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We are pleased to presettie third report from the AC Maternal andPerinatal Mortality

Committee (ACMPMC), and | wouldersonallylike to thank the members for their ongoing
participation and enthusiasm. The Committee meets two to three times per year and reports to the
ACT Health Quality and Safety Committee each year.

The ACMPMC developed from a few enthusiastic clinicians in 2002 who recognised the importance
of collecting perinatal mortality data to allow accurate reporting and comparisons of perinatal
deaths within the ACT and nationally. The committee now cansisa maternafetal medicine
specialistobstetricians pathologist, neonatologistlata collection officertepresentative midwives

from each hospital in the Territory and a representative from the Epidemiology Section, Health
Improvement BranchACT Halth.

The ACMPMC classifies all perinatal deaths in the ACT using the Perinatal Society of Australia and
New Zealand Perinatal Death Classification (PSANXC) and the Perinatal Society of Australia and
New Zealand Neonatal Death Classification (F&NDC) (APPENDIX C). The majority of members
are active in the Perinatal Society of Australia and New Zealand (PS#it)h and Neonatal
DeathAlliance which continues to refine these classifications and implement their use throughout
Australia.

Asthe ACT is a small territory, the ARIPMC has the ability to review all perinatal deaths within the
ACT and classify them according to the PSANZ classification systems. Due to the small number of
deaths, a fiveyear report is felt to be the most appropteatimeframe to examine perinatal deaths

in the Territory.

I would like to acknoVedge and thank thestaff §CT Heal t h' s Epi demi ol ogy S
ongoing support in producing this report and assistance in maintaining the perinatal mortality
databa®.

ProfessorAlison Kent
Chairperson, ACWaternal andPerinatal Mortality Committee
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1. EXECUTIVE SUMMARY

As a small jurisdiction, the number of perinatal deaths that occur in the ACT is relatively low.
However reviewing, classifying and reporting perinatal deaths provides a powerful tohkfath
professionaldo improve procedures and practices to enstinat the ACT continues toe one of the
safest places in the world to give birth.

Over the fiveyear period, 20142015 a total of 31,015 births occurred in t#CT Of these, 30,769
(99.2%) were classified as live bgtiAround,4,518(14.6%) of all bihs throughout this periodvere
for women vhose usual place of residence wagside of the Territoy.

In2011-2015,346 perinatal deathccurred in the ACTOf these252(72.8%) were for ACT
residentsand 94 (27.20) were fobabies ofwomenfrom outside of the ACTTheACT resident
perinatal mortality ratefor the period wa®.5deathsper 1,000total births. The AT resident fetal
death rate was 7.3 deathzer 1,000 total births and the AC&sident neonatal mortality rate 2.2
deathsper 1,000 ke births.

Based on théerinatal Societpf Australia and New Zealairinatal Death ClassificatigSANZ
PDG, in 20112015, the primarcause of perinatal deatfor ACTresidents wagited ascongenital
abnormality (24.66),specific periratal conditions (4.3, antepartum haemorrhagél1.1%) and
spontaneous pretern{10.349). Unfortunately, 19% of perinatal deaths were unexplained, which may
be due to inadequate investigation or death occurring prior to 20 weeks gest&8idhs that occur
after 20 weeks gestation where death has occurred prior to 20 weeks gestagomotroutinely
reported in allAustralianstates and territories; however, they have been included in this regoet

to ACT legislative requirements

The leading cause okonaial deathas per thePerinatal Societgf Australia and New Zealand
NeonatalDeath ClassificatiofP SANZADG reported throughout the perio®011-2015in the ACT
wasextreme prematurity (42.0%) followed by neurological conditi¢it 9%).

Preterm delivery (less than 37 weeks gestation) occurréddi of all births, an82.9% of perinatal
deathsin the ACTExtreme prematurity (less than 28weks gestation) occurred 8% of all births
and64.7% d perinatal deaths

Of all perinatal deths, 11.1%were multiple birthsThe perinatal mortalityate for multiple births
was 32.7eathsper 1,000multiple births in comparison t&.7 deathger 1,000 singleton births.

The number of perinatal deaths associateith complications of monochoriaa twin pregnancies
fell from 12 deathghroughout the2001-2005reporting period, to asingle deathin 2006-2010
However, the figureoseto 10deathsin 20112015

The perinatal autopssate for the ACT in 2022015 was 59.%. This figurecompared favourably
with other Australian states and territorie&CT Healtliollowsthe recommendations of th&oyal
College of Pathologisthat everyfamily experiencingerinatal loss should be offered an autopsy
and where an autopsy is not performealternaive investigationshould be made availahle
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There were no significant differencesported between fetal death rates and perinatal mortality
rates for the ACT and Australia between 2011 and 2015 for either the annual rates or for the five
year combinedates.

2. RECOMMENDATIONS

2.1 Congenital abnormalities

The ACEhould continugo maintain data on congenital abnormalities as a cause of perinatal death,
and support the development of a natiemide register and epidemiological investigation of
congenitd anomalies to enable state and territory comparisons.

2.2 Unexplained antepartum death and fetal
growth restriction

Two major areas of ongoing focus in perinatal loss are unexplained antepartum death and fetal
growth restriction. The goal of investitinga perinatal loss is to provide answers to families as to
why their baby has died and whether this has implications for future pregnancies. Sadly, despite
investigationsa proportion of antepartum deaths remain unexplaingéthexplained antepartum
death was the second most cited cause of perinatal death in 2Q015. It is important that the

value of conducting autopsies is recognised and that staff are educated on how to discuss this
procedure with families to enable the proportion of perinatal death®lishs unexplained to be
minimised.The Canberra Hospithhs beerinvolved with a large NHMRC funded study designed to
determine the investigations that should be performetienan antepartum death has occurrgi
maximise the likelihood of explaining tkeath. The results of this study will likely be available in
2018.

Fetal growth restriction (FGR)adssociatedvith a significant proportion of perinatal deaths. Focus in
the early antepartum period is aimed at identifying risk fact@ging the laterantepartum period
there is increased surveillance fsigns of FGBRnd early delivery wherecommendedHowever, a
proportion of babies continue to not be identified as growth restricted during pregnahoyumber

of ACT MPMC members are involved in tlevelopment of a national training prografmcused on
increasing the identification of pregnancies complicated by, M@Rthe aim of edudngthe

morbidity and mortality associated withis risk factor This program is planned to be available both
as alive instructional course and as adearning program in 2018n the ACTiates of perinatal loss
associated with FGIRave declined significantly since the last reporting period, from 35 to 17 deaths
(1.5 to 0.6 deaths per 1,000 births).

11



2.3 Perinatal autopsy

A high periatal autopsy rate improveaccuracy when classifying the cawdgerinatal deathsind
the information provided to parents. All parents should be offered the option of an autopsy
following a perinatal deathThismustbe accompanied bgnadequate explanatiomf the procedure
andthe availability okuitable materialto assistwith their decision.

All clinical staff involved in perinatal cameed tobe aware of the value of perinatal autopsinical
practice guidelines for perinatalutopsy and audit should be available for all perinatal clinical care
providers. Access to educational material such as the Improving Perinatal MoRelityw &
Outcomes Via EducatidiMPROVE)ourse shouldilsobe provided toall staff involved in peniatal
care.

ACT Health must ensutleat a high standard of perinatal autopsy is always available and should
strive to achieve high autopsy ratesith resultsmadeavailable within six to eight weeks. Thisl
enableappropriate counsellingp be provided to parents and ensure thahggh standard of
perinatal auditis maintained An audit of the timeequiredto provide autopsy results may be useful
to indicate service improvement or provision required in this area.

2.4 Data quality

Ongoingdata supportshould beprovidedto the ACTMPMCior data managemendnd to
incorporatethe collection of perinatal data electronically to improve data qualidyer the five years
since the last reportadministrative support has improved for the ACT MPMB ttie allocation of a
data coordinator Howevercontinued support is required for this positiamd for the Epidemiology
Sectionin orderto maintain this important database

AustralianStates and Territorieshould work together withihe Australian Gogrnmentto ensure
consistency of national reportirendthe development and maintenance of a National Perinatal
Mortality Minimum Dataset.

12



3. INTRODUCTION

The majority oppregnancies that occur iustraliado not result in mortality or severe illnes

However, pregnancy, childbirth and infancy remain a time of vulneraflitpnothers and their
children.Tragically, around 3,000 families each year in Australia will experience the loss of a baby
who was eithesstillborn or died in the first fouweeks of lifeflMonk A, 2016)Over the past 15 years

in the ACT, an average of 48 perinatal deaths were reported each year among residents of the ACT,
with an additional 21 deathecorded for women who reside outside of the ACT, but gave birth in

the Teritory.

Perinatal mortalityis an important indicator of the health state$a given population anceflects

the risk of a fetus being stillborn or not surviving beyond 28 days ofditee ACT, all perinatal

deaths are reviewed by the A®Raternal ard Perinatal Mortality Committe¢ ACTMPMC)which

was established in 2002. One of the MM MC’ s pri nci pal responsibiliti
yearreport for ACT Health on Perinatal Mortality. This is ttied report from the ACT Perinatal

Mortality Committee (ACMPMC) The report aims to shine a light on perinatal mortadityd

focuses on deaths that occurred throughout the five year period 22Q15. Unless otherwise

stated, the report focuses owomenwho are both resident in the ACT and gauh in the

Territory.

3.1 Purpose of the ACT Maternal and Perinatal
Mortality Committee

TheACTMaternal andPerinatal Mortality Committeseeks ¢ provide advicehrough the ACT

Health Quality and Safety Commigten matters that relate tanaternal andperinatal mortality in

the ACTWhile not all perinatal deaths are preventallee Committee seeks to gain a better
understanding of how to prevent those deaths that gteough research and the provision of
reports such as thig his report focusesnly on perinatal mortality, maternal mortality is reported in
the Australian Institute of Health and Welfare National Report on Maternal Mortality.

3.2 Terms of reference

TheACTMaternal andPerinatal Mortality Committeés a subcommittee of the ACT Matnal
Perinatal Information Network Committee.

The membershipvill include

An obstetrician with involvement in higiisk pregnancy and fetal medicine;
A fetal medicine gecialist

An dbstetrician

A neonatologist;

A pathologist with involvement iperinatal pathology;

= =4 =4 4 =4



A representative fronthe Epidemiology SectigiPopulation Health Protection and Prevention
A midwife representative from each of th@spitalsproviding maternity serviceis the ACT

A perinatal and maternal mortality data collectiomfficerand

Any other members the committee feels are appropriate.

= =4 =4 =

The role of the committee is to

1 Review all periatal and maternal deaths that occurtime ACT

dassify all perinatal deaths according to the PSANZ classification system

Provide an anual nonpublic report to the ACT Health Quality and Safety Committee on
perinatal deaths

Provide a fiveyearpublic health eport for ACT Health on Perinatal Mortality

Provide maternal mortality data tthe National Report on Maternal Mortality

Providedata for the ACT Child and Young People Death Review Committee

Liaise with the ACT Maternity Services Advisory Network with relevant information related to
perinatal and maternal mortality and services within the ACT

1 Provide daafor the National Repdron Perinatal Mortality

= =4

= =4 =4 =4

3.3 Provision of data for statistical and

research purposes

The ACMPMChas collected information regardiral perinatal deathshat occurin the ACT from
20 weeks gestationisce 2001. The Committee has permisdiomelease inbrmation from the
databaseunder the provision that it does not risk the confidentiality of individuals.

