog.19023.

[10] Garg N, Arunan SK, Arora S, et al. Application of mobile technology
for disease and treatment monitoring of gestational diabetes mellitus
among pregnant women: a systematic review. J Diabetes Sci Technol
2022;16(2):491–497. doi: 10.1177/1932296820965577.

[11] Jones GD, Cooke WR, Vatish M, Redman CWG. Computerized
analysis of antepartum cardiotocography: a review. Matern Fetal
Med 2022;4(2):130–140. doi: 10.1097/fm9.0000000000000141.

[12] Pinas A, Chandraharan E. Continuous cardiotocography during labour:
analysis, classification and management. Best Pract Res Clin Obstet
Gynaecol 2016;30:33–47. doi: 10.1016/j.bpobgyn.2015.03.022.
187
[13] Shaffer F, Ginsberg JP. An overview of heart rate variability metrics
and norms. Front Public Health 2017;5:258. doi: 10.3389/fpubh.
2017.00258.

[14] DiPietro JA, Hodgson DM, Costigan KA, et al. Fetal neurobehavioral
development. Child Dev 1996;67(5):2553–2567.

[15] Heart rate variability. Standards of measurement, physiological
interpretation, and clinical use. Task Force of the European Society
of Cardiology and the North American Society of Pacing and Electro-
physiology. Eur Heart J 1996;17(3):354–381.

[16] Sands KE, Appel ML, Lilly LS, et al. Power spectrum analysis of heart
rate variability in human cardiac transplant recipients. Circulation
1989;79(1):76–82. doi: 10.1161/01.cir.79.1.76.

[17] Nijhuis JG, Prechtl HF, Martin CB Jr., et al. Are there behavioural
states in the human fetus? Early Hum Dev 1982;6(2):177–195. doi:
10.1016/0378-3782(82)90106-2.

[18] Stampalija T, Bhide A, Heazell A, et al. Computerized cardiotocography
and Dawes-Redman criteria: how should we interpret criteria not
met? Ultrasound Obstet Gynecol 2023;61(6):661–666. doi: 10.1002/
uog.26198.

[19] Nijhuis IJ, ten Hof J, Mulder EJ, et al. Fetal heart rate in relation to its
variation in normal and growth retarded fetuses. Eur J Obstet
Gynecol Reprod Biol 2000;89(1):27–33. doi: 10.1016/s0301-2115
(99)00162-1.

[20] Lees CC, Stampalija T, Baschat A, et al. ISUOG Practice Guidelines:
diagnosis and management of small-for-gestational-age fetus and
fetal growth restriction. Ultrasound Obstet Gynecol 2020;56(2):
298–312. doi: 10.1002/uog.22134.

[21] Baschat AA. Planning management and delivery of the growth-
restricted fetus. Best Pract Res Clin Obstet Gynaecol 2018;49:
53–65. doi: 10.1016/j.bpobgyn.2018.02.009.

[22] Goldberger AL. Is the normal heartbeat chaotic or homeostatic? News
Physiol Sci 1991;6:87–91. doi: 10.1152/physiologyonline.1991.6.2.87.

[23] Shaffer F, McCraty R, Zerr CL. A healthy heart is not a metronome:
an integrative review of the heart's anatomy and heart rate
variability. Front Psychol 2014;5:1040. doi: 10.3389/fpsyg.2014.
01040.

[24] Nijhuis IJ, ten Hof J. Development of fetal heart rate and behavior:
indirect measures to assess the fetal nervous system. Eur J Obstet
Gynecol Reprod Biol 1999;87(1):1–2. doi: 10.1016/s0301-2115(99)
00143-8.

[25] Schneider U, Bode F, Schmidt A, et al. Developmental milestones of
the autonomic nervous system revealed via longitudinal monitoring
of fetal heart rate variability. PloS One 2018;13(7):e0200799. doi:
10.1371/journal.pone.0200799.

[26] PillaiM, James D. The development of fetal heart rate patterns during
normal pregnancy. Obstet Gynecol 1990;76(5 Pt 1):812–816. doi: 10.
1097/00006250-199011000-00017.

