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CORE
Fetal mortality rate by gestational age, birth weight, and plurality
Neonatal mortality rate by gestational age, birth weight, and plurality
Infant mortality rate by gestational age, birth weight, and plurality
Birth weight distribution by vital status, gestational age, and plurality
Gestational age distribution by vital status and plurality

RECOMMENDED

Prevalence of selected congenital anomalies (reported in Chapter 9)
Distribution of 5-minute Apgar scores

FURTHER DEVELOPMENT

Causes of perinatal death/deaths due to congenital anomalies

Outcomes related to the health of babies in the first year of life, specifically mortality rates, are
often used as a measure of the health status of a population or of the quality of the perinatal
healthcare system. The principal determinants of perinatal death include congenital anomalies, very
preterm birth, and stillbirths associated with fetal growth restriction. Maternal age, parity, multiple
pregnancies, maternal conditions such as preeclampsia and diabetes, socioeconomic and migration
status, and behaviours such as smoking are well-known risk factors for perinatal mortality and
morbidity in Western countries. The quality of care during pregnancy, delivery, and the neonatal
period also influences the chances of mortality and morbidity in babies.

For live births, the risk of mortality and morbidity is directly related to the degree to which a birth is
preterm. The highest death rates occur in babies born before 28 weeks of gestation and especially
in those born before 26 weeks. Nonetheless, the morbidity and mortality rates of late preterm
births, between 32 and 36 completed weeks of gestation, are also elevated compared to those of
term births. Since late preterm births are on average five times more common than births before 32
weeks of gestation, the public health effects may be substantial. Since mortality is so closely related
to the degree to which a baby is preterm, stratification of mortality by different gestational age
groups is very important for purposes of comparison. The incidence of preterm birth has been
increasing since the early 1980s in many Western countries. The causes of this increase are not fully
clear. Major advances in neonatal care technology have improved the survival of very preterm
infants markedly, but survivors often suffer long-term morbidity. Being small for gestational age
(SGA), or growth restricted, is also related to perinatal mortality and morbidity, independent of
duration of pregnancy. Within each gestational age group, lighter infants have worse survival
chances.

Congenital anomalies, such as neural tube or cardiac defects, are related to the risk of mortality.
Over 2% of babies have a major congenital anomaly, defined as those associated with high
mortality or other serious medical or functional consequences. In this report, congenital anomalies



are addressed in depth in the chapter contributed by EUROCAT, which presents data from EUROCAT
registries as well as EURO-PERISTAT indicators on congenital anomalies.

European countries vary in their policies on the resuscitation of babies at the threshold of viability,
and both neonatal and fetal death rates may be higher where there is less intervention in cases of
very preterm birth. Mortality rates are also affected by policies and practices related to antenatal
screening and termination of pregnancy for congenital anomalies. When terminations of
pregnancy are registered as fetal deaths in routine systems, then fetal mortality rates increase as
screening and termination policies become more active. On the other hand, when these
pregnancies are not terminated, fetuses with lethal anomalies may die after birth and increase
neonatal and infant mortality rates. When terminations occur before the legal limit for registration
or when induced abortions are not included in official statistics, these deaths are not recorded. Both
fetal and neonatal mortality rates are then lower. These issues are discussed in more detail below as
well as in Chapter 9 on congenital anomalies.

71 FETAL MORTALITY RATE

INDICATOR TITLE: (C1) FETAL MORTALITY RATE

Justification

Half of all deaths in the perinatal period are fetal deaths. When analysed by gestational age and
birth weight, the fetal mortality rate provides information on avoidable mortality and quality of
perinatal care.'® Fetal mortality is particularly subject to under-reporting at low gestational ages.*®
Computing rates by gestational age and birth weight is necessary to derive comparable indicators
when registration practices diverge. Differences in policies and practices of screening for congenital
anomalies also affect fetal mortality rates.®’ Fetal death can be divided into death before labour
(antepartum death), and death during labour (intrapartum death). Fetal mortality can be decreased
by improved general maternal health, by preconception care, and by adequate care during
pregnancy and delivery.

Definition and presentation of indicators

The fetal mortality rate is defined as the number of fetal deaths at or after 22 completed weeks of
gestation in a given year, expressed per 1000 live and stillbirths in the same year. Fetal mortality
rates are presented in the appendix tables as the total fetal mortality rate, the rate for fetuses
weighing 1000 g and the rate for fetuses at and over 28 completed weeks of gestation. Figure 7.1
presents the total fetal mortality rate and the mortality rate for births at and after 28 weeks of
gestation. The percentage of fetal deaths by gestational and birthweight groups are also presented
for all countries together in Figure 7.2 and for countries individually in the appendices. Fetal
mortality rates are presented for singleton and multiple births in Figure 7.3.

Data sources and availability of indicators in European countries

Most participating countries and regions were able to provide data on fetal deaths according to the
EURO-PERISTAT definition, despite differences in the rules for registering births. Chapter 3 provides
details on the rules for registering fetal deaths in participating countries and the inclusion of these
deaths in routine reporting systems. Countries that recorded only those fetal deaths with a birth
weight of 500 g or more included Flanders, Germany, Austria, and Poland. Sweden has a gestational
age limit of 28 weeks and Hungary of 24 weeks for the registration of stillbirths. In Luxembourg the
official limit for recording stillbirths in the birth register is 28 weeks. Babies under this limit are
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included by doctors, nurses, and midwives, but not systematically. In Ireland (National Perinatal
Register) the limit is 500 g or 24 weeks of gestation. In the UK, fetal deaths <24 weeks of gestation
are not registered, but there is voluntary notification of late fetal deaths at 22 and 23 weeks.
Notifications from Scotland and Northern Ireland are included in the number of fetal deaths.
Almost all countries could also provide fetal deaths by gestational age and birth weight. France
could provide this data only for a small sample of births as it does not record the gestational age
and birth weight of fetal deaths nationally. Greece provided these data for gestational age, but not
for birth weight. Data sources include civil and medical registers and hospital discharge data.

