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Findings from this report:
Every day in Australia, 6 babies are stillborn and 2 die within 28
days of birth (neonatal death)
More than 30% of perinatal deaths were caused by a congenital
anomaly
Nearly 2 in 5 perinatal deaths (39%) occurred before 22 completed
weeks gestation
There were 9.6 perinatal deaths for every 1,000 births in 2017
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Overview of perinatal deaths
Australia is one of the safest places in the world for a baby to be born, yet death occurring within the perinatal period is not uncommon.
Every day in Australia, 6 babies are stillborn and 2 die within 28 days of birth (neonatal death).
In 2017, there were:
305,667 babies born to 301,095 women
2,924 perinatal deaths (1.0% of babies born). Of these deaths, almost 75% were stillbirths (2,173) and just over 25% (751) were neonatal
deaths
9.6 perinatal deaths per 1,000 births (7.1 stillbirths per 1,000 births and 2.5 neonatal deaths per 1,000 live births).
Although perinatal mortality rates have remained relatively unchanged since 1998, two categories decreased over the period:
neonatal deaths of babies born at 23 weeks gestation or more
deaths occurring in the third trimester of pregnancy.

Perinatal mortality rates, Australia, 1998-2017
The stacked continuous line graph shows that perinatal mortality rates in Australia have decreased from 10.0 perinatal deaths per 1,000 total
births in 1998 to 9.6 perinatal deaths per 1,000 total births in 2017. The rate of stillbirths in Australia has increased from 6.9 per 1,000 births in
1998 to 7.1 per 1,000 total births in 2017, while the rate of neonatal deaths in Australia has decreased from 3.1 per 1,000 live births in 1998 to
2.5 per 1,000 live births in 2017.

Perinatal death data reported by the Australian Bureau of Statistics (ABS) are not directly comparable with the National Perinatal Mortality
Data Collection (NPMDC) and National Perinatal Data Collection (NPDC) data. ABS data are sourced from state and territory registrars of
Births, Deaths and Marriages. NPMDC and NPDC data are sourced from midwives and other staff, who collect information from mothers and
perinatal administrative and clinical record systems. For more information on the NPMDC and NPDC and definitions used for reporting
perinatal deaths please refer to the Technical Notes—Definitions used in reporting.

World Health Organization international definition for perinatal deaths
For the purposes of international comparison, stillbirths and neonatal deaths are defined as third trimester perinatal deaths—greater than or
equal to 28 weeks gestational age and/or greater than or equal to 1,000 grams birthweight (WHO 2015). This differs from the standard
definitions used for stillbirths and neonatal deaths in Australia—greater than or equal to 20 weeks' gestational age or greater than and/or
equal to 400 grams birthweight.
The WHO definitions result in reporting of babies who are larger and more mature than the definitions applied in Australia. This means
Australian perinatal mortality rates reported using the WHO definitions are lower than those reported using Australian definitions.
Using the WHO definitions (perinatal deaths from the third trimester):

The rate of stillbirths in Australia has decreased from 3.3 per 1,000 births in 1998 to 2.3 per 1,000 births in 2017.
The rate of neonatal deaths in Australia has decreased from 1.5 per 1,000 live births in 1998 to 0.9 per 1,000 live births in 2017.

Perinatal mortality rates using the WHO international standards for reporting, Australia, 1998 to 2017
The stacked continuous line graph shows that perinatal mortality rates using the WHO international standards for reporting have fallen from
1998 to 2017. The rate of stillbirths in Australia has decreased from 3.3 per 1,000 births in 1998 to 2.3 per 1,000 births in 2017, while the rate
of neonatal deaths in Australia has decreased from 1.5 per 1,000 live births in 1998 to 0.9 per 1,000 live births in 2017.
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Overview of perinatal deaths
Maternal characteristics
Key demographics
This section presents data on maternal and medical characteristics, as supplied to the National Perinatal Data Collection (NPDC), which
have been commonly associated with stillbirth or neonatal death.
While these characteristics are more commonly found in women with pregnancies resulting in stillbirth and neonatal death, they are
characteristics that are numerically associated with perinatal death and it is not implied that they are the cause of perinatal deaths.
In 2017, there were:
9.6 perinatal deaths per 1,000 births (2,924 deaths)
7.1 stillbirths per 1,000 births (2,173 deaths)
2.5 neonatal deaths per 1,000 live births (751 deaths).
Perinatal mortality rates were higher among babies born to:
women who were aged under 20, 20-24 and 40 and over
Aboriginal and Torres Strait Islander women
women who lived in Very remote areas
women living in the most disadvantaged areas of Australia (quintiles 1 and 2).