With regards to the public release of health related d&&T Healtlollows national best practice
and doesot publish tableghat contain less tha five cases within a givarategory. However, due
to the small number of perinatal deatlisat occureach year in the AGIhd the importance and
value placed on this informatigmermission was sought and granted from the ACT Chief Health
Officer b publsh tables with small numbers.

In addition, all requests for information related to tAR€T Perinatal Mortality Dataset are reviewed
by the ACMPMC Formal reseh projects must conform tblational Health and Medical Research
Council Guidelines, and beroved by the ACHealthHuman Research Ethics Committee.

3.4 Membership

Membership of the ACT Perinatal Mortality Committee

Professor Alison Kent (Chair) Dept of Neonatology, Centenary Hospital for Women and Children,
Canberra Hospital, Australian NatadrJniversity

Ms Louise Freebairn Epidemiology Section, ACT Health

14



Professor Jane Dahlstrom  Dept of Anatomical Pathology, Canberra Hospital,
AustralianNational University

Dr Farah Sethna Dept of Obstetrics and Gynaecology, Centenary Hospit&l/tamen
and Children, Canberra Hospital, Fetal Medicine Specialist,
Australian National University

A/Prof Boon Lim Director Obstetrics and Gynaecology, Centenary Hospital for
Women and Children, Canberra Hospital, Australian National
University

RMJo Borrman Data Coordinator, Centenary Hospital for Women and Children,

Canberra Hospital

RM Wendy Alder CMC Birthing, Centenary Hospital for Women and Children,
Canberra Hospital

Dr John Hehir Director Obstetrics and Gynaecology, CaiNruplicHospitalBruce

RM Christind-alez Nurse Manager, CalvaBublicHospitalBruce

RMMichelle Thinnius CMC Birth Suite, Antenatal Clinic & Parent Education, Calvary Public

Hospital Bruce

RM Sue Simms CMC Birthing, Calvary John James Hospital

4. SCOPE

4.1 Maternity services in the ACT and the
Australian Capital Region

There are four hospitals (two public and two private) in the &@T providematernity services to
ACT residents and residents of thersunding regions of NSW. During the per@il1-2015,14.6%

of babies born in the ACT wete women who werenot usual residents of the ACT. Many of these
babies were those of women who were referredtbe Centenary Hospital for Women and Children,
Canberra Hospitdbr tertiary level maternal and neonatal cai@r high-risk pregnancies and births.
This is reflected in thhigherrate of perinatal deaths for babies of womefitom outside of the ACT
compared to those women resident in the ACT. In 2Q015, perinatal deaths reported in the ACT
were significantly higheamong norACT residentsompared toACT residentsit 20.8 deaths per
1,000 births and 9.5 deaths per 1,000 births respectively.
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4.2 Report focus

This reportprimarilyfocuses on perinatal deaths for babies of ACT residents where the birth
occurred in the ACT. It does not include ACT residents who gave birth outside of thénkeSS.
otherwise stated, @sidents from other jurisdictions who gave birth in the ACT have eaeluded to
allow for a population based analysis.

Whil e this r egricataltdéathsamhoagtACTE residents,alhpermatal deaths that occur
in the ACT are routinely monitored and review@&tiree of thehospitakin the ACperform their

own review of perinatal deaths.IPhospitals complete aonfidentialperinatal mortality formfor

each perinatal deatkthat occursandis forwarded to the ACMPMC An annual presentation is

made to the ACT Health Quality and Safety Committee of perinaddhslewith recommendations
implemented as required.

In 20112015, a total of 346 perinatal deaths were reported in the AGE. number of perinatal
deaths has remained relatively unchanged over the last three reporting pefi@dide }.

Table 1: Fetd, neonatal and perinatadeaths by year andusual place of residence
Fetal deaths Neonatal deaths Perinatal deaths
No. Per cent No. Per cent No. Per cent
2001712005
ACT residents 153 75.0 64 54.7 217 67.6
Non ACT residents 51 25.0 53 45.3 104 32.4
Total 204 100 117 100 321 100
2006712010
ACT residents 187 71.9 62 52.5 249 65.9
Non ACT residents 73 28.1 56 47.5 129 34.1
Total 260 100 118 100 378 100
2011712015
ACT residents 193 75.4 59 65.6 252 72.8
Non ACT residents 63 24.6 31 34.4 94 27.2
Total 256 100 90 100 346 100

Source: ACT Perinatal M ortality Dataset.

16



5. PERINATAL MORTALITY RATES AND
TRENDS

5.1 Perinatal mortality rates

The perinatal mortality rate for the ACT over theefixear period 20132015 was 9.5 deathger
1,000 total births. This copmised a fetal death rate of 7.3 deatpsr 1,000 total births and
neonatal mortality rate of 2.2 deathger 1,000 live birthgTable 2)

In order to comply wittACT legislatiofiable 2 includgbabies born with a birtheight of less than
400 grams who were born at 20 weedgsstation or moreNot all states and territories report births
where there is a birth weight of less than 400 grams independent of gestation at Witén these
cases are excludethe perinatal morglity in the ACTs 6.9deaths per 1,000 total births

Table 2: Fetal, neonatal angperinatal deaths, ACTesidents 20112015
Fetal deaths Neonatal deaths Perinatal deaths

Total births Live births No. Rate®  95%CI No. Rate®  95%CI No. Rate®  95%CI
2011 4,836 4,809 32 66 (4.3718.8%) 25 (1.173.8) 91 (6. 47
2012 5,259 5,216 48 91 (6.6111.12) 23 (1.073.60 114 (8. 57
2013 5,360 5,329 35 65 (4.4718.%) 19 (0.773.8) 84(6.07
2014 5,530 5,485 45 81 (5.8110.18) 22 (1.073.87) 103 (7.67
2015 5,512 5,478 33 60 (4.0718.03) 24 (1.173.2) 83 (5. 097
Total 26,497 26,317 193 73 (6.3718.8) 22 (1.7i12.282) 95 (8. 3i

(a) Rate per 1000 births.
(b) Rate per 1000 live births.
Source: ACT Perinatal Death Data Collection and ACT M aternal and P erinatal Data Collection.

Late termination of pregnancy (terminatiai 20 weeks gestation or more) feevere and lethal

congenital abnormalitiegnd other medical conditions arimcluded in the ACT Perinatal Data

Coll ection and t hus peronaial mortalityrateThroughout theperioé r r i t or y '’
20112015, here were 49ate terminationsreported in theACT The Canberra Hospital is cemtly

the only hospitaln the ACThat performs late terminations for cgyenital abnormalitiesinder the

framework of a Termination Review Committ&hen late terminations and babies born with a

birth weight of less than 400 grams are removed from thalgsis the perinatal morality rate for

ACT residents over the period 262D15 was 5.5 deathsep 1000 birthsFigure 1 compares the

fetal, neonatal and perinatal mortality rates for ACT residents from 28015 adjustedfor late

terminations and birthwight less than 400 grams

17



Figure 1:

Fetal, neonatal and perinatainortality rates corrected for lateerminations

and birthweight less than 400 gram#CTresidents 20QL¢2015

Fetal deaths

Rate per 1,000 births
12 -

All fetal deaths
= === Excluding late terminations of pregnancy

11 A Excluding birthweight less than 400 grams
10 Excluding late term termination and birthweight less than 400 gra
9 .
8 '/\/\/——\/\/\/\’
7 - -~ f2.
6 - ”d"s‘"“—~s~~-‘__—" LY 2 s ’,’ Saem=m=y
5 .
4 .
3 .
2
1 -
0 T T T T T T T T T T T T T 1

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Neonatal deaths

Rate per 1,000 live births

6 -

O T T T

All neonatal deaths

= === Excluding late terminations of pregnhancy

Excluding birthweight less than 400 grams

Excluding late term termination and birthweight less than 400 gi

-
-
X T

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Perinatal deaths

Rate per 1,000 births
12

11

10

9

8

7

6 -

5 -

4 - All perinatal deaths

3 A = === Excluding late terminations of pregnancy

2 A Excluding birthweight less than 400 grams

é T Excluding late term termination and birthweight less than 400 grams
2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Soure: ACT Perinatal Death Data and ACT Perinatal Data Collection, Data based on three year rolling averages.
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5.2 Antecedent cause of perinatal mortality

Based orthe Perinatal Society of Australia and New ZealdRdrinatal Death Classification (PSANZ
PDC) systenthe leadingcauses of perinatal deaih 2011-2015were: congenital abnormality,
specific perinatal conditions, antepartum haermrhage and spontaneoysreterm birth (Table 3)
There was no significant difference in the tofaC Tperinatal mortality rate reportedetween2006-
2010 and 20142015.The following changes were noted in antecedeatises operinatal deaths in
comparison to the previous reportg periodsthere was aslightincrease in deaths due tcepinatal
infection (0.2 deathsto 0.6deaths per 1,000 births) ardkecreasesn fetal growth restriction(1.5
deaths to 08 deaths per 1,000 births) anghbentaneous preternbirth (1.8 deaths to 1.0 death per
1,000 births).

Of the 62 perinatal deaths attributed to congenital abnormalities in 2@D15, 52 (83.9%) were
recorded as fetal deaths and 10 (16.1%) neonatal deaths. The most common congenital
abnormalities recorded over thperiod were entral nervous systerR1; 33.9%),lromosomai19;
30.6%) and msculoskeleta(8; 12.9%).

Of the 252 perinatal deaths reported for ACT residents throughout the-Z5 reporting period,
48 (19%) were coded amexplained antepartum death Of these, @(41.7%) occurred at less than
28 weeks gestatiori,6 (33.3%) occurred between 28 and 36 weeks gestation EH(25.0%)
occurred atgreater than 36 weeks gestation

Over the past three reporting periods, the proportionurfexplained antepdum deathsat more
than 37 weeks gestatiorfiell from 30.6% in 20042005 t025.0% in 20132015.However there was a
smallincrease in the proportion ainexplained antepartum deatHsss than 28 wedes from 38.9%
in 2001-2005t0 41.7%in 20112015

While ACT Health strives to reduce the number of perinatal deaths with a cause of death listed as
unexplained, it is important that the level of investigations and the degree of deterioration
experienced by the baby prior to delivery be taken into accoOfithe 48 unexplained antepartum
deaths reported in 20142015, there were 19 cases where severe deterioration of the baby prior to
birth occurred to the extent that it was not possible to determine a cause of death. In nine cases,
death occurred at lesdian 20 weeks gestation. Such deaths are not routinely reported in all
Australian states and territories, however, the ACT reports these deaths due to local ACT legislative
requirements.

A total of 13 deaths which received a post mortem (either partidutly remained unexplained, as a
definitive cause of death could not be determined, while a further 15 cases did not receive a post
mortem. While deaths that do not receive a post mortem are included in the overall classification of
unexplained perinatal €aths, they fall within the category of incomplete investigation. It is

important that the value of conducting a post mortem is recognised and that staff are educated on
how to discuss post mortem with families to enable the proportion of perinatal ddettesl as
unexplained to be minimised.

