
Core investigations Findings from core investigations Indicated selective investigations

• Maternal history

• Maternal examination

• 

Mother

• 

• Full autopsy

Baby

• 

• Histopathology studies

• 

Placenta

APS: Antiphospholipid syndrome; CMA: Chromosomal microarray; CMV: Cytomegalovirus; FGR: Fetal growth restriction; LFTs: Liver Function 
Tests; LGA: Large-for gestational-age; HbA1c: Haemoglobin A1c; MIA: Minimally-invasive autopsy; MRI: Magnetic Resonance Imaging; NIA: 
Non-invasive autopsy; SGA: Small for gestational age

1: Perinatal Society of Australia and New Zealand Clinical Practice Guideline for Perinatal Mortality Audit Third Edition, December 2017

LGA

FGR or SGA

pathologist
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APPEN
DIX

B
ESTIM

ATIO
N

O
F

SEVERITY
O

F
FETO

M
ATERN

AL
HAEM

O
RRHAGE

To
determ

ine
ifa

positive
testforFM

H
should

be
considered

as
the

likely
cause

offetaldeath,
the

percent
oftotalfetalblood

volum
e
lost

should
be

calculated.Such
a
calculation

uses
the

follow
ing

correction
factors:fetalred

cellsare
122%

the
size

ofadultred
blood

cells;92%
of fetal

red
cells

are
detected

by
the

Kleihauer
Betke

test
on

average;m
aternalred

cellvolum
e
near

term
averagesabout1800

m
l;average

fetalhem
atocritisabout50%

;fetalblood
volum

e
isabout

150
m
lperkilogram

ofbody
w
eight.Com

bining
allofthese

then
m
eansthat:

PercentFetalBlood
=
FetalCellsx

1800
x
1.22

x
100

Volum
e
LostM

aternalCells92
x
2
x
100

150
x
fetalw

tin
kg

O
r,to

sim
plify,

PercentFetalBlood
=
FetalCellsx

3200
÷
fetalw

t
Volum

e
LostM

aternalCellsin
kg

So,forexam
ple,ifthe

Kleihauer
Betke

show
s
that200

of5000
cells

counted
are

fetaland
the

fetusw
eighs2.0

kg,then
the

estim
ate

ofpercentblood
volum

e
lossw

ould
be:

200/4800
x
3200

÷
2.0,or66%

.

Probably
less

than
20%

volum
e
loss

is
enough

to
cause

death
ifithappens

allatonce.O
n
the

otherhand,m
uch

largervolum
escan

be
lostovera

long
period

and
the

fetuscan
com

pensate.
U
nfortunately

there
is
no

straightforw
ard

w
ay

to
know

w
hether

one
is
dealing

w
ith

acute
or

chronic
haem

orrhage.This
m
akes

determ
ination

ofw
hethera

haem
orrhage

is
oris

notcausal
m
ore

problem
atic.

Taken
from

FetalM
aternalHem

orrhage
and

Stillbirth
Richard

M
.Pauli,M

.D.,Ph.D.
http://w

w
w
2.m

arshfieldclinic.org/w
issp/w

isspers/93940001.htm
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A
PPEN

D
IX C

: A
C

C
O

U
C

H
EU

R
 PLA

C
EN

TA
L 

EXA
M

IN
A

TIO
N

 A
N

D
 PR

EPA
R

A
TIO

N
 FO

R
 

PA
TH

O
LO

G
Y 

Please com
plete details as required 

Step
1

Accoucheurexam
ination

ofthe
placenta,m

em
branesand

cord
using

sterile
gloves

Cord
insertion

(Circle)
Eccentric

/Central/M
arginal/Velam

entous/O
ther.…

…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
.

Cord
appearance

(Circle)
Thin

/Thick
/M

econium
Stained

/O
ther…

…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
…
..

N
o.ofcord

vessels…
…
…
…
…
…
…

Totalcord
length…

…
…
…
…
…
…
..cm

Cord
knots(Circle)

Yes/N
o

Placentaldim
ensions…

…
…
…
…
…
…
…
…
…
cm

Placentalw
eight…

…
…
…
…
…
…
…
…
…
gm

s
Placentalodour…

…
…
…
…
…
…
…
…
…
.

M
aternalsurface

(Circle
allthatapply) Intact/Incom

plete
/Gritty

/Fatty
Infarcts/RetroplacentalClot/Succenturiate

/Circum
vallate

/Bipartite

Step
2

Tissue
sam

pling
forchrom

osom
alanalysis

Priorto
sending

the
placenta

to
pathology,a

sam
ple

ofum
bilicalcord

should
be

collected
using

aseptic
technique

asoutlined
below

.Ifthere
are

any
clinicalindicationsofplacentalm

osaicism
,then

a
placentalsam

ple
m
ay

be
required

asw
ell

Collecta
1cm

3sam
ple

ofthe
m
iddle

ofthe
um

bilicalcord,using
a
sterile

surgicalknife
and

dissecting
forceps.

Place
in
eithera

designated
cytogeneticsbottle

ora
sterile

container,w
ith

eithersterile
saline

solution
orHank’ssolution.Then

sealthe
bottle

and
labelw

ith
m
aternalnam

e,m
edicalrecord

num
ber,date

and
tim

e
ofcollection

and
m
ultiple

num
berifappropriate

Step
3

Send
Placenta,M

em
brane

and
Cord

to
the

Pathology
fresh

and
unfixed

forhistopathologicalexam
ination

Maternal Sticker 
(Inc Name, DOB, UR, Address, Telephone Number) 

Singleton  
    Multiple            Baby num

ber.............. (e.g. Twin 1)
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B
aby m

easurem
ents 

1. C
row

n – heel (stretched)      ........................ cm
s 

2. H
ead circum

ference .................................... cm
s 

3. W
eight ........................................................  gm

s 

If Stillbirth 
Estim

ated date of IU
FD

: ......./......../........
M

aceration degree 
Fresh; no skin peeling  ................................ 
S

light; focal m
inim

al skin slippage ............... 
M

ild; som
e skin sloughing, m

oderate 
 

skin slippage ............................................ 
M

oderate; m
uch skin sloughing but 

 
no secondary com

prehensive 
 

changes or decom
position .....................   

M
arked, advanced ...................................... 

H
EA

D
 A

N
D

 FA
C

E 
H

ead 
 

R
elatively norm

al                   C
ollapsed 

 
A

nencephalic 
                  H

ydrocephalic 
 

A
bnorm

al shape 
 

 
If abnorm

ally shaped, describe:  ....................  

 
........................................................................  

Eyes
 

N
orm

al           P
rom

inent        S
unken             

 
S

traight          Far apart          C
lose together  

 
U

pslanting                              D
ow

nslanting 
 

G
lobes norm

al                       A
bsent 

 
E

yes very sm
all                     V

ery large 
 

Lens opacity                          C
orneal opacity 

 
E

yelids fused                         O
ther 

 
If other, describe:  ...........................................  

 
........................................................................  

N
ose 

 
N

orm
al 

            A
bnorm

ally sm
all  

 
A

sym
m

etric 
            A

bnorm
ally large 

N
ostrils 

 
A

pparently patent             O
bstructed  

 
S

ingle nostril 
            O

ther 
 

 
If other, describe:  ...........................................  

 
........................................................................  

M
outh 
N

orm
al size            Large             S

m
all 

U
pperLip

 
Intact            

  C
left     

If cleft, location:
 

Left                                               R
ight   

 
B

ilateral 
                                  M

idline 
Palate 
 

Intact 
                                  C

left 
M

andible
 

N
orm

al 
                                  Large  

 
S

m
all 

                                  O
ther 

 
If other, describe:  ...........................................  

 
........................................................................  

Ears
 

N
orm

al 
   

            P
reauricular tags 

 
Low

set 
 

            P
reauricular pits 

 
O

ther 
 

            P
osteriorly rotated 

 
If other, describe:  ...........................................  

N
EC

K
 

 
N

orm
al 

   
 

     
 

 M
ass 

            
   

 
 

              
   

D
escribe:  ............................................................  

 
 ........................................................................  

C
H

EST
N

orm
al 

                       Long &
 narrow

 
 

S
hort &

 broad                 O
ther 

 
If S

pina bifida, describe:  .................................  
 

 ........................................................................  
A

B
D

O
M

EN
 

N
orm

al                            Flattened 

 
D

istended 
                 H

em
ia 

 
O

m
phalocele                 G

astroschisis

B
A

C
K

 
 

N
orm

al                            S
pina bifida  

 
If S

pina bifida, describe:  .................................  

 
 ........................................................................  

 
 

S
coliosis 

           K
yphosis 

 
O

ther 
 

 
If other, describe:  ...........................................  

 
 ........................................................................  

 

G
EN

ITA
LIA

 
A

nus 
 

N
orm

al            Im
perforate           O

ther  
 

If other, describe:  ...........................................  

 
 ........................................................................  

 

G
ender 

 
M

ale               Fem
ale             A

m
biguous  

M
ale 
P

enis
 

N
orm

al                                      V
ery sm

all 
 

H
ypospadias                             C

hordee  
 

H
ypospadias, level of opening 

 
 

 ........................................................................  
S

crotum
 

N
orm

al                                        A
bnorm

al 
 

If abnorm
al, describe 

 
 

 
 ........................................................................  

Testes 
 

D
escended                          U

ndescended 
 

O
ther 

 
If other, describe:  ...........................................  

 
 ........................................................................  

 
Fem

ale 
U

rethral opening 
 

P
resent 

      A
bsent/unidentifiable  

 
V

aginal introitus 
 

P
resent                      A

bsent/unidentifiable 
 

C
litoris 

 
P

resent                                U
nidentifiable 

 
E

nlarged                              O
ther 

                                        
 

If other, describe:  ...........................................  

A
m

biguous sex   
    .....................................   

  
 

LIM
B

S 
Length 
N

orm
al             S

hort                   Long    
 

If S
hort, w

hat segm
ents seem

 short 
 

 .......................................................................  
 

Form
 

 
N

orm
al       A

sym
m

etric        M
issing parts 

 
If other, describe:  ...........................................  

 
 ........................................................................  

H
A

N
D

S 
 

Length 
 

A
ppearance:  N

orm
al               A

bnorm
al 

 
If abnorm

al, describe:  ................................  

 
 ....................................................................  

 

Fingers 
 

N
um

ber present: .........................................  
 

If not 4 + 4, describe ...................................  
 

 ....................................................................  
 

U
nusual form

 of fingers    
 

U
nusual position of fingers 

 
A

bnorm
al w

ebbing or syndactyly 
 

If abnorm
al, describe ..................................  

 
 ....................................................................  

Thum
bs 

 
N

um
ber present: .........................................  

 
If not 1+ 1 describe .....................................  

 
 ....................................................................   

 
U

nusual position 
 

Looks like a finger 
 

If abnorm
al, describe ..................................  

 
 ....................................................................  

Finger nails 
 

A
ll present 

 
If not describe .............................................  

 
 ....................................................................  

FEET
 

A
ppearance   N

orm
al               A

bnorm
al 

 
If abnorm

al, describe  .................................  
 

 ....................................................................  

Toes 
 

N
um

ber present: .........................................  
 

If not 5+ 5 describe .....................................  
 

 ....................................................................  
 

S
pacing:       N

orm
al               A

bnorm
al 

 
If abnorm

al, describe  .................................  
 ........................................................................  

 
Toe nails 
 

A
ll present 

 
If not describe .............................................  

 
 ....................................................................  

R
evised gestational age  ................................ 

B
ased on ........................................................

Exam
ined by:  ............................... (P

rint nam
e)

D
ate: ............................................................... 

Sum
m

ary of key findings:  ............................  
 

 .....................................................................  
 

 .....................................................................  

A
PPEN

D
IX D

: C
LIN

IC
A

L EXA
M

IN
A

TIO
N

 O
F B

A
B

Y 
C

H
EC

K
LIST 

Singleton
         M

ultiple           B
aby num

ber..................  (e.g. Tw
in 1)

Please tick appropriate box and com
plete details as required

Maternal Sticker 
(Inc Name, DOB, UR, Address, Telephone Number) 
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Australian
PerinatalM

ortality
ClinicalAuditTool

Type
ofPerinatalDeath

STILLBIRTH
(Fetaldeath):

Death
priorto

the
com

plete
expulsion

orextraction
from

itsm
otherofa

productofconception
of20

or
m
ore

com
pleted

w
eeksofgestation

orof400
g
orm

ore
birthw

eightw
here

gestation
isnotknow

n.
The

death
is
indicated

by
the

factthataftersuch
separation

the
fetus

does
notbreathe

orshow
any

other
evidence

oflife,such
as

beating
ofthe

heart,pulsation
ofthe

um
bilicalcord,ordefinite

m
ovem

entof
voluntary

m
uscles.

Please
selecttype:

Antepartum
fetaldeath

Intrapartum
fetaldeath

Term
ination

ofpregnancy

U
nknow

n

N
EO

N
ATAL

DEATH
Death

ofa
liveborn

infantoccurring
before

28
com

pleted
daysafterbirth.

Please
selecttype:

N
on

adm
itted

neonataldeath

N
eonataldeath

in
hospital

U
nknow

n

Please
follow

the
instructions

and
answ

erallquestions
as

directed.You
m
ay

notknow
the

answ
erto

som
e
ofthe

questionsbutplease
provide

asm
uch

detailaspossible.Personally
identifiable

inform
ation

collected
on

this
form

w
illbe

keptconfidential.
Inform

ation
included

in
reports

w
illbe

grouped
and

non
identifiable.
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Section
1:CLIN

ICAL
DATA

RELEVAN
T
TO

PERIN
ATAL

DEATH
PLEASE

CO
M
PLETE

THIS
SECTIO

N
W
ITHIN

48
HO

U
RS

O
F
THE

STILLBIRTH
O
R
N
EO

N
ATAL

DEATH

Baby
Details

1)
Case

N
um

ber______________________

2)
W

asthisa
m

ultiple
pregnancy

Yes
N
o
(go

to
Q
uestion

3)
U
nknow

n
(go

to
Q
uestion

3)

a)
Plurality

ofpregnancy
Tw

in
Triplet

Q
uadruplet

Q
uintuplet

Sextuplet
U
nknow

n
O
ther__________________________

b)
Birth

O
rder

First
Second

Third
O
ther(please

specify)___________________________________

c)
Chorionicity

Dichorionic
Diam

niotic
(DCDA)

M
onochorionic

diam
niotic

(M
CDA)

M
onam

niotic
(M

A)
U
nknow

n
O
ther(please

specify):___________________________________

3)
Baby

U
rn___________________________________________________

4)
Type

ofDeath
Undeterm

ined
Stillbirth

(fetaldeath)
Ifyes,please

specify
the

tim
ing

ofthe
fetaldeath:

Antepartum
fetaldeath

Intrapartum
fetaldeath

U
nknow

n
N
eonataldeath
Ifyes,please

specify
the

hospitalepisode
forneonatal/postneonataldeath

Hospitalother
Hospitalofbirth
Hom

e
U
nknow

n
PostneonatalDeath
Ifyes,please

specify
the

hospitalepisode
forneonatal/postneonataldeath

Hospitalother
Hospitalofbirth
Hom

e
U
nknow

n

5)
W

asthisperinataldeath
a

resultofa
term

ination
ofpregnancy

Yes
N
o
(go

to
Q
uestion

6)
U
nknow

n
(go

to
Q
uestion

6)

a)
W
hatw

asthe
reason

forterm
ination

ofthe
pregnancy?

Congenitalabnorm
ality

M
edical/pregnancy

condition
Psychosocialreason

U
nknow

n

b)
Ifm

edical/pregnancy
conditions,w

hatw
asthe

pregnancy
orm

edicalcondition
requiring

term
ination

ofpregnancy?
Fetalgrow

th
restriction

Pre
eclam

psia
Preterm

PRO
M

O
ther:_____________________________________________________

6)
Date

ofbaby’sbirth____________________________



3 7)
Tim

e
ofbaby’sbirth____________________________

8)
Gender

M
ale

Fem
ale

Intersex
orindeterm

inate
U
nknow

n

9)
Indigenousstatus

AboriginalbutnotTorresStrait
Islanderorigin

TorresStraitIslanderbutnotAboriginal
origin

Both
Aboriginaland

TorresStrait
Islanderorigin

N
eitherAboriginalnorTorresStrait
Islanderorigin

N
otstated/unknow

n

10)
Calculated

gestation
ofpregnancy

atbirth____________________________________________________

11)
Birth

w
eight(g)____________________________________________________

12)
Did

thisbaby
have

a
m

ajorcongenitalabnorm
ality

Yes
N
o

U
nknow

n

13)
W

asthisdeath
unexpected

Yes
N
o

U
nknow

n
Cannotbe

determ
ined

M
other’sDetails

14)
M

other

Surnam
e:___________________________________________________

Given
nam

e(s):______________________________________________

O
ther(s):___________________________________________________

15)
M

other’sU
nitRecord

N
o:_____________________________________

16)
M

other’sDate
ofBirth:______________________________________

17)
U

sualresidentialaddressofm
otherattim

e
ofbirth

Country:_______________________________________________________

Tow
n/City/Locality:______________________________________________

State:_________________________________________________________

PostCode:_____________________________________________________

18)
Indigenousstatus

AboriginalbutnotTorresStrait
Islanderorigin

TorresStraitIslanderbutnot
Aboriginalorigin

Both
Aboriginaland

TorresStrait
Islanderorigin

N
eitherAboriginalnorTorresStrait
Islanderorigin

N
otstated/U

nknow
n

19)
M

other’sunderstanding
ofspoken

English
Very

w
ell

W
ell(help

w
ith

m
edical term

inology)
N
otw

ell(help
w
ith

everyday
English)

N
otatall

U
nknow

n
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PreviousPregnancies

20)
N

um
berofm

other'spreviouspregnancies:________
U
nknow

n

21)
M

other’sparity
(Do

notinclude
currentpregnancy):________

U
nknow

n

Date
of

Birth
Place

ofbirth
(see

optionsbelow
)

Gestation
(w

eeks)

Pregnancy
O

utcom
e

(codesbelow
)

Type
of

birth
(codes
below

)

Birth
w

eight
(gram

s)

Com
plications

(e.g.FGR)
(codesbelow

)

1.
 

 
 

 
 

 
 

2.
 

 
 

 
 

 
 

3.
 

 
 

 
 

 
 

4.
 

 
 

 
 

 
 

5.
 

 
 

 
 

 
 

6.
 

 
 

 
 

 
 

7.
 

 
 

 
 

 
 

8.
 

 
 

 
 

 
 

Place
ofbirth:Hom

e,Birth
Centre,Public

Hospital,Private
Hospital,U

nattended
/Free

birth,Born
before

arrival(in
transit),O

ther,U
nknow

n.

Pregnancy
O

utcom
e:LB

=
live

birth;SM
=
spontaneousm

iscarriage;TO
P
=
term

ination
ofpregnancy;E

=
ectopic

pregnancy;SB
=
stillbirth;

N
N

DE
=
early

neonataldeath
(<7

daysage);N
N

DL
=
late

neonataldeath
(7

days–
28

days);IN
FD

=
infantdeath

(28
days–

1
year);U

=
unknow

n.

Type
ofBirth:N

VB
=
norm

alvaginalbirth;O
VD

=
operative

vaginaldelivery;VB
=
vaginalbreech;CS

=
caesarean

section;U
=
unknow

n.

Com
plications:N

IL
=
no

com
plications;HE

=
hyperem

esis;APH
=
ante

partum
haem

orrhage/abruption;CxS
=
cervicalstitch;FG

R
=
fetalgrow

th
restriction;G

DM
=
gestationaldiabetesm

ellitus;G
H
=
gestationalhypertension;U

=
unknow

n;O
ther=

please
com

m
entin

sum
m
ary

section.