Perinatal mortality rates, by state or territory of birth, 2017
The horizontal bar charts show that the rate of stillbirths ranged between 5.6 deaths per 1,000 births to 10.3 deaths per 1,000 births. The
neonatal death rates ranged from 1.7 per 1,000 live births to 6.0 per 1,000 live births.

For 2017, NSW perinatal mortality data were not available at the time of production for this report. Where possible in this report,
preliminary perinatal deaths data for NSW for 2017 supplied to the National Perinatal Data Collection have been used.
There was little overall difference in perinatal mortality rates for babies of women born in Australia compared to babies of women born
overseas. The highest rates of perinatal death were among babies of mothers whose country of birth was in:

Melanesia (including Papua New Guinea)
Central and West Africa
North Africa.
Detailed country of birth data can be found in the supplementary data tables.
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Overview of perinatal deaths
Baby characteristics
Birthweight and gestational age are interrelated and birthweight is generally expressed in relation to gestational age using population
percentiles (refer to the Technical notes—Methods for more information on percentiles).

Gestational age and birthweight
A baby may be small due to being pre-term (born early), or due to being small for gestational age (either due to genetic factors, or because it
is the subject of a growth restriction within the uterus). Poor fetal growth is associated with increased risk of perinatal death and with fetal
distress during labour, and may make babies more likely to develop long-term health conditions later in life.
Adjusting birthweight for gestational age allows for differences in a baby’s growth status and maturity to be taken into account when
examining their health at birth.
Babies are defined as being small for gestational age if their birthweight is below the 10th percentile for their gestational age and sex, and
babies are defined as large for gestational age if their birthweight is above the 90th percentile for their gestational age and sex, as
determined by national percentiles.
In 2017:
Nearly 2 in 5 perinatal deaths (39.4%) occurred before 22 completed weeks gestation
Rates of perinatal death decreased rapidly from 28 weeks gestation and were lowest among babies born at term (37-41 weeks).
The highest rates of perinatal death were among:
Babies born at less than 27 weeks gestation
Babies born with a birthweight less than 2,500 grams
Babies who were small for gestational age (birthweight below the 10th percentile for their age and sex)
Multiple births.

Perinatal mortality rates by birthweight for gestational age, 2017
The vertical bar charts show that the rates of both stillbirth and neonatal death were highest in babies born small for gestational age, or those
with a birthweight below the 10th percentile for their gestational age and sex. The highest rates were in babies whose birthweight for
gestational age was below the 3rd percentile for their gestational age and sex. The stillbirth rate for this category was 50.0 deaths per 1,000
total births, and the neonatal death rate was 8.3 deaths per 1,000 live births.

Gestational age trend
Perinatal mortality rates have been gradually decreasing among particular gestational age groups, most notably among babies born at 27 weeks
gestation or more.
Stillbirth rates have decreased for babies born at 32 weeks gestation or more.
Neonatal mortality rates have decreased for babies born at 23 weeks gestation or more.

Perinatal mortality rates, by gestational age groups, 1998-2017
The stacked continuous line graph shows that the perinatal mortality rate for babies born at 20-22 weeks gestation has increased from 984.8
deaths per 1,000 births in 1998 to 997.4 deaths per 1,000 births in 2017. This is the only gestational age group that has seen an increase in the
perinatal mortality rate.

Last updated 22/07/2020 v17.0

© Australian Institute of Health and Welfare 2020

Overview of perinatal deaths
Timing, causes and investigation of perinatal deaths
Timing of perinatal deaths
In 2017, where the timing of perinatal deaths was stated:
The majority (83.5%) of stillbirths occurred before the onset of labour (antepartum death)
Three in five (60.4%) neonatal deaths occurred within the first 24 hours following birth and were more common with decreasing
gestational age
Early neonatal deaths (1–7 days) and late neonatal deaths (8–28 days) were more common among babies born from 36 weeks gestation.
Definitions of timing of perinatal death can be found in the Technical notes—Definitions used in reporting.
Intrapartum stillbirths (those occurring during labour and birth) and neonatal deaths within the first 24 hours after birth are often
considered together as, in many cases, the process leading to the death is a continuum that may lead to death before or after the birth
occurs.