[27] Hoyer D, Schmidt A, Gustafson KM, et al. Heart rate variability
categories of fluctuation amplitude and complexity: diagnostic
markers of fetal development and its disturbances. Physiol Meas
2019;40(6):064002. doi: 10.1088/1361-6579/ab205f.

[28] Cerritelli F, Frasch MG, Antonelli MC, et al. A review on the vagus
nerve and autonomic nervous system during fetal development:
searching for critical windows. Front Neurosci 2021;15:721605.
doi: 10.3389/fnins.2021.721605.

[29] May LE, Glaros A, Yeh HW, et al. Aerobic exercise during pregnancy
influences fetal cardiac autonomic control of heart rate and heart rate
variability. Early Hum Dev 2010;86(4):213–217. doi: 10.1016/j.
earlhumdev.2010.03.002.

[30] Semeia L, Bauer I, SippelK, et al. Impact ofmaternal emotional state during
pregnancy on fetal heart rate variability. Compr Psychoneuroendocrinol
2023;14:100181. doi: 10.1016/j.cpnec.2023.100181.

[31] Van Geijn HP. Developments in CTG analysis. Baillieres Clin Obstet
Gynaecol 1996;10(2):185–209. doi: 10.1016/s0950-3552(96)80033-2.

[32] Pereira S, Chandraharan E. Recognition of chronic hypoxia and pre-
existing foetal injury on the cardiotocograph (CTG): urgent need to
think beyond the guidelines. Porto Biomed J 2017;2(4):124–129.
doi: 10.1016/j.pbj.2017.01.004.

[33] Murotsuki J, Bocking AD, Gagnon R. Fetal heart rate patterns in
growth-restricted fetal sheep induced by chronic fetal placental
embolization. Am J Obstet Gynecol 1997;176(2):282–290. doi: 10.
1016/s0002-9378(97)70486-1.

[34] Parer JT,KingT, Flanders S, et al. Fetal acidemia and electronic fetal heart
rate patterns: is there evidence of an association? JMatern Fetal Neonatal
Med 2006;19(5):289–294. doi: 10.1080/14767050500526172.

[35] Ugwumadu A. Are we (mis)guided by current guidelines on intrapartum
fetal heart ratemonitoring? Case for amore physiological approach to

http://www.maternal-fetalmedicine.org


Pegorie et al., Maternal-Fetal Medicine (2024) 6:3 Maternal-Fetal Medicine
interpretation. BJOG 2014;121(9):1063–1070. doi: 10.1111/1471-
0528.12900.

[36] Dawes GS, Moulden M, Redman CW. The advantages of
computerized fetal heart rate analysis. J Perinat Med 1991;19(1–2):
39–45. doi: 10.1515/jpme.1991.19.1-2.39.

[37] Kleiger RE, Stein PK, BosnerMS, et al. Time domainmeasurements of
heart rate variability. Cardiol Clin 1992;10(3):487–498.

[38] DeGiorgio CM, Miller P, Meymandi S, et al. RMSSD, a measure of
vagus-mediated heart rate variability, is associated with risk factors
for SUDEP: the SUDEP-7 inventory. Epilepsy Behav 2010;19(1):
78–81. doi: 10.1016/j.yebeh.2010.06.011.

[39] Tsuji H, Venditti FJ, Manders ES, et al. Reduced heart rate variability
and mortalit risk in an elderly cohort the Framingham Heart Study .
http://ahajournals.org. Accessed October 30, 2023.

[40] Bauer A, Kantelhardt JW, Barthel P, et al. Deceleration capacity of
heart rate as a predictor of mortality after myocardial infarction:
cohort study. Lancet 2006;367(9523):1674–1681. doi: 10.1016/
S0140-6736(06)68735-7.

[41] Lobmaier SM,HuhnEA, Pildner von Steinburg S, et al. Phase-rectified
signal averaging as a newmethod for surveillance of growth restricted
fetuses. J Matern Fetal Neonatal Med 2012;25(12):2523–2528. doi:
10.3109/14767058.2012.696163.