Specific perinatal conditionsere the third most common cause of perinatal death identified during
the 20112015 period, contributin@6 deaths (4.3%). Of these deathspmplications of
monochorionic twin pregnaries was cited as the primary cause of 10 deatis.§6), uterine
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abnormalitieswere attributed to ninedeaths 25.0%),andantepartum cord complications
accounted forightdeaths 22.2%6). The remaining deaths were a consequence oftigdternal
haemorrhagejdiopathic hydrops fetalisbirth trauma and other causes.

Of the 28 deaths due tordepartum haemorrhag€APH) eightwere due to phcental abruptiorand
two were due to pacenta praevia

Perinatal infection contributed to 8% of all perinatal deathsvith Group B streptococcus and
Escherichia coli accounting for the majority of these infections.

Many of the specific perinatal conditions responsible for perinatal deatte not avoidable (e.g.
feto-maternal haemorrhage, cord complications and hydrfigtalis). Unrecognised fetargwth
restriction however, igpotentially avoidable. In the ACT, the number of deaths related to
unrecognised fetal growth restriction fedignificantlybetween 20062010 and 20142015 from 35
deaths to20 deaths respectivelyretal growth restriction was identified as a significant factor in the
previous report from the Committee and improvements were made to clinical education in
identifying and managing this issue.

The number of deaths du® tspontaneoupreterm birthsalsofell significantiyfrom 44deathsin
2006-2010 to 26deathsin 2011-2015. Across Australia and includitige ACTlower gestation
babies aremore frequentlybeing actively resuscitateevhere in the previous reporting period
palliativecare may have been the predominant care pl&his may explain the reduction in deaths
due tospontaneous preterm birth
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Table 3: Fetal, neonatal and prinatal deaths by antecedent caus of death, AC&nd
non-Actresidents, 201£2015

Fetal deaths Neonatal deaths Perinatal deaths
PSANZ-PDC® No. Per cent Rate® No. Per cent Rate® No. Per cent Rate®
ACT residents
Congenital abnormality 52 26.9 2.0 10 16.9 0.4 62 24.6 2.3
Perinatal infection 14 7.3 0.5 3 5.1 . 17 6.7 0.6
Hypertension 4 2.1 . 1 1.7 . 5 2.0 0.2
Antepartum haemorrhage 13 6.7 0.5 15 25.4 0.6 28 11.1 11
Maternal conditions 4 2.1 . 0 . . 4 1.6 .
Specific perinatal conditions 28 145 11 8 13.6 0.3 36 14.3 14
Hypoxic peripartum deaths 1 0.5 . 4 6.8 . 5 2.0 0.2
Fetal grow th restriction 19 9.8 0.7 1 1.7 . 20 7.9 0.8
Spontaneous preterm 10 5.2 0.4 16 27.1 0.6 26 10.3 1.0
Unexplained antepartum death 48 24.9 1.8 0 . . 48 19.0 1.8
No obstetric antecedent 0 . . 1 1.7 . 1 0.4 .
Total 193 100 7.3 59 100 2.2 252 100 9.5
Non-ACT residents

Congenital abnormality 23 36.5 5.1 8 25.8 1.8 31 33.0 6.9
Perinatal infection 5 7.9 11 2 6.5 . 7 7.4 15
Hypertension 0 1 3.2 . 1 11
Antepartum haemorrhage 11 17.5 2.4 4 12.9 . 15 16.0 3.3
Maternal conditions 0 . . 0 . . 0 . .
Specific perinatal conditions 6 9.5 13 5 16.1 11 11 11.7 2.4
Hypoxic peripartum deaths 1 1.6 . 1 3.2 . 2 2.1 .
Fetal grow th restriction 5 7.9 11 1 3.2 . 6 6.4 13
Spontaneous preterm 3 4.8 . 9 29.0 2.0 12 12.8 2.7
Unexplained antepartum death 9 14.3 2.0 0 9 9.6 2.0
No obstetric antecedent 0 0 0

Total 63 100 13.9 100 7.0 94 100 20.8
(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.

(b) Rate per 1000 births.

(c) Rate per 1,000 live births.

.. Not calculated.

w
g

Source: ACT Perinatal Death Data Collection and ACT M aternal and P erinatal Data Collection.

5.3 Perinatal mortality by gestational age and
birthweight

Twoof the mostimportant factorsthat determinea b aperinatathealth are birthweight and
gestational age. Infants withn extremely low birthweight an@n early gestational age have an
increasedisk of pematal death.

In 20112015, peterm births (those that are delivered at less than 37 weeks gestation) accounted
for 7.8%0f all births and 82.% of perinatal deaths. Very preterm births (those that delivered at less
than 28 weeks gestation) accountéat 0.8%of all births and 64 % of all perinatal deaths.

The risk of perinatal death at term (deliver@s37 weeks gestation or moyavasl.8 deathger
1,000 total births compared witfi79.9deathsper 1,000 births for babies born at less thah\&eeks
gestation.
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Theleading causgof perinatal death for babies born &#rm in 2011-2015were unexplained
antepartumdeathand fetal growth restriction(Table 4).

Table 4: Perinatal deaths by cause and gestational age, A€Sidents 20112015
Gestational age
20127 we 281 36 we 37weeks or more Total

PSANZ-PDC® No. Per cent No. Per cent No. Per cent No. Per cent
Congenital abnormality 50 30.7 7 15.2 5 11.6 62 24.6
Perinatal infection 9 55 3 6.5 5 11.6 17 6.7
Hypertension 4 25 1 2.2 0 . 5 2.0
Antepartum haemorrhage 23 141 2 43 3 7.0 28 111
Maternal conditions 2 1.2 1 2.2 1 2.3 4 1.6
Specific perinatal conditions 25 15.3 6 13.0 5 11.6 36 14.3
Hypoxic peripartum deaths 0 . 0 . 5 11.6 5 2.0
Fetal grow th restriction 7 4.3 7 15.2 6 14.0 20 7.9
Spontaneous preterm 23 141 3 6.5 0 . 26 10.3
Unexplained antepartum death 20 12.3 16 34.8 12 27.9 48 19.0
No obstetric antecedent 0 0 . 1 23 1 0.4
Total deaths 163 100 46 100 43 100 252 100
Total births 209 0.8 1,863 7.0 24,433 92.2 26,505 100
Rate per 1,000 births 779.9 . 24.7 1.8 9.5

(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.
Source: ACT Perinatal Death Data Collection.

Over the pemd 20112015, bw birthweight babies (those with a birthweight less than 2,500 grams)
accounted foi6.7%o0f all births and 84 % of all perinatal deathis the ACTInfants witha

birthweight less than 1,000 gram@.9%of all births) accounted for 68%of perinatal deathgTable

5). The perinatal mortality rate for babies with a birthweight less than 1,000 gram3@i4 deaths
per 1,000 births compared with 1.6 deather 1,000births for babies weighing,500 gram®f

more.

The mortality ratefor babies bornwith a birthweight ofgreater than2,500 grams remained
relativelyunchanged with a rate of 1deathsper 1,000 births in 20142015comparedto 2.3deaths
per 1,000 births in the previous two reporting periads
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Table 5: Perinatal deaths by causend birthweight, ACTesidents 201%2015

Birthweight
Less than 1,000 1,00071 2, 2,500 grams or
grams grams more Total

PSANZ-PDC® No. Per cent No. Per cent No. Per cent No. Per cent
Congenital abnormality 51 82.3 8 12.9 3 4.8 62 100
Perinatal infection 9 52.9 2 11.8 6 35.3 17 100
Hypertension 4 80.0 1 20.0 0 0.0 5 100
Antepartum haemorrhage 23 82.1 3 10.7 2 7.1 28 100
Maternal conditions 2 50.0 0 0.0 2 50.0 4 100
Specific perinatal conditions 27 75.0 4 11.1 5 13.9 36 100
Hypoxic peripartum deaths 0 . 0 . 5 100 5 100
Fetal grow th restriction 10 50.0 8 40.0 2 10.0 20 100
Spontaneous preterm 24 92.3 2 7.7 0 . 26 100
Unexplained antepartum death 22 46.8 12 25.5 13 27.7 47 * 100
No obstetric antecedent 0 . 0 . 1 100 1 100
Total 172 68.5 40 15.9 39 15.5 251 100
Total births 226 0.9 1,557 5.9 24,723 93.3 26,506 100
Rate per 1,000 births 761.1 . 25.7 . 1.6 . 9.5

*One birth coded to unexplained antepartum death was not listed as it did not contain an appro priate weight classification.
(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.
Source: ACT Perinatal Death Data Collection.

5.4 Fetal deaths by birthweight and gestational
age
A total of 193Fetal deaths (fetal death hutero or intrapartum death) were reported in the ACT in

20112015 (Table 6). The majority thiesedeaths occurredvhere the fetus waghed less than 2,500
grams (82.84) and/or was lgs than 37 weeks gestation (824).

Table 6: Fetal deaths by birthweight and gestational age, A&§idents 20112015

No. Per cent

Birthw eight
Less than 1,000 grams 126 65.6
1,000 to 2,499 grams 33 17.2
2,500 grams or more 33 17.2
Total 192 100
Gestational age
Less than 28 w eeks gestation 118 61.1
28 to 36 w eeks gestation 40 20.7
37 w eeks gestation or more 35 18.1
Total 193 100
Not e: Birthweight was not included for one fetal death in 20117V 201

Source: ACT Perinatal Death Data Collection.

5.5 Neonatal mortality

Neonatal deaths were classified using ferinatal Society of Australia and New ZealaNeéonatal
Death Classificationl (PSANRC) systerwhich classifies factors present during the neonatal
period that contributed to the death
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The neonatal mortality rate among ACT residents &vdsleaths pr 1,000 live births in 2022015
(Table 7)Extreme prematuritywas the most cited cause of neonatal death among ACT residents,
recording a rate 00.9deaths per 1000 live births, followed byeurologicalkconditions Q.5 deaths

per 1,000 live births).

Of the 25neonatal deaths recorded fgkCTresidentsin 2011:-2015due to extreme prematurity
(infants less than 24 weeks gestation and less than 600 grams birthwéigkgre considered pre
viable and were not resuscitated.

Of the 13 deaths attributableo neurological conditions, seven were due to hypoxic ischaemic
encephalopathy and six to intraventricular or intracerebral haemorrhage.

Allthree deaths attributed to infectionwere due to ongenital bacteriainfection.

Table 7: Neonatal deaths byausé®, ACTresidents 20112015

PSANZ-NDC® No. Per cent Rate®
Congenital abnormality 13 22.0 0.5
Extreme prematurity 25 42.4 0.9
Cardio-respiratory disorders 2 3.4

Infection 3 51 .
Neurological 13 22.0 0.5
Gastrointestinal 2 3.4

Other 1 1.7 .
Total 59 100 2.2

(a) Perinatal Society of Australia and New Zealand - Neonatal Death Classification.
(b) Rate per 1000 live births.

.. Not calculated.

Source: ACT Perinatal Death Data Collection.