Timing of perinatal deaths, 2017
The vertical bar chart at the top of this data visualisation shows the timing of perinatal deaths. The majority, 60.8%, were antepartum
stillbirths. This was followed by deaths in the very early neonatal period (less than 24 hours), and intrapartum stillbirths, 17% and 13.2%
respectively. Early and late neonatal deaths accounted for less than 10% of deaths.
The stacked horizontal bar chart at the bottom of this data visualisation shows the timing of perinatal deaths by gestational age group.
Antepartum stillbirth was the most common time of death for all gestational age groups. Intrapartum stillbirth and very early neonatal death
were more common in babies born at 20-22 weeks gestation, while early and late neonatal death were more common in babies born at 36
weeks gestation or more.

Causes of perinatal deaths
Causes of perinatal deaths are classified according to the Perinatal Society of Australia and New Zealand (PSANZ) Perinatal Mortality
Classification System, version 2.2, as part of each state or territory’s perinatal mortality review process.

The PSANZ Perinatal Mortality Classification System incorporates a Perinatal Death Classification (PSANZ-PDC) and an additional Neonatal
Death Classification (PSANZ-NDC).
The PSANZ-PDC system classifies all perinatal deaths (stillbirths and neonatal deaths) by the single most important factor which led to the
chain of events which resulted in the death (refer to Technical notes—Definitions used in reporting for cause of death classifications).
In 2017:
The most commonly classified causes for all perinatal deaths were:
Congenital anomaly (31.9%)
Spontaneous preterm birth (15.2%)
Unexplained antepartum death (11.8%).
The most commonly classified causes of stillbirths were:
Congenital anomaly (32.6%)
Unexplained antepartum death (15.8%)
Maternal conditions (11.0%).
The most commonly classified causes of neonatal deaths were:
Spontaneous preterm birth (32.6%)
Congenital anomaly (30.0%)
Antepartum haemorrhage (9.0%).
The horizontal bar chart in this data visualisation shows that congenital anomaly was the most commonly classified cause of perinatal death,
followed by spontaneous preterm birth and unexplained antepartum death.

In 2017, congenital anomaly was the most commonly classified cause of perinatal death, and this remained true across almost all deaths,
regardless of maternal or gestational age, plurality, baby’s birthweight percentile or the timing of death. The only exceptions to this were
for:
Babies born to mothers aged under 20. Maternal conditions were the most commonly classified cause of perinatal death for babies born
to mothers under 20 (24.7%). Maternal conditions refers to deaths where a medical condition (e.g. diabetes) or a surgical condition (e.g.
appendicitis) or an injury in the mother (including complications or treatment of that condition) is the cause.
Multiple births. Specific perinatal conditions, such as cord entanglement, were the most commonly classified cause for multiples (34.1%).
Late neonatal deaths (8–28 days). The most commonly classified cause of late neonatal deaths was spontaneous preterm birth (28.2%),
followed by congenital anomaly (16.7%).
Neonatal deaths in babies not considered small for gestational age. Spontaneous preterm birth was the main classified cause of
neonatal deaths for babies considered either appropriate or large birthweight for their gestational age (36.2% and 34.0%, respectively).

Additional causes of neonatal deaths

The PSANZ-NDC is an additional classification system applied only to neonatal deaths to identify the single most significant condition present
in the baby in the neonatal period, the time from birth to 28 days, which caused the death.
In 2017, the most commonly classified conditions causing neonatal deaths were:
Extreme prematurity (34.8%)
Congenital anomaly (30.0%)
Neurological conditions (13.2%).

PSANZ-NDC cause of neonatal deaths, 2017
The horizontal bar chart in this data visualisation shows that extreme prematurity was the most commonly classified condition causing
neonatal death, followed by congenital anomaly and neurological conditions.