[42] Dawes GS, Redman CW, Smith JH. Improvements in the registration
and analysis of fetal heart rate records at the bedside. Br J Obstet
Gynaecol 1985;92(4):317–325. doi: 10.1111/j.1471-0528.1985.
tb01103.x.

[43] Dawes GS, Houghton CR, Redman CW, et al. Pattern of the normal
human fetal heart rate. Br J Obstet Gynaecol 1982;89(4):276–284.
doi: 10.1111/j.1471-0528.1982.tb04696.x.

[44] Santo S, Ayres-de-Campos D, Costa-Santos C, et al. Agreement and
accuracy using the FIGO, ACOG and NICE cardiotocography
interpretation guidelines. Acta Obstet Gynecol Scand 2017;96(2):
166–175. doi: 10.1111/aogs.13064.

[45] Cohen WR, Hayes-Gill B. Influence of maternal body mass index on
accuracy and reliability of external fetal monitoring techniques. Acta
Obstet Gynecol Scand 2014;93(6):590–595. doi: 10.1111/aogs.
12387.

[46] Street P, Dawes GS, Moulden M, et al. Short-term variation in
abnormal antenatal fetal heart rate records. Am J Obstet Gynecol
1991;165(3):515–523. doi: 10.1016/0002-9378(91)90277-x.

[47] Dawes GS, Lobb M, Moulden M, et al. Antenatal cardiotocogram
quality and interpretation using computers. BJOG 2014;121(Suppl
7):2–8. doi: 10.1111/1471-0528.13208.

[48] Baker H, Pilarski N, Hodgetts-Morton VA, et al. Comparison of
visual and computerised antenatal cardiotocography in the
prevention of perinatal morbidity and mortality. A systematic review
and meta-analysis. Eur J Obstet Gynecol Reprod Biol 2021;263:
33–43. doi: 10.1016/j.ejogrb.2021.05.048.

[49] Tsipoura A, Giaxi P, Sarantaki A, et al. Conventional cardiotocography
versus computerized CTG analysis and perinatal outcomes: a systematic
review. Maedica (Bucur) 2023;18(3):483–489. doi: 10.26574/maedica.
2023.18.3.483.

[50] Steyn DW, Odendaal HJ. Routine or computerized cardiotocography
in severe preeclampsia? A randomized controlled trial. J Matern Fetal
Investig 1997;7(4):166–171.

[51] Bracero LA, Morgan S, Byrne DW. Comparison of visual and
computerized interpretation of nonstress test results in a randomized
controlled trial. Am J Obstet Gynecol 1999;181(5 Pt 1):1254–1258.
doi: 10.1016/s0002-9378(99)70118-3.

[52] German Society of Gynecology and Obstetrics (DGGG); Maternal
Fetal Medicine Study Group (AGMFM); German Society of Prenatal
Medicine and Obstetrics (DGPGM); German Society of Perinatal
Medicine (DGPM). S1-Guideline on the use of CTG during
pregnancy and labor: long version - AWMF Registry No. 015/036.
Geburtshilfe Frauenheilkd 2014;74(8):721–732. doi: 10.1055/s-
0034-1382874.

[53] Amer-Wåhlin I, Hellsten C, Norén H, et al. Cardiotocography only
versus cardiotocography plus ST analysis of fetal electrocardiogram
for intrapartum fetal monitoring: a Swedish randomised controlled
trial. Lancet 2001;358(9281):534–538. doi: 10.1016/s0140-6736
(01)05703-8.

[54] Kahankova R, Martinek R, Jaros R, et al. A review of signal
processing techniques for non-invasive fetal electrocardiography.
IEEE Rev Biomed Eng 2020;13:51–73. doi: 10.1109/RBME.2019.
2938061.
188
[55] Aggarwal G,Wei Y. Non-invasive fetal electrocardiogrammonitoring
techniques: Potential and future research opportunities in smart
textiles. Signals 2021;2(3):392–412. doi: 10.3390/signals2030025.