Based on the PSANEDC which classifies the main obstetric factors that contributed to the death
the majority of neonatal deaththat occurred in the ACii 20112015(Table 8)vere associated
with spontaneous pretan birth (27.1%), antepartum haemorrhage (Zayand congenital
abnormality (16.96)

Table 8: Neonatal deaths by perinatal death ctaification ACTresidents 20112015
PSANZ-PDC® No. Per cent Rate®
Congenital abnormality 10 16.9 0.4
Perinatal infection 3 51
Hypertension 1 17 .
Antepartum haemorrhage 15 25.4 0.6
Maternal conditions 0 .

Specific perinatal conditions 8 13.6 0.3
Hypoxic peripartum deaths 4 6.8

Fetal grow th restriction 1 17 .
Spontaneous preterm 16 27.1 0.6
No obstetric antecedent 1 17 .
Total 59 100 2.2

(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.

(b) Rate per 1,000 live births.
.. Not calculated.
Source: ACT Perinatal Death Data Collection.
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5.6 Cause of neonatal mortality by gestational
age and birthweight

Extreme prematuity (less than 28 wdes gestation) accounted for 76%8 of neonatal deathim
2011-2015(Table 9), whilprematurebirths (less than 37 weekgestation) accounted for 86% of
neonatal deaths.

The neonatal mortality rate for prerm babies (lesdtan 37weeks gestation) was 26deathsper
1,000 live births, whil¢he overallneonatal mortality rate was 2.2 deatlpgr 1,000 live births.

Table 9: Neonatal deaths by cause and gestational ag&; T residents2011¢2015
Gestational age
20127 we 2871 36 we 37weeksormore Total

PSANZ-NDC® No. Per cent No. Per cent No. Per cent No. Per cent
Congenital abnormality 3 6.7 3 50.0 3 375 9 15.3
Extreme prematurity 21 46.7 0 0 21 35.6
Cardio-respiratory disorders 2 4.4 0 0 2 3.4
Infection 3 6.7 0 . 0 . 3 5.1
Neurological 6 13.3 2 33.3 4 50.0 12 20.3
Gastrointestinal 2 4.4 0 " 0 2 34
Other 0 . 1 17 0 . 1 1.7
Uncoded 8 17.8 0 . 1 12.5 9 15.3
Total 45 100 6 100 8 100 59 100
Live births 98 0.4 1,827 6.9 24,399 92.7 26,324 100
Rate per 1,000 live births 459.2 . 3.3 . 0.3 . 2.2

(a) Perinatal Society of Australia and New Zealand - Neonatal Death Classification.
Source: ACT Perinatal Death Data Collection.

Extremely low birthweight (less thal,000 gramsiepresented 0.4% of all live births aadcounted
for 78.0% of neonatal deaths, whitabieswith abirthweight less than 2,500 grams represented
6.2% of live births and 89.8% of neonatal deaffise neonatal mortality ratéor babies that
weighed less than 1,000 grams was 429.9 deaths per 1,000 live births, while the faabits
weight from1,000 grams tdess than 2,500 grams was 4l@athsper 1,000 live births. (Table 10)

Table 10: Neonatal deaths by cause and birthweight, A@Eidents, 20112015

Birthw eight
Less than 1,000 1,00071 2, 4¢ 2500grams or Total

PSANZ-NDC® No. Per cent No. Per cent No. Per cent No. Per cent
Congenital abnormality 4 8.7 4 57.1 1 16.7 9 15.3
Extreme prematurity 21 45.7 0 0 21 35.6
Cardio-respiratory disorders 2 43 0 0 2 34
Infection 3 6.5 0 . 0 . 3 5.1
Neurological 6 13.0 2 28.6 4 66.7 12 20.3
Gastrointestinal 2 4.3 0 . 0 2 3.4
Other 0 . 1 14.3 0 . 1 1.7
Uncoded 8 17.4 0 . 1 16.7 9 15.3
Total 46 100 7 100 6 100 59 100
Total live births 107 0.4 1,527 5.8 24,691 93.8 26,325 100
Rate per 1,000 live births 429.9 4.6 0.2 . 2.2

(a) Perinatal Society of Australiaand New Zealand - Neonatal Death Classification.
Source: ACT Perinatal Death Data Collection.
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5.7 Place and type of perinatal death

Perinatal deaths werelassified into the following categoriéssed on place and typéetal death in
utero, intrapartum death, termination of pregnanaypon-admitted neonatal deattand neonatal
intensive care death (Table 11).

In 20012005, 81.6% of atlerinatal deaths occurred prior to delivery where the baby was not
admitted to theNeonatal Intensive Care UrNlICU. In 2006-2010, this figure increased slightly to
88.8% with no change reported in 2032015 (88.9%).

In 20112015, late terminations of pregnancwereresponsible for 25.8% of all perinatal deaths
Deathsthat occurredwhere the baby was not admitted to the NI@ldre predominantly in the less
than 28 weelgestation group (2bf 23 deaths.

Intrapartum perinatal deathsoccurring at term 7 weeksor moregestatior) were alsoreviewed.
Themost commoncauses ofntrapartum perinatal deatls at terminduded congenital anomalies
(0.2per 1000 biths), hypoxicperipartum death(0.2 per 1,000 births), perinatal infection (0.pdr
1000 birhs), and maternal hypertension (0.pér 1000 births).

Table 11: Perinatal deaths bylace and typeof death and yeay ACTresidents

200171 20¢C 2006171 201 20117201

No. Per cent No. Per cent No. Per cent
Fetal death in-utero 98 45.2 118 47.4 118 46.8
Intrapartum death 23 10.6 26 104 18 7.1
Termination of pregnancy 36 16.6 48 19.3 65 25.8
Non-admitted neonatal death 20 9.2 29 11.6 23 9.1
Neonatal intensive care death 40 18.4 28 11.2 28 111
Total 217 100 249 100 252 100

Source: ACT Perinatal Death Data Collection.

Of the 59 neonatal deaths that were reqped for ACT residents in 2042015,69.5%survived less
than one day. Of these deaths, 90.2% weighed less than 1,500 gramsidjailbe majority of
neonatal deaths (90%) occurred in the first week of life.

Table 12: Neonatal deaths bypirthweight and days survived ACTresidents

20112015
1day or less 2713 dawys 7 da§isl4 dhyis21 ®RRy L8 day Jotal
(Number)
Less than 1,500 grams 37 6 3 1 1 0 48
1,500 to 2,499 grams 1 3 0 0 1 0 5
2,500 grams or more 3 0 0 1 2 0 6
Total 41 9 3 2 4 0 59

Source: ACT Perinatal Death Data Collection.

5.8 Multiple births

Throughout the period 2012015, 3.26 ofall babiesamong ACT residents who gave birth in the
ACTwere from mutiple pregnancies. Of the deaths involving multiple births,28ldeathg involved
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twins. Overall, deaths from multiple births represented 1%.df all perinatal deaths, witheonatal
and perinatal dedt rates for multiple birthsignificantly higher than for singleton birthas 32.7
deaths per 1,000 birthand 8.7 deaths per 1,000rths respectivelyTable 13).

Table 13: Fetal, neonatal and erinatal deaths by plurality, ACfiesidents 20112015

Fetal deaths Neonatal deaths Perinatal deaths
Total births Live births No. Rate® 95% ClI No. Rate® 95% Cl No. Rate® 95% ClI
Singleton 25,640 25477 177 69 (5.9717.4) 18 (1.3i224) 87 (7.6i
Twins 836 819 16 191 (9.9128.124)147 (6. 471 2228)335(21. 317
Triplets 21 21 0 . . 0 . . 0 . .
Multiple births 857 840 16 187 (9. 61 27 17)143 (6. 37 2228)327(20. 8i
Total 26,497 26,317 193 73 (6.3718.59) 22 (1.77i122%) 95 (8. 37

(a) Rate per 1000 births.
(b) Rate per 1000 live births.

Source: ACT Perinatal Death Data Collection and ACT Maternal and Perinatal Data Collection.

The percentage of extremely low birthweight perinatal deaths (less than 1,000 gramkjghas for
multiple birth babies(88.94) than for singleton babies (66.1%)

Of the 28 perinatal deathfor multiple birth babieghat occurred throughout the 2022015
reporting period the primary cause wagscific perinatal condition§42.9%) followed by
spontaneous preternbirth (17.9%)Among singleton birthsthe leading cause of perinatal death
wascongenital abnormalityf27.7%).

Perinatal deaths associated with monochorionic twin pregnancies still represent an important
proportion of perinatal deaths relatetb multiple pregnancies (32%) For this report, committee
membersreviewed the monochorionic twin pregnanciteat resulted in a perinatal death.llAvere
assessed as having been managed and treated according to current guidelines and standards of care

1 Birthweight was not included for one multiple birth death in 262015 and was thus excluded from the
calculation of percentages.
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Table 14: Perinatal deathsoy cause and plurality, AQEsidents 20112015

Singleton Multiple
PSANZ-PDC® No. Per cent  Rate® No. Per cent  Rate®
Congenital abnormality 62 27.7 24 0 .
Perinatal infection 15 6.7 0.6 2 7.1
Hypertension 5 2.2 0.2 0 .
Antepartum haemorrhage 24 10.7 0.9 4 14.3
Maternal conditions 4 1.8 . 0 . .
Specific perinatal conditions 24 10.7 0.9 12 42.9 14.3
Hypoxic peripartum deaths 5 2.2 0.2 0
Fetal grow th restriction 20 8.9 0.8 0 . .
Spontaneous preterm 21 9.4 0.8 5 179 6.0
Unexplained antepartum death 44 19.6 17 4 14.3
No obstetric antecedent 0 . . 1 3.6 .
Total 224 100 8.8 28 100 33.3

(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.

(b) Rate per 1000 live singleton births.

(c) Rate per 1000 live multiple births.

.. Not calculated.

Source: ACT Perinatal Death Data Collection and ACT M aternal and P erinatal Data Collection.

5.9 Maternal characteristics

National reporting has shown thatgnatal mortality is highly related to maternagje;with mothers
agedless thar?0 years and those aged 45 years and oldgreriencing sigjficantly higherates
than other mothers(Monk A, 2016)There were less than five perinatal deaths reported for
mothers aged 45 years or older in the ACT in 2Q015.

In the ACT in 20:2015, there were no significadifferences reported in perinatal mortality rates
by maternal agéTable 15)The average age of mothers with a perinatal death was 30.8 years

Table 15: Fetal, neonatal and erinatal deaths by maternal age, ACG&sidents

2011¢2015
Fetal deaths Neonatal deaths Perinatal deaths
Total births Live births No. Rate 95% ClI No. Rate 95% Cl No. Rate 95% CI
Less than 20 yrs 444 441 3 . . 1 . . 4 . .
20-29 yrs 9,448 9,378 74 78 (6.1719.®8) 26 (1.5713.9W) 104(8. 3i
30-39 yrs 15,359 15,261 107 70 (5.7718.&) 21 (1.472118) 91( 7. 61
40 yrs or more 1,245 1,236 9 72 (2.57111.23) . . 11 88 (3.6
Not stated 1 1 0 . . 0 . . 0 . .
Total 26,497 26,317 193 73 (6.3718.8) 22 (1.77122%) 95 (8. 31

(a) Rate per 1000 births.

(b) Rate per 1000 live births.

.. Not calculated.

Source: ACT Perinatal Death Data Collection and ACT M aternal and P erinatal Data Collection.