CurrentPregnancies
(Thissection

isnotrequired
forterm

inationsofpregnancy
form

aternalpsychologicalreasons)

22)
M

other’sheight:______________cm

23)
M

other’sw
eight:

Current(around
tim

e
ofbirth):_______________kg

Atbooking
(antenatalvisit):______________ ___

kg

24)
Artificialreproductive

technology
in

thispregnancy?
Yes

N
o
(go

to
Q
uestion

25)
U
nknow

n
(go

to
Q
uestion

25)

Ifyes,please
specify

fertility
treatm

ent
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O
vulation

induction
agents

Donorinsem
ination

Em
bryo

transferto
fallopian

tubes
(TEST)(ZIFT)

Em
bryo

transferto
uterus(GIFT)

In
vitro

fertilisation
other/unspecified

Intracytoplasm
ic
sperm

injection
(ICSI)

O
ther________________________________________

25)
W

hatw
asthe

m
other’ssm

oking
statusand

history
during

pregnancy?
Sm

oking
during

pregnancy
N
eversm

oked
Stopped

before
thispregnancy

Stopped
sm

oking
during

the
first20

w
eeksofpregnancy

Stopped
sm

oking
afterthe

first20
w
eeksofpregnancy

U
nknow

n

26)
Did

the
m

otherdrink
alcoholduring

thispregnancy?
Yes

N
o
(go

to
Q
uestion

27)
U
nknow

n
(go

to
question

27)

Ifyes,specify
the

average
num

berofstandard
alcoholic

drinksperw
eek

Firsttrim
ester:________ standard

drinksperw
eek

or
U
nknow

n

M
onth

priorto
birth:________

standard
drinksperw

eek
or

U
nknow

n

27)
Did

the
m

otheruse
illicitdrugsduring

thispregnancy
Yes

N
o
(go

to
Q
uestion

28)
U
nknow

n
(go

to
Q
uestion

28)

Please
specify

Firsttrim
ester

M
onth

priorto
birth

Heroin
Cannabis
Am

phetam
ines

Ecstasy
Hallucinogens
Cocaine
Chrom

ing/Petrol/Paint
M
ethadone

HerbalHighs
U
nknow

n
O
ther:_________________________

28)
Hasthe

m
othersuffered

fam
ily

violence
during

thispregnancy
Yes

N
o

N
otAsked

U
nknow

n

29)
Place

ofbirth
Please

selectfrom
both

colum
ns

Intended
place

ofbirth
before

labour
Actualplace

ofbirth
Hospital,excluding

birth
centre

Birth
centre,attached

to
hospital

Birth
centre,free

standing
Hom

e
(other)

Hom
e

private
m
idw

ife
care

Hom
e

public
hom

ebirth
program

In
transit

U
nknow

n
O
ther

__________________________
___________________________

30)
M

odelofantenatalm
aternity

care
Booking

Atbirth
Private

obstetrician
(specialistcare)

Private
m
idw

ifery
care

GeneralPractitionerobstetrician
care

Shared
care

Com
bined

care
Public

hospitalm
aternity

care
Public

hospitalhigh
risk

m
aternity

care
Team

m
idw

ifery
care



6 M
idw

ifery
group

practice
caseload

care
Rem

ote
area

m
aternity

care
Private

obstetrician
and

privately
practicing

m
idw

ife
jointcare

N
o
antenatalcare

provider
Ifother,please

specify
__________________________

___________________________

31)
M

aternaloutcom
e

Alive
and

generally
w
ell

Alive
butseriousm

orbidity
Died

M
othersM

edicalHistory

32)
Doesthe

m
otherhave

any
pre

existing
m

edicalconditions
Yes

N
o
(go

to
Q
uestion

33)
U
nknow

n
(go

to
Q
uestion

33)

Ifyes,please
specify:

Yes
N

o
U

nknow
n

a)
Asthm

a
b)

Diabetespre
pregnancy

(type
1
or2)

i)
Ifyes,isthe

diabetesw
ellcontrolled

ii)
How

isthe
diabetesm

anaged
Insulin
O
ralhypoglycaem

ic
Dietand

exercise
U
nknow

n
O
ther(please

specify)_________________________________________________________
c)

Epilepsy
d)

Heartcondition
(congenitaloracquired)

e)
Hypertension

f)
Thyroid

abnorm
ality

i)
Ifyes, please

specify
Hyperthyroidism
Hypothyroidism
U
nknow

n
g)

Inflam
m
atory

bow
eldisease

h)
System

ic
lupuserythem

atosus
i)

O
therautoim

m
une

disorder
j)

M
entalhealth

disorder
i)

Ifyes,please
specify

Depression
Psychotic

disorder
O
ther(please

specify)__________________________________________________________
k)

Renaldisease
l)

Venousthrom
boem

bolism
m

)
Haem

atologicaldisorders
i)

Ifyes,please
specify

 
 

 
Anaem

ia
 

 
 

Thalassaem
ia
trait

 
 

 
Throm

bophilia
 

 
 

O
ther(please

specify)___________________________________________________________
n)

Cervicalsurgery
o)

U
terine

surgery
p)

U
rinary

tractinfection
q)

U
terine

abnorm
ality

r)
O
ther:____________________________ _



7 Furtherm
edicalconditions:__________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

33)
Fam

ily
history

ofthrom
bosis?

Yes
N
o

U
nknow

n

O
bstetric

Conditions

34)
O

bstetriccom
plicationsduring

thispregnancy
and

obstetric
consultation

Indicate
allconditionsknow

n
to

be
presentduring

thispregnancy
a)

Hypertension
Yes

N
o

U
nknow

n

i)
Ifyes,please

specify
type

ofhypertension
Eclam

psia
Preeclam

psia
Gestationalhypertension
Chronic

hypertension
U
nknow

n
ii)

W
as there

consultation
w
ith

an
obstetrician

forhypertension
Yes
N
o

Already
underobstetric

care
U
nknow

n

b)
HELLP

Syndrom
e

Yes
N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forHELLP
syndrom

e
Yes
N
o

Already
underobstetric

care
U
nknow

n

c)
Preterm

labour
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forpreterm
labour

Yes
N
o

Already
underobstetric

care
U
nknow

n

d)
Pre

labourrupture
ofm

em
branes

Yes
N
o

U
nknow

n

i)
Ifyes,please

specify
the

gestation
ofthe

m
em

brane
rupture

________________
or

U
nknow

n
ii)

W
asthere

consultation
w
ith

an
obstetrician

forpre
labourrupture

orm
em

branes
Yes
N
o

Already
underobstetric

care
U
nknow

n

e)
O
bstetric

cholestasis
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forobstetriccholestasis
Yes
N
o

Already
underobstetric

care
U
nknow

n
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f)
Vaginalbleeding

Yes
N
o

U
nknow

n

i)
Ifyes,w

hatgestation
did

vaginalbleeding
occur

Before
20

w
eeks

Atorafter20
w
eeks

U
nknow

n
ii)

Reasonsforvaginalbleeding
Abruption
Placenta

praevia
Vasa

praevia
U
terine

rupture
Cervicalcause
U
nknow

n
O
ther(please

specify):_________________________________
iii)

W
asthere

consultation
w
ith

an
obstetrician

forvaginalbleeding
Yes
N
o

Already
underobstetric

care
U
nknow

n

g)
Placentalpraevia

w
ithouthaem

orrhage
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forplacentalpraevia
w
ithouthaem

orrhage
Yes
N
o

Already
underobstetric

care
U
nknow

n

h)
Gestationaldiabetes

Yes
N
o

U
nknow

n

i)
Ifyes,please

indicate
FirstHbA1C

m
easure

during
pregnancy

____________________

LastHbA1C
m
easured

during
pregnancy

___________________ _

ii)
How

w
asthe

diabetesm
anaged

Insulin
O
ralhypoglycaem

ic
Dietand

exercise
U
nknow

n
O
ther(please

specify):__________________________________________
iii)

W
asthere

consultation
w
ith

an
obstetrician

forgestationaldiabetes
Yes
N
o

Already
underobstetric

care
U
nknow

n

i)
M
ultiple

pregnancy
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

form
ultiple

pregnancy
Yes
N
o

Already
underobstetric

care
U
nknow

n

j)
Prolonged

pregnancy
(<41

w
eeks)

Yes
N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forprolonged
pregnancy

Yes
N
o

Already
underobstetric

care
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U
nknow

n

k)
Breech

presentation
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forbreech
presentation

Yes
N
o

Already
underobstetric

care
U
nknow

n

l)
U
nstable

lie
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forunstable
lie

Yes
N
o

Already
underobstetric

care
U
nknow

n

m
)
Size

offetus
Yes

N
o

U
nknow

n

i)
Ifyes,please

specify
the

size
ofthe

fetus
Large
Sm

all
U
nknow

n
ii)

W
asthere

consultation
w
ith

an
obstetrician

forsize
offetus

Yes
N
o

Already
underobstetric

care
U
nknow

n

n)
Decreased

fetalm
ovem

ents
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

fordecreased
fetalm

ovem
ents

Yes
N
o

Already
underobstetric

care
U
nknow

n

o)
Polyhydram

nios
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forpolyhydram
nios

Yes
N
o

Already
underobstetric

care
U
nknow

n

p)
O
ligohydram

nios
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

foroligohydram
nios

Yes
N
o

Already
underobstetric

care
U
nknow

n

q)
N
on

reassuring
CTG

Yes
N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

fornon
reassuring

CTG
Yes
N
o

Already
underobstetric

care
U
nknow

n



10

r)
Fetalabnorm

ality
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forfetalabnorm
ality

Yes
N
o

Already
underobstetric

care
U
nknow

n

s)
O
therobstetric

conditions
Please

specify:_______________________
Yes

N
o

U
nknow

n

i)
Ifyes,w

asthere
consultation

w
ith

an
obstetrician

forotherobstetricconditions
Yes
N
o

Already
underobstetric

care
U
nknow

n

35)
W

ere
there

any
m

edicalcom
plicationsduring

thispregnancy
Yes

N
o
(go

to
Q
uestion

36)
U
nknow

n
(go

to
Q
uestion

36)

Ifyes,indicate
allm

edicalcom
plicationsknow

n
to

be
presentduring

thispregnancy:
a)

Confirm
ed

m
aternalinfection

Yes
N
o

U
nknow

n

i)
Ifyes,w

hattype
ofinfection

Pyelonephritis
Low

erurinary
tractinfection

U
nknow

n
O
ther(please

specify:)___________________________
ii)

W
asthere

consultation
w
ith

an
obstetrician

forconfirm
ed

m
aternalinfection

Yes
N
o

Already
underobstetric

care
U
nknow

n

b)
Traum

a
Yes

N
o

U
nknow

n

i)
Ifyes,w

hattype
ofinfection

Vehicular
Fall
Violentpersonalinjury
U
nknow

n
O
ther(please

specify):___________________________
ii)

W
asthere

consultation
w
ith

an
obstetrician

fortraum
a

Yes
N
o

Already
under obstetric

care
U
nknow

n

c)
Renal

Yes
N
o

U
nknow

n

i)
W
asthere

consultation
w
ith

an
obstetrician

forrenalcom
plications

Yes
N
o

Already
underobstetric

care
U
nknow

n

d)
Cardiac

Yes
N
o

U
nknow

n

i)
W
asthere

consultation
w
ith

an
obstetrician

forcardiaccom
plications

Yes
N
o

Already
underobstetric

care
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U
nknow

n

36)
W

ere
there

otherreason
forobstetricconsultations

Yes
N
o
(go

to
Q
uestion

37)
U
nknow

n
(go

to
Q
uestion

37)

Ifyes,w
hatw

as/w
ere

the
reason(s)forthe

obstetricconsultation?
Please

selectallthatapplicable:
M
other’srequest

Previouspre
term

birth
Raised

BM
I

Previousperinataldeath
Previouscaesarean

section
Surgery

Recurrentm
iscarriage

O
therpoorobstetric

history
U
nknow

n
Previousintrauterine

grow
th

restriction
M
other’sage

>=35
years

O
ther:__________________________

__________________________

37)
W

asthe
m

otherreferred
to

anotherhealthcare
service

during
pregnancy

Yes
N
o
(go

to
Q
uestion

38)
U
nknow

n
(go

to
Q
uestion

38)

Ifyes,w
hathealthcare

service
w
asthe

m
otherreferred

to?
Please

selectallthatapplicable:
M
edicalservice

(please
specify

reason
forreferralto

m
edicalservices)

___________________________________________________________________________________________
M
entalhealth

Previouscaesarean
section

Surgery
Drug

and
alcohol

O
therpoorobstetric

history
U
nknow

n
Social W

orker
M
other’sage

>=35
years

O
ther:______________________________________________________

AntenatalProcedures

38)
Antenatalvisits

Yes
N
o
(go

to
Q
uestion

39)
U
nknow

n
(go

to
Q
uestion

39)

Ifyes,please
indicate:

a)
Totalnum

berofvisitsrecorded:_____________ _

b)
Gestation

atfirstantenatalvisit:______
w
eeks______

days
or

U
nknow

n

39)
Antenatalprocedures
Please

indicate
allproceduresundertaken

in
pregnancy

excluding
those

afterfetaldeath
in
utero

a)
Firsttrim

esterscreening
ultrasound

scan
Yes

N
o

U
nknow

n
b)

M
orphology/anom

aly
ultrasound

scan
at

18
20

w
eeks’gestation

Yes
N
o

U
nknow

n

c)
TotalN

um
berofantenatalultrasound

scans(exclude
those

perform
ed

afterfetal
death)

N
um

berofultrasounds________ _
U
nknow

n

d)
Chorion

villussam
pling

Yes
N
o

U
nknow

n
Ifyes,w

hatw
ere

the
CV

results?
N
orm

al
Abnorm

al
Uncertain
U
nknow

n
W
hatw

asthe
chrom

osom
alm

icroarray
results ?

N
otperform

ed
N
orm

al
Abnorm

al
U
ncertain

U
nknow

n
e)

Cervicalsuture
(vaginalortransabdom

inal)
Yes

N
o

U
nknow

n
Ifyes,w

hatw
asthe

datesofcervicalsuture:___________________________
or

U
nknow

n
f)

Am
niocentesis

Yes
N
o

U
nknow

n
Ifyes,w

hatw
ere

the
Am

niocentesisresults ?
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N
orm

al
Abnorm

al
Uncertain
U
nknow

n
W
hatw

ere
the

chrom
osom

alm
icroarray

results?
N
otperform

ed
N
orm

al
Abnorm

al
U
ncertain

U
nknow

n
g)

Dopplerstudies
Yes

N
o

U
nknow

n
Ifyes,w

hatw
ere

the
studiesperform

ed?
U
m
bilicalartery

doppler
N
orm

al
Abnorm

al
U
nknow

n
U
terine

artery
doppler

N
orm

al
Abnorm

al
U
nknow

n
M
iddle

cerebralartery
doppler

N
orm

al
Abnorm

al
U
nknow

n
O
ther:_______________

N
orm

al
Abnorm

al
U
nknow

n
U
nknow

n
h)

Externalcephalic
version

Yes
N
o

U
nknow

n
Ifyes,w

hatw
asthe

datesthis w
asperform

ed:___________________________
or

U
nknow

n
i)

Fetocide
Yes

N
o

U
nknow

n
j)

Am
nioreduction

Yes
N
o

U
nknow

n
k)

Lasertreatm
ent

Yes
N
o

U
nknow

n
l)

Intrauterine
fetalblood

transfusion
Yes

N
o

U
nknow

n
m

)
Ligation

ofvesselsfortw
in
to

tw
in

transfusion
Yes

N
o

U
nknow

n

n)
O
ther:_______________________

Yes
N
o

U
nknow

n

40)
W

ere
m

aternalcorticosteroidsgiven
in

pregnancy
Yes

N
o
(go

to
Q
uestion

41)
U
nknow

n
(go

to
Q
uestion

41)

Ifyes,please
indicate:

a)
Course

ofcorticosteroidsstarted
atw

hatgestation:___________
w
eeks_______

daysor
U
nknow

n
b)

W
ascourse

ofcorticosteroidscom
pleted

Yes
N
o

U
nknow

n

M
othersM

edications

41)
W

ere
m

edicationsand
supplem

entstaken
in

thispregnancy
Please

indicate
alloverthe

counterand
traditionalm

edicinestaken
in
the

pregnancy
Yes

N
o
(go

to
Q
uestion

42)
U
nknow

n
(go

to
Q
uestion

42)

Ifyes,please
selectm

edications:
ACE

inhibitor
Antihypertensives

M
agnesium

sulphate
Glyceryltrinitrate

N
ifedepine

Salbutam
ol

Ritodrine
O
thertocolytic

Steroidsotherthan
fetallung

m
aturation

Valproate
Anticonvulsant/other

Infertility
treatm

ent
Antiem

etics
Antibiotics

Antidepressants
Sedativesoranxiolytics

Indom
ethacin

N
SAID/other

Aspirin
Clexane

Heparin
W
arfarin

N
arcotics

N
on

narcotic
analgesia

O
ther

Please
indicate:________________________________________________________________

42)
W

asfolic
acid

taken
pre

pregnancy?
Yes

N
o

U
nknow

n

43)
W

asfolic
acid

taken
during

the
firsttrim

ester
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Yes
N
o

U
nknow

n

Labourand
Birth

(Thissection
isnotrequired

forterm
inationsofpregnancy

form
aternalpsychologicalreasons)

44)
Date

ofadm
ission

to
hospitalforbirth

episode
Date: _____________________________________________

U
nknow

n

Tim
e: _______________________________________________ 

U
nknow

n

45)
Prim

ary
caregiveratonsetoflabour

O
bstetrician

M
idw

ife
GeneralPractitioner

N
o
intrapartum

care
provider

U
nknow

n
O
ther:______________________________________

46)
O

nsetoflabour
Spontaneous(go

to
Q
uestion

47)
Induced

N
o
labour(go

to
Q
uestion

50)
U
nknow

n
(go

to
Q
uestion

47)

Ifinduced,please
provide

the
follow

ing
inform

ation:
a)

Date
ofinduction

oflabour:_____________________ _
U
nknow

n

b)
Tim

e
ofinduction

oflabour:_____________________ _
U
nknow

n

c)
Specify

m
ethodsused

to
induce

labour
O
xytocin

Prostaglandins
Artificialrupture

ofm
em

branes
(ARM

)

Balloon
U
nknow

n
O
ther:__________________________________

d)
M
ain

indication
forinduction

Prolonged
pregnancy

Prelabourrupture
ofm

em
branes

Diabetes
Hypertensive

disorders
M
ultiple

pregnancy
Chorioam

nionitis(includessuspected)
Cholestasisofpregnancy

Antepartum
haem

orrhage
M
aternalage

Body
M
assIndex

(BM
I)

M
aternalm

entalhealth
indication

Previousadverse
perinataloutcom

e
O
ther m

aternalobstetric
orm

edical
indication

Fetalcom
prom

ise
(includessuspected)

Fetalgrow
th

restriction
(includes

suspected)
Fetalm

acrosom
ia
(includessuspected)

Fetaldeath
Fetalcongenitalanom

aly
Adm

inistrative
orgeographical

indication
M
aternalchoice

in
the

absence
ofany

obstetric,m
edical,fetal,adm

inistrative,
orgeographicalindication

U
nknow

n

O
ther:_____________________________________

47)
Labour augm

entation
Yes

N
o
(go

to
Q
uestion

48)
U
nknow

n
(go

to
Q
uestion

48)
Ifyes,please

selectm
ethod

used
to

augm
entlabour

O
xytocin

Prostaglandins
Artificialrupture

ofm
em

branes
(ARM

)
Please

specify
the

day
ofARM

Date:__________________
U
nknow

n
O
ther:____________________________

48)
Analgesia

during
labour

Yes
N
o
(go

to
Q
uestion

49)
U
nknow

n
(go

to
Q
uestion

49)