Methodological issues in the computation, reporting, and interpretation of the indicator
Differences in European legislation governing the lower limit for inclusion of fetal deaths makes it
difficult to compare rates at low gestational ages. Computing rates by gestational age and birth
weight is necessary to derive comparable indicators when registration practices diverge. WHO
recommends using a lower limit of 1000 g for international comparisons, but since the guidelines
for registration are based primarily on gestational age, a cutoff based on gestational age is
presented here. The EURO-PERISTAT project thus chose to present fetal mortality rates per 1000
total births at or after 28 weeks of gestation.

Another important issue relates to whether terminations of pregnancy are included as fetal deaths.
Some countries include terminations of pregnancy in their registers of fetal deaths, while others
record these births in separate registers. For instance, in Denmark, Italy, Germany, and Norway;,
terminations were not included in the statistics provided to EURO-PERISTAT as they are not in the
register of fetal deaths. Italy provided us with data on terminations and spontaneous fetal deaths
to derive estimates of the impact of including terminations on overall rates. Germany was able to
provide the number of terminations at 23 weeks of gestation. In contrast, France and the
Netherlands included terminations in fetal deaths. The project did not systematically ask for this
information, however, since the different practices related to the registration of terminations of
pregnancy came to our attention after the data had been collected. The number of terminations of
pregnancy that occur at or after 28 weeks of gestation is low in most European countries,” so
computing the fetal mortality using this cutoff point also partially addresses this problem.

Finally, even when the indicator of fetal mortality is constructed to be comparable, its interpretation
must also take into consideration the legislation and policies on and practices of induced abortions
for congenital anomalies that may be registered as fetal deaths. Separating out fetal mortality rates
into spontaneous deaths versus terminations would be useful for understanding differences
between countries.

Results

When all registration criteria were considered together, fetal mortality rates ranged from lows
around 3 per 1000 live and stillbirths in Spain, the Slovak Republic, Luxembourg, Germany, and
Sweden to 7.0 and 9.1 per 1000 in the Netherlands and France, respectively. Fetal mortality rates
were much lower when computed only for births at or after 28 weeks of gestation; these ranged
from 1.7 per 1000 live and stillbirths in the Slovak Republic to 4.9 per 1000 in Latvia and France.
France has the highest overall fetal mortality rate (9.1), due in large part to the practice of late
terminations of pregnancy.” Because France does not include gestational age in its civil registration
data, it was not possible to estimate a national rate of death with a 28 week gestational age cutoff.
Using data from the perinatal survey, however, made it possible to produce an estimate of 4.9 per
1000 for fetal mortality for births at 28 weeks or later. While this rate was high, it was more in line
with rates in other European countries, such as Scotland (4.6) and the Netherlands (4.3).



Data provided by Italy, where terminations are recorded in a separate register, made it possible to
compare fetal mortality rates with and without terminations in this country. If the 570 recorded
terminations are added to spontaneous fetal deaths, the total fetal mortality rate becomes 6.5 per
1000 total births versus 5.4 per 1000 without terminations. In Germany, 200 terminations were
recorded at 23 or more weeks of gestation; the total number of spontaneous fetal deaths in
Germany at all gestations was 2261. In Denmark, pregnancy terminations after 21 weeks are
estimated to be rare, about 3 per year.

Close to 30% of fetal deaths occurred to babies delivered before 28 weeks of gestation and
weighing less than 1000 g, as shown in Figure 7.1, which illustrates the distribution of fetal deaths
by birth weight and gestational age for all countries that contributed data about all deaths
occurring at or after 22 weeks of gestation. About one third of fetal deaths occurred to babies at
term or over 2500 g. These data are provided for each country in the data tables in Appendix B.

Figure 7.2 illustrates the higher risks of fetal mortality associated with multiple births. Multiples
have a risk of fetal death from two to four times higher than singletons. The fetal mortality rates
for multiples should be interpreted with caution because of the small numbers of cases in many
countries.

KEY POINTS

There is a large variability in fetal mortality rates in European countries. Some of this variation is
due to differences in definitions, related to lower limits for inclusion of deaths as well as whether
terminations of pregnancy are included.

A priority for European information systems in the future is to standardise inclusion criteria for fetal
deaths. While excluding the most immature babies makes rates more comparable, a significant
proportion of deaths occur in the very preterm period, and this information is important for the
surveillance of perinatal health.
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Belgium
BE: Flanders
BE: Brussels
Czech Republic
Denmark
Germany
Estonia
Ireland
Greece
Spain

France (civil registration)

France (survey)
Italy
Cyprus
Latvia
Lithuania

Luxembourg

Hungary ** (24 weeks)
Malta
Netherlands
Austria
Poland
Portugal
Slovenia
Slovak Republic
Finland

Sweden ** (28 weeks)
United Kingdom
UK: England and Wales
UK: Scotland

UK: Northern Ireland

Norway
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2.9

4.6

3.8
4.5

9.1

10.7

4 6 8
Rate per 1000 total births

- All, startin g at 22 weeks except in countries with **

10

12