Over the period2011-2015, &n percent of perinatal deathsad beenconceived with assisted
reproduction technology

Of women who experienced a perinatal deaili,6% statedhat they had sroked cigarettes while
pregnant Throughout the R11-2015 reporting period, @men who stated that theyhad smoked
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during pregnancy experienceaignificantlyhigher perinatal mortality ratethan those who did not
smoke {4% higher)Similar findings were reported nationallylonk A, 2016)

5.10 Aboriginal and Torres Strait Islander

perinatal mortality

Throughout the period 2012015 there were 14perinatal deaths for babies born to Aborigirsadd
Torres Strait Islander residents of the ACT and eight deaths among Aboriginal and Torres Strait
women who residd outsde of the ACT angave birth in the AC{ITable 16)

Tablel6: Perinatal deaths by usual place of residenaed Aboriginal and Torres
Strait Islander status2011¢2015
ACT residents Non ACT residents Total

No. Per cent No. Per cent No.  Per cent
Aboriginal and Torres Strait Islander 14 5.6 8 8.5 22 6.4
non-Indigenous 232 92.1 84 89.4 316 91.3
Not stated 6 24 2 21 8 2.3
Total 252 100 94 100 346 100

Source: ACT Perinatal Death Data Collection.

5.11 Perinatal autopsy

The perinatabutopsy rate for babies born t&CT resientsin 20112015,was 59.%4 while 34.96

of autopsyrequests were declined (Table)1This was a slight improvement on the figures reported
in 2006-2010 when rates wexr 53.5% and 40.8% respectively and higher than the 20012

national autopsy rate of@7% (Monk A, 2016)

Perinatal atopsies were performed for 63.2% of fetal deaths and 45.8f neonatal deaths.

In 20012005 an autopsy was not requested in 11.1% of cases. This figure fell to 2.2% -+2 Q@006
and remained lowhroughoutthe current 20132015 period (1.2%).

Table 17 Perinatal autopsy by type of perinatal death, ACT residents, 2015

Fetal deaths Neonatal deaths Perinatal deaths
No. Per cent No. Per cent No. Per cent
Performed 122 63.2 27 45.8 149 50.1
Declined 60 31.1 28 47.5 88 34.9
Not requested 3 1.6 1 1.7 4 1.6
Not stated 8 4.1 3 5.1 11 4.4
Total 193 100 59 100 252 100

Source: ACT Perinatal Death Data Collection.

2 Includes Victoria, Queensland, Western Australia, South Australia, Tasmania and the Australian Capital
Territory (n = 4,34 perinatal deaths). Data not available from New South Wales and the Northern Territory
(n = 1,721 perinatal deaths).
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In 20112015, arautopsy was performed on the majority of perinatal deaths in the ACT that were
the result of fetal growth restriction 80%). Around6.7% of all unexplained antepartum deaths
received an autopsy, whig3.9%6 of deaths due to specific perinatal ditionswere autopsied

(Table 18.

Table 18 Proportion offetal, neonatal andperinatal deaths where an autopsy was
performed by cause of death, ACT residents, 262015

PSANZ-PDC® Fetal deaths Neonatal deaths  Perinatal deaths
(Per cent)
Congenital abnormality 50.0 70.0 53.2
Perinatal infection 42.9 100 52.9
Hypertension 75.0 . 60.0
Antepartum haemorrhage 69.2 13.3 39.3
Maternal conditions 50.0 . 50.0
Specific perinatal conditions 71.4 375 63.9
Hypoxic peripartum deaths 100 50.0 60.0
Fetal grow th restriction 94.7 100 95.0
Spontaneous preterm 50.0 50.0 50.0
Unexplained antepartum death 66.7 . 66.7
No obstetric antecedent . 100 100
Total 63.2 45.8 59.1

(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.
Source: ACT Perinatal Death Data Collection and ACT M aternal and P erinatal Data Collection.

6. COMPARISON WITH NATIONAL DATA

6.1 Perinatal mortality rates

Caution should be taken when comparing perinatal mortality figures across the states and
territories. In theACTperinatal mortality rategluctuate due to the small number of deatttsat
occureach year There may also be slight variations in the repaytimactices and definitions utilised
by each of the Australian state and territories that must be considered when comparing data by
jurisdiction or against national figures. For example, a number of jurisdictions depat perinatal
deaths less than 4Dgrams.

Due to the small number of deaths that occur annualhnACT, theatespresented inFigure 2
are based on three year rolling averages to enable a more valid comparison with the national
figures.Overal] there was no significant differenae perinatal rates in the ACT compared to the
national figuresbetween 2011 and 2014.
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Figure2: Perinatal mortality rates, ACT residents and Australe®11¢2014

Rate per 1,000 births
11.0

10.5

10.0

9.5

9.0

8.5

8.0

2011 2012 2013 2014

=9 ACT =@=Australia

Note: ACT rates are based on three year rolling averages.

Notes for Australian data.

(a) Stillbirth and perinatal death rates were calculated using all births; neonatal death rates were calculated using all live births.

(b) Neonatal deaths may exclude neonatal deaths within 28 days of birth for babies transferred to another hospital or readmitted to hospital and
those dying at home.

(c) Perinatal deaths may include late terminations of pregnancy.

Source: Source: ACT Perinatal Death Data Collection, ACT Maternal and Perinatal Data Collection and AIHW National Perinatal Data Collection.

In 20112014, mortality rates for fetal, neonatal and perinatal deaths among ACT residents were not
significantly different to rateseported for Australia (Table )9
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Table 19 Fetal, neonatal and perinatal mortality ras, ACTesidentsand Austalia,

2011c2014
ACT residents Australia
Rate Cl Rate Cl
Fetal deaths®
2011 8.4 (7.07i9.9) 7.4 (7.17
2012 7.4 (6.1718.8) 7.2 (6.097
2013 7.9 (6.679.3) 7.1 (6.8i
2014 6.9 (5.6i8.2) 7.0 (6. 7i
Total 7.7 (718.3) 7.2 (7.07
Neonatal deaths®
2011 2.4 (1.6713.2) 2.8 (2.67
2012 2.2 (1.5712.09) 2.4 (2.27
2013 2.1 (1.4i2.8) 2.6 (2. 4i
2014 2.1 (1.4712.8) 2.5 (2.37
Total 2.2 (1.872.6) 2.6 (2.5i
Perinatal deaths®
2011 10.8 (9.27112.5) 10.2 (9. 81
2012 9.6 (8.1i11.2) 9.6 (9. 2i
2013 10.0 (8.5i111.6) 9.7 (9.3
2014 9.0 (7.671T10.5) 9.6 (9. 27
Total 9.9 (9.17V10. 6) 9.7 (9.61

Note: ACT rates are based on three year rolling averages.
(a) Rate per 1000 births.

(b) Rate per 1000 live births.
Source: ACT Perinatal Death Data Collection and ACT M aternal and AIHW Perinatal Data Collection; P erinatal data portal.

6.2 Antecedent causes of death

Perinatal mortality rates for antecedent cause were similah@ACT and Australia (Table) ZDhe
main antecedent causes of perinatal death for both the ACT and Australia were congenital
anomalies, spontaeous preterm births and unexptad antepartum deaths

Table 20 Perinatal mortality rate per 1,000 births, ACT residents, 22215 and
Australia, 2014

PSANZ-PDC® ACT® Australia®
Congenital abnormality 2.3 3.1
Perinatal infection 0.6 0.4
Hypertension 0.2 0.2
Antepartum haemorrhage 11 0.8
Maternal conditions 0.2 11
Specific perinatal conditions 14 0.8
Hypoxic peripartum deaths 0.2 0.3
Fetal grow th restriction 0.8 0.6
Spontaneous preterm 1.0 1.6
Unexplained antepartum death 1.8 1.7
No obstetric antecedent 0.0 0.1
Total 9.5 10.8

(a) Perinatal Society of Australia and New Zealand - P erinatal Death Classification.
(b) Rate per 1000 births.
Source: ACT Perinatal Death Data Collection and ACT M aternal and AIHW P erinatal Data Collection; P erinatal data portal.
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/. METHODS

7.1 Clinical classification

All perinatal deaths reported in the ACT receive a primary cause of perinatal and neonatal death
code based on the Perinatal Society of Australia and New ZealRerihatal Death Classification
(PSANZ£DC) and the Perinatal Society of Australia and Neala#é- Neonatal Death Classification
(PSANAIDC). The use of these classifications ensures that the ACT can contribute to national
reporting and enables state, territory and national comparisons. Furthermore, it ensures that the
aetiology of these deathis established and any factors that may prevent future deaths are
identified. An additional benefit of this work is that it has the potential to identify possible areas of
research in perinatal mortality that may help to reduce the number of these deabmdd
preventable.

7.2 Data collection

The primary data source for this report is the ACT Confidential Report on Perinatal Death Forms
(Appendix B), which includes placental pathology and autopsy details. Data isefevesiced with

the ACT Maternal Peratal Data Collection, the ACT Admitted Patient Care data collection and ACT
mortality data.

Forms for perinatal deaths that occur at The Canberra Hospital (TCH) are initially completed by

midwives caring for mother and baby in the Birthing Suite. Finalisation of data is performed by the

ACT MPMC data coordinator and Chair of the ACT MPMC antb $batEpidemiology Section for

entering into the database. Forms for perinatal deaths that occur at other ACT hospitals are

compl eted by the hospital’s midwifery represent s
ACT MPMC Chair and finalisedhwttie ACT MPMC data coordinator. The committee meets three

times per year to review and classify all cases. This information then forms the ACT Maternal and

Perinatal Data Collection (ACT MPDC).

The ACT MPDC collects information and reports on livesbintldl fetal deaths of at least 20 weeks
gestation or where gestation is not knowa, birthweight of at least 400 grams. Data are collected
on births that occur in hospitals, birth centres and the community. To ensure quality and
completeness, these dataavalidated against the ACT Admitted Patient Care Data Collection and
mortality data sourced from the ABS. The ACT MPDC is provided to the National Perinatal Data
Collection for national reporting.

ABS perinatal death data includes perinatal deaths teigid with Birth, Deaths and Marriages in

each of the states and territories in Australia. These data are reported annually by the ABS by the

mot her’ s wusual state of residence. The ABS no | o
ACT.
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7.3 Statistical analysis

Rates described as statistically significant are significant at the p<0.05 level and where appropriate,
confidence intervals have been included. A confidence interval is a computed interval with a given
probability (95% in this report) thdhe true value of a statistic, such as a rate, mean or proportion is
contained within the interval. When the confidence intervals of two estimated values do not
overlap, the values are considered to be statistically different.

7.4 Definitions

Fetal death

The death of a baby prior to birth (alternatively, stillbirth).
Fetal death rate

The number of fetal deaths per 1,000 total births.

Live birth

The complete expulsion or extraction from its mother of a product of conception, irrespective of the
duration of pegnancy, which, after such separation, breathes or shows any other evidence of life,
such as beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary
muscles, whether or not the umbilical cord has been cut or the placerdtidached; each product of
such a birth is considered live born (WHO definition).

Neonatal death

The death of an infant within 28 days of birth.

Neonatal mortality rate

The number of deaths of live born infants under 28 days of age per 1,000 live births.
Infant death

The death of a live born infant under one year of age and includes neonatal deaths and post
neonatal deaths up to 1 year.