Ifyes,please
indicate

type
ofanalgesia

adm
inistere d

N
itrousoxide

System
ic
opioids

Epiduralorcaudal
Spinal

Com
bined

spinal/epidural
U
nknow

n
O
ther:___________________________________________



14 49)
Did

partoflabouroccurin
bath/pool

Yes
N
o
(go

to
Q
uestion

50)
U
nknow

n
(go

to
Q
uestion

50)

Ifyes,w
asthe

baby
born

in
the

bath/pool?
Yes

N
o

U
nknow

n

50)
W

asthere
fetalm

onitoring
during

the
labour

Yes
N
o
(go

to
Q
uestion

51)
U
nknow

n
(go

to
Q
uestion

51)

Ifyes,w
hatw

asthe
m
ethod

offetalm
onitoring

Interm
ittentauscultation

Adm
ission

cardiotocography
Interm

ittentcardiotocography
Continuousexternalcardiotocography

Internalcardiotocography
(scalp

electrode)
Fetalblood

sam
pling

U
nknow

n
O
ther:_____________________________________

51)
W

hatw
asthe

m
ethod

ofbirth
ofthisbaby

Vaginal
non

instrum
ental(go

to
Q
uestion

52)
Vaginal

forceps(go
to

Q
uestion

51a)
Vaginal

vacuum
extraction

(go
to

Q
uestion

51a)
Vaginal

forcepsand
vacuum

extraction
(go

to
Q
uestion

51a)
Planned

caesarean
no

labour(go
to

Q
uestion

51b)
Planned

caesarean
labour(go

to
Q
uestion

51b)
U
nplanned

caesarean
labour(go

to
Q
uestion

51b)
U
nplanned

caesarean
no

labour(go
to

Q
uestion

51b)
U
nknow

n
(go

to
Q
uestion

52)

a)
W
asanaestheticsadm

inistered?
Yes

N
o

U
nknow

n

Ifyes, please
selectw

hich
m
ethod

Localanaesthetic
to

perineum
Pudendalblock

Epiduralorcaudalblock
Spinalblock

Generalanaesthesia
Com

bined
spinalepiduralblock

U
nknow

n
O
ther:_______________________________________

b)
W
hatw

asthe
m
ain

indication
forcaesarean

Fetalcom
prom

ise
Suspected

fetalm
acrosom

ia
M
alpresentation

Lack
ofprogress;lessthan

orequalto
3cm

cervicaldilatation
Lack

ofprogressin
the

firststage;
greaterthan

3cm
to

lessthat10cm
cervicaldilatation

Lack
ofprogressin

the
second

stage

Placenta
praevia

Placentalabruption
Vasa

praevia
Antepartum

/intrapartum
haem

orrhage
M
ultiple

pregnancy
U
nsuccessfulattem

ptatassisted
delivery

Cord
prolapse

Previousadverse
perinataloutcom

e
Previouscaesarean

section
Previoussevere

perinealtraum
a

Previousshoulderdystocia
M
aternalchoice

in
the

absence
ofany

obstetric,m
edical,surgical,

psychologicalindications
O
ther:_________________________________

i)
W
ere

forcepsorvacuum
tried

first?
Forceps

Vacuum
Forcepsand

vacuum
N
o
instrum

entalattem
pted

before
caesarean

U
nknow

n

ii)
W
asanaestheticsadm

inistered?
Yes

N
o

U
nknow

n
Ifyes,please

selectw
hich

m
ethod

Localanaesthetic
to

perineum
Pudendalblock

Epiduralorcaudalblock
Spinalblock

Generalanaesthesia
Com

bined
spinalepiduralblock

U
nknow

n
O
ther:______________________________



15 52)
W

hatw
asthe

birth
presentation

Vertex
Breech

Face
Brow

U
nknow

n
O
ther:

_________________________________

53)
Com

plicationsin
labour/birth

Yes
N
o
(go

to
Q
uestion

54)
U
nknow

n
(go

to
Q
uestion

54)

Ifyes,please
indicate

relevantoption
APH

Cord
entanglem

ent/prolapse
M
econium

stained
liquor

Shoulderdystocia
Fetalbradycardia

Failure
to

progress/dystocia
N
on

reassuring
CTG

U
nknow

n
O
ther:

_________________________________

54)
Labourand

m
em

brane
rupture

duration
a)

Firststage
oflabourduration:

______
hours

________
m
inutes

U
nknow

n

b)
Second

stage
oflabourduration

know
n:

______
hours

________
m
inutes

U
nknow

n

c)
Duration

ofm
em

brane
rupture

priorto
birth:

______
days______

hours
_______

m
inutes

U
nknow

n

55)
W

ere
antibioticsgiven

in
labour

Yes
N
o
(go

to
Q
uestion

56)
U
nknow

n
(go

to
Q
uestion

56)

a)
Ifyes,w

hatw
asthe

indication?
Group

B
streptococcus

Prolonged
rupture

ofm
em

branes
Clinicalchorioam

nionitis
Suspected

orconfirm
ed

infection
U
nknow

n
O
ther_________________

b)
Date

antibioticsgiven:
______________________

U
nknow

n

Baby
Resuscitation

atBirth
(Thissection

isnotrequired
forterm

inationsofpregnancy
form

aternalpsychologicalreasons)

56)
Apgarscores
Please

indicate
a
score

betw
een

1
10

w
ith

no
decim

als
a)

1
m
in:_________________ _

U
nknow

n

b)
5
m
in:__________________

U
nknow

n

c)
10

m
in:__________________

U
nknow

n

d)
15

m
in:__________________

U
nknow

n

57)
Did

the
baby

receive
any

resuscitation
atbirth?

Yes
N
o
(go

to
Q
uestion

58)
U
nknow

n
(go

to
Q
uestion

58)

a)
Ifyes,w

hatw
asthe

outcom
e
ofthe

resuscitation?
Baby

resuscitated
and

stayed
w
ith

m
other

Baby
resuscitated

and
transferred

to
neonatalspecialorintensive

care
nursing

Baby
w
asno

able
to

be
resuscitated

U
nknow

n

b)
W
hatw

asthe
m
ethod

ofresuscitation
atbirth?

Continuouspositive
airw

ay
pressure

w
ith

air
CPAP

w
ith

oxygen
Endotrachealintubation

and
IPPR

w
ith

oxygen
Endotrachealintubation

and
IPPR

w
ith

air
Externalcardiac

m
assage

and
ventilation

Interm
ittentpositive

pressure
respiration

bag
and

m
ask

w
ith

air
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Interm
ittentpositive

pressure
respiration

bag
and

m
ask

w
ith

oxygen

O
xygen

therapy
Suction

M
edications
W
hich

m
edications?

Adrenalin
N
arcotic

antagonist
Sodium

bicarbonate
Volum

e
expander

U
nknow

n
O
ther:
___________________

U
nknow

n
O
ther:_________________________

c)
W
hatw

asthe
professionalcategory

ofthe
m
ostseniorstaffm

em
beratthe

resuscitation?
Student

M
idw

ife
Paediatric

resident
Paediatric

registrar
O
bstetric

registrar
O
bstetric

consultant
Consultantpaediatrician

N
eonatalconsultant

U
nknow

n

58)
W

ere
cord

gasestaken
atbirth?

Yes
N
o
(go

to
Q
uestion

59)
U
nknow

n
(go

to
Q
uestion

59)

Ifyes,please
indicate:

a)
ph

arterial:
____________________ _______

U
nknow

n
b)

Base
deficit

arterial:___________________ _
U
nknow

n
c)

Lactate
arterial:

___________________ ____
U
nknow

n
d)

CO
2

arterial:__________________________
U
nknow

n
e)

ph
venous:

____________________ _______
U
nknow

n
f)

Base
deficit

venous:____________________
U
nknow

n
g)

Lactate
venous:

_______________________
U
nknow

n
h)

CO
2

venous:
__________________ _______

U
nknow

n

N
eonatal/PostN

eonatalCare

59)
W

asthe
baby

transferred
from

place
ofbirth

(e.g.via
N

ETS)priorto
death

to
a

higherlevelofcare?
Yes

N
o
(go

to
Q
uestion

60)
U
nknow

n
(go

to
Q
uestion

60)

a)
Ifyes,w

hatw
asthe

m
ain

reason
forthe

transfer?
Prem

aturity
Ifyes,please

specify
Less than

28
w
eeksgestation

28
31

w
eeksgestation

32
36

w
eeks

U
nknow

n
Respiratory
Ifyes,please

specify
Hyaline

m
em

brane
disease

(respiratory
distresssyndrom

e)
M
econium

aspiration
PPHN
Pneum

othorax
Congenitaladenom

atoid
lesion

ofthe
lung

Tracheoesophagealfistula
O
ther:_____________________________

U
nknow

n
Cardiac
If yes,please

specify
Coarctation

ofthe
aorta
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Transposition
ofthe

greatarteries
Tetralogy

ofFallot
Hypoplastic

leftheart
Atrioventricularseptaldefect
O
ther:_____________________________

U
nknow

n
Gastrointestinal
Ifyes,please

specify
N
ecrotising

enterocolitis
Pyloric

stenosis
O
ther:_____________________________

U
nknow

n
N
eurological
Ifyes,please

specify
HIE
Seizures
Intraventricularhaem

orrhage
O
therintracranialhaem

orrhage
N
eurom

usculardisorder
O
ther:_____________________________

U
nknow

n
M
usculoskeletal
Ifyes,please

specify
Congenitaldiaphragm

atic
hernia

Gastroschisis
O
m
phalocele

O
ther:_____________________________

U
nknow

n
Sepsis
Ifyes,please

specify
GBS
E.Coli
O
ther:_____________________________

U
nknow

n
M
etabolic
Ifyes,please

specify
Hypoglycaem

ia
Hyponatraem

ia
O
ther:_____________________________

U
nknow

n
Haem

atology
Ifyes,please

specify
Rh

isoim
m
unisation

ABO
isoim

m
unisation

Alloim
m
une

throm
bocytopenia

O
ther:_____________________________

U
nknow

n
O
ther:____________________________

U
nknow

n

b)
O
n
w
hatdate

w
asthe

baby
transferred:_______________________________ _

U
nknow

n

60)
N

eonatalDiagnosis(selectallapplicable)
Prem

aturity
Ifyes,please

specify
Lessthan

28
w
eeksgestation

28
31

w
eeksgestation

32
36

w
eeks

U
nknow

n
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Respiratory
Ifyes,please

specify
Hyaline

m
em

brane
disease

(respiratory
distresssyndrom

e)
M
econium

aspiration
PPHN
Pneum

othorax
Congenitaladenom

atoid
lesion

ofthe
lung

Tracheoesophagealfistula
O
ther:_____________________________

U
nknow

n
Cardiac
Ifyes,please

specify
Coarctation

ofthe
aorta

Transposition
ofthe

greatarteries
Tetralogy

ofFallot
Hypoplastic

leftheart
Atrioventricularseptaldefect
O
ther:_____________________________

U
nknow

n
Gastrointestinal
Ifyes,please

specify
N
ecrotising

enterocolitis
Pyloric

stenosis
O
ther:_____________________________

U
nknow

n
N
eurological
Ifyes,please

specify
HIE
Seizures
Intraventricularhaem

orrhage
O
therintracranialhaem

orrhage
N
eurom

usculardisorder
O
ther:_____________________________

U
nknow

n
M
usculoskeletal
Ifyes,please

specify
Congenitaldiaphragm

atic
hernia

Gastroschisis
O
m
phalocele

O
ther:_____________________________

U
nknow

n
Sepsis
Ifyes,please

specify
GBS
E.Coli
O
ther:_____________________________

U
nknow

n
M
etabolic
Ifyes,please

specify
Hypoglycaem

ia
Hyponatraem

ia
O
ther:_____________________________

U
nknow

n
Haem

atology
Ifyes,please

specify
Rh

isoim
m
unisation

ABO
isoim

m
unisation

Alloim
m
une

throm
bocytopenia
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O
ther:_____________________________

U
nknow

n
O
ther:____________________________

U
nknow

n

61)
Did

the
baby

receive
any

neonataltreatm
ent

Yes
N
o
(go

to
Q
uestion

62)
U
nknow

n
(go

to
Q
uestion

62)

Ifyes,please
specify

IV
therapy

Antibiotics
N
itric

O
xide

Inotropes
M
echanicalventilation

Phototherapy
Extracorporealm

em
brane

oxygenation
Therapeutic

hypotherm
ia

U
nknow

n

O
ther:_________________________________________________

62)
W

ere
active

life
supporting

m
easuresw

ithdraw
n?

Yes
N
o
(go

to
Q
uestion

63)
U
nknow

n
(go

to
Q
uestion

63)

a)
Ifyes,on

w
hatdate

w
ere

the
m
easuresw

ithdraw
n:____________________________ _

U
nknow

n

b)
Atw

hattim
e
w
ere

the
m
easuresw

ithdraw
n:__________________________________

U
nknow

n

63)
Please

provide
sum

m
ary

ofsignificantneonatalevents

______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

64)
Place

ofneonatal/postneonataldeath
Hom

e
Em

ergency
departm

ent
N
ICU

PICU
SCN

Paediatric
w
ard

U
nknow

n
O
ther:_______________________________________

M
aternalInvestigationsafterStillbirth

orN
eonatalDeath

(Thissection
isnotrequired

forterm
inationsofpregnancy

form
aternalpsychologicalreasons)

65)
M

aternalblood
tests

a)
W
asa

fullblood
countperform

ed?
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

Hb:_________________________________
g/L

U
nknow

n
ii)

W
CC:_______________________________x10^9

U
nknow

n
iii)

Platelets:____________________________x10^9
U
nknow

n

b)
W
asa

blood
group

and
antibody

screen
perform

ed?
Yes

N
o

U
nknow

n

i)
Ifyes,w

hatw
asthe

blood
group?

A
positive

A
negative

AB
positive

AB
negative

B
positive

B
negative

O
positive

O
negative

U
nknow

n
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ii)
W
hatw

asthe
antibody

screen?
Positive
Please

specificantibody:
D
RHESU

S
C
(LITTLE

C)RHESU
S

K
KELL

C
(BIG

C)REHSU
S

E
(LITTLE

E)RHESU
S

E
(BIG

E)RHESUS
JKA

KDD
JKB

KDD
FYA

DU
FFY

FYB
DU

FFY
O
ther:
_____________________

N
egative

U
nknow

n

Please
note, Q

uestion
c)isa

core
testforallstillbirths

c)
W
astesting

form
aternalfetalhaem

orrhage
perform

ed?
Yes

N
o

U
nknow

n

Ifyes,please
indicate:

i)
Date

testsperform
ed:___________________________ _

U
nknow

n
ii)

W
hatw

asthe
resultsoftesting

form
aternal

fetalhaem
orrhage?

Positive
N
egative

U
nknow

n

iii)
Please

state
w
hich

testw
asperform

ed
to

detectm
aternalfetalhaem

orrhage
Kleinhauer

Betke
Flow

cytom
etry

U
nknow

n
O
ther:_______________________

iv)
W
asthe

estim
ated

fetalto
m
aternal

transfusion
volum

e
m
ore

than
1
m
l?

Yes
N
o

U
nknow

n

Ifyes,w
hatw

asthe
estim

ated
volum

e
ofm

aternaltransfusion?:______________________________

d)
Renalfunction

tests?
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

Creatinine:_____________________________________
um

ol/L
U
nknow

n
ii)

U
ric

acid
(U
rate):_______________ _________________

m
m
ol/L

U
nknow

n
iii)

U
rea:

_________________________________________
m
m
ol/L

U
nknow

n

e)
Liverfunction

test
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

AST:__________________________ ________________
um

ol/L
U
nknow

n
ii)

ALT:__________________________________________
U
/L

U
nknow

n
iii)

Bilirubin
Total:

_________________________________
um

ol/L
U
nknow

n

f)
HBA1c?

Yes
N
o

U
nknow

n
Ifyes,w

hatw
asthe

result:___________________________
m
m
ol/m

olor%
or

U
nknow

n

g)
Thyroid

function
test?

Yes
N
o

U
nknow

n
Ifyes,please

indicate:
i)

TSH:____________ ______________________________
m
U
/L

U
nknow

n
ii)

Free
T4:___________________________________________

pm
ol/L

U
nknow

n

h)
Bile

acids?
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

Results:_______________ ____________________________
um

ol/L
U
nknow

n
ii)

Type
oftest

Fasting
N
on

fasting
U
nknow

n

i)
CM

V
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

CM
V
IgM

result
Reactive

N
on

reactive
U
nknow

n
ii)

CM
V
IgG

result
Reactive

N
on

reactive
U
nknow

n
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iii)
CM

V
avidity

testing
Yes

N
o

U
nknow

n
Ifyes,result?:_____________________________________

j)
Toxoplasm

a
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
i)

Toxoplasm
a

IgM
result

Reactive
N
on

reactive
U
nknow

n
ii)

Toxoplasm
a

IgG
result

Reactive
N
on

reactive
U
nknow

n
iii)

Toxoplasm
a
avidity

testing
Yes

N
o

U
nknow

n
Ifyes,result?:__________________

k)
ParvovirusB19

Yes
N
o

U
nknow

n
Ifyes,please

indicate:
i)

ParvovirusB19
IgM

result
Reactive

N
on

reactive
U
nknow

n
ii)

ParvovirusB19
IgG

result
Reactive

N
on

reactive
U
nknow

n
iii)

ParvovirusB19
avidity

testing
Yes

N
o

U
nknow

n
Ifyes,result?:_____________________________________

l)
Rubella

Perform
ed

atroutine
antenatalscreen

Yes
N
o

U
nknow

n

Ifyes orperform
ed

atroutine
antenatalscreen,please

indicate
result:

Im
m
une

N
otim

m
une

Indeterm
inate

U
nknow

n

m
)
Syphilisserology

Perform
ed

atroutine
antenatalscreen

Yes
N
o

U
nknow

n

Ifyesorperform
ed

atroutine
antenatalscreen,please

indicate
result:

Positive
N
egative

U
nknow

n

n)
Throm

bophilia
testsattim

e
ofbirth

Yes
N
o

U
nknow

n
Ifyes, please

indicate:
i)

Anticardiolipin
antibodies

Positive
N
egative

U
nknow

n
ii)

Lupusanticoagulant
Positive

N
egative

U
nknow

n
iii)

APC
resistance

Positive
Ifpositive,Factor
V
Leiden?
Yes
Result?
Positive
N
egative

U
nknow

n
N
o

U
nknow

n

N
egative

U
nknow

n

iv)
AntiB2

glycoprotein
1antibodies

Positive
N
egative

U
nknow

n
Ifyes,result?:_____________________________________

66)
W

asThrom
bophilia

testing
undertaken

around
the

tim
e

ofthe
follow

up
visit

Yes
N
o
(go

to
Q
uestion

67)
U
nknow

n
(go

to
Q
uestion

67)
Ifyes,please

indicate:
a)

Anticardiolipin
antibodies

Yes
N
o

U
nknow

n

Ifyes,please
indicate:

i)
Date

:________________________________
U
nknow

n
ii)

Results
Positive

N
egative

U
nknow

n
iii)

AntiB2
glycoprotein

1antibodies
Yes

N
o

U
nknow

n
Ifyes,please

indicate:
(1)

Date:_ ____________________________
U
nknow

n
(2)

Results
Positive

N
egative

U
nknow

n



22 67)
W

ere
there

any
otherm

aternalinvestigations
perform

ed
to

investigate
the

cause
ofdeath

Yes
N
o
(go

to
Q
uestion

68)
U
nknow

n
(go

to
Q
uestion

68)

a)
Ifyes,please

specify
otherinvestigations:___________________________________________________________

b)
Ifyes,please

specify
the

results:__________________________________________________________________

ExternalExam
ination

ofthe
Baby,Cord,Placenta

and
M
em

branesby
Clinician

(Core
testsrequired

forallstillbirths)

68)
W

asan
externalexam

ination
ofthe

baby
perform

ed?
Yes

N
o
(go

to
Q
uestion

71)
U
nknow

n
(go

to
Q
uestion

71)
Ifyes,please

indicate:
a)

W
ere

any
externalabnorm

alitiesidentified
on

externalexam
ination

ofthe
baby?