Investigation following perinatal death
Autopsy
The National Perinatal Mortality Data Collection collects data on whether or not an autopsy was performed and, where applicable, the type of
autopsy performed (a full autopsy, limited autopsy or external examination). For the purposes of this report, deaths where any of these
autopsy types have been performed will collectively be treated as deaths where an ‘autopsy’ has been performed.
The purpose of an autopsy is to accurately identify the cause(s) of death. Autopsy results contribute to clinical audit and assist with
identification of factors contributing to the death. Perinatal autopsy examinations require written consent from the parent(s) following
informed discussion.
In 2017, there were 2,924 perinatal deaths, 2,040 of which (1,525 stillbirths and 515 neonatal deaths) had a stated autopsy status. Of deaths
where autopsy status was stated, there were:
874 (42.8%) perinatal deaths that had an autopsy performed
711 (46.6%) stillbirths and 163 (31.7%) neonatal deaths that had an autopsy performed.

Autopsy of perinatal deaths, 2017
The bar charts show that more than half of all perinatal deaths reported not having an autopsy performed. A higher proportion of stillbirths
reported having an autopsy performed than neonatal deaths, 46.6% vs 31.7% respectively.
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Technical notes
Definitions used in reporting
Various definitions are used for reporting and registering perinatal deaths in Australia. The National Perinatal Mortality Data Collection
(NPMDC) collects data and reports using the following definitions:

Figure 1: Definitions of perinatal death

Chart: aihw.gov.au
Stillbirth: a fetal death prior to birth of a baby of 20 or more completed weeks of gestation or of 400 grams or more birthweight.
Neonatal death: the death of a live born baby of 20 or more completed weeks of gestation or of 400 grams or more birthweight within 28 days
of birth.
Perinatal death: stillbirth or neonatal death of a baby of 20 or more completed weeks of gestation or of 400 grams or more birthweight.
Antepartum death: fetal death occurring prior to labour and/or birth.
Intrapartum death: fetal death occurring during labour and/or birth.
Very early neonatal death: death of a live born baby within the first 24 hours after birth.
Early neonatal death: death of a live born within 1–7 days after birth.
Late neonatal death: death of a live born within 8–28 days after birth.
Live birth: the birth of a baby who shows signs of life such as voluntary muscle movement, pulsating of the umbilical cord or presence of a
heartbeat at birth, regardless of whether the placenta is still attached or the umbilical cord has been cut.
Terminations of pregnancy performed at 20 or more weeks of gestation may be included and recorded either as stillbirths or, in the unlikely
event of showing evidence of life, as live births. There are variations in legislation regarding termination of pregnancy between states and
territories, and recording of terminations is likely to be incomplete.

World Health Organization (WHO) definitions
To allow for international comparisons, the WHO recommendation regarding reporting perinatal mortality, taken from the 2006 Neonatal and
perinatal mortality: country, regional and global estimates report has been used. The report recommends publication of rates of fetal death,
neonatal death and perinatal mortality of babies weighing 1,000 grams or more, and/or born at 28 weeks gestation or more.

Cause of death classification
The Perinatal Society of Australia and New Zealand (PSANZ) Perinatal Mortality Classification System is used in Australia and New Zealand to
classify the causes of stillbirths and neonatal deaths. It includes the PSANZ Perinatal Death Classification (PSANZ-PDC) and PSANZ Neonatal
Death Classification (PSANZ-NDC). The PSANZ-PDC system classifies all perinatal deaths by the single most important factor seen as the
antecedent cause of death. In addition, for neonatal deaths, the PSANZ-NDC system is used to identify conditions occurring in the neonatal
period which resulted in the death.
The PSANZ Perinatal Death Classification is an integral part of the PSANZ Perinatal Mortality Guidelines, developed for optimal standards in
investigating, classifying and auditing of perinatal deaths.
The National Perinatal Mortality Data Collection (NPMDC) collects data on causes of death that have been classified according to the
PSANZ Perinatal Mortality Classification System, version 2.2. The classification is recorded as part of each state and territory’s perinatal
mortality review process following completion of investigations and at the end of a multi-disciplinary review of the perinatal death.

The other classification system used in Australia to classify perinatal deaths is the International Statistical Classification of Diseases and
Related Health Problems, Tenth Revision (ICD-10). This classification system is based on the registered cause/s of death on the Medical
Certificate of Cause of Perinatal Death, assigned by the treating medical practitioner shortly after death without access to any subsequent
investigations.
The National Maternal and Perinatal Mortality Clinical Expert Group (NMPMCEG) (formerly the National Maternal and Perinatal Mortality
Advisory Group (NMPMAG)) has concluded that the PSANZ-PDC and PSANZ-NDC classifications are the most appropriate for national reviews.
The ICD classification of cause of death has not been included in this report.