Infant mortality rate

The number of deaths of infants under 1 year of age per 1,000 live births.
Perinatal death

Refers o a fetal death or a neonatal death.

Perinatal mortality rate

The number of fetal and neonatal deaths per 1,000 total births.

34



35



/. APPENDIX A - SUMMARY OF
PERINATAL DEATHS

Table 21 Fetal, neonatal and prinatal deaths by year of birth andsual place of
residence
Fetal deaths Neonatal deaths Perinatal deaths

No. Per cent No. Per cent No. Per cent
2001 ACT residents 29 82.9 6 333 35 66.0
Non ACT residents 6 171 12 66.7 18 34.0
Total 35 100 18 100 53 100
2002 ACT residents 25 714 9 375 34 57.6
Non ACT residents 10 28.6 15 62.5 25 42.4
Total 35 100 24 100 59 100
2003 ACT residents 38 71.7 17 58.6 55 67.1
Non ACT residents 15 28.3 12 41.4 27 329
Total 53 100 29 100 82 100
2004 ACT residents 25 75.8 19 70.4 44 73.3
Non ACT residents 8 24.2 8 29.6 16 26.7
Total 33 100 27 100 60 100
2005 ACT residents 36 75.0 13 68.4 49 73.1
Non ACT residents 12 25.0 6 31.6 18 26.9
Total 48 100 19 100 67 100
2006 ACT residents 33 67.3 18 60.0 51 64.6
Non ACT residents 16 32.7 12 40.0 28 35.4
Total 49 100 30 100 79 100
2007 ACT residents 33 80.5 14 56.0 47 71.2
Non ACT residents 8 19.5 11 44.0 19 28.8
Total 41 100 25 100 66 100
2008 ACT residents 42 75.0 15 60.0 57 70.4
Non ACT residents 14 25.0 10 40.0 24 29.6
Total 56 100 25 100 81 100
2009 ACT residents 32 71.1 3 231 35 60.3
Non ACT residents 13 28.9 10 76.9 23 39.7
Total 45 100 13 100 58 100
2010 ACT residents a7 68.1 12 48.0 59 62.8
Non ACT residents 22 319 13 52.0 35 37.2
Total 69 100 25 100 94 100
2011 ACTresidents 32 66.7 12 60.0 44 64.7
Non ACT residents 16 33.3 8 40.0 24 35.3
Total 48 100 20 100 68 100
2012 ACT residents 48 88.9 12 66.7 60 83.3
Non ACT residents 6 11.1 6 333 12 16.7
Total 54 100 18 100 72 100
2013 ACT residents 35 79.5 10 58.8 45 73.8
Non ACT residents 9 20.5 7 41.2 16 26.2
Total 44 100 17 100 61 100
2014 ACT residents 45 71.4 12 66.7 57 70.4
Non ACT residents 18 28.6 6 33.3 24 29.6
Total 63 100 18 100 81 100
2015 ACT residents 33 70.2 13 76.5 46 71.9
Non ACT residents 14 29.8 4 23.5 18 28.1
Total a7 100 17 100 64 100

Source: ACT Perinatal Death Data Collection.
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8. APPENDIX B - ACT PERINATAL DEATH

FORM

ACT perinatal death form

VLR AR R woers sty Lvs
35402

ACT CONFIDENTIAL REPORT ON
PERINATAL DEATH

Return completed form to: Infant's Sticky Label

Dr Alison Kent

Centre for Newbom Care

Dept of Neonatclogy

The Canberra Hospital

P.O. Box 11, Weoden, ACT 2606

Copy sent to Dr Alison Kent Yes ! No
Copy placed in patient notes Yes ! No

ACT CONFIDENTTAL REPORT ON PERINATAL DEATH

Date information collected ... /... .../ ...

Information collected by

Year of Death Review ... ... ...

Maternal ID:
Baby ID:
State of Residence: 1 ACT
2 NSW
3 Other
State of Perinatal 1 ACT
Death: 2 NSW
3 Other
Family Status: 1 Never married 2 Widowed
3 Separated 4 Divorced
5 Married/Defacto 6 Mot stated
Indigenous Status: 1 Aboriginal
2 Torres Strait Islander
3 Aboriginal and Torres Strait Islander
4 Non indigenous
9 Mot stated
Accommodation: 1 Public
Private
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Previous Pregnancies

0 Mo
1 Yes
Number of:

Live births (survived to 28 days)
Meonatal Deaths (NND)
Stillbirths

Spontaneous miscarriage
Termination of pregnancy
Ectopic pregnancies

Mote: Livebirths, NND and stillbirths must be 20
weeks gestation or at least 400 grams in birth weight

History of multiple births
0 No

1 Yes

Includes this pregnancy

This Pregnancy

(exclude this pregnancy)

...... Lo

Clinically estimated gestation (weeks)

Date of last menstrual period

Maternal medical conditions while pregnant (may
circle more than one)

Type Il Diabetes Mellitus

Chronic renal disease

Essential hypertension

Epilepsy

Cardiac disease

Maternal injury

Abdominal operation

Malignancy (specify) ... ...
9 Infection (specify) ...
10 Maternal death (specify cause) .._..............
11 BMI = 40

0o =l O e L b —

Obstetric Complications
(may circle more than one)

1 APH/Placenta praesvia

2 APH-other

3 Abruptio placenta

4 Pregnancy induced hypertension

5 Prelabour ruptured membranes

6 ROM < 24 hours

7 ROM =24 hours

8  Gestational diabetes

9 Threatened abortion

10 Threatened preterm labour

11 Fetal distress

12 IUGR

13 Oligohydramnios

14 Polyhydramnios

15 Twin twin transfusion syndrome (TTTS)
16 Fetal anomaly

17 Cervical incompetence

88 Other (specify) ...

Procedures and Operations

MNumber of ultrasounds

0  None

1 Cardiotocography

2 Chononic villus sampling

3 Amniocentesis < 20 weeks
4  Amniocentesis = 20 weeks
5 X-Rayl/CT scan

6 MRI

7 Cervical suture

Assisted Conception

0 No

1 Yes

Type of Assisted Conception
1 Hyperovulation

2 IVFIGIFT
3 Other ................... (specify)
4 Not stated
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Responsibility for Antenatal Care
Obstetrician

General practitioner

Midwife led clinic {(with max 2 GP)
Hospital Antenatal clinic

Shared care

Independent midwife

Birth centre or CMP protocols
Aboriginal Health Service

Mot stated

Duration of pregnancy at first visit

No. of visits
MNone

1to05

6to 10

i1to 15
1610 20
More than 20

aby’s Place of Birth
The Canberra Hospital
TCH Birth Centre
Calvary Bruce Public
Calvary Bruce Private
Calvary John James
Mational Capital Private
Home
Bomn before amival
Interstate Hospital

Intended Place of birth at onset of labour
1 Hospital

2 Birth centre

4  Home

Was mother transferred Antenatally?
1 Mo

2 Prior to labour

3 During labour

Transferred from

1 Planned homebirth

2 Birth centre

3 Another ACT hospital

4 Interstate hospital

Reason for transfer

PTL 8 Septicasmia
PROM 9 Fetal distress
Fetal anomaly

FDIU

PIH

APH

Infant condition

2
3
4
5
6
7
8
9

00 = M Ik =g O R L) R —

T e ) D —

Drugs during pregnancy‘?
Mone. ..
Nlmhne."Clgarettes K
Heroin. ................. .2
Methadone...............3
Cocaine. .. R
Manjuana e
Other {specrfy] 6
Alcohol. . R

Not stated................9

Onset and type of labour
1 Spontaneous

2 Induction

3 Nolabour

Method of induction

1 Oxytocin

2 Prostaglandins

3 ARM

4 Other(specify). ...
Augmented

0 Mo

1 Yes

Method of augmentation
1 Oxytocin

2 Prostaglandins

3 ARM

4 Other (specify). ..o

Reason for augmentaticn or induction
FDIU

Fetal anomaly

PIH

APH

Post term

Incoordinate contractions

Other

= T e L R —

Corticosteroids
0 Not stated

1  MNone

2 Less than 24 hours prior to baby's birth
3 Complete

4 More than 7 days before baby's birth
Analgesia Anaesthesia
1 Mone 1 Mone

2 Nitrous oxide

3 IMIIY Narcotic

4 Epidural

5 Spinal

8  Other (specify)

Local to perineum
Pudendal
Epidural

Spinal

General

Other (specify)

[ =Ray Ay QY N N ]

Presentation

Vertex

Breech

Face

Brow

Other (compound specify)............c........

ethod of birth
Spontaneous cephalic
Forceps
Vaginal breech
Caesarean Section
WVacuum extraction
Other (specify). ..o

mmhwm—xg [= =T S L S

If Caesarean Section was there a medical or
obstetric emergency?

0 Mo

1 Yes
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Complications of labour and birth
None

Fetal distress

Cord prolapse

Obstructed labour

PPH

Retained placenta

Major infection

Uterine rupture

Other

WDOC0 = N e LD RS —

Birth Qutcome
0 Stillbirth
2 Meonatal Death

Date of birth/stillbirth ... fo . [
Time of birth
Date of Neonatal Death .......... dl fovin,
Time of death

Ageatdeath ... day(s)

Sex

1  Male

2  Female

3 Indeterminate

Plurality

1 Singleton
2  Twins

3 Triplets

8 Other
Birth Order
1 1

2 2

3 3

8 Other

Birth weight ... grams
Head circumference ... cm

Length ... cm
Apgar At 1 minute
At 5 minutes

No numbers for Apgars if a stillbirth without any
resuscitation

Resuscitation — Active measures

Mone

Suction

Oxygen therapy

IPPV — bag and mask

IPPY — intubation

External cardiac massage

[y T § Y =T ) N Y

Resuscitation — Drug therapy

MNone

Marcotic antagonist

Sodium bicarbonate

Adrenaline

Other drugs (specify) ...

o L b —

Who performed resuscitation?
Mot done

MNecnatologist

Paediatrician

Obstetrician

Meconatal Murse

MNeonatal Reqgistrar
Paediatric Registrar
Obstetric Registrar

Midwife

Other (specify) ...

W00 =l N e L R —= D

Admission to NICWWSCN
1 Yes

2 No

Length of stay (days)

APH?
0 Mo
1 Yes

Bleeding during pregnancy?
Not stated

None

Placental abruption
Placenta praevia

Vasa praevia
Undetermined

MWk =0

Was hypertension present?

Not stated

None

Chronic hypertension — essential
Chronic hypertension — renal disease
Pregnancy induced

Chronic superimposed PIH

Mok Wk = O

ACT PMMC Staff will complete the remainder of the
form from here

Histology of placenta?

0 No

1 Yes (If histology performed include report)
2 Unknown

Chericamnionitis?