Yes
N
o

U
nknow

n

Ifyes,please
specify:_______________________________________________________________________

b)
Length:______________________________________________________cm

U
nknow

n

c)
Head

circum
ference: ___________________________________________cm

U
nknow

n

69)
W

asan
exam

ination
ofthe

placenta,cord
and

m
em

brane
perform

ed?
Yes

N
o
(go

to
Q
uestion

72)
U
nknow

n
(go

to
Q
uestion

72)

Ifyes,please
indicate:

a)
Placenta

w
eight:_______________________________________________gm

U
nknow

n

b)
Cord

length:__________________________________________________cm
U
nknow

n

c)
W
ere

any
placentalabnorm

alitiesnoted
on

external exam
ination

Yes
N
o

U
nknow

n

Ifyes,please
specify

Incom
plete

Retroplacentalclot
Gritty/Calcified

Ragged
m
em

branes
O
ffensive

odour
Vasa

praevia
Succenturiate

lobe/bilobed
Circum

vallate
Bipartite

U
nknow

n
O
ther:______________________________________________

d)
W
ere

any
featuresapparentin

the
um

bilicalcord?
Yes

N
o

U
nknow

n

Ifyes,please
specify

Hyper
coiled

appearance
Hypo

coiled
appearance

M
arginalcord

insertion
Velam

entouscord
insertion

Abnorm
alcord

length
short

Abnorm
alcord

length
long

Unusualcord
thickness

thin
Unusualcord

thickness
thick

M
econium

stained
Tw

o
vesselsin

the
cord

True
knot

loose
True

knot
tight

U
nknow

n
O
ther:

______________________________________________

e)
W
asthe

cord
w
rapped

around
the

neck
orotherstructure?

N
o

N
uchalcord

U
nknow

n
O
ther:_________________

Ifyesto
nuchalcord,how

m
any

tim
esw

asthe
cord

w
rapped

around
the

neck?
_____________

or
U
nknow

n

f)
W
ere

there
any

m
em

brane
abnorm

alities
identified?

Yes
N
o

U
nknow

n

Ifyes,please
specify

Abnorm
alcolour

green
M
alodour

Retro
m
em

branousblood
fresh

Retro
m
em

branousblood
old

Spotty
(e.g.Am

nion
nodosum

)
U
nknow

n
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O
ther:_________________________________________________

70)
Externalexam

ination
ofthe

baby
by

expertin
addition

to
clinician

atbirth?
Yes

N
o
(go

to
Q
uestion

73)
U
nknow

n
(go

to
Q
uestion

73)

Ifyes,please
indicate

a)
Externalexam

ination
perform

ed
by

Perinatal/Paediatric
pathologist

Pathologistother
Pathologistunspecified

Clinicalgeneticist
Paediatrician

N
eonatologist

U
nknow

n
O
ther:__________________________________________

b)
W
ere

abnorm
alitiesidentified

Yes
N
o

U
nknow

n

Ifyes,please
specify:__________________________________________________________________

PlacentalHistopathology
and

Autopsy
(Thissection

isnotrequired
forterm

inationsofpregnancy
form

aternalpsychologicalreasons)
(Core

testsrequired
forallstillbirths)

71)
Placentaland

cord
histopathology

a)
Placentalhistopathology

N
otperform

ed
N
orm

al
Abnorm

al
Uncertain

U
nknow

n

Ifabnorm
al,please

specify
Funisitis

Chorioam
nionitis

Acute
villitis

Placentalabscesses
Infarct

single
Infarct

m
ultiple

M
assive

perivillousfibrin
Histiocytic

intervillositis
M
aternalfloorinfarction

Villitisofunknow
n
aetiology

Fetalthrom
botic

vasculopathy
Retroplacentalhaem

orrhage
Chorioangiom

a
M
etastatic

tum
our

Haem
osiderin

laden
m
acrophages

U
nknow

n
O
ther:____________________________________________

b)
Placentalsw

ab
forculture

N
otperform

ed
N
o
pathogen

Pathogen
Uncertain

U
nknow

n

Ifpathogen
found,please

specify
Group

B
Streptococcus

Group
A
Streptococcus

O
therStreptococcus

E
coli

Trichom
onasVaginalis

Gardbnerella
Vaginalis

Chlam
ydia

Trachom
atis

U
reaplasm

a
U
realyticum

M
ycoplasm

a
Hom

inis
Candida

N
eisseria

Gonorrhoea
Herpes

Pseudom
onas

Klebsiella
Clostridium

Proteus
Bacteroids

Enterococcus
Fusobacterium

Enterobacterium
Hep

A
Hep

B
Hep

C
HIV

Syphilis
Treponem

a
Pallidum

Rubella
CM

V
Toxoplasm

a
Gondii

Parvovirus
Listeria

Varicella
M
alaria

Echovirus
Chlam

ydia
Psittaci

Haem
ophilus

U
nknow

n
O
ther:________________________________________

c)
O
thersite

culture
taken

by
pathologist

Yes
N
o

U
nknow

n

Ifyes,please
specify

i)
Site

ofotherculture
taken:___________________________________________________ _

ii)
Resultsofotherculture

taken



24

N
o
pathogen

Pathogen
U
ncertain

U
nknow

n

Ifpathogen,please
specify

Group
B
Streptococcus

Group
A
Streptococcus

O
therStreptococcus

E
coli

Trichom
onasVaginalis

Gardbnerella
Vaginalis

Chlam
ydia

Trachom
atis

U
reaplasm

a
U
realyticum

M
ycoplasm

a
Hom

inis
Candida

N
eisseria

Gonorrhoea
Herpes

Pseudom
onas

Klebsiella
Clostridium

Proteus
Bacteroids

Enterococcus
Fusobacterium

Enterobacterium
Hep

A
Hep

B
Hep

C
HIV

Syphilis
Treponem

a
Pallidum

Rubella
CM

V
Toxoplasm

a
Gondii

Parvovirus
Listeria

Varicella
M
alaria

Echovirus
Chlam

ydia
Psittaci

Haem
ophilus

U
nknow

n
O
ther:________________________________________

d)
Genetic

testing
Yes

N
o

U
nknow

n

Ifyes,please
specify

the
follow

ing
i)

Culture
karyotype

N
otperform

ed
N
orm

al
Abnorm

al
Uncertain

U
nknow

n

Please
specify

abnorm
aloruncertain

results:_____________________________________________

ii)
Chrom

osom
alm

icroarray
N
otperform

ed
N
orm

al
Abnorm

al
Uncertain

U
nknow

n

Please
specify

abnorm
aloruncertain

results:_____________________________________________

iii)
O
thergenetic

testing
(please

specify):______________________________________________________ _

N
otperform

ed
N
orm

al
Abnorm

al
Uncertain

U
nknow

n

Please
specify

abnorm
aloruncertain

results:_____________________________________________

72)
Autopsy
a)

W
ere

parentsoffered
the

option
ofan

autopsy
exam

ination
Yes(go

to
Q
uestion

74aiii)
N
o
(go

to
Q
uestion

74aiiiiv)
U
nknow

n
(go

to
Q
uestion

74b)

i)
Parentalconsentforan

autopsy
exam

ination
Yes

full(go
to

Q
uestion

(1))
Yes

lim
ited

(please
describe

autopsy
lim

itations)(go
to

Q
uestion

(1)and
(3)):

______________________________________________________________________________________
N
o
(go

to
Q
uestion

(2)and
(3))

U
nknow

n
(go

to
Q
uestion

74b)

(1)
Ifyes

fulloryes
lim

ited,please
specify

the
follow

ing
1.

W
hatw

ere
the

autopsy
results

N
o
abnorm

ality
Abnorm

al
Inconclusive

U
nknow

n

Ifabnorm
alorinconclusive,please

describe:__________________________________________

2.
W
hatw

asthe
autopsy

exam
ination

and
clinicaldiagnosis

Confirm
sclinical

diagnosis(no
change

in
counselling

for
future

pregnancies

Changesclinical
diagnosis(diagnosis
changed

enough
to

altercounselling
for

future
pregnancies)

Additional
inform

ation
(clinical

diagnosisnotaltered
butadditional

Additional
inform

ation
(clinical

diagnosisnotaltered
butadditional clinical
findingse.g.

U
nknow

n
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from
Pm

inform
ation)

clinicalfindingse.g.
Abnorm

alities)
Abnorm

alities)

(2)
Ifno,please

specify
the

follow
ing

1.
W
hatw

asthe
m
ostrelevantreason

w
hy

the
parentsdid

notconsentto
an

autopsy
exam

ination
Inexperience

ofstaff
in
counselling

about
autopsy

Lack
ofrapportw

ith
the

parents
Lack

ofdiagnostic
value

in
thiscase

Staffw
orkload

Parentem
otional

distress

Religiousorcultural
beliefs

Tim
e
to

receive
results

N
egative

perceptions
in
generalabout

autopsy

M
ultiple

pregnancy
fetocide

U
nknow

n

O
ther:_________________________________________

(3)
Ifyes

lim
ited

orno,please
provide

com
m
entson

the
barriersto

approach
and

consentforautopsy
in
thiscase

:
___________________________________________________________________________________________
___________________________________________________________________________________________

ii)
W
ho

soughtconsentforautopsy
Juniorm

edicalstaff
M
idw

ife
N
urse

O
bstetric

specialist
O
bstetric

registrar
GP

Paediatrician
U
nknow

n
O
ther:

________________________________________________________

Ifyes
lim

ited
orno,please

provide
com

m
entson

the
barriersto

approach
and

consentforautopsy
in
thiscase

:
_______________________________________________________________________________________________
_______________________________________________________________________________________________

iii)
Please

indicate
the

m
ostrelevantreason

from
the

clinicalstaffperspective
w
hy

the
option

ofan
autopsy

w
asnot

offered
in
thiscase

Inexperience
ofstaff

in
counselling

about
autopsy

Lack
ofrapportw

ith
the

parents
Lack

ofdiagnostic
value

in
thiscase

Staffw
orkload

Parentem
otional

distress

Religiousor cultural
beliefs

Tim
e
to

receive
results

N
egative

perceptions
in
generalabout

autopsy

M
ultiple

pregnancy
fetocide

U
nknow

n

O
ther:_________________________________________

iv)
Please

provide
com

m
entson

the
barriersto

approach
and

consentforautopsy
in
thiscase:

_______________________________________________________________________________________________

b)
W
asa

Babygram
(skeletalsurvey)perform

ed?
N
otperform

ed
Yes

N
o
abnorm

ality
Yes

Abnorm
al

Yes
Inconclusive

U
nknow

n
Ifyes

abnorm
aloryes

inconclusive,please
specify

results:
_________________________________________________________________________________________

Baby
Pathology

and
Im

aging
(Thissection

isnotrequired
forterm

inationsofpregnancy
form

aternalpsychologicalreasons)

Please
note,Q

uestion
73

isa
core

testforallstillbirths
73)

W
hatw

ere
the

clinicalphotographs?
N
ottaken

N
orm

al
Abnorm

al
U
nknow

n
Ifabnorm

al,please
specify:_____________________________________________________________________

74)
Sw

absofearand
throattaken

forculture?
N
o
(go

to
Q
uestion

77)
Yes,no

pathogens(go
to

Q
uestion

77)
Yes,pathogen

isolated
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Uncertain
(go

to
Q
uestion

77)
U
nknow

n
(go

to
Q
uestion

77)

Ifyes,pathogensisolated,please
specify:

Group
B
Streptococcus

Group
A
Streptococcus

O
therStreptococcus

E
coli

Trichom
onasVaginalis

Gardbnerella
Vaginalis

Chlam
ydia

Trachom
atis

U
reaplasm

a
U
realyticum

M
ycoplasm

a
Hom

inis
Candida

N
eisseria

Gonorrhoea
Herpes

Pseudom
onas

Klebsiella
Clostridium

Proteus
Bacteroids

Enterococcus
Fusobacterium

Enterobacterium
Hep

A
Hep

B
Hep

C
HIV

Syphilis
Treponem

a
Pallidum

Rubella
CM

V
Toxoplasm

a
Gondii

Parvovirus
Listeria

Varicella
M
alaria

Echovirus
Chlam

ydia
Psittaci

Haem
ophilus

U
nknow

n
O
ther:________________________________________

75)
M

agneticresonance
im

aging?
N
otperform

ed
(go

to
Q
uestion

78)
N
orm

al(go
to

Q
uestion

78)
Abnorm

al
Inconclusive

U
nknow

n
(go

to
Q
uestion

78)

Ifabnorm
alorinconclusive,please

specify:
___________________________________________________________________________________________

76)
W

ere
cord

and
cardiac

blood
sam

plestaken?
Yes,cord

Yes,cardiac
N
o
(go

to
Q
uestion

79)
U
nknow

n
(go

to
Q
uestion

79)

Ifcord
or cardiacblood

sam
plesw

ere
taken,w

asa
fullblood

countw
ith

sm
eardone

(nucleated
red

count)?
Yes

N
o

U
nknow

n

Ifyes,please
specify:

a)
Hb:_____________________________________

g/L
U
nknow

n

b)
W
CC:____________________________________x10^9

U
nknow

n

c)
Platelets:_________________________________x10^9

U
nknow

n

77)
Genetictesting

ofthe
baby

tissue
orblood?

Yes
N
o
(go

to
Q
uestion

80)
U
nknow

n
(go

to
Q
uestion

80)

Ifyes,please
specify:

a)
Specim

en
from

the
baby

forthe
genetic

testing
Cord

Blood
Skin

Cartilage
U
nknow

n
O
ther:______________________

b)
Type

ofgenetic
testing

Karyotype
Chrom

osom
alm

icroarray
U
nknow

n
O
ther:

________________________
W
hatw

ere
the

resultsofthe
testing?

N
orm

al
Abnorm

al
Uncertain

U
nknow

n

Ifabnorm
aloruncertain,please

describe:________________________________________________________

78)
W

ere
any

otherinvestigationsperform
ed?

Yes
N
o
(go

to
Q
uestion

81)
U
nknow

n
(go

to
Q
uestion

81)

Ifyes,please
specify

investigationsand
results:

______________________________________________________________________________________________________
______________________________________________________________________________________________________
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______________________________________________________________________________________________________
______________________________________________________________________________________________________

Case
Docum

ents

79)
Please

attach
an

autopsy,placentalpathology
and

otherrelevantpathology
results

Case
Sum

m
ary

80)
Please

provide
a

briefsum
m

ary
ofkey

clinicaleventsincluding
factorsw

hich
you

considerm
ay

have
contributed

to
the

death.Please
also

provide
any

inform
ation

you
think

relevantthatw
asnotcovered

in
the

previousquestions,w
hich

you
considerm

ay
have

contributed
to

the
outcom

e.

______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

HospitalReview
Details

81)
W

asthiscase
referred

to
the

coroner?
Yes

N
o
(go

to
Q
uestion

84)
U
nknow

n
(go

to
Q
uestion

84)

Ifyes,w
asthisthe

coroner’scase?
Yes

N
o

U
nknow

n

Please
provide

details:__________________________________________________________________________

82)
Sentineleventreport
Yes

N
o
(go

to
Q
uestion

85)
U
nknow

n
(go

to
Q
uestion

85)

Ifyes,please
provide

details:_______________________________________________________________________________
______________________________________________________________________________________________________

83)
Rootcause

analysisreport
Yes

N
o
(go

to
Q
uestion

86)
U
nknow

n
(go

to
Q
uestion

86)

Ifyes,please
provide

details:_____________________________________________________________________ __________
______________________________________________________________________________________________________

84)
Date

scheduled
forhospitalcom

m
ittee

review
:______________________________________ _

U
nknow

n

85)
Responsibility

forthe
com

pletion
ofthe

data
a)

N
am

e:__________________________________________________________________________________
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b)
Designation:_____________________________________________________________________________

c)
Date

com
pleted:__________________________________________________________________________
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Section
2:M

ATERN
ITY

SERVICE
REPO

RT
CO

M
PLETE

THIS
SECTIO

N
AT

PERIN
ATAL

M
O
RTALITY

CO
M
M
ITTEE

REVIEW

M
othersSurnam

e:
(Ifm

ultiple
birth,indicate

birth
num

berofthisbaby)
Date

ofperinataldeath
Gestation
Facility

reporting

Death
certificate

details:

1)
M
ain

disease
orcondition

in
fetusorinfant:_________________________________________________________

____________________________________________________________________________________________

2)
O
therdiseasesorconditionsin

fetusorinfant:
______________________________________________________

____________________________________________________________________________________________

3)
M
ain

m
aternaldisease

orcondition
affecting

fetusorinfant:___________________________________________

____________________________________________________________________________________________

4)
O
therm

aternaldiseasesorconditionsaffecting
fetusorinfant:

________________________________________

____________________________________________________________________________________________

5)
O
ther relevantcircum

stances:
___________________________________________________________________

____________________________________________________________________________________________

Classification
ofCause

ofDeath

6)
PSAN

Z
PerinatalDeath

Classification
–
Prim

ary
condition.Presum

ed
attim

e
ofdeath

(PSAN
Z
PDC)

Category
classification

Please
insertfullnum

ericalcode__________________________________________________________________

Please
insertfulltext  _____________________________________________________________  

N
B.Ifstillbirth,go

to
question

8.

7)
PSAN

Z
N

eonatalDeath
Classification

–
Prim

ary
condition.Presum

ed
attim

e
ofdeath

(PSAN
Z
N
DC)

Category
classification

Please
insertfullnum

ericalcode__________________________________________________________________

Please
insertfulltext

___________________________________________________________________________

____________________________________________________________________________________________

8)
Levelofunderstanding

ofthe
diagnosisattim

e
ofdeath

(rated
by

clinician
com

pleting
the

death
certificate)

W
ellunderstood

Poorly
understood

N
otunderstood

N
otrecorded

U
nknow

n

9)
PSAN

Z
PerinatalDeath

Classification
–

Prim
ary

condition.
(PSAN

Z
PDC)

Category
classification
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Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

10)
W

ere
any

associated
conditionspresentaccording

to
PSAN

Z
PDC

w
hich

contributed
to

the
death?

N
il

O
ne

Tw
o

Three
N
otRecorded

U
nknow

n

a)
PSAN

Z
PerinatalDeath

Classification
(PSAN

Z
PDC)

–
Associated

condition
1

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

b)
PSAN

Z
PerinatalDeath

Classification
(PSAN

Z
PDC)

–
Associated

condition
2

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

c)
PSAN

Z
PerinatalDeath

Classification
(PSAN

Z
PDC)

–
Associated

condition
3

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

N
B.Ifstillbirth,go

to
question

13.

11)
PSAN

Z
N

eonatalDeath
Classification

–
Prim

ary
condition.

(PSAN
Z
N
DC)

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

12)
W

ere
any

associated
conditionspresentaccording

to
PSAN

Z
N

DC
w

hich
contributed

to
the

death?
N
il

O
ne

Tw
o

Three
N
otRecorded

U
nknow

n

a)
PSAN

Z
N
eonatalDeath

Classification
(PSAN

Z
N
DC)

–
Associated

condition
1

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________
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b)
PSAN

Z
N
eonatalDeath

Classification
(PSAN

Z
N
DC)

–
Associated

condition
2

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

c)
PSAN

Z
N
eonatalDeath

Classification
(PSAN

Z
N
DC)

–
Associated

condition
3

Category
classification

Please
insertfullnum

ericalcode
_________________________________________________________________

Please
insertfulltext___________________________________________________________________________

____________________________________________________________________________________________

13)
W

asthe
perinataldeath

referred
to

the
coroner?