[56] Reinhard J, Hayes-Gill BR, Schiermeier S, et al. Uterine activity
monitoring during labour—a multi-centre, blinded two-way trial of
external tocodynamometry against electrohysterography. Z Geburtshilfe
Neonatol 2011;215(5):199–204. doi: 10.1055/s-0031-1291210.

[57] Liu B, Thilaganathan B, Bhide A. Effectiveness of ambulatory non-
invasive fetal electrocardiography: impact of maternal and fetal
characteristics. Acta Obstet Gynecol Scand 2023;102(5):577–584.
doi: 10.1111/aogs.14543.

[58] Graatsma EM, Miller J, Mulder EJ, et al. Maternal body mass index
does not affect performance of fetal electrocardiography. Am J
Perinatol 2010;27(7):573–577. doi: 10.1055/s-0030-1248945.

[59] Mhajna M, Schwartz N, Levit-Rosen L, et al. Wireless, remote
solution for home fetal and maternal heart rate monitoring. Am J
Obstet Gynecol MFM 2020;2(2):100101. doi: 10.1016/j.ajogmf.
2020.100101.

[60] Bilardo CM, Hecher K, Visser G, et al. Severe fetal growth
restriction at 26-32 weeks: key messages from the TRUFFLE
study. Ultrasound Obstet Gynecol 2017;50(3):285–290. doi: 10.
1002/uog.18815.

[61] Wolf H, Arabin B, Lees CC, et al. Longitudinal study of computerized
cardiotocography in early fetal growth restriction. Ultrasound Obstet
Gynecol 2017;50(1):71–78. doi: 10.1002/uog.17215.

[62] Signorini MG, Magenes G, Cerutti S, et al. Linear and nonlinear
parameters for the analysis of fetal heart rate signal from
cardiotocographic recordings. IEEE Trans Biomed Eng 2003;50(3):
365–374. doi: 10.1109/TBME.2003.808824.

[63] Behar JA, Bonnemains L, Shulgin V, et al. Noninvasive fetal
electrocardiography for the detection of fetal arrhythmias. Prenat
Diagn 2019;39(3):178–187. doi: 10.1002/pd.5412.

[64] KapayaH,DimelowER,AnumbaD.Women's experience ofwearing a
portable fetal-electrocardiogramdevice tomonitor small-for-gestational
age fetus in their home environment. Womens Health (Lond) 2018;14:
1745506518785620. doi: 10.1177/1745506518785620.

[65] Coddington R, Scarf V, Fox D. Australian women's experiences of
wearing a non-invasive fetal electrocardiography (NIFECG) device
during labour. Women Birth 2023;36(6):546–551. doi: 10.1016/j.
wombi.2023.03.005.

[66] Liu B, Ridder A, Smith V, et al. Feasibility of antenatal ambulatory
fetal electrocardiography: a systematic review. J Matern Fetal
Neonatal Med 2023;36(1):2204390. doi: 10.1080/14767058.2023.
2204390.

[67] Li S, Yang Q, Niu S, et al. Effectiveness of remote fetal monitoring on
maternal-fetal outcomes: systematic review and meta-analysis. JMIR
Mhealth Uhealth 2023;11:e41508. doi: 10.2196/41508.

[68] Graatsma EM, Jacod BC, van Egmond LA, et al. Fetal electrocardiog-
raphy: feasibility of long-term fetal heart rate recordings. BJOG
2009;116(2):334–337; discussion 337-338. doi: 10.1111/j.1471-
0528.2008.01951.x.

[69] Brown R, Johnstone ED, Heazell AE. Professionals' views of fetal-
monitoring support the development of devices to provide objective
longer-term assessment of fetal wellbeing. J Matern Fetal Neonatal Med
2016;29(10):1680–1686. doi: 10.3109/14767058.2015.1059808.