0  Unknown

1 None

2  Clinically suspected

3 Pathology proven

Clinically & pathologically proven

Funisitis?
0 Unknown
1 MNone

2 Pathologically proven

Lymphohistiocytic/chronic villitis?
0 No
1 Yes
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Post Mortem

0 = No autopsy or examination performed

1 = Full autopsy performed (examination of all cavities and
dissection of all organs)

2 = Limited autopsy performed (examination of one or
more cavities (such as chest and/or abdomen) and
dissection of one or more organs, but not the whole body)
3 = Autopsy performed but type unknown

4 = Other examination only (external examination of the
body and growth parameters and any other relevant
investigations such as radiological survey, genetic testing,
placental histology, virology and microbiology)

9 = Not stated

Reason for not performing autopsy

1 = Autopsy not requestad

2 = Autopsy requested but declined by parents

3 = Autopsy requested but not performed for other reason
4 = Autopsy requested but not performed and no reason
specified

9 = Mot stated why autopsy not performed or whether
requested

0 = Not applicable (autopsy performed)

Type of post-mortem investigation: microbiology
0 = None

1 = Microbiology

9 = Mot stated

Type of post-mortem investigation: genetic
0 = None

1 = Genetic

9 = Not stated

Type of post-mortem investigation: endocrinclogy
0 = None

1 = Endocrinology

9 = Not stated

Type of post-mortem investigation: biochemistry
0 = MNone

1 = Biochemistry

9 = Not stated

Type of post-mortem investigation: radiclogy
0 = None

1 = Radiology

9 = Mot stated

Type of post-mortem investigation: serology
0 = None

1 = Serology

9 = Not stated

Type of post-mortem investigation: toxicology
0 = None

1 = Toxicology

9 = Not stated

Type of post-mortem investigation: Cther
0 = None

1 = Other

9 = Not stated

Was death an unexplained antepartum death?
0 No

1 Yes

2 Unknown

Was there fetal growth restriction? (<10

centile)

0 Neo

1 Yes - idiopathic

2 Yes - placental pathology

3 Yes- Other

4 Unknown

Was there intrapartum asphyxia?
0 Neo

1 Yes

2 Unknown

Was there cord complications?

0 No

1 Yes(Specify) ....oooooeeie

2 Unknown

Was haematological disease present?

0 No

1 Yes - Resus incompatibility

2 Yes - Other feto-maternal blood group
incompatibility

3  Yes— Haemoglobinopathy

4 Unknown

Was a major fetal anomaly present?
0 No

1 Yes(specify) ..o

Was there fetal infection?
0 No

T Yes

2 Unknown

Infection documented
0 MNone

1 GBS

2 Listena

3 CwMmV

4 Parvovirus

5 HsV

6 Rubella

7 Toxoplasmosis
8 Syphilis

9 E. coli

10 U histolytica

Other conditions present

None

Twin Twin Transfusion Syndrome (TTTS)
2 |diopathic hydrops

3  Feto-maternal haemorrhage
4 Utenine abnormality

5 Drug dependencefabuse

6 Haemolytic disease
7

]

9

1

™

Birth trauma
Accident, poisoning or violence

Cervical incompetence
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Cause of Death Classifications
Australia and New Zealand Antecedent Classification of
Perinatal Mortality (PSANZ-PDC)
Congenital abnormality
Perinatal infection
Hypertension
Antepartum haemorrhage
Maternal conditions
Specific pennatal conditions
Hypoxic peripartum death
Fetal growth restriction
Spontaneous preterm
0  Unexplained antepartum death
1 No cbstetric antecedent

= LD 00 = T e LD P —

Australia and New Zealand Meonatal Death
Classification (PSANZ-NDC)

Congenital abnormality

Extreme prematurity

Cardio-respiratory disorders

Infection

Meurological

Gastrointestinal

Cther

PSANZ-PDC: PSANZ-NDC:

b = I B S T S R

Mote: Full Classification done by obstetrician, neonatologist,
perinatal pathologist and midwife/clinical coder using the PSANZ
classification guideline 2012.
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ICD-10-AM Codes

Type of Death

1. Fetal Death In-Utero

2. Intrapartum death

3. Termination of pregnancy

4 Non-admitted necnatal death
5. Admitted neconatal death
Contributory Factors

See Contrbutory Factors Form for Definite and
Potential Contributory Factors for Stillbirth or Neonatal
Death
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Contributing Factors to Stillbirth or Neonatal Death (Tick those that apply) 1D No. Initials
Nil Contributory Factors I:I
Mother Definite | Potential | Mother Definite Potential
Antenatal Care Inadequate intrapartum
monitoring

Insufficient antenatal care

Failure to expedite delivery -
recognition

Delay or lack of consultation in high
risk pregnancy

Failure to expedite delivery -
resources

Inadequate care of diabetic mother

Inadequate management of red cell
antibodies

Inadequate management of:

Inadequate
identification/management of:

Sepsis

Breech/other malpresentation

Obstructed labour

Hypertension/PET/eclampsia

Fetal distress

Prolenged pregnancy

Preterm delivery

Antepartum haemorhage

Prolonged labour

Multiple pregnancy

Instrumental delivery

Premature rupture of membranes

Other matermnal factor

Growth restricted fetus

Macrosomia

Cervical incompetence

Failure of transfer of patient:

Neonate

PROM < 34 weeks

Delay in
recognition/treatment of:

PET < 34 weeks Malformation
Haemorrhage

Social/lEnvironmental Factors

lllicit maternal drugs Sepsis

Maternal smoking

Delay/difficulties/failure to
transfer neonate

Maternal alcohol use

Delay or lack of consultation

Family neglect or ignorance

Social/Environmental
Factors

Domestic/family viclence

Child abuse

Failure/delay in reporting decreased
movements

Family neglect or ignorance

Failure to comply with treatment-
attend antenatal care

Domesticifamily violence

Inadequate antenatal monitoring:

Failure to comply with
treatment

Clinical need for test apparent Inadequate:
No clinical evidence apparent Paediatric management
Misinterpretation offlundue reliance on Mursery care

tests

Intrapartum care:

Resuscitation

Unsuitable hospital for birth

Inadequate management of:

Unsuitable location for labour/birth

Respiratory distrass

Failure to perform caesarean section

Low birth weight baby

Planned delivery too early

Other neonatal factor

Planned delivery too late
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9. APPENDIX C - PSANZ PERINATAL
MORTALITY CLASSIFICATIONS

PSANZ Perinatal Death Classification (PSA&RRL)

1 - Congenital abnormality (including terminations for congenital abnormalities)
1.1 - Central nervous system
1.2 - Cardiovascular system
1.3 - Urinary system
1.4 - Gastrointestinal system
1.5 - Chromosomal
1.6 - Metabolic
1.7 - Multiple/non chromosomal syndromes
1.8 - Other congenital abnormality
1.81 - Musculoskeletal
1.82 - Respiratory
1.83 - Diaphragmatic hernia
1.84 - Haematological
1.85 - Tumours
1.88 - Other specified congenital abnormality
1.9 - Unspecified congenital abnormality
2 - Perinatal infection
2.1 - Bacterial
2.11 - Group B Streptococcus
2.12 - Ecoli
2.13 - Listeria monocytogenes
2.14 - Spirochaetal e.g. Syphilis
2.18 - Other bacterial
2.19 - Unspecified bacterial
2.2 - Viral
2.21 - Cytomegalovirus
2.22 - Parvovirus
2.23 - Herpes simplex virus
2.24 - Rubella virus
2.28 - Other viral
2.29 - Unspecified viral
2.3 - Protozoal e.g. Toxoplasma
2.5 - Fungal
2.8 - Other specified organism
2.9 - Other unspecified organism
3 - Hypertension
3.1 - Chronic hypertension: essential
3.2 - Chronic hypertension: secondary, e.g. renal disease
3.3 - Chronic hypertension: unspecified
3.4 - Gestational hypertension
3.5 - Pre-eclampsia
3.51 - With laboratory evidence of thrombophilia
3.6 - Pre-eclampsia superimposed on chronic hypertension
3.61 - With laboratory evidence of thrombophilia
3.9 - Unspecified hypertension
4 - Antepartum haemorrhage (APH)
4.1 - Placental abruption
4.11 - With laboratory evidence of thrombophilia
4.2 - Placenta praevia
4.3 - Vasa praevia
4.8 - Other APH
4.9 - APH of undetermined origin
(Continued)
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PSANZ Perinatal Deatblassification (PSANZDCYxontinued

5 - Maternal conditions

5.1 - Termination of pregnancy for maternal psychosocial indications
5.2 - Diabetes / Gestational diabetes
5.3 - Maternal injury
5.31 - Accidental
5.32 - Non-accidental
5.4 - Maternal sepsis
5.5 - Lupus obstetric syndrome
5.6 - Obstetric cholestasis
5.8 - Other specified maternal conditions

6 - Specific perinatal conditions

6.1 - Twin-twin transfusion
6.2 - Fetomaternal haemorrhage
6.3 - Antepartum cord complications (e.g. cord haemorrhage; true knot w ith evidence of occlusion)
6.4 - Uterine abnormalities, e.g. bicornuate uterus, cervical incompetence
6.5 - Birth trauma (typically infants of >24 w eeks gestation or >600g birthw eight)
6.6 - Alloimmune disease
6.61 - Rhesus
6.62 - ABO
6.63 - Kell
6.64 - Alloimmune thrombocytopenia
6.68 - Other
6.69 - Unspecified
6.7 - Idiopathic hydrops
6.8 - Other specific perinatal conditions (includes iatrogenic conditions such as rupture of membranes after
amniocentesis, termination of pregnancy for suspected but unconfirmed congenital abnormality).

7 - Hypoxic peripartum death (typically infants of >24 w eeks gestation or >600g birthw eight)

8

7.1 - With intrapartum complications
7.11 - Uterine rupture
7.12 - Cord prolapse
7.13 - Shoulder dystocia
7.18 - Other
7.2 - Bvidence of non-reassuring fetal status in a normally grow n infant (e.g. abnormal fetal heart rate, fetal scalp
pH/lactate, fetal pulse oximetry w ithout intrapartum complications)
7.3 - No intrapartum complications and no evidence of non-reassuring fetal status.
7.9 - Unspecified hypoxic peripartum death
Fetal Grow th Restriction (FGR)
8.1 - With evidence of reduced vascular perfusion on Doppler studies and /or placental histopathology (e.g. significant
infarction, acute atherosis, maternal and/or fetal vascular thrombosis or maternal floor infarction)
8.2 - With chronic villitis
8.3 - No placental pathology
8.4 - No examination of placenta
8.8 - Other specified placental pathology
8.9 - Unspecified or not know n w hether placenta examined

9 - Spontaneous preterm (<37 w eeks gestation)

9.1 - Spontaneous preterm w ith intact membranes, or membrane rupture <24 hours before delivery
9.11 - With chorioamnionitis on placental histopathology
9.12 - Without chorioamnionitis on placental histopathology
9.13 - With clinical evidence of chorioamnionitis, no examination of placenta
9.17 - No clinical signs of chorioamnionitis, no examination of placenta
9.19 - Unspecified or not know n w hether placenta examined

9.2 - Spontaneous preterm w ith membrane rupture ?24 hours before delivery
9.21 - With chorioamnionitis on placental histopathology
9.22 - Without chorioamnionitis on placental histopathology
9.23 - With clinical evidence of chorioamnionitis, no examination of placenta
9.27 - No clinical signs of chorioamnionitis, no examination of placenta
9.29 - Unspecified or not know n w hether placenta examined

(Continued)
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PSANZ Perinatal Death Classification (PSARZ ontinued