Yes
N
o

U
nknow

n

14)
Please

listany
associated

conditionspresentaccording
to

the
PSAN

Z
N

DC
w

hich
contributed

to
the

death
(follow

ing
the

outline
in

question
2

including
the

sub
classifications)

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

FactorsRelated
to

Care

1)
W

ere
factorsrelating

to
organisationaland/orm

anagem
entidentified?

(e.g.inadequate
supervision

ofstaff,lack
of

appropriate
clinicalm

anagem
entprotocols,lack

ofcom
m

unication
betw

een
services)

Yes
N
o
(go

to
Q
uestion

5)
U
nknow

n
(go

to
question

5)

Ifyes,please
specify

each
question

based
on

the
follow

ing
rates:

1
Insignificant.Sub

optim
al factorsidentified

butunlikely
to

have
contributed

to
the

outcom
e

2
Possible

Sub
optim

alfactorsidentified
m
ighthave

contributed
to

the
outcom

e
3

Significant.Sub
optim

alfactorsidentified
w
ere

likely
to

have
contributed

to
the

outcom
e

4
Undeterm

ined.Insufficientinform
ation

available
5

Unknow
n

Please
rate

Please
state

the
specific

factorsand
include

any
relevantcom

m
ents

Poororganisationalarrangem
entsof

staff
___________________________________________________________
___________________________________________________________
____________________________________________________

Inadequate
education

and
training

____________________________________________ _______________
___________________________________________________________
____________________________________________________

Lack
ofpolicies,protocolsorguidelines

___________________________________________________________
___________________________________________________________
____________________________________________________

Inadequate
num

berofstaff
__________________________________________________________ _
___________________________________________________________
____________________________________________________
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Pooraccessto
seniorclinicalstaff

___________________________________________________________
___________________________________________________________
____________________________________________________

Failure
ordelay

in
em

ergency
response

___________________________________________________________
___________________________________________________________
____________________________________________________

Delay
in
procedure

(e.g.Caesarean
section)

__________________________________________________________ _
___________________________________________________________
____________________________________________________

Inadequate
system

s/processforsharing
ofclinicalinform

ation
betw

een
services

__________________________________________________________ _
___________________________________________________________
____________________________________________________

Delayed
accessto

testresultsor
inaccurate

results
___________________________________________________________
___________________________________________________________
____________________________________________________

Equipm
ent(e.g.faulty

equipm
ent,

inadequate
m
aintenance

orlack
of

equipm
ent)

_________________________ __________________________________
___________________________________________________________
____________________________________________________

Building
and

design
functionality

(e.g.
space,privacy,ease

ofaccess,lighting,
noise,pow

erfailure,operating
theatre

in
distantlocation)

__________________________________________________________ _
___________________________________________________________
____________________________________________________

O
ther:_________

___________________________________________________________
___________________________________________________________
____________________________________________________

U
nknow

n

2)
W

ere
factorsrelating

to
personnelidentified?

(stafffactorsrelating
to

professionalcare
and

service
provision)

Yes
N
o
(go

to
Q
uestion

6)
U
nknow

n
(go

to
question

6)

Ifyes,please
specify

each
question

based
on

the
follow

ing
rates:

1
Insignificant.Sub

optim
alfactorsidentified

butunlikely
to

have
contributed

to
the

outcom
e

2
Possible

Sub
optim

alfactorsidentified
m
ighthave

contributed
to

the
outcom

e
3

Significant.Sub
optim

alfactorsidentified
w
ere

likely
to

have
contributed

to
the

outcom
e

4
Undeterm

ined.Insufficientinform
ation

available
5

Unknow
n

Please
rate

Please
state

the
specific

factorsand
include

any
relevantcom

m
ents

Know
ledge

and
skillsofstaffw

ere
lacking

___________________________________________________________
___________________________________________________________
____________________________________________________

Delayed
em

ergency
response

by
staff

__________________________________________ _________________
___________________________________________________________
____________________________________________________

Failure
to

m
aintain

com
petence

___________________________________________________________
___________________________________________________________
____________________________________________________

Com
m
unication

betw
een

staffw
as

inadequate
__________________________________________________________ _
___________________________________________________________
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____________________________________________________

Failure
to

seek
help/supervision

___________________________________________________________
___________________________________________________________
____________________________________________________

Failure
to

follow
recom

m
ended

best
practise

___________________________________________________________
___________________________________________________________
____________________________________________________

Lack
ofrecognition

ofcom
plexity

or
seriousnessofcondition

by
care

giver
__________________________________________________________ _
___________________________________________________________
____________________________________________________

O
ther:
_________________________________
_____________________
_________________________________
_____________________

__________________________________________________________ _
___________________________________________________________
____________________________________________________

U
nknow

n

3)
W

ere
barriersto

accessing/engaging
w

ith
care

identified?
(e.g.no,infrequentorlate

booking
forantenatalcare,w

om
en

decline
treatm

ent/advice)
Yes

N
o
(go

to
Q
uestion

7)
U
nknow

n
(go

to
Q
uestion

7)

Ifyes,please
specify

each
question

based
on

the
follow

ing
rates:

1
Insignificant.Sub

optim
alfactorsidentified

butunlikely
to

have
contributed

to
the

outcom
e

2
Possible

Sub
optim

alfactorsidentified
m
ighthave

contributed
to

the
outcom

e
3

Significant. Sub
optim

alfactorsidentified
w
ere

likely
to

have
contributed

to
the

outcom
e

4
Undeterm

ined.Insufficientinform
ation

available

Please
rate

Please
state

the
specific

factorsand
include

any
relevantcom

m
ents

N
o
antenatalcare

___________________________________________________________
___________________________________________________________
____________________________________________________

Infrequentorlate
booking

___________________________________________________________
___________________________________________________________
____________________________________________________

Declined
treatm

entoradvice
___________________________________________________________
___________________________________________________________
____________________________________________________

O
besity

im
pacted

on
delivery

ofoptim
al

care
(e.g.U

SS)
___________________________________________________________
___________________________________________________________
____________________________________________________

Substance
use

__________________________________________________________ _
___________________________________________________________
____________________________________________________

Fam
ily

violence
__________________________________________________________ _
___________________________________________________________
____________________________________________________
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Lack
ofrecognition

by
the

w
om

an
or

fam
ily

ofthe
com

plexity
orseriousnessof

the
condition

___________________________________________________________
___________________________________________________________
____________________________________________________

M
aternalm

entalillness
___________________________________________________________
___________________________________________________________
____________________________________________________

Culturalbarriers
__________________________________________________________ _
___________________________________________________________
____________________________________________________

Language
barriers

__________________________________________________________ _
___________________________________________________________
____________________________________________________

N
oteligible

to
accessfree

care
___________________________________________________________
___________________________________________________________
____________________________________________________

Environm
ental(e.g.isolated,long

transfer,w
eatherprevented

transport)
__________________________________________________________ _
___________________________________________________________
____________________________________________________

O
ther:

__________________________________
__________________________________
__________________________________
________

__________________________________________________________ _
___________________________________________________________
____________________________________________________

U
nknow

n

Recom
m
endationsforIm

provem
ent

4)
How

m
any

recom
m

endationsresulted
from

the
review

m
eeting:___________________________________

5)
Please

listthe
recom

m
endationsand

the
action

required
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

6)
Hasthe

action/sbeen
com

pleted?
Yes

N
o

U
nknow

n

Ifyes,please
specify

the
action

taken
and

the
date

the
action

w
astaken:

______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
Ifno,w

hy
hasthisaction

notbeen
com

pleted:
______________________________________________________________________________________________________
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______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

FurtherCom
m
ent

7)
Please

provide
any

furthercom
m

entson
factorsw

hich
you

considerm
ay

have
contributed

to
the

death:
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

PerinatalM
ortality

Review
Adm

inistration
Details

8)
Location

ofperinatalm
ortality

review
:_____________________________

9)
Date

ofreview
:_________________________________________________

10)
Have

the
[parentsbeen

provided
w

ith
an

update
on

resultsasrequired?
11)

Hasthe
GP

and
otherrelevantcare

providersbeen
senta

case
sum

m
ary?

12)
Responsibility

forcom
pletion

ofdata
N
am

e:_________________________________________________________

Designation:____________________________________________________

Date
com

pleted:________________________________________________





PM
M

R
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APPEN
DIX H  

IN
STRU

CTIO
N

S O
N

 TAKIN
G CLIN

ICAL PHO
TO

GRAPHS  

Clinicalphotographsshould
be

taken
by

an
experttrained

in
perinatalpathology

orm
edicalim

aging,
atthe

tim
e
ofpostm

ortem
.O

ccasionally
situationsm

ay
arise

w
here

by
clinicalstaff(doctor,m

idw
ife,

nurse)are
required

to
take

clinicalphotographs.Photographsm
ay

be
criticalto

m
aking

a
diagnosisin

a
non

exam
ined

baby.Reasons forstafftaking
these

photographsm
ay

include:fam
ily

notw
anting

to
be

separated
from

the
baby,im

m
ediate

burialis
required

thus
precluding

postm
ortem

exam
ination,

orpriorto
deterioration

ifthere
isa

delay
in
postm

ortem
being

conducted.

Purpose 
High

quality
m
edicalphotographs

are
necessary

as
part

of
the

clinicalinvestigation
pathw

ay,and
ideally

digitalphotographs
should

be
taken.These

are
m
ost

often
taken

in
PerinatalPathology

by
trained

staff,and/orM
edicalIm

aging
m
ay

be
the

appropriate
unitin

som
e
organisations.There

m
ust

be
a
secure

processforstorage
of these

im
ages(see

localunitpolicy).

These
photographs

are
in

addition
to

bereavem
ent/socialphotographs,w

hich
are

com
m
only

taken
by

m
idw

ives
in

attendance
in

the
Labour

and
Birth

Suite.
There

are
a
num

ber
of

volunteer
organisationsw

ho
w
illprovide

professionalbereavem
entphotographsto

bereaved
parents,often

at
no

charge,and
all institutions

should
be

aw
are

oflocalavailability
ofsuch

a
service.There

m
ustbe

a
processin

place
forproviding

these
photographsto

parents(see
localunitpolicy).

Consent 
Parentalconsentisnecessary

priorto
taking

clinicalphotographs(see
localunitpolicy

on
‘Consentfor

Taking
ClinicalPhotographs’orsim

ilar).Ifthere
isno

consentpolicy
orconsentproform

a,ensure
that

the
consentprocessisdocum

ented
in
the

m
aternalm

edicalrecord.A
generic

‘consent’form
m
ay

be
considered

ifthere
isno

specific
consentform

available.Docum
entation

should
include:inform

ation
provided

on
benefit/need

for
clinical

photographs,
w
ho

w
ill

be
using

the
photographs,

how
photographsare

stored,and
the

purposesforw
hich

the
photographscan

be
used,optionsinclude

for
visualexam

ination,forpresentation,forpublication
etc.

Bereavem
entphotographsm

ay
require

verbalagreem
entthatthey

are
taken

and
provided

(see
local

unitpolicy).

Identification 
 

The
baby

m
ustbe

identified
in
the

photographs.W
rite

the
baby’sm

edicalrecord
num

ber,ifavailable,
depending

on
statusatbirth,place

ofbirth
and

localunitpolicy.Ifthere
isno

individualm
edicalrecord

num
ber,w

rite
the

m
aternalm

edicalrecord
num

ber
w
ith

the
babies

date
and

tim
e
of

birth.This
identifying

inform
ation

should
be

w
ritten

on
the

paper
tape

m
easure

for
identification,som

e
local

policy
w
illallow

a
baby

leg/arm
band

to
be

used
asidentification.

Stillborn
babies

often
do

nothave
a
m
edicalrecord

num
ber,then

use
the

m
other’s

m
edicalrecord

num
berand

the
baby’sdate

and
tim

e
of birth

to
identify

the
body.

If
photographs

are
being

used
for

publication
or

presentation,it
is
im

portant
that

no
identifying

featuresare
seen.
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Setting 
 

Photographsshould
be

taken
in
a
private

area
aw

ay
from

the
parents,w

ith
sensitivity,how

ever.Som
e

parentsm
ay

requestthe
photographsbe

taken
in
theirpresence.

The
setting

should
com

ply
w
ith

O
ccupations

Safety
and

Health
regulations,such

as
Infection

Control
Guidelines,W

ork
Place

design,etc.

Scale 
 

 
Place

a
papertape

m
easure

nextto
the

baby
(a

plastic
rulerw

illcreate
glare)forscale.Ensure

zero
is

aligned
atthe

base
ofthe

footorcrow
n
ofthe

head;and
extend

lengthw
ays.

You
can

use
sticky

tape
to

ensure
the

tape
isstraight(rigid);and

m
easure

should
be

on
the

bottom
ofthe

fram
e
orthe

left.

Technique 
 

A
hard

surface
w
ith

a
blue

background
isbestw

hen
taking

clinicalphotos.

The
photographs

should
be

taken
from

directly
above

the
baby.Consequently,itis

bestto
place

the
baby

on
a
low

bench,in
orderto

getsufficientheightabove
the

baby.

M
agnification 

 
U
se

a
digitalcam

era
to

take
the

photographs,do
not

use
the

zoom
to

geta
close

up,how
ever,do

m
ake

sure
you

m
ove

the
cam

era
closerto

the
body.Thisw

illproduce
betterquality

photographsthat
m
ay

be
enlarged

forpresentation.

Baby 
The

baby
should

be
naked

forallthe
photographs.

Position  
AnteriorPosterior(AP)view

–
w
hole

body
frontalincluding

lim
bs

PosteriorAnterior(PA)view
–
w
hole

body
back

including
lim

bs
Lateralview

ofthe
body

Lateralview
softhe

face
Frontalview

ofthe
face

Photographsofany
abnorm

alities.

General Com
m

ents 
Additionally,staffshould

Referto
localunitpolicy/guidelines

Docum
entprocessesand

actions
Ensure

a
docum

entation
trailforstorage.
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AP View
 – W

hole body frontal including lim
bs 

PA View
 – W

hole body back including lim
bs 

Tape
m
easure

to
the

left
Palm

sfacing
up

Keep
the

baby
in

this
position

for
the

m
inim

um
tim

e
possible.

Tape
m
easure

to
the

left
Palm

sfacing
dow

n

Lateral view
 of the body

Frontal view
 of the face 

 To stabilise: 
Pullunderneath

arm
forw

ards
Legsin

‘running
position’

Top
arm

and
leg

w
illfallforw

ard
w
hich

w
illaid

stability
Keep

the
tape

m
easure

to
the

left

Ensure
tape

m
easure

isin
the

fram
e.
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Right lateral view
s of the face 

Left lateral view
s of the face 

 

Keep
tape

m
easure

to
the

leftofthe
fram

e
to

aid
easy

identification
ofthe

side
being

view
ed.

N
ote:Ifthere

are
any

specific
abnorm

alities
these

should
be

photographed
individually,w

ith
a

scale
in
view

and
the

photograph
labelled

w
ith

the
baby’sidentification.



PerinatalSociety
ofAustralia

and
N
ew

Zealand
ClinicalPractice

Guideline
forCare

Around
Stillbirth

and
N
eonatalDeath,Third

Edition,M
arch

2018

A
PPEN

D
IX I 

A
U

TO
PSY C

LIN
IC

A
L SU

M
M

A
R

Y FO
R

M
 

P
lease attach the follow

ing: 
 

copy of the death certificate; 
 

copies of all antenatal ultrasound reports; and 
 

copy of am
niocentesis report if available 

B
aby D

etails 
U

R
 num

ber: …
…

…
…

…
…

..Sex
M

ale
Fem

ale 
U

ndeterm
ined

G
estational age ......... w

ks ......... days        Birthw
eight ............. gm

s    
D

ate &
 Tim

e of birth:  ......../....../......;   ....:..... 
....:... 
P

lace of birth
 .................................................................................................................

Type of death: Fetal 
A

ntepartum
 death

U
nknow

n  
N

o
Yes

If yes
estim

ated date of death  ...../....../.......

N
eonatal (N

N
D

)         
         

                N
N

D
 date &

 tim
e of death:  ....../....../......;  ....:..... .....:....

D
eath C

ertificate com
pleted                   Y

es    
             N

o   

Treatm
ent or condition likely to cause hazard at autopsy 

H
epatitis B

 P
os 

 
Tuberculosis 

  
H

IV
 (A

ids V
irus)

O
ther

Specify.......................................................................................................................................................................................................

C
linical sum

m
ary (including details to be clarified at autopsy) 

 ..................................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
 ..................................................................................................................................................................................................................

Provisional clinical diagnosis (to be com
pleted by physician requesting autopsy)

1   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
2   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
3   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
4   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................

Please list doctors to receive report 
N

am
e

A
ddress

1   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................
2   ..............................................................................................................................................................................................................
 ..................................................................................................................................................................................................................

C
onsultant   .............................................................................................................................................................................................

C
linical contact .....................................................................  ....... Telephone    ...............................  Pager  

 ....................................... 
 

(P
lease print)

Signature (person com
pleting this form

) ........................................................................................ 
D

ate
...…

…
 / …

...…
 / 

Print nam
e  ...............................................................................................................................................................................................