[70] Crawford A, Hayes D, Johnstone ED, et al. Women's experiences of
continuous fetal monitoring - a mixed-methods systematic review.
Acta Obstet Gynecol Scand 2017;96(12):1404–1413. doi: 10.1111/
aogs.13231.

[71] Raaijmakers F. In Denmark, Nemo Healthcare proves that home
monitoring is safe and efficient. Eindhoven University of Technology
https://www.tue.nl/en/news-and-events/news-overview/21-09-2022-
in-denmark-nemo-healthcare-proves-that-home-monitoring-is-safe-
and-efficient.

[72] Vullings R, van Laar J. Non-invasive fetal electrocardiography for
intrapartum cardiotocography. Front Pediatr 2020;8:599049. doi:
10.3389/fped.2020.599049.

[73] Liu B, Thilaganathan B, Bhide A. Correlation of short-term variation
derived from novel ambulatory fetal electrocardiography monitor
with computerized cardiotocography. Ultrasound Obstet Gynecol
2023;61(6):758–764. doi: 10.1002/uog.26191.

[74] Liu B, Thilaganathan B, Bhide A. Phase-rectified signal averaging:
correlation between two monitors and relationship with short-term
variation of fetal heart rate. Ultrasound Obstet Gynecol 2023;61(6):
765–772. doi: 10.1002/uog.26192.

[75] Bester M, Joshi R, Snellings FPJA, Mischi M, van Laar JOEH,
Vullings R. Longitudinal assessment of fetal heart rate variability

http://ahajournals.org
https://www.tue.nl/en/news-and-events/news-overview/21-09-2022-in-denmark-nemo-healthcare-proves-that-home-monitoring-is-safe-and-efficient
https://www.tue.nl/en/news-and-events/news-overview/21-09-2022-in-denmark-nemo-healthcare-proves-that-home-monitoring-is-safe-and-efficient
https://www.tue.nl/en/news-and-events/news-overview/21-09-2022-in-denmark-nemo-healthcare-proves-that-home-monitoring-is-safe-and-efficient


Pegorie et al., Maternal-Fetal Medicine (2024) 6:3 www.maternal-fetalmedicine.org
during pregnancy. In: 2022 Computing in Cardiology (CinC). Vol
498. ; 2022:1–4. doi:10.22489/CinC.2022.271

[76] Stampalija T, Casati D, Montico M, et al. Parameters influence on
acceleration and deceleration capacity based on trans-abdominal
ECG in early fetal growth restriction at different gestational age
epochs. Eur J Obstet Gynecol Reprod Biol 2015;188:104–112. doi:
10.1016/j.ejogrb.2015.03.003.

[77] van Laar JO, Warmerdam GJ, Verdurmen KM, et al. Fetal heart rate
variability during pregnancy, obtained from non-invasive electro-
cardiogram recordings. Acta Obstet Gynecol Scand 2014;93(1):
93–101. doi: 10.1111/aogs.12286.

[78] Zhang Y, Zhou Q, Li X. The advent of a new era of antenatal
cardiotocography. Matern Fetal Med 2022;4(2):93–94. doi: 10.
1097/fm9.0000000000000144.
189
[79] Evans MI, Britt DW, Evans SM, Devoe LD. Evolving frameworks for
the foundation and practice of electronic fetal monitoring. Matern
FetalMed 2022;4(2):141–151. doi: 10.1097/fm9.0000000000000148.

[80] Lobmaier SM, Mensing van Charante N, Ferrazzi E, et al. Phase-
rectified signal averaging method to predict perinatal outcome in
infants with very preterm fetal growth restriction- a secondary
analysis of TRUFFLE-trial. Am J Obstet Gynecol 2016;215(5):630.
e1–630.e7. doi: 10.1016/j.ajog.2016.06.024.

Edited By Yang Pan

How to cite this article: Pegorie C, Liu B, Thilaganathan B, Bhide A. Antenatal Non-
invasive Fetal Electrocardiography: A Literature Review. Maternal Fetal Med
2024;6(3):178–189. doi: 10.1097/FM9.0000000000000237.

http://www.maternal-fetalmedicine.org

