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4 CHARACTERISTICS OF CHILDBEARING WOMEN 

CORE
Multiple birth rate by number of fetuses 

Distribution of maternal age

Distribution of parity 

RECOMMENDED
Percentage of women who smoked during pregnancy 

Distribution of mother’s educational level 

FURTHER DEVELOPMENT
Distribution of mother’s country of origin 

Pregnancy outcome varies considerably between social and demographic groups within

populations. An understanding of the social and demographic structure of childbearing populations

is therefore crucial to interpreting differences between outcomes in EU member states. This section

describes six social and demographic indicators – three of them core indicators, two recommended,

and one for further development. There are considerable inter-relationships between them.

The first core indicator is the rate of multiple pregnancy. Maternal and infant mortality rates are

higher in multiple than singleton pregnancies. Multiple pregnancy rates have been rising in many

European countries and vary markedly between them. Moreover, this is associated with the second

core indicator – distribution of women’s age at childbirth. Multiple pregnancy rates are higher

among older women, as are infertility problems. These can lead to the use of ovarian stimulation

and assisted conception, both of which carry a significantly increased risk of multiple pregnancy. 

The risks of teenage pregnancy are well known, but these account for a relatively small proportion

of pregnancies in most countries. In contrast, the proportions of pregnancies in women aged 35

and older are higher and are rising in many countries. Women in this age group are more likely to

experience pregnancy complications as well as multiple pregnancies and to have babies with

congenital anomalies and low birth weights, who will thus have higher rates of fetal and infant

death.

The third core indicator is the distribution of parity. As adverse outcome is higher among first births

and among births to women of high parity, this distribution may have an impact on the overall

association with adverse outcome.

The two recommended indicators, smoking in pregnancy and mother’s educational level, represent

lifestyle and social characteristics respectively. Smoking has both direct adverse effects on health in

general and on developing fetuses in particular. In addition, in some countries, women who are

more likely to experience adverse outcome for other reasons may also be more likely to smoke.

Pregnancy outcome is associated with socioeconomic status (SES) in general, but the measures used

vary widely between countries. Educational level is used as a measure of SES in some countries,

while others use occupationally-based measures. Mother’s educational level was chosen in the hope

that it would be measured most consistently.

Migration from former colonies, from countries where there is political unrest, and from

economically less favoured to more affluent parts of Europe, is an increasingly important factor to

42

EUROPEAN PERINATAL HEALTH REPORT



consider when interpreting differences in pregnancy outcomes, because outcomes are poorer in

some immigrant groups. There is considerable debate about which variables and classifications to

use for international comparisons of pregnancy outcome by mother’s country of origin. This is

summarised as a signpost for further development and an interim indicator is presented.

4.1 MULTIPLE BIRTHS 

INDICATOR TITLE: (C7) MULTIPLE BIRTHS BY NUMBER OF FETUSES PER 1000 WOMEN WITH ONE OR

MORE LIVE OR STILLBIRTHS

Justification

Compared with singletons, babies from multiple births have higher rates of stillbirth, infant

mortality, preterm birth, low birth weight, and subsequent developmental problems. All of these

have consequences for families and for society.1-4 Rates of multiple birth vary between countries and

over time. They are influenced by differences in the proportions of older women giving birth, the

extent of use of ovarian stimulation and assisted conception, and the policies for preventing

multiple pregnancies when using them, as well as by other factors.1,5 They therefore contribute to

differences between the overall rates of stillbirth and of mortality and morbidity in infancy and

childhood, both geographically and over time. Consequently, they may influence variations in many

of the health indicators in this report.

Definition and presentation of indicator 

Figure 4.1 shows the rates of twin and triplet and higher order births, expressed as numbers of

women with twin and with triplet or higher order births per 1000 women giving birth to one or

more fetuses.

Data sources and availability of indicator in European countries 

Almost all countries provided data for this indicator. The data for Cyprus related to live births only.

By and large the data came from civil registration systems and other population-based systems, but

data for Flanders, the Czech Republic, Germany, Slovenia, Lithuania, and Sweden came from

hospital-based systems, while those for the Netherlands came from linked professional registers.

Methodological issues in the computation, reporting, and interpretation of the indicator

In civil registration systems, the pregnancies included relate to the laws governing the births

requiring registration. These affect the extent to which multiple births in which one or more babies

die before birth or registration are included. In addition, multiple births are rare events, particularly

in small populations such as those of Cyprus, Malta, and Luxembourg, so confidence intervals and

year-to-year variation are relatively wide.