Maternal Sticker 
(Inc Name, DOB, UR, Address, Telephone Number) 

Singleton 
  M

ultiple 
 B

aby num
ber.............. (e.g. Tw

in 1)
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PSANZ-PDC

1 Congenital Anomaly
1.1 Structural anomaly

1.11 Nervous system
1.12 Cardiovascular system
1.13 Genitourinary system
1.14 Gastrointestinal system
1.15 Musculoskeletal

1.151 Congenital diaphragmatic hernia 
1.152 Gastroschisis/omphalocele

1.16 Respiratory system (include congenital pulmonary 
airway malformation (CPAM))

1.17 Haematological 
1.18 Multiple Congenital anomaly (no chromosomal/genetic cause or not 

tested)
1.19 Other congenital abnormality

1.192 Idiopathic hydrops fetalis 
1.193 Fetal tumour (include sacro-coccygeal teratoma)
1.198 Other specified
1.199 Congenital anomaly, unspecified

1.2 Chromosomal anomaly
1.21 Down syndrome (trisomy 21)
1.22 Edward syndrome and Patau syndrome (trisomy 18, trisomy 13) 
1.23 Other trisomies and partial trisomies of the autosomes, not elsewhere 

classified (includes pathogenic duplications, unbalanced 
translocations and insertions) 

1.24 Monosomies and deletions from the autosomes, not elsewhere 
classified (includes pathogenic deletions e.g. 22q11.2 deletion 
syndrome (diGeorge syndrome), Wolff-Hirschorn syndrome, Cri-du-
chat syndrome 

1.25 Turner syndrome (monosomy X) 
1.26 Other sex chromosome abnormalities (e.g. Klinefelter syndrome)
1.28 Other chromosomal abnormalities, not elsewhere specified (includes 

Fragile X syndrome, imprinting syndromes, triploidy)
1.29 Unspecified

1.3 Genetic anomaly
1.31 Genetic condition, specified (e.g. Tay-Sachs disease; includes inborn 

errors of metabolism)
1.32 Syndrome/association with demonstrated chromosomal/gene 

anomaly. 
1.39 Genetic condition, unspecified

2 Perinatal Infection
2.1 Bacterial

2.11 Group B Streptococcus
2.12 E coli
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
2.25 Zika 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
3.6 Pre-eclampsia superimposed on chronic hypertension
3.9 Unspecified hypertension

4 Antepartum Haemorrhage (APH)
4.1 Placental abruption
4.2 Placenta praevia
4.3 Vasa praevia
4.9 APH of undetermined origin

5 Maternal Conditions
5.1 Termination of pregnancy for maternal psychosocial indications
5.2 Diabetes

5.21 Gestational diabetes
5.22 Pre-existing diabetes

5.3 Maternal injury
5.31 Accidental
5.32 Non-accidental

5.4 Maternal sepsis
5.5 Antiphospholipid syndrome
5.6 Obstetric cholestasis
5.8 Other specified maternal conditions

5.31 Maternal suicide
5.32 Other specified maternal medical or surgical conditions 

6 Complications of multiple pregnancy
6.1 Monochorionic twins

6.11 Twin to twin transfusion syndrome (TTTS)
6.12 Selective fetal growth restriction (FGR) (i.e. affecting only one twin)
6.13 Monoamniotic twins (including cord entanglement) 
6.18 Other 
6.19 Unknown or unspecified  

6.2 Dichorionic twins 
6.21 Early fetal death in a multiple pregnancy 

(<20 weeks gestation)
6.22 Selective fetal growth restriction (FGR)
6.28 Other 
6.29 Unknown or unspecified  

6. 3 Complications of higher order multiples (3 or more fetuses)
6.31 Twin to twin transfusion syndrome (TTTS)
6.32 Selective fetal growth restriction (FGR) 
6.33 Monoamniotic multiples (including cord entanglement) 
6.34 Early fetal death in a multiple pregnancy (<20 weeks gestation)
6.38 Other 
6.39 Unknown or unspecified  

6.4 Complications where chorionicity is unknown 
6.8 Other 
6.9 Unspecified

7 Specific perinatal conditions
7.1 Fetomaternal haemorrhage
7.2 Antepartum cord or fetal vessel complications (excludes monochorionic

twins or higher order multiples)
7.21 Cord vessel haemorrhage
7.22 Cord occlusion (True knot with evidence of occlusion or other)
7.28 Other cord complications 
7.29 Unspecified cord complications

7.3 Uterine abnormalities
7.31 Developmental anatomical abnormalities (e.g. bicornuate uterus)
7.38 Other
7.39 Unspecified 

7.4 Alloimmune disease
7.41 Rhesus isoimmunisation 
7.42 Other red cell antibody

7.43 Alloimmune thrombocytopenia
7.48 Other 
7.49 Unspecified

7.5 Fetal antenatal intracranial injury
7.51 Subdural haematoma 
7.52 Fetal antenatal ischaemic brain injury 
7.53 Fetal antenatal haemorrhagic brain injury 

7.6 Other specific perinatal conditions 
7.61 Complications of antenatal, diagnostic or therapeutic procedures:

7.611 Complications of prenatal diagnostic procedures (e.g. 
amniocentesis, chorionic villus sampling,) (e.g. rupture of membranes 
after amniocentesis)
7.612 Complications of fetal ultrasound guided needle interventions 
(e.g. FBS/fetal transfusion, thoracocentesis, vesicocentesis, fetal 
cardiac valvoplasty, division of amniotic bands, fetal skin biopsy, 
unipolar/bipolar diathermy, RFA procedures)
7.613 Complications of fetal shunt interventions (e.g. pleuroamniotic 
shunt, vesicoamniotic shunt)
7.614 Complications of minimally invasive fetoscopic interventions 
(e.g. fetoscopic laser surgery for TTTS, FETO for CDH, laser ablation 
of posterior urethral valves)
7.615 Complications of open maternal fetal surgery (e.g. open 
maternal fetal surgery for spina bifida)
7.618 Other

7.62 Termination of pregnancy for suspected but unconfirmed congenital 
anomaly.

7.63 Amniotic band
7.68 Other

7. 9 Unspecified

8 Hypoxic peripartum death 
8.1 With intrapartum complications (sentinel events) 

8.11 Uterine rupture
8.12 Cord prolapse
8.13 Shoulder dystocia
8.14 Complications of breech presentation 
8.15 Birth trauma 
8.16 Intrapartum haemorrhage
8.18 Other

8.2 Evidence of significant fetal compromise (excluding other complications)
8.3 No intrapartum complications recognised and no evidence of significant fetal 

compromise identified
8.9 Unspecified hypoxic peripartum death

9 Placental dysfunction or causative placental pathology
9.1 Maternal vascular malperfusion
9.2 Fetal vascular malperfusion 
9.3 High grade villitis of unknown etiology (VUE)
9.4 Massive perivillous fibrin deposition/maternal floor infarction
9.5 Severe chronic intervillositis (Histiocytic intervillositis)
9.6 Placental hypoplasia 
9.7 No causal placental pathology demonstrated, with antenatal 

evidence of poor placental function identified (such as abnormal fetal 
umbilical artery Doppler) 

9.8 Placental pathological examination was not performed, with antenatal 
evidence of poor placental function identified (such as abnormal fetal 
umbilical artery Doppler) 

9.9 Other placental pathology (e.g. multiple pathologies with evidence of loss of 
placental function leading to death)

10 Spontaneous preterm labour or rupture of membranes (<37 weeks 
gestation)
10.1 Spontaneous preterm 

10.11 With histological chorioamnionitis
10.12 Without histological chorioamnionitis 
10.13 With clinical evidence of chorioamnionitis, no examination of placenta
10.17 No clinical signs of chorioamnionitis, no examination of placenta
10.19 Unspecified or not known whether placenta examined
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10.2 Spontaneous preterm preceded by premature cervical shortening

11 Unexplained antepartum fetal death
11.1 Unexplained antepartum fetal death despite full investigation
11.2 Unclassifiable antepartum fetal death with incomplete investigation 
11.3 Unclassifiable antepartum fetal death due to unknown level of investigation

12 Neonatal death without obstetric antecedent
12.1 Neonatal death with no obstetric antecedent factors despite full investigation 
12.2 Neonatal death unclassifiable as to obstetric antecedent with incomplete 

investigation 
12.3 Neonatal death unclassifiable as to obstetric antecedent due to unknown 

level of investigation

PSANZ-NDC

1 Congenital Anomaly (Please refer to PSANZ PDC)

2 Periviable infants (typically <24 weeks) 
2.1 Not resuscitated (including infants where there is an antenatal plan for no 

resuscitation at birth or in the circumstance of re-directed care)
2.2 Unsuccessful resuscitation
2.9 Unspecified or not known whether resuscitation attempted

3 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 Pulmonary haemorrhage
3.6 Air leak syndromes

3.61 Pneumothorax
3.62 Pulmonary interstitial emphysema
3.68 Other

3.7 Patent ductus arteriosus
3.8 Chronic neonatal lung disease (typically, bronchopulmonary dysplasia)
3.9 Other 

3.91 Neonatal anaemia/hypovolaemia

4 Neonatal infection
4.1 Congenital/Perinatal bacterial infection (early onset<48 hrs) 

4.11 Blood stream infection/septicaemia 
4.111 Positive culture of a pathogen
4.112 Clinical signs of sepsis + ancillary evidence but culture 

negative
4.12 Bacterial meningitis 
4.13 Bacterial pneumonia
4.15 Multiple site bacterial infection
4.18 Other congenital bacterial infection e.g. gastroenteritis, 

osteomyelitis, cerebral abscess 
4.19 Unspecified congenital infection

4.2 Congenital/Perinatal viral infection 
4.3 Congenital fungal, protozoan, parasitic infection     
4.4 Acquired bacterial infection (late onset>48hrs).

4.41 Blood stream infection/septicaemia 
4.411 Positive culture of a pathogen
4.412 Clinical signs of sepsis + ancillary evidence but 

culture negative
4.42 Bacterial meningitis 
4.43 Bacterial pneumonia
4.48 Other acquired bacterial infection e.g. gastroenteritis,

osteomyelitis  
4.49 Unspecified acquired infection 

4.5 Acquired viral infection
4.6 Acquired fungal, protozoan, parasitic infection

5 Neurological
5.1 Hypoxic ischaemic encephalopathy/Perinatal asphyxia 
5.2 Cranial haemorrhage

5.21 Intraventricular Haemorrhage
5.22 Subgaleal Haemorrhage
5.23 Subarachnoid Haemorrhage
5.24 Subdural Haemorrhage
5.28 Other intracranial haemorrhage

5.3 Post haemorrhagic hydrocephalus
5.4 Periventricular leukomalacia
5.8 Other

6 Gastrointestinal
6.1 Necrotising enterocolitis (NEC)
6.2 Short gut syndrome
6.3 Gastric or intestinal perforation (excluding NEC)
6.4 Gastrointestinal haemorrhage
6.8 Other

7 Other
7.1 Sudden unexpected death in infancy (SUDI)

7.11 Sudden Infant Death Syndrome (SIDS)
7.112 SIDS Category IA: Classic features of SIDS present and 

completely documented.
7.113 SIDS Category IB: Classic features of SIDS present but 

incompletely documented.
7.114 SIDS Category II: Infant deaths that meet category I except for 

one or more features.
7.12 Unclassified Sudden Infant Death in the neonatal period 

7.121 Bed sharing
7.122 Not bed sharing

7.19 Unknown/Undetermined 
7.2 Multisystem failure

7.21 Secondary to intrauterine growth restriction  
7.28 Other specified
7.29 Unspecified/undetermined primary cause or trigger event

7.3 Trauma
7.31 Accidental 
7.32 Non accidental
7.39 Unspecified 

7.4 Treatment complications
7.41 Surgical
7.42 Medical

7.5 Unsuccessful resuscitation in infants of 28 weeks gestation or more 
without an obvious sentinel event 

7.8 Other specified 

PSANZ ASSOCIATED CONDITIONS
Associated conditions for both stillbirths and neonatal deaths

Categories 1 -11 PSANZ PDC

13 Genetic testing results not diagnostic 
13.1 Copy number variant of unknown or uncertain significance
13.2 No mutation identified matching phenotype
13.3 Tested for genetic mutations but failed 
13.4 Not tested or not known if tested for genetic mutations

14 Associated placental pathology
14.1 Delayed villous maturation 
14.2 Large chorioangioma
14.3 Early bleeding often leading to preterm prelabour ROM
14.8 Other associated placental pathology

15 Associated cord pathology
15.1 True knot (excluding histological evidence of causation) 

15.2 Hypercoiled cord 
15.3 Tethered cord 
15.4 Velamentous insertion     
15.8 Other cord associated cord pathology

16 Fetal Growth Restriction 
16.1 Autopsy evidence (brain:liver ratio equal to or greater than 4:1)
16.2 Antenatal ultrasound evidence of FGR
16.3 Clinical examination of the baby (by paediatrician, pathologist) 
16.4 Birthweight (less than 10th centile for gestational age)

16.41Customised centiles
16.42Population centiles

17 Maternal risk factors (optional category)
17.1 Smoking 
17.2 Substance use 
17.3 High BMI  
17.4 Maternal mental health disorder 
17.5 Socioeconomic deprivation 
17.6 Refugee or asylum seeker

Associated conditions for neonatal deaths only

NDC Categories 1- 6
In addition to the above for associated maternal/fetal conditions the NDC 
Categories 1- 6 can be used to assign associated neonatal conditions
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APPEN
DIX

K

M
O

RTALITY
AU

DIT
M

EETIN
G

CO
DE

O
F

PRACTICE
DECLARATIO

N
(W

HO
) 1

In
orderto

fosteran
environm

entofcollaboration
ratherthan

blam
e,a

w
ritten

and
agreed

to
code

of
practice

m
ay

be
be

helpful
to

establish
by

the
Perintal

M
ortality

Audit
Steering

Com
m
ittee,in

discussion
w
ith

facility
staffand

m
anagem

ent.Having
w
ording

specific
to

each
team

is
encouraged,but

here
is
suggested

short
text

that
can

be
signed

by
each

individual
before

each
review

m
eeting.

An
attendance

sheetcould
also

be
signed

atthe
end

ofthe
m
eeting,to

creditthose
w
ho

stayed
and

participate
throughoutthe

m
eeting.

To
show

respect
for

the
babies

and
fam

ilies
w
e
are

responsible
to

look
after,w

e,the
staffof

________________________
(nam

e
of

facility),agree
to

respect
the

rules
of

good
conduct

during
m
eetings

review
ing

death
cases

in
our

facility.W
e
understand

and
appreciate

thatthe
results

ofthese
m
eetings

w
illnot resultin

punitive
m
easures.The

rules
ofour

m
ortality

audit
m
eetingsinclude:

•
Participate

actively
in
discussions

•
Respecteveryone’sideasand

w
aysofexpressing

these

•
Acceptdiscussion

and
disagreem

entw
ithoutverbalviolence

•
Respectthe

confidentiality
ofthe

discussionsin
the

group

•
Agree

notto
hide

usefulinform
ation

orfalsify
inform

ation
w
hich

could
allow

the
understanding

ofthe
case

underreview

•
Try

(asm
uch

aspossible
asitisnoteasy)to

acceptthatyourow
n
actionscan

be
questioned

•
Arrive

on
tim

e
to

the
auditm

eeting

Signed:______________________________Date:__________________________

Signed:______________________________Date:__________________________

Signed:______________________________Date:__________________________
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APPENDIX N
INFORMATION FOR HEALTH PROFESSIONALS SEEKING CONSENT – OBTAINING PARENTAL CONSENT FOR THE

AUTOPSY OF A BABY

OBTAINING PARENTAL CONSENT FOR
THE AUTOPSY OF A BABY

IMPORTANT INFORMATION FOR THE HEALTH
PROFESSIONAL SEEKING CONSENT

The death of a baby is a devastating time for parents and
their family. In many situations the death is unexpected
and the parent is confronted with both the shock of
losing their baby, as well as the overwhelming emotions
that follow. Research has indicated the importance of
compassionate care and provision of information in the
time surrounding the death of a baby*. One aspect of
this is approaching bereaved parents to discuss the
autopsy. The purpose of this pamphlet is to provide
guidance to the health care professional in discussing
stillbirth and neonatal autopsy with bereaved parents.

Each hospital should have its own policy and procedures
regarding obtaining autopsy consent. This policy should
initially be consulted.

Why is it important to seek parental permission for
post mortem examinations?

There are a number of common misunderstandings
within the community regarding autopsy. Parents may
be unwilling to give consent, due to concerns about
organ retention or that they will not be able to see their
baby following the examination.
Provision of information regarding the reasons why
autopsies are performed may make it easier for parents
to consent to its request.

When is the best time to ask?

The best time to request parental consent for a autopsy
varies significantly from parent to parent and may also
be dependent upon the circumstances surrounding the
baby’s death. For instance, if a baby dies in utero, the
requestmay bemade once the parent has processed the
information that their baby has died and prior to
delivery. In this instance, some parents may be too
distressed immediately following the delivery, while
others may not consent after a significant period of time
due to protective instincts toward their baby. It is also
commonplace for women to not comprehend that their
unborn baby has really died until their baby is delivered,
so mentioning autopsy prior to the birth of the baby
could be very difficult in this circumstance.

Who should ask?

The person who may be best at judging the most
suitable time to request consent is the health
professional who knows the parents best. If this is not
an option, consultation should be sought from a
professional experienced in requesting autopsy.
Due to the sensitive nature of the issue, the personmost
appropriate to approach the parents would be the most
senior doctor, consultant obstetrician or paediatrician,
or the health professional that has an established
relationship with the parents. In all cases, the health
professional must be familiar with the process of
seeking parental consent for post mortem examination,
and be competent in answering all of the parents’

questions relating to the procedure. Excellent
interpersonal communication skills are essential to
ensure that the request is delivered in a sensitive and
informative manner.

Where should the discussion be held?

The most appropriate environment is in a quiet, private
room away from other patients, relatives and hospital
staff. It is not appropriate to request permission in a
corridor, shared room or public waiting room.

How do I ask parents for permission for an autopsy?

The treating consultant should explain to the parents
the clinical indications for conducting an autopsy. It is
appropriate for the consultant to recommend that an
autopsy be performed.

In seeking consent, the health professional should
approach the discussion with honesty, integrity and
respect.
Do not use terms such as fetus, products of conception
or termination, or any words that may take away the
humanity or individuality of the baby. Always try to use
the baby’s name, if culturally appropriate as this helps
to validate the importance of the baby to the parents, as
well as the significance of the loss.

Parents may require some time to make their decision,
during which they may formulate several questions. It is
important that these questions are accurately
addressed. Parents may prefer that discussions about
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autopsy are not conducted in the presence of their baby.
Be aware of any cultural or religious beliefs concerning
death and dying and show sensitivity to these beliefs
when discussing autopsy with parents. On the other
hand, do not assume to know what is required of
religions with which you are unfamiliar. If you are
uncertain, or do not know, it is reasonable to ask the
parents what is required.

Be prepared to give parents written information on the
autopsy procedure, but be aware of how much detail
the parents wish to know before presenting this
information. Few people are familiar with autopsy
procedures. It is important to know that parents may
require information several times due to deficits in
information processing as the result of shock and grief.

Information you need to know

Know where the baby will be taken for the autopsy
and when s/he will be returned and available to the
parents. Inform them that they will be able to see
and hold their baby afterwards if they wish.
Be able to give advice regarding the presentation of
their baby after autopsy, for example, where the
incisions will be made, their approximate size and
that they will be stitched as in other surgical
procedures. Parents should also be told that the
baby’s body may be more fragile than prior to the
autopsy.
Explain to the parents that the baby will still be
returned to them for burial. You will need to explain
that if an organ is to be retained, the parents can
either delay the funeral, have a separate burial or
return of cremated organs at a later time.
Know, if possible, when the results of the autopsy
will be available and if appropriate, make an
appointment to see the parents to discuss these
results. Give parents the contact details of who will

be able to keep them advised about the progress of
the report.

The amount of information you give to parents will
depend on their need for details. Prompts may be
helpful as many parents feel that their questions may be
too simple or trivial.

Parents should be provided with written information
regarding post mortem examinations to allow frequent
reference. Please refer to the pamphlet: Explaining
Autopsy: Information for Parents When Your Baby Has
Died”

Before consenting, some parents may like the
opportunity to discuss their feelings with other
bereaved parents. Please refer to the PSANZ website on
http://www.psanz.com.au for a list of relevant support
groups for each state.

Discussing results

It is important to explain to parents that results may not
be available for several weeks or months and that
provisional results may be available sooner. In some
cases, final results may not be available for up to 6
months or longer. This will help to reduce anxiety in the
parent as they wait for the final report.
Ensure that when the results are discussed with parents,
they are fully explained without the use of medical
terminology. Allow time to answer all questions and
concerns about the results. Do not edit or withhold
information from parents.

Summary – Do’s and Don’ts

allow plenty of time with parents
always be honest
use the baby’s name

not use terms such as fetus, products of conception,
termination, or any words that take away the
individuality of the baby
use a quiet, private place to conduct discussions
with parents
introduce details at the individual’s pace and use
language that parents understand
provide written material

make a note of what you say and of what the
parents say
give parents time to make their decision
treat parents with respect.
Do not get defensive. Parents may be looking to
blame doctors and they may be feeling hostile and
angry. These are real emotions that may help the
bereaved parent tomaintain a sense of control in an
uncontrollable situation. These emotions must be
acknowledged by you in an understanding and
supportive manner.

Who Can Parents Contact if They Wish to Discuss
Their Feelings with Other Bereaved Parents?

Provide SANDS and Red Nose information
– whichever is relevant in each state.

*See PSANZ Perinatal Mortality Audit Guideline,
Section 3 for list of references.

Acknowledgement: This brochure has been adapted
from the original version written by Medical Students of
the Graduate Medical Course, University of Queensland
in conjunction with bereaved parents of the Stillbirth
And Neonatal Death Support Group (Qld) Inc. including
Miscarriage Support in May 1999.
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 O
F FETAL AN

D 
PERIN

ATAL DEATH 
Allhospitalpost

m
ortem

proceduresare
subjectto

parentalconsentthatm
ustnotbe

exceeded.
The

follow
ing

guidelinesapply
to

an
unrestricted

post
m
ortem

exam
ination.