PSANZ-PDC primary classification groups:
These are the 11 high-level groups used in reporting:
Congenital anomaly: deaths in which a congenital anomaly in the baby (whether structural, functional or chromosomal) is considered to have
been of major importance in the cause of the death.
Perinatal infection: primary infections occurring in term and preterm neonatal and fetal deaths and secondary infections in term infants
(such as Group B Streptococcus and Cytomegalovirus).
Hypertension: deaths where a hypertensive disorder, such as pre-eclampsia or pre-existing high blood pressure, is considered to have led to
the death.
Antepartum haemorrhage: all perinatal deaths where the primary factor leading to the death was bleeding from the placental bed in the
woman’s uterus.
Maternal conditions: deaths where a medical condition (e.g. diabetes) or a surgical condition (e.g. appendicitis) or an injury in the mother
(including complications or treatment of that condition) is the cause.
Specific perinatal conditions: deaths of normally formed, appropriately grown babies, in which a specific perinatal condition, such as cord
entanglement or a blood group incompatibility, was the main underlying cause.
Hypoxic peripartum deaths: deaths from acute or chronic inadequate oxygen supply from the placenta of normally formed babies, typically
of >24 weeks gestation or >600 grams birthweight.
Fetal growth restriction: deaths of babies that were significantly low birthweight for their gestational age or where repeated antenatal
ultrasound measurements had shown poor or absent growth before death.
Spontaneous preterm: deaths of normally formed, appropriately grown preterm babies following spontaneous onset of preterm labour or
spontaneous rupture of membranes, irrespective of whether labour was subsequently induced and mode of delivery.
Unexplained antepartum death: deaths of normally formed fetuses prior to the onset of labour where no predisposing factors are considered
likely to have caused the death.
No obstetric antecedent: includes Sudden Infant Death Syndrome (SIDS), postnatally acquired infection (such as Newborn Intensive Care
Unit-acquired septicaemia from an intravenous line), accidental asphyxiation and other accidents, poisoning or violence.

PSANZ-NDC primary classification groups:
The PSANZ-NDC classification system is applied only to neonatal deaths and classifies them by the most significant condition present in the
baby, in the neonatal period, leading to the death.
Congenital anomaly: deaths in which a congenital anomaly in the baby (whether structural, functional or chromosomal) is considered to have
been of major importance in the cause of the death.
Extreme prematurity: neonatal death in infants deemed too immature for resuscitation or continued life support beyond the delivery room
(typically infants of gestational age ≤24 weeks or birthweight ≤600 grams).
Cardio-respiratory disorders: neonatal deaths in which a cardio-respiratory condition (such as respiratory distress syndrome or meconium
aspiration syndrome) is considered to have been the major contributor to the death.
Infection: neonatal deaths in which infection is considered to have been the major contributor (such as early onset Group B Streptococcus
sepsis, pneumonia).
Neurological: neonatal deaths in which asphyxial brain damage (hypoxic ischaemic encephalopathy) or intracranial haemorrhage was
considered to have been the major contributor.
Gastrointestinal: primarily includes neonatal deaths related to necrotizing enterocolitis (a medical condition where a portion of the bowel
dies).
Other: includes Sudden Infant Death Syndrome (SIDS), multisystem failure, trauma and treatment complications.
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Technical notes
Data sources
National Perinatal Data Collection
The National Perinatal Data Collection (NPDC) is a national population-based cross-sectional collection of data on pregnancy and childbirth.
The data are based on births reported to the perinatal data collection in each state and territory in Australia. Midwives and other birth
attendants, using information obtained from mothers and from hospital or other records, complete notification forms for each birth. A
standard de-identified extract is provided to the Australian Institute of Health and Welfare (AIHW) on an annual basis to form the NPDC.
Detailed information on completeness, accuracy and other aspects of data quality for the National Perinatal Data Collection (NPDC) is in the
data quality statement.