9.3 - Spontaneous preterm w ith membrane rupture of unknow n duration before delivery
9.31 - With chorioamnionitis on placental histopathology
9.32 - Without chorioamnionitis on placental histopathology
9.33 - With clinical evidence of chorioamnionitis, no examination of placenta
9.37 - No clinical signs of chorioamnionitis, no examination of placenta
9.39 - Unspecified or not know n w hether placenta examined

10 - Unexplained antepartum death

10.1 - With evidence of reduced vascular perfusion on Doppler studies and /or placental histopathology (e.g.
significant infarction, acute atherosis, maternal and/or fetal vascular thrombosis or maternal floor infarction)
10.2 - With chronic villitis

10.3 - No placental pathology

10.4 - No examination of placenta

10.8 - Other specified placental pathology

10.9 - Unspecified or not know n w hether placenta examined

11 - No obstetric antecedent

11.1 - Sudden Infant Death Syndrome (SIDS)
11.11 - SIDS Category IA: Classic features of SIDS present and completely documented.
11.12 - SIDS Category IB: Classic features of SIDS present but incompletely documented.
11.13 - SIDS Category I : Infant deaths that meet Category | except for one or more features.
11.2 - Postnatally acquired infection
11.3 - Accidental asphyxiation
11.4 - Other accident, poisoning or violence (postnatal)
11.8 - Other specified
11.9 - Unknow n/Undetermined
11.91 - Unclassified Sudden Infant Death
11.92 - Other Unknow n/Undetermined

Source: Parinatal Society of Australia and New Zealanad.
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PSANZ Neonatal Death Classification (PSAX)

1-

2 -

3-

4-

5

6

7-

Congenital abnormality (including terminations for congenital abnormalities)
1.1 - Central nervous system
1.2 - Cardiovascular system
1.3 - Urinary system
1.4 - Gastrointestinal system
1.5 - Chromosomal
1.6 - Metabolic
1.7 - Multiple/non chromosomal syndromes
1.8 - Other congenital abnormality
1.81 - Musculoskeletal
1.82 - Respiratory
1.83 - Diaphragmatic hernia
1.84 - Haematological
1.85 - Tumours
1.88 - Other specified congenital abnormality
1.9 - Unspecified congenital abnormality
Extreme prematurity (typically infants of 224 w eeks gestation or ?600g birthw eight)
2.1 - Not resuscitated
2.2 - Unsuccessful resuscitation
2.9 - Unspecified or not know n w hether resuscitation attempted
Cardio-respiratory disorders
3.1 - Hyaline membrane disease / Respiratory distress syndrome (RDS)
3.2 - Meconium aspiration syndrome
3.3 - Primary persistent pulmonary hypertension
3.4 - Pulmonary hypoplasia
3.5 - Chronic neonatal lung disease (typically, bronchopulmonary dysplasia)
3.8 - Other
Infection
4.1 - Bacterial
4.11 - Congenital bacterial
4.12 - Acquired bacterial
4.2 - Viral
4.21 - Congenital viral
4.22 - Acquired viral
4.3 - Protozoal, e.g. Toxoplasma
4.4 - Spirochaetal, e.g. Syphilis
4.5 - Fungal
4.8 - Other
4.9 - Unspecified organism
Neurological
5.1 - Hypoxic ischaemic encephalopathy / Perinatal asphyxia (typically infants of greater than 24 w eeks gestation or
greater than 600g birthw eight)
5.2 - Intracranial haemorrhage
5.8 - Other
Gastrointestinal
6.1 - Necrotising enterocolitis
6.8 - Other
Other
7.1 - Sudden Infant Death Syndrome (SIDS)
7.11 - SIDS Category 1A: Classic features of SIDS present and completely documented.
7.12 - SIDS Category 1B: Classic features of SIDS present but incompletely documented.
7.13 - SIDS Category Il : Infant deaths that meet category 1 except for one or more features.
7.2 - Multisystem failure-only if unknow n primary cause or trigger event
7.3 - Trauma
7.8 - Other specified
7.9 - Unknow n/Undetermined
7.91 - Unclassified Sudden Infant Death
7.92 - Other Unknow n/Undetermined

Source: Parinatal Society of Australia and New Zealanad.
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10. GLOSSARY

ABORIGINAL AND TORRES STRAIT ISLANDER IDENTIFICATION (STtoWwhe&theicos not a
person is of Aboriginal and/or Torres Strait Islander descent who self identifies as an Aboriginal
and/or Torres Strait Islander and is accepted as such by the community in which he or she lives.

ANOMAL\is a deviation from what is regded as normal. An example would be a congenital
malformation or congenital anomaly.

ANTENATAtefers to the time period of pregnancy before birth.
ANTEPARTUM FETAL DEFefets to a fetal death occurring before the onset of labour.
BIRTHefers to thebirth or delivery of a child.

BIRTH STATUsSthe condition of the baby immediately after birth. The status toe live birth or
stillbirth (fetal death).

BIRTHWEIGHS the first weight of the baby (stillborn or live born) obtained after birth. It isailg
measured to the nearest five grams.

CONFIDENCE INTER(@52 CI) is a computed interval with a given probability (for example, 95%)
that a true value of a variable such as a rate, mean or proportion, is contained between the low and
high values. Whethe confidence intervals of two estimated values do not overlap, the values are
statistically significantly different.

CONGENITAL ANOMALé&FSthe structural or anatomical abnormalities that are present at or
existing from the time of birth, usually nelting from abnormal development in the first trimester of
pregnancy. These were previously reported as birth defects, congenital anomalies or malformations.

CRUDE DEATH RAS the number of deaths per 1,000 population (unless otherwise stipulated) in a
given year (ABS definition).

FETAL DEATrefers to death prior to the complete expulsion or extraction from its mother of a
product of conception of 20 or more completed weeks of gestation or of 400g or more of
birthweight; the death is indicated by the fathat after separation the fetus does not breathe or
show any other evidence of life, such as the beating of the heart, pulsation of the umbilical cord, or
definite movement of voluntary muscles (WHO definition).

GESTATIOId the period of development @& baby from the time of conception (fertilisation of the
ovum) to birth.

GESTATIONAL Aiskhe duration of the pregnancy in completed weeks from the first day of the last
normal menstrual period. This is estimated from clinical assessment (including&stifrom

ultrasound examinations) when accurate information on the last menstrual period is not available or
not consistent with the clinical assessment of gestational age.

GRAVIDITyefers to a pregnhancy; the state of being pregnant, and is unrelatétetoutcome.
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ICDB9 (or ICD9-CM) refers to the International Classification of Diseases Ninth Revision as developed
by the World Health Organisation. The CM stands for Country Modification.

ICB10 (or ICD10-AM) refers to the International Classificatiohiseases Tenth Revision as
developed by the World Health Organisation. The AM stands for Australian Modification. In the ACT
and most other states in Australia, ICD-AM codes were introduced in July 1998 to code hospital
(morbidity) inpatient data.

INTERRUPTION OF PREGNANETérs to a medical termination of pregnanayost commonly for
multiple pregnancies or congenital anomalies

INTRAPARTUM FETAL DEreféfs to a fetal death occurring during labour.6

LIVE BIRTFéfers, in this publication, to the complete expulsion or extraction from its mother of a
baby of 20 completed weeks gestation or more or at least 400 grams in birthweight or who after
being born breathes or shows any other evidence of life, such asrtbbad The WHO defines live
birth differently, as the complete expulsion or extraction from its mother of a product of conception,
irrespective of the duration of the pregnancy, which, after such separation, breathes or shows any
other evidence of life,.&ch as beating of heart, pulsation of the umbilical cord, or definite

movement of voluntary muscles, whether or not the umbilical cord has been cut or the placenta
attached, each product of such a birth is considered live born.

MISCARRIAGS& a common tan used todescribe pregnancy loss occurring at less than 20 weeks
gestation

MORBIDITY a diseased state or the ratio of sick to well in the community.

MORTALITIS a fatal outcome or the relative number of deaths (death rate) in a given population at
agiven time.

MULTIGRAVIDrefers to a woman who has been pregnant more than once.

MULTIPAR#efers to pregnant women who have had at least one previous pregnancy resulting in a
live birth or stillbirth.

MULTIPLE BIRTefers to a pregnancy resulting in maiean one birth. For example twins, triplets
etc.

NEONATAL DEA'$the death of a live born baby within 28 days of birth.

NEONATAL MORBIDIrefers to any condition or disease of the baby diagnosed within 28 days of
birth.

PARIT Yefers to the total number of previous pregnancies experienced by the woman that have

resulted in a live birth or a stillbirth. The definition of parity has been changed since the last

publication to align with the revised National Perinatal Data Developnt Commi t t ee’ s ac
definition.

PERINAT Afefers to the period from 20 weeks gestation to within 28 days after birth.
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PERINATAL DEATefers to a stillbirth or a neonatal death.

PLURALITréfers to the number of fetuses or babies from a pregnancyth@mbasis a pregnancy
may be classified as single or multiple.

POST NEONATAL DEAéfers to the death of a baby after 28 completed days and before 365
completed days.

PREGNANCY LG#gfers to a loss of a pregnancy prior to 20 weeks gestation

PRETERM BT Hrefers to a birth before 36 completed weeks of gestation. Extremely preterm refers
to births between 20 and 27 weeks gestation; moderately preterm refers to births between 28 and
31 weeks gestation; anldte preterm refers to births between 32 and 36eks gestation.

PRIMIGRAVIDrefers to a woman pregnant for the first time.

PRIMIPARAefers to a pregnant woman who has had no previous pregnancy resulting in a live birth
or stillbirth.

PROLONGED RUPTURE OF MEMBRefeis3o the spontaneous rupture aofiembranes for at
least 18 hours prior to the onset of regular contractions with cervical dilation.

RESUSCITATION OF A Brefers to active measures taken shortly after birth to assist the baby's
ventilation and heartbeat, or to treat depressed respirateffort and to correct metabolic
disturbances.

SEPARATIO(from hospital) refers to when a patient is discharged from hospital, transferred to
another hospital or other health care accommodation, or dies in hospital following formal admission
(ABS definitn).

SINGLETON BIRiefers to a pregnancy resulting in one birth.

STATISTICALLY SIGNIFIGrfers that it can be concluded on the basis of statistical analysis that it
is highly probable.

STILLBIRT$ée' Fet all deat h’

50



12. REFERENCES

Monk A, H. K. (2016perinatal deaths in Australia, 1983012.Canberra: AIHW.

51



ACKNOWLEDGMENT OF COUNTRY

ACT Health acknowledges the Traditional Custodians of the land, the Ngunnawal people. ACEs$eaith their
continuing culture and connections to the land and the unique contributions they make to the life of this area. ACT Health
also acknowledges and welcomes Aboriginal and Torres Strait Islander peoples who are part of the community we serve.

ACCESSIBILITY

If you have difficulty reading a standard printed document and would like an alternative format, please |
13 22 81.

If English is not your first language and you need the Translating and Interpreting Service (TIS),
please call 13 180.

NIEEEEY For further accessibility information, visit: www.health.act.gov.au/accessibility

www.health.act.gov.au | Phone: 132281 | Publication 6®

© Australian Capital Territory, Canberra Month Year

52