1. External exam
ination 

body
w
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nearestgram
,iflessthan
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head

circum
ference

crow
n
heeland

crow
n
rum

p
lengths

abdom
inalcircum

ference
footlength
m
aceration
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m
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m
outh

and
palate,
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creases,um

bilicusand
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2. Internal exam
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brain
w
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3. Placenta 
Placenta
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dim
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m
ed

w
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bilicalcord
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m
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alities)
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w
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U
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4. Histology 
atleastone

block
ofallm

ajorthoracic
and

abdom
inalorgans(rightand

leftlungs,heart,
liver,kidney,thym

us,adrenalsand
pancreas)

costochondraljunction
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w
eeks’gestation)

adequate
sam

pling
ofbrain

(variesw
ith

case:m
inim
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ofone

block
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brain
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cerebralhem
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pling
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placenta

(cord,
m
em

branes,
focal
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norm
al

parenchym
a
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include
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and

decidua)

5. Chrom
osom

e analysis and genetic testing of the stillborn infant and placenta 
Ifnot

previously
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niocentesis
or

other
diagnostic

fetalsam
ple,a

m
olecularkaryotype

(i.e.chrom
osom

alm
icroarray,CM

A)should
be

perform
ed

forallstillborn
infants 1

3.
CM

A
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preferred
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conventional

G
banded

karyotype
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o

m
ain

reasons:(i)high
successrate

w
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A
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w
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A
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w
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w
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A
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w
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A
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an
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the
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6. O
ther special procedures and investigations 
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w
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m
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ination
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 This is a singleton or tw

in (m
onochorionic/dichorionic; m

onoam
niotic/diam

niotic) placenta w
ith the 

follow
ing features: 

Placental m
aturity: This is a m

ature/prem
ature/im

m
ature placenta in keeping w

ith_____w
eeks 

gestation.  There is placental dysm
aturity (Yes/N

o) 

Placental w
eight: ________g (_____centile)  

Fetoplacental w
eight ratio:  

Placental cord diam
eter: ________m

m
 

Placental hypoplasia (w
eight <10

th centile for gestation and/or cord diam
eter <10

th centile for 
gestation or <8 m

m
 diam

eter at term
): Present/N

ot identified 

Placentom
egaly (w

eight >90
th centile for gestation): Present/N

ot identified 

Placental vascular processes:  

M
aternal strom

al-vascular lesions: Present/N
ot identified 

Developm
ental changes: Superficial im

plantation: Present/N
ot identified  

Changes of m
aternal m

alperfusion: Present/N
ot identified 

G
lobal changes:  

Early (distal villous hypoplasia): Present/N
ot identified 

Focal (low
er 2/3rds placental disc/ >30%

 of slide/1 slide/N
ot Identified) 

Diffuse (low
er 2/3rds placental disc/>30%

 of slide/>2 slides/N
ot Identified) 

 
Late (accelerated villous m

aturation):  Present/N
ot identified 

 
Increased syncytial knots (>30%

 villi): Present/N
ot identified 

Segm
ental changes:  

Villous infarct(s):  Present/N
ot identified 

N
um

ber:  

Site: 

Size: 

Age:  

Recent Established Variable: 

Placental involvem
ent: _____ %

 

Decidual arteriopathy: (Present/N
ot identified) 

 
Site: Placental bed/Parietal m

em
branes/N

ot Identified 

 
Acute atherosis:  Present/N

ot identified  
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Fibrinoid necrosis:  Present/N

ot Identified  

 
Spiral artery rem

odelling:  Present/N
ot Identified  

 
Parietal m

ural hypertrophy:  Present/N
ot Identified  

 
Intram

ural trophoblast:  third trim
ester:  Present/N

ot Identified  

 
Chronic perivasculitis: Present/N

ot Identified  

 
Increased im

m
ature extravillous trophoblast:  Present/N

ot Identified  

Loss of m
aternal vascular integrity:  

 
Abruptio placenta (arterial): Present (Acute/Chronic)/N

ot identified 

 
Retroplacental haem

orrhage: Present/N
ot identified 

 
Indentation: Present/N

ot identified. 

 
Size: 

 
W

eight of separate blood clot: _____g 

 
Com

pression of overlying placenta: Present/N
ot identified 

 
Villous congestion/haem

orrhage:  Present/N
ot identified 

 
M

arginal abruption (venous):  Present (Acute/Chronic)/N
ot identified 

Fetal strom
al-vascular lesions:  

Developm
ental: 

 
Villous capillary lesions: Present/N

ot identified 

 
Chorangiom

a: Present/N
ot identified 

 
Delayed villous m

aturation (m
aturation defect; >34 w

eeks gestation, m
onotonous villous 

 
population, >10 villi >30%

 1 slide): Present/N
ot Identified/N

ot Applicable (gestational age <34 
 

w
eeks : 

Grade: Focal (1 slide)/Diffuse (>/= 2slides) 

Diabetes related 

Idiopathic 

Dysm
orphic villi: Present/N

ot Identified 

Villous oedem
a: Present/N

ot Identified 

Changes of fetal m
alperfusion: 

 
G

lobal/partial:  

O
bstructive lesions of um

bilical cord: Present/N
ot identified. 

Recent 
intram

ural 
fibrin 

in 
large 

fetoplacental 
vessels: 

Present 
(site: 

arterial/venous)/N
ot Identified 

Sm
all foci of avascular or karyorhectic villi: Present/N

ot Identified 

 
Segm

ental/com
plete:   
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Chorionic plate or stem
 villous throm

bi:  Present/N
ot Identified 

Large foci of avascular or karyorhectic villi: Present/N
ot Identified 

 Loss of vascular integrity:   

Large vessel rupture (fetal haem
orrhage): Present/N

ot Identified 

Sm
all vessel rupture (fetom

aternal haem
orrhage): Present/N

ot Identified 

Placental inflam
m

atory-im
m

une processes: 

 
Acute m

aternal inflam
m

atory response:  Present/N
ot Identified 

Stage 1: Subchorionitis/chorionitis (6-12 hours) 

Stage 2: Chorioam
nionitis (12-36 hours) 

Stage 3: N
ecrotising chorioam

nionitis (>36 hours) 

Grade: Severe/N
ot Severe 

 
Subacute/chronic m

aternal: Present/N
ot Identified 

M
ixed neutrophilic - histiocytic chroioam

nionitis (w
eeks) 

Acute fetal inflam
m

atory response:  Present/N
ot Identified 

Stage 1: Chorionic vasculitis/um
bilical phlebitis (variable tim

e) 

Stage 2: U
m

bilical arteritis (variable tim
e) 

Stage 3 N
ecrotising funistis (days) 

Grade: Severe/N
ot Severe 

 
Subacute/chronic fetal response: Present/N

ot Identified 

Subnecrotising or necrotising funistis/prevasculitis (w
eeks) 

Chronic m
aternal/fetal inflam

m
atory response:   

Villitis: Present/N
ot Identified 

Infectious lesions: Present/N
ot Identified 

Viral inclusions: Present/N
ot Identified 

O
ther organism

s: Present/N
ot Identified 

Im
m

une/idiopathic inflam
m

atory lesions: Present/N
ot Identified 

Villitis of unknow
n etiology: Present/N

ot Identified 

Location: 

Basal: Yes/N
o 

Parabasal: Yes/N
o 

Paraseptal: Yes/N
o  

Random
 parenchym

a: Yes/N
o 
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Subchorionic: Yes/N
o 

Type: Lym
phocytic villitis/Lym

phoplasm
acytic villitis/Lym

phohisticyitic villitis. 

Giant cells: Present/N
ot Identified 

Grade:  Focal low
 grade (<10 contiguous villi any one focus, on a single slide)  

M
ulti-focal low

 grade (<10 contiguous villi any one focus, on m
ultiple slides)  

Patchy high grade (at least one focus <10 contiguous villi on m
ultiple slides) 

Diffuse high grade (at least one focus >10 contiguous villi, 30%
 term

inal villi 
involved). 

U
ngradable, possible low

 grade, villitis (one focus < 10 contiguous villi). 

U
ngradable, possible high grade, villitis (one focus >10 contiguous villi) 

O
bliterative fetal vascular changes: Present. N

ot identified. 

Chronic chorioam
nionitis: Present/N

ot Identified 

Lym
phoplasm

acytic deciduitis: Present/N
ot Identified 

Eosinophil T-cell fetal vasculitis: Present/N
ot Identified 

 
Intervillositis: 

Chronic histiocytic intervillositis: Present/N
ot Identified 

Acute intervillositis: Present/N
ot Identified 

Fibrin deposition:  Present/N
ot Identified 

O
ther placental pathology: 

M
assive perivillous fibrinoid deposition (m

aternal floor infarction) Present/N
ot Identified 

Abnorm
al placental shape or um

bilical insertion site:  Present/N
ot Identified 

 M
orbidly adherent placentas (accrete): Present/N

ot Identified 

 M
econium

-associated changes: Present/N
ot Identified 

 Increased circulating nucleated red blood cells: Present/N
ot Identified 

Changes of fetal death in utero: Present/N
ot Identified 

Changes suggestive of aneuploidy: Present/N
ot Identified  

Changes suggestive of polyploidy: Present/N
ot Identified 

 

Com
m

ents:  

   CO
N

CLU
SIO

N
:  
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APPEN
DIX Q

 
SU

SPECTED GEN
ETIC M

ETABO
LIC DISO

RDERS: IN
VESTIGATIO

N
 AN

D 
AU

TO
PSY PRO

TO
CO

L 

Perim
ortem

 investigation by the clinician should include the follow
ing 

Priorto
death:

o
seek

consentfrom
the

parentsfora
m
etabolic

autopsy;
o

consultm
etabolic

physician
orhistopathologistbefore

collection
ofsam

ples;
o

blood
sam

ple
(0.8m

l)in
a
lithium

heparin
tube

and
refrigerate;

o
urine

sam
ple

(5
10

m
l);

o
skin

biopsy
(3

x
2
m
m

punch
biopsies):It

is
not

necessary
for

the
baby

to
be

taken
from

the
nursery

for
this

procedure.
The

process,
w
hich

can
be

undertaken
by

a
registrar,should

only
take

15
20

m
inutes,is

m
inim

ally
invasive,

w
ith

the
sites

being
covered

by
a
sm

alldressing.See
Section

4;
Appendix

2a
Screening

forgenetic
m
etabolic

disorders for futherdetailsofcollection.

Im
m
ediately

follow
ing

the
death

after
consultation

w
ith

the
m
etabolic

team
and

pathologist:
o

O
btain

blood
sam

ple
by

cardiac
puncture

ifblood
sam

ple
notalready

taken
and

only
ifparentalconsenthasbeen

obtained,orestablish
a
fibroblastculture

from
the

baby.
o

Liver
and

m
uscle

biopsies
(for

electron
m
icroscopy,

histopathology
and

enzym
ology

(for
the

latter
w
rap

in
alum

inium
foil,snap

freeze
and

store
at

70
ºC).

These
should

ideally
be

taken
pror

to
death,

the
yield

is
very

low
after

death.
o

Contact
the

laboratory
to

request
that

allunused
portions

of
blood

or
urine

specim
ens

are
retained.

If
neonatalscreening

test
has

been
perform

ed,
any

unused
portions

ofthe
blood

spots
can

be
requested

from
the

state
laboratory.

Tandem
m
ass

spectrom
etry

can
identify

selected
disorders

of
fatty

acid
oxidation

and
am

ino
acid

m
etabolism

in
dried

blood
sam

ples.

A
recent

publication
by

Christodoulou
and

W
ilcken

in
Sem

inars
in

N
eonatology

61
highlighted

the
need

for
an

increased
index

ofsuspicion
for

genetic
m
etabolic

disorders
(inborn

errors
of

m
etabolism

)
in

neonatal
care.

The
authors

describe
predom

inant
clinical

or
biochem

ical
presentationsofgenetic

m
etabolic

disordersin
the

neonatalperiod
and

recom
m
end

a
protocol

forscreening
forthese

disorders
and

also
fora

genetic
autopsy.Please

see
Section

4;Appendix
2b,Com

ponentsofthe
GeneticAutopsy

fordetailsofa
genetic

autopsy.

The
predom

inant
clinicalor

biochem
icalpresentations

of
genetic

m
etabolic

disorders
are

as
follow

s:Acute
encephalopathy:hypoglycaem

ia,hyperam
m
onem

ia,ketosis,disorders
of

acid
base

balance,seizures
as

an
early

predom
inantfeature;Acute

hepatocellular
disease;sudden

death;
severe

hypotonia;
non

im
m
une

hydrops
fetalis;

facialdysm
orphism

,
w
ith

or
w
ithout

congenitalm
alform

ations 61.
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Appendix K Recom
m

endations 
 

1 

To
ensure

a
precise

diagnosis,perim
ortem

evaluation
ofinfants

suspected
ofhaving

genetic
m
etabolic

disorders
is

required.
Parental

consent
is

required
for

a
post

m
ortem

exam
ination

and
for

tissue
and

blood
sam

ples
to

be
taken

prior
to

the
death.

Clinicians
need

to
counsel

parents
sensitively

about
the

im
portance

of
an

accurate
diagnosisforfuture

genetic
risksin

thisvery
distressing

tim
e.

 

2 

Due
to

the
com

plexity
and

num
ber

of
different

possible
diseases,

it
is

strongly
recom

m
ended

that
clinicians

discuss
each

individualcase
w
ith

the
regionalreferral

Laboratory
to

identify
the

optim
um

tests
to

request.
Should

m
ore

expert
guidance

be
required

a
clinicalm

etabolic
specialistshould

be
consulted.

 

3 

All
tissue

sam
ples

should
be

stored
and

transported
to

a
Specialist

M
etabolic

Laboratory
for

investigation
as

convenient.
The

current
developm

ent
of

genetic
testing

has
altered

the
investigation

pathw
ay

of
m
etabolic

disorders.Antem
ortem

sam
ples

are
better

than
post

m
ortem

,
and

post
m
ortem

electron
m
icroscopy

has
lim

ited
value

and
low

yield.A
fibroblast culture

w
hich

can
be

established
afterdeath,

butagain
isbettertaken

before
death

can
be

invaluable.
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APPEN
DIX R 

SCREEN
IN

G FO
R GEN

ETIC M
ETABO

LIC DISO
RDERS  

Extractfrom
:Christodoulou

J,W
ilcken

B.Perim
ortem

laboratory
investigation

ofgenetic
m
etabolic

disorders.
Sem

inarsin
N
eonatology

2004;9(4):275
280

1.

Screening investigations that should be perform
ed in an acutely ill neonate suspected of having a genetic 

m
etabolic disorder 

U
rine

O
dour

Dipstick
testsforketones,pH,sulphite

(a)
Reducing

substances(testing
forboth

glucose
and

non
glucose

reducing
substances)

Am
ino,organic

acid
screens(including

acylglycines)

Blood

Fullblood
count/film

U
rea,electrolytes,anion

gap,creatinine
Glucose
Calcium
Blood

gases
Liverenzym

es
U
ric

acid
Am

m
onium

Lactate
and

pyruvate
Am

ino
acids(b)

Carnitine
and

acylcarnitines(b)

CerebrospinalFluid

Lactate
and

pyruvate
Glucose
Am

ino
acids(b)

In
the

case
ofhypoglycaem

ia
collectblood

forthe
follow

ing
w
hen

the
child

ishypoglycaem
ic

Grow
th

horm
one

Cortisol
Insulin
Free

fatty
acids

ß
–
Hydroxybutyrate

Acylcarnitine
profile

U
rine

should
alw

aysbe
collected

atthe
tim

e
ofhypoglycaem

ia

(a)
Sulphite

is
very

labile.
A

negative
test

result
does

not
exclude

sulphite
oxidase

deficiency
or

the
m
olybdenum

cofactordefect.

(b)These
testsshould

only
be

ordered
afterconsultation

w
ith

a
biom

edicalgeneticistorm
etabolic

physician.

1. 
C

hristodoulou J, W
ilcken B

. P
erim

ortem
 laboratory investigation of genetic m

etabolic disorders. S
em

in N
eonatol

2004;9(4): 275-80. 
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APPEN
DIX S 

CO
M

PO
N

EN
TS O

F THE GEN
ETIC AU

TO
PSY FO

R IN
VESTIGATIO

N
 O

F M
ETABO

LIC DISO
RDERS  

Extractfrom
:Christodoulou

J,W
ilcken

B.Perim
ortem

laboratory
investigation

ofgenetic
m
etabolic

disorders.
Sem

inarsin
N
eonatology

2004;9(4):275
280.

Dedicated
exam

ination
of

the
stillborn

infant
for

a
m
etabolic

disorder
should

only
be

perform
ed

after
consultation

w
ith

a
clinicalgeneticist

and/or
m
etabolic

physician.W
here

there
is
no

specific
suspicion

of
a

m
etabolic

disorder,
routine

chrom
osom

e
evaluation

w
ith

m
icroarray

using
um

bilicalcord
tissue

sam
ple

or
placentalsam

ple
w
ould

constitute
appropriate

genetic
evaluation

ofa
stillborn

infant
(see

Appendix
K).Ifin

doubt,
DN

A
can

be
stored

from
the

um
bilicalcord/placentalsam

ples
if
additionalgenetic

testing
is

being
considered.

Com
ponents of the Genetic Autopsy

 

Carefulfam
ily

history,including
three

generation
pedigree

Invite
a
clinicalgeneticistw

ith
expertise

in
dysm

orphic
syndrom

esto
inspectthe

infant
Clinicalphotographs
Fullskeletalsurvey
Parentalinvestigationsfora

haem
oglobinopathy

M
aternalinvestigationsfora

throm
bophilic

disorder

Sam
ples to collect from

 the baby 

BloodDried
blood

spots
on

filterpaper(new
born

screening
cards,atleasttw

o
to

three
cards

stored
atroom

tem
perature

butN
O
T
in
a
plastic

bag
(foracylcarnitine

profile
analysisand

isa
source

ofDN
A))

W
hole

blood
(5m

lin
lithium

heparin
tube

(forcarnitine,quantitative
am

ino
acids,very

long
chain

fatty
acids;separated

w
ithin

20
m
ins

of
collection

and
stored

at
70

ºc);AN
D
5m

lin
EDTA

tube
(for

DN
A

extraction;can
be

stored
at4

ºc
for

48
h)AN

D
5m

lin
lithium

heparin
tube

(for
chrom

osom
e
analysis;

m
ustbe

com
m
enced

w
ithin

4
h
ofsam

ple
collection))

U
rineFreeze

and
store

(5m
lor

m
ore

ifpossible,stored
at

70
ºc;(for

am
ino

acid
and

organic
acid

profiles,
acylglycines,orotic

acid))

CerebrospinalFluid

Freeze
and

store
(1m

lstored
at

70
ºc

(foram
ino

acid
profile))

SkinBiopsy
(3x2m

m
full

thickness
collected

under
sterile

conditions
(DO

N
O
T

use
iodine

containing
preparations)into

culture
orviraltransport,orsaline

soaked
gauze.Store

at4
ºc.Bestcollected

w
ithin

12
h
ofdeath.Cartilage

m
ay

be
taken

forculture
ifthere

hasbeen
a
prolonged

period
afterdeath

before
biopsiescan

be
taken.Send

assoon
aspossible

to
a
cytogeneticslaboratory.To

be
cultured

forarchiving
in
liquid

nitrogen)

O
therbiopsies

Liver and
m
uscle

biopsies
(forelectron

m
icroscopy,histopathology

and
enzym

ology
(forthe

latterw
rap

in
alum

inium
foil,snap

freeze
and

store
at

70
ºc).Collectw

ithin
4
h
(preferably

2
h)ofdeath.Consult

m
etabolic

physician
orhistopathologistbefore

collection
ofsam

ples)
O
thertissue

biopsiesifspecific
diagnosesare

underconsideration





APPENDIX T – AUSTRALIA AND NEW ZEALAND PERINATAL MORTALITY DEFINITIONS

1

Perinatal Society of Australia and New Zealand Clinical Practice Guideline for Care Around Stillbirth
and Neonatal Death, Third Edition, March 2018

Terms of Reference

Stillbirth Fetal Death Neonatal Death Perinatal Death
Births, Deaths and Marriages Act State Perinatal Mortality Council

NZ(1, 2) A dead foetus that;

(a) weighed 400 grams or more
when it issued from its mother; or

(b) issued from its mother after
the 20th week of pregnancy
Death is indicated by the fact that,
after such separation, the fetus
does not breathe or show any
other evidence of life, such as
beating of the heart, pulsation of
the umbilical cord, or definite
movement of voluntary muscles

Not defined however the PMMRC
does not include terminations of
pregnancy in this definition

Fetal death is the death of a fetus
at 20 weeks gestation or beyond
( 20 weeks) or weighing at least
400g if gestation is unknown.