National Perinatal Mortality Data Collection
Scope
The National Perinatal Mortality Data Collection (NPMDC) is a population-based cross-sectional collection of data regarding the deaths of
babies in hospitals and in the community, and includes all neonatal deaths and stillbirths of a baby at least 20 weeks gestation or at least 400
grams birthweight, during pregnancy, birth or within 28 days of birth.
The NPMDC commenced with the 2013 birth cohort and builds on information collected in the NPDC. Common identifier fields in the NPDC and
NPMDC allow demographic information regarding perinatal death records in the NPMDC to be retrieved from the NPDC for reporting.
There are 33 voluntary data items collected in the NPMDC which are supplied by state and territory health authorities using a standard deidentified extract to the Australian Institute of Health and Welfare (AIHW) on an annual basis. Data specifications supplied to jurisdictions for
collection are in included in the supplementary tables.
Detailed information on completeness, accuracy and other aspects of data quality for the NPMDC is in the data quality statement.

Data timeliness
The NPMDC data cannot be finalised for a calendar year until all Jurisdictional Mortality Review Committee reports that apply to that period
are complete. Jurisdictions coordinate and facilitate data collection procedures from service providers and the updating of records.
NPMDC data for 2017 was requested from states and territories on 31 May 2019 for submission to the AIHW by 31 July 2019. Data were received
from 3 jurisdictions by this date. Data suppliers in some jurisdictions have given feedback that a request for data 17 months after the end of
the collection period is unachievable as some data (particularly pertaining to PSANZ classification codes and contributory factors) are still
waiting to be compiled at this stage.
Timelines for reporting perinatal deaths 2017 data are outlined in Figure 1. The NPMDC data for 2017 was finalised and reported 2.5 years
after the end of the 2017 calendar year. The AIHW are working on a number of strategies to improve the timeliness of data publication and
have a goal of finalising national data and reporting within 2 years. Current strategies for improving timeliness include:
Changing the presentation of publicly available data by adding online annual updates of data and interactive tables and figures to our
biannual reporting schedule.
Improving the timeliness of the receipt of NPMDC data. The AIHW hope to shorten the time between the end of the collection period and
the reporting of data to approximately 18–20 months. For 2017 data, jurisdictions supplied data through the AIHW's Validata system, a webbased application that enables states and territories to upload their data to a secure website and have it automatically checked for
mistakes before they submit data to the AIHW. Data submitters can upload data several times, until the data is correct, and submit for
initial approval by the AIHW.

Figure 2: Months since the end of the 2017 calendar period and public reporting of National Perinatal Mortality Data
Collection, by jurisdiction

Source: National Perinatal Mortality Data Collection
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Technical notes
Data quality and availability of national perinatal mortality data
Some topics in this report may exclude data for selected states and territories for reasons including:
Data are not currently collected by a state and territory, or are not collected in a format that is comparable with the specifications for the
National Perinatal Data Collection (NPDC) or National Perinatal Mortality Data Collection (NPMDC).
Data are not currently supplied by a state and territory for the NPDC or NPMDC. Data items that are not part of the Perinatal NMDS are not
mandatory for provision to the NPDC, and there are currently no Perinatal NMDS items in the NPMDC.
The exclusions for reported data items in the NPDC are summarised in Table 1. These exclusions apply to both the numerator and denominator
for rate calculations, and the data presented are not representative of the jurisdictions excluded.
Table 1: Summary of state and territory exclusions in the
National Perinatal Data Collection (NPDC) for 2017
Data item

Exclusion
New South Wales (data not provided)

Cause of
perinatal
death(a)

Western Australia (high proportion of
missing data at the time of collection cutoff)