Results

Multiple birth rates vary from under 12 per 1000 women with live or stillbirths in Lithuania, Poland,

and Latvia to more than 20 per 1000 in the Netherlands, Denmark, and Cyprus. There is no

apparent association between the rates for triplet and higher-order births and for twin births. Only

Italy and Germany had notable numbers of quadruplet and higher-order births.

KEY POINTS

When born very preterm, some multiple births impose considerable costs on health services, families,

and societies. High rates due to either delayed childbearing or subfertility management raise

questions about the need for policies to encourage earlier childbearing and to prevent multiple

pregnancies in assisted conception. In the absence of data about ovarian stimulation and assisted

conception, age-specific multiple birth rates can provide an indication of the extent of their use.1
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Figure 4.1 Multiple birth rates per 1000 women with live or stillbirths, by number of fetuses
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4.2 MATERNAL AGE 

INDICATOR TITLE: (C8) MATERNAL AGE AT DELIVERY FOR WOMEN WITH A LIVE OR STILLBIRTH 

Justification

Both early and late childbearing are associated with higher than average rates of preterm birth,

growth restriction, and perinatal mortality.1-4 Increased risks for younger mothers have been

associated with social and healthcare factors, including lack of antenatal care, unwanted or hidden

pregnancies, poor nutrition, and lower social status. Older mothers have a higher prevalence of

pregnancy complications, including some congenital anomalies, hypertension, and diabetes. Older

maternal age is a significant risk factor for maternal mortality and morbidity. Older mothers are

more often delivered by caesarean section. Multiple pregnancies are also associated with older

maternal age (see 4.1). 

Because of the association between maternal age and perinatal health outcomes and because the

age at which women in European countries bear children differs widely, the maternal age

distribution must be considered in comparisons between countries. Furthermore, mothers are

increasingly having children later in life throughout Europe, and this can affect trends in perinatal

health outcomes. Policy issues include the orientation of antenatal surveillance towards the needs

of older pregnant women and the provision of information about the risks associated with delayed

childbearing. The prevention of teenage pregnancy is a policy concern in many countries.  

Definition and presentation of indicator 

This indicator is defined as the distribution of age in years at delivery for women delivering a live or

stillbirth. The recommended presentation is: 10-14, 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, and 45

and older. This summary presentation focuses on the extremes of the childbearing distribution,

defined as younger than 20 years and as 35 years and older (see data tables in Appendix B for full

distribution).   

Methodological issues in the computation, reporting, and interpretation of this indicator

Some civil registration systems record the age the mother reaches during the year of birth and not

her age at delivery. In some situations, age may be recorded during antenatal visits but not updated

at delivery. These data are often presented in relation to total births or live births, while EURO-

PERISTAT recommends consideration of the total number of women giving birth instead. However,

the differences between these two numbers are due to multiple births, which are a relatively small

proportion of total births, so this is not a major problem. 

Data sources and availability of indicator in European countries 

Almost all countries were able to provide this indicator, although Belgium did not provide national

data. 

Results

The percentage of teenaged mothers (those younger than 20) varied from 1.3 in Denmark to 9.3 in

Latvia. Figure 4.2 maps the proportion of women delivering a live or stillbirth under 20 years of age

in three categories: countries with a low proportion of births to teenaged mothers, defined as less

than 3% of all births, those in an intermediate position (3-5%), and those where 5% or more are in

their teens. Actual percentages are provided for countries in the latter group to show the variation

between countries.
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The geographical pattern of childbearing at older ages in Europe is shown in Figure 4.3. The

percentage of older mothers, defined as women giving birth at 35 years or older, ranged from a

low of 7.5 in Slovakia to a high of 24.3 in Ireland. This map divides countries into three groups of

equal size. High percentages of older childbearing women (over 20%) are found in the

Netherlands, Valencia in Spain, Germany, Italy, and Ireland.  

KEY POINTS

In many EU countries, births to teenaged mothers account for less than 3% of all deliveries, but this

proportion is much higher in others, especially some newer member states.  

The proportion of women bearing children later in life varies substantially. It is smallest in the

countries that have recently joined the EU. In some countries, one of five women giving birth in

2004 was at least 35 years old. 
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