(a) This data item is not currently part of the Perinatal NMDS and is not mandated for provision to the NPDC.
Preliminary data
Preliminary data on perinatal deaths is available through the National Perinatal Data Collection and reported in the Australia’s mothers and
babies publication series.
The AIHW has established a separate, enduring National Perinatal Mortality Data Collection to obtain complete information on these deaths
which contains annual perinatal deaths data from 2013. For 2017, NSW perinatal mortality data were not available at the time of production
for this report. Where possible in this report, preliminary perinatal deaths data for NSW for 2017 supplied to the National Perinatal Data
Collection have been used.
Data on stillbirths and neonatal deaths are provided to the NPDC by jurisdictions as a subset of the larger cohort of all babies born in the same
collection period. These preliminary data on stillbirths and neonatal deaths are made available to the public approximately 18 months after
the end of the collection period.
Because these data are supplied to the AIHW often prior to completion of all Jurisdictional Mortality Review Committee reports, the data is
not as comprehensive as that supplied to the NPMDC, particularly pertaining to PSANZ classification regarding the cause of death and
contributory factors.
These preliminary data may also not include neonatal deaths for babies transferred to another hospital, re-admitted to hospital after
discharge or who died at home after discharge.
Data provided to the NPMDC may vary from the preliminary data reported by the NPDC due a variety of factors. Such factors include the
inclusion of babies transferred to another hospital, re-admitted to hospital after discharge or who died at home after discharge; or cases
where not enough detail was able to be provided by the jurisdiction to enable linkage of a particular death in the NPMDC back to the
corresponding record in the NPDC.
Quality of data for reporting Indigenous status
Indigenous status is a measure of whether a person identifies as being of Aboriginal and/or Torres Strait Islander origin. Indigenous status of
the mother has been a mandatory data item in the Perinatal NMDS since its inception in 1997, but applying the data item to the baby was
introduced to the NMDS for collection for the first time in the 2012–13 reference year (from 1 July 2012).
For 2017, data on the baby’s Indigenous status was provided by all states and territories. This item, when used in conjunction with the
mother’s Indigenous status, is a better baseline measure of health for all Indigenous children. However, the outcomes of babies of
Indigenous women remain a key data resource for assessing provision of antenatal care in pregnancy and other interventions before or during
pregnancy.

Unless otherwise stated, data for babies are based on the Indigenous status of the mother.
Comparing NPMDC data with Victorian Consultative Council on Obstetric and Paediatric Mortality and Morbidity data
The stillbirth data for Victoria reported to the National Perinatal Mortality Data Collection differs to that reported by the Victorian
Consultative Council on Obstetric and Paediatric Mortality and Morbidity (CCOPMM). For 2017, the CCOPMM annual report shows 641 stillbirths
and a stillbirth rate of 8.0 per 1,000 births (CCOPMM 2019. Victoria’s mothers, babies and children 2018. Melbourne: Victorian Government).
The difference is due to the following exclusions applied to the stillbirths reported by CCOPMM:
Stillbirths proven to have occurred at less than 20 weeks’ gestation (for example, where a fetal death in utero diagnosed by ultrasound at
19 weeks’ gestation), but where birth occurs at 20 weeks’ gestation or more; and
Stillbirths where a fetal death in utero is diagnosed at 20 weeks’ gestation or more, but where the birthweight is less than 150 grams.
Comparing NPMDC data with ABS registrations of death data
Perinatal death data reported by the Australian Bureau of Statistics (ABS) are not directly comparable with the NPMDC and NPDC data
contained in this report. Variation in the number of perinatal deaths reported by the ABS and NPMDC can be seen in Table 2.
While the definitions of stillbirth and neonatal death are the same, ABS data are sourced from state and territory registrars of Births, Deaths
and Marriages; while data from the NPMDC and NPDC contained in this report are sourced from midwives, and other staff, who collect
information from mothers and perinatal administrative and clinical record systems.
It is the responsibility of the parents to register a birth with Births, Deaths and Marriages however some perinatal deaths may not be recorded
when notifications are not registered by the parents. A delay in registrations is often seen, particularly for stillbirths, with the original date of
death often being many years prior to the date of registration. This means the accuracy of the number of perinatal deaths reported by the
ABS for a particular year often improves over time.
Table 2: Number of perinatal deaths reported by Australian
Bureau of Statistics and the National Perinatal Mortality Data
Collection, Australia, 2013–2017

Year

NPMDC
Stillbirths

ABS
Stillbirths

NPMDC
Neonatal
deaths

ABS
Neonatal
deaths

2013

2,194

1,781

822

763

2014

2,225

1,698

798

714

2015

2,148

1,718

688

707

2016

2,115

1,724

751

700

2017

2,173

1,760

751

744

Note: ABS stillbirths and neonatal deaths are reported by the year in which the death occurred (ABS 2018, Customised report).
For more information on perinatal deaths data collected by the ABS, visit the perinatal deaths page at the Australian Bureau of Statistics.
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Technical notes
Methods
Mortality rates
Calculation of stillbirth rate
The stillbirth rate is calculated as the proportion of births in a specified population which are stillbirths. This proportion is expressed in
relation to all births.
Stillbirth rate = Number of stillbirths x 1,000 / Total number of births
Calculation of neonatal mortality rate
The neonatal mortality rate is calculated as the proportion of births in a specified population which are live born and subsequently die
(neonatal deaths). This proportion is expressed in relation to all live births.
Neonatal mortality rate = Number of neonatal deaths x 1,000 / Number of live births
Calculation of perinatal mortality rate
The perinatal mortality rate is calculated as the proportion of births in a specified population which are stillbirths or neonatal deaths
(perinatal deaths). This proportion is expressed in relation to all births.
Perinatal mortality rate = Number of perinatal deaths x 1,000 / Total number of births
Calculation of Australian national birthweight percentiles by gestational age
Birthweight percentiles were calculated from data on all liveborn singleton babies born in Australia between 2004 and 2013 with a gestational
age of 20–44 weeks.
Records with indeterminate sex were excluded from analysis. Records with missing or not stated data for sex, birthweight or gestational age
were also excluded. Birthweight outliers were calculated and excluded using a method based on Tukey’s box and whisker plots.
Gestational age is reported in completed weeks of gestation, calculated from the first day of the last menstrual period (LMP) or estimated by
prenatal and/or postnatal assessment if the LMP date was missing. Birthweight is reported to the nearest 5 grams.
Data used to assign percentile is supplied in the supplementary tables.
Geography
Geographic data are based on the usual residence of the mother. In 2017, the usual residence of the mother is based on Statistical Area Level
2 (SA2) of the Australian Bureau of Statistics Australian Statistical Geography Standard Edition 2016 for all states and territories.
Remoteness
This report uses the Australian Statistical Geography Standard Remoteness Structure, which groups geographic areas into six classes of
Remoteness Area based on their relative access to services using the Accessibility/Remoteness Index of Australia.
The six classes are: Major cities, Inner regional, Outer regional, Remote, Very remote and Migratory: See the Australian Statistical
Geography Standard (ASGS): Volume 5—Remoteness Structure, July 2016 for more information of remoteness.
Socioeconomic status
The Socio-Economic Indexes for Areas (SEIFA) are measures of socioeconomic status (SES) that summarise a range of socioeconomic variables
associated with disadvantage. Socioeconomic disadvantage is typically associated with low income, high unemployment and low levels of
education.
The SEIFA index used in this report is the 2016 SEIFA Index of Relative Socioeconomic Disadvantage (IRSD) developed by the Australian Bureau
of Statistics for use at Statistical Area Level 2.
Since the IRSD summarises only variables that indicate disadvantage, a low score indicates that an area has many low-income families, many
people with little training and many people working in unskilled occupations; hence, this area may be considered disadvantaged relative to
other areas. A high score implies that the area has few families with low incomes and few people with little or no training and working in

unskilled occupations. These areas with high index scores may be considered less disadvantaged relative to other areas. It is important to
understand that a high score reflects a relative lack of disadvantage rather than advantage and that the IRSD relates to the average
disadvantage of all people living in a geographic area and cannot be presumed to apply to all individuals living within the area.
Population-based Australian cut-offs for SEIFA quintiles have been used in this report. This method ranks the SEIFA scores for a particular
geography (for example, Statistical Area Level 2) from lowest to highest, and the geographical areas are divided into 5 groups, such that
approximately 20% of the population are in each group.
See the Census of Population and Housing: Socio-Economic Indexes for Areas (SEIFA), Australia, 2016 for further information on SEIFA.
Confidentiality
To maintain privacy and confidentiality of individuals, cells in the supplementary data tables are supressed if there is a risk of disclosure of an
attribute of an individual that was not already known. A cell in a table is considered identifiable if, as well as being able to identify the entity,
other details are also revealed. It is AIHW policy that these cells need to be confidentialised, unless the attribute that would be disclosed is
deemed to be non-sensitive in the context of the data being published.
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Notes
Perinatal Data Collection (NPDC)
National Perinatal Mortality Data Collection (NPMDC)

Last updated 23/06/2020 v4.0
© Australian Institute of Health and Welfare 2020

Data
Data tables: Stillbirths and neonatal deaths in Australia 2017
Download Data tables: Stillbirths and neonatal deaths in Australia 2017. Format: XLSX 200Kb XLSX 200Kb
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