Fetal death includes stillbirth and
termination of pregnancy.

Death of any baby showing signs of
life at 20 weeks gestation or
beyond or weighing at least 400 g
if gestation is unknown. Early
neonatal death is a death that
occurs up until midnight of the
sixth day of life. Late neonatal
death is a death that occurs
between the seventh day and
midnight of the 27th day of life

Perinatal death is fetal and early neonatal death
from 20 weeks gestation (or weighting at least 400g
if gestation is unknown) until less than 7 days of
age.

Perinatal related mortality is fetal deaths and
neonatal deaths (up to 28 days) at 20 weeks or
beyond, or weighing at least 400g if gestation was
unknown.

Australia(3) n/a Death, before the complete
expulsion or extraction from its
mother, of a product of conception
of 20 or more completed weeks of
gestation or of 400 grams or more
birthweight.

Death is indicated by the fact that,
after such separation, the fetus
does not breathe or show any
other evidence of life, such as
beating of the heart, pulsation of
the umbilical cord, or definite
movement of voluntary muscles

See Stillbirth Death of a live born baby within 28
days of birth. Early neonatal death
is death of a live born baby within
7 days of birth. Late neonatal
death is death of a live born baby
after 7 is completed days and
before 28 completed days.

A fetal or neonatal death of at least 20 weeks
gestation or at least 400 grams birthweight.
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QLD(4, 5) A child who has shown no sign of
respiration or heartbeat, or other
sign of life, after completely
leaving the child’s mother; and
who;

(a) has been gestated for 20 weeks
or more; or

(b) weighs 400g or more.

Defined by the Registration of
Births, Deaths and Marriages Act
as a child who has shown no sign
of respiration or heartbeat, or
other sign of life, after completely
leaving the child’s mother; and

a) who has be gestated for 20
weeks or more; or

b) weights 400g or more

See Stillbirth Neonatal deaths are those
occurring in live births within the
first 28 days of life.

A fetal or neonatal death of at least 20 weeks
gestation or at least 400 grams birthweight.

QLD legislation also includes live born babies where
the birthweight is less than 400 grams and/or the
gestation is less than 20 weeks, and deaths of
liveborn babies when the birthweight and
gestational age are unknown

SA(6, 7) A child of

(a) at least 20 weeks' gestation, or

(b) if it cannot be reliably
established whether the period of
gestation is more or less than 20
weeks, with a body mass of at
least 400 grams at birth, that
exhibits no sign of respiration or
heartbeat, or other sign of life,
after birth but

c) does not include the product of
a procedure for the termination of
pregnancy

The birth of a fetus

a) at or after 20 weeks gestation
and/or with a birthweight of

b) 400g or more, with no signs of
life at birth

Not specified The death of a liveborn infant
within 28 days of birth

Includes stillbirth and neonatal death.

NT(8, 9) A child of;

(a) at least 20 weeks' gestation or

(b) with a body mass of at least
400 grams at birth that exhibits no
sign of respiration or heartbeat, or
other sign of life, after birth

A child of;

(a) at least 20 weeks' gestation or

(b) with a body mass of at least
400 grams at birth that exhibits no
sign of respiration or heartbeat, or
other sign of life, after birth

See Stillbirth The death of a live born baby
within 28 days of birth

A fetal or neonatal death.
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WA(10, 11) Still born child means a child;

a) of at least 20 weeks’ gestation,
or

b) if it cannot be reliably
established whether the child’s
period of gestation is more or less
than 20 weeks, with a body mass
of at least 400 grams at birth,

that exhibits no sign of respiration
or heartbeat, or other sign of life,
immediately after birth.

The complete expulsion or
extraction from its mother of an
infant weighing

a) at least 400 grams birthweight
or

b) at least 20 weeks gestation,

which shows no sign of life from
the time of birth.

See Stillbirth The death of a liveborn infant
within 28 days of birth

A stillbirth (fetal death) or neonatal death.

ACT(12) A child of;

a) at least 20 weeks gestation, or

(b) if it cannot be established
reliably whether the period of
gestation is more or less than 20
weeks—a child with a body mass
of at least 400g at birth, who
shows no sign of respiration or
heartbeat, or other sign of life,
immediately after birth.

Refers to death prior to the
complete expulsion or extraction
from its mother of a product of
conception

a) of 20 or more completed weeks
of gestation or

b) of 400g or more of birthweight;
the death is indicated by the fact
that 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

See Stillbirth The death of an infant within 28
days of birth

A fetal death or a neonatal death

TAS(13 15) A child of

(a) at least 20 weeks' gestation or,

(b) if it cannot be reliably
established whether the period of
gestation is more or less than 20
weeks, with a body mass of at
least 400 grams at birth, that

A foetal death prior to the
complete expulsion or extraction
from its mother of a product of
conception of

a) 20 or more completed weeks of
gestation or

See Stillbirth A death occurring within 28 days
of birth in an infant whose
birthweight was at least 400
grams, or if the weight was not
known, an infant born after at
least 20 weeks of gestation

Perinatal deaths means;

(a) the death of a viable foetus at any time up to the
moment of its complete expulsion or extraction
from its mother; and
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exhibits no sign of respiration or
heartbeat or other sign of life after
birth.

b) 400 grams or more birthweight;
the death is indicated by the fact
that after such separation the
fetus does not breathe or show
any other evidence of life, such as
beating of the heart, pulsation of
the umbilical cord, or definite
movement of voluntary muscles

(b) the death of a child born alive where the death
occurs before the twenty ninth day after the date of
the birth;

NSW(16 18) A child that exhibits no sign of
respiration or heartbeat, or other
sign of life, after birth and that:

(a) is of at least 20 weeks’
gestation, or

(b) if it cannot be reliably
established whether the period of
gestation is more or less than 20
weeks, has a body mass of at least
400 grams at birth.

The complete expulsion or
extraction from its mother of a
product of conception of

a) at least 20 weeks gestation or

b) 400 grams birth weight who did
not, at any time after birth,
breathe, or show any evidence of
life such as a heartbeat

Not specified Not specified Perinatal death comprises all deaths of liveborn
babies within 28 days of birth, regardless of
gestational age at birth, and stillbirths of at least 20
weeks gestation or 400 grams birth weight.

VIC(19, 20) A child of;

a) at least 20 weeks' gestation or;

b) if it cannot be reliably
established whether the period of
gestation is more or less than 20
weeks, with a body mass of at
least 400 grams at birth, that
exhibits no sign of respiration or
heartbeat, or other sign of life,
after birth

A stillbirth is defined as the birth of
an infant of

a) at least 20 weeks gestation or, if
gestation is unknown,

b) weighing at least 400g, who
shows no signs of life at birth

See Stillbirth Defined as a subcategory of infant
death. Neonatal death refers to
the death of a live born infant less
than 28 days after birth, of at least
20 weeks gestation or, if gestation
is unknown, weighing at least 400g

Perinatal death included stillbirth and neonatal
deaths within 28 days of birth of infants of gestation
20 weeks or if gestation is unknown of birth

weight 400g
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APPEN
DIX U

 
CHAN

GES TO
 PSAN

Z PERIN
ATAL DEATH CLASSIFICATIO

N
 AN

D PSAN
Z 

N
EO

N
ATAL DEATH CLASSIFICATIO

N
 

1. Changes – This revision 
1.1 PSAN

Z Perinatal D
eath Classification (PSAN

Z
PD

C) 

1.1.1 Category 1 – PDC. Addition of new
 subcategories 

PSAN
Z

PDC version 2009 
PSAN

Z
PDC version 2017 

1 
 Congenital 

Anom
aly 

(including 
term

inations 
for 

congenital abnorm
alities)  

1.1
Centralnervoussystem

1.2
Cardiovascularsystem

1.3
U
rinary

system
1.4

Gastrointestinalsystem
1.5

Chrom
osom

al
1.6

M
etabolic

1.7
M
ultiple/non

chrom
osom

alsyndrom
es

1.8
O
thercongenitalanom

aly
1.81

M
usculoskeletal

1.82
Respiratory

1.83
Diaphragm

atic
hernia

1.84
Haem

atological
1.85

Tum
ours

1.88
O
therspecified

congenitalanom
aly

1.9
U
nspecified

congenitalanom
aly

 

1
Congenital Anom

aly 

1.1
Structuralanom

aly
1.11

N
ervoussystem

1.12Cardiovascularsystem
1.13

Genitourinary
system

1.14Gastrointestinalsystem
1.15M

usculoskeletal
1.151

Congenitaldiaphragm
atic

hernia
1.152

Gastroschisis/om
phalocele

1.16Respiratory
system

(include
congenital

pulm
onary

airw
ay

m
alform

ation
(CPAM

))
1.17Haem

atological
1.18

M
ultiple

Congenitalanom
aly

(no
chrom

osom
al/genetic

cause
ornottested)

1.19
O
thercongenitalabnorm

ality
1.192

Idiopathic
hydropsfetalis

1.193
Fetaltum

our(include
sacro

coccygeal
teratom

a)
1.198

O
therspecified

1.199
Congenitalanom

aly,unspecified
1.2

Chrom
osom

alanom
aly

1.21Dow
n
syndrom

e
(trisom

y
21)

1.22
Edw

ard
syndrom

e
and

Patau
syndrom

e
(trisom

y
18,trisom

y
13)

1.23
O
ther

trisom
ies

and
partial

trisom
ies

of
the

autosom
es,

not
elsew

here
classified

(includes
pathogenic

duplications,
unbalanced

translocations
and

insertions)
1.24

M
onosom

ies
and

deletions
from

the
autosom

es,
notelsew

here
classified

(includes
pathogenic

deletions
e.g.

22q11.2
deletion

syndrom
e
(diGeorge

syndrom
e),

W
olffHirschorn

syndrom
e,

Cridu
chat

syndrom
e

1.25
Turnersyndrom

e
(m

onosom
y
X)

1.26
O
ther

sex
chrom

osom
e

abnorm
alities

(e.g.
Klinefeltersyndrom

e)
1.28 O

therchrom
osom

alabnorm
alities,notelsew

here
specified

(includes
Fragile

X
syndrom

e,
im

printing
syndrom

es,triploidy)
1.29

U
nspecified

1.3
Genetic

anom
aly

1.31
Genetic

condition,
specified

(e.g.
Tay

Sachs
disease;includesinborn

errorsofm
etabolism

)
1.32

Syndrom
e/association

w
ith

dem
onstrated

chrom
osom

al/gene
anom

aly.
1.39

Genetic
condition,unspecified
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1.1.2 Category 2 – PDC.  Addition of new
 subcategories 

PSAN
Z

PDC version 2009 
PSAN

Z
PDC version 2017 

2 
 

Perinatal infection 

2.1
Bacterial
2.11

Group
B
Streptococcus

2.12
E
coli

2.13
Listeria

m
onocytogenes

2.14
Spirochaetale.g.Syphilis

2.18
O
therbacterial

2.19
U
nspecified

bacterial
2.2

Viral
2.21

Cytom
egalovirus

2.22
Parvovirus

2.23
Herpessim

plex
virus

2.24
Rubella

virus
2.28

O
therviral

2.29
U
nspecified

viral
2.3

Protozoale.g.Toxoplasm
a

2.5
Fungal

2.8
O
therspecified

organism
2.9

O
therunspecified

organism

2 
 

Perinatal infection 

2.1
Bacterial
2.11

Group
B
Streptococcus

2.12
E
coli

2.13
Listeria

m
onocytogenes

2.14
Spirochaetale.g.Syphilis

2.18
O
therbacterial

2.19
U
nspecified

bacterial 
2.2

Viral
2.21

Cytom
egalovirus

2.22
Parvovirus

2.23
Herpessim

plex
virus

2.24
Rubella

virus
2.25

Zika
virus

2.28
O
therviral

2.29
U
nspecified

viral
2.3

Protozoale.g. Toxoplasm
a

2.5
Fungal

2.8
O
therspecified

organism
2.9

O
therunspecified

organism

1.1.3 Category 3 – PDC. Rem
oval of subcategories 3.51 and 3.61 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

3. Hypertension 

3.1
Chronic

hypertension:essential
3.2

Chronic
hypertension:secondary,e.g.renal

disease
3.3

Chronic
hypertension:unspecified

3.4
Gestationalhypertension

3.5
Pre

eclam
psia

3.51
W
ith

laboratory
evidence

ofthrom
bophilia

3.6
Pre

eclam
psia

superim
posed

on
chronic

hypertension
3.61

W
ith

laboratory
evidence

ofthrom
bophilia

3.9
U
nspecified

hypertension  

3 
 

Hypertension 

3.1
Chronic

hypertension:essential
3.2

Chronic
hypertension:secondary,e.g.renal

disease
3.3

Chronic
hypertension:unspecified

3.4
Gestationalhypertension

3.5
Pre

eclam
psia

3.6
Pre

eclam
psia

superim
posed

on
chronic

hypertension
3.9

U
nspecified

hypertension

1.1.4 Category 4 – PDC. Addition of new
 category and rem

oval of subcategory 
4.11. 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

4. Antepartum
 haem

orrhage (APH) 

4.1
Placentalabruption
4.11

W
ith

laboratory
evidence

ofthrom
bophilia

4.2
Placenta

praevia
4.3

Vasa
praevia

4 
 

Antepartum
 haem

orrhage (APH) 

4.1
Placentalabruption

4.2
Placenta

praevia
4.3

Vasa
praevia

4.9
APH

ofundeterm
ined

origin
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4.8
O
therAPH

4.9
APH

ofundeterm
ined

origin

1.1.5 Category 5 – PDC.  Addition of subcategories 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

5.
M

aternal conditions 

5.1
Term

ination
ofpregnancy

form
aternal

psychosocialindications
5.2

Diabetes/Gestationaldiabetes
5.3

M
aternalinjury

5.31
Accidental

5.32
N
on

accidental
5.4

M
aternalsepsis

5.5
Antiphospholipid

Syndrom
e

5.6
O
bstetric

cholestasis
5.8

O
therspecified

m
aternalconditions  

5 
 

M
aternal Conditions 

5.1
Term

ination
ofpregnancy

form
aternal

psychosocialindications
5.2

Diabetes
5.21

Gestationaldiabetes
5.22

Pre
existing

diabetes
5.3

M
aternalinjury

5.31
Accidental

5.32
N
on

accidental
5.4

M
aternalsepsis

5.5
Antiphospholipid

syndrom
e

5.6
O
bstetric

cholestasis
5.8

O
therspecified

m
aternalconditions

5.81
M
aternalsuicide

5.88
O
therspecified

m
aternalm

edical orsurgical
conditions
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1.1.6 Category 6 – PDC. Restructure w
ith separation of tw

o Categories 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

6.
Specific perinatal conditions 

6.1
Tw

in
tw

in
transfusion

6.2
Fetom

aternalhaem
orrhage

6.3
Antepartum

cord
com

plications
6.31

Cord
haem

orrhage
6.32

True
knotw

ith
evidence

ofocclusion
6.38

O
ther

6.39
U
nspecified

6.4
U
terine

abnorm
alities,e.g.bicornuate

uterus,
cervicalincom

petence
6.5

Birth
traum

a
(typically

infantsof>24
w
eeks

gestation
or>600g

birthw
eight)

6.
Alloim

m
une

disease
6.61

Rhesus
6.62

ABO
6.63

Kell
6.64

Alloim
m
une

throm
bocytopenia

6.68
O
ther

6.69
U
nspecified

6.7
Idiopathic

hydrops
6.8

O
therspecific

perinatalconditions
6.81

Rupture
ofm

em
branesafteram

niocentesis
6.82

Term
ination

ofpregnancy
forsuspected

but
unconfirm

ed
congenitalanom

aly,
6.83

Fetalsubduralhaem
atom

a
6.88

O
ther

6.9
U
nspecified  

6 
 

Com
plications of m

ultiple pregnancy 

6.1
M
onochorionic

tw
ins

6.11
Tw

in
to

tw
in
transfusion

syndrom
e
(TTTS)

6.12
Selective

fetalgrow
th

restriction
(FGR)(i.e.

affecting
only

one
tw

in)
6.13

M
onoam

niotic
tw

ins(including
cord

entanglem
ent)
6.18

O
ther

6.19
U
nknow

n
orunspecified

6.2
Dichorionic

tw
ins

6.21
Early

fetaldeath
in
a
m
ultiple

pregnancy
(<20

w
eeks gestation)

6.22
Selective

FGR
6.23

O
ther

6.29
U
nknow

n
orunspecified

6.3
Com

plicationsofhigherorderm
ultiples(3

orm
ore

foetuses)6.31
Tw

in
to

tw
in
transfusion

syndrom
e
(TTTS)

6.32
Selective

fetalgrow
th

restriction
(FGR)

6.33
M
onoam

niotic
m
ultiples(including

cord
entanglem

ent)
6.34

Early
fetaldeath

in
a
m
ultiple

pregnancy
(<20

w
eeksgestation)

6.38
O
ther

6.39
U
nknow

n
orunspecified

6.4
Com

plicationsw
here

chorionicity
isunknow

n
6.8

O
ther

6.9
U
nspecified

7 
 

Specific perinatal conditions 

7.1
Fetom

aternalhaem
orrhage

7.2
Antepartum

cord
orfetalvesselcom

plications
(excludesm

onochorionic
tw

insortriplets)
7.21

Cord
vesselhaem

orrhage
7.22

Cord
occlusion

(True
knotw

ith
evidence

of
occlusion

orother)
7.23

O
thercord

com
plications

7.29
U
nspecified

cord
com

plications
7.3

U
terine/cervicalabnorm

alities
7.31

Developm
entalanatom

icalabnorm
alities

(e.g.bicornuate
uterus)

7.38
O
ther

7.39
U
nspecified

7.4
Alloim

m
une

disease
7.41

Rhesusisoim
m
unisation

7.42
O
therred

cellantibody
7.43

Alloim
m
une

throm
bocytopenia

7.48
O
ther

7.49
U
nspecified

7.5
Fetalantenatalintracranialinjury
7.51

Subduralhaem
atom

a
7.52

Fetalantenatalischaem
ic
brain

injury
7.53

Fetalantenatalhaem
orrhagic

brain
injury

7.6
O
therspecific

perinatalconditions
7.61

Com
plicationsofprenataldiagnostic

or
therapeutic

procedures
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7.611

Com
plications

of
prenatal

diagnostic
procedures

(e.g.
am

niocentesis,
chorionic

villus
sam

pling,)
(e.g.

rupture
of

m
em

branesafteram
niocentesis)

7.612
Com

plications
of

fetal
ultrasound

guided
needle

interventions
(e.g.

FBS/fetal
transfusion,

thoracocentesis,
vesicocentesis,

fetal
cardiac

valvoplasty,
division

ofam
niotic

bands,fetalskin
biopsy,

unipolar/bipolardiatherm
y,RFA

procedures)
7.613

Com
plications

of
fetal

shunt
interventions

(e.g.
pleuroam

niotic
shunt,

vesicoam
niotic

shunt)
7.614

Com
plications

of
m
inim

ally
invasive

fetoscopic
interventions

(e.g.
fetoscopic

laser
surgery

for
TTTS,

FETO
for

CDH,
laser

ablation
of

posterior
urethral

valves)
7.615

Com
plications

of
open

m
aternal

fetal
surgery

(e.g.
open

m
aternal

fetalsurgery
forspina

bifida)
7.618

O
ther

7.62
Term

ination
ofpregnancy

for suspected
but

unconfirm
ed

congenitalanom
aly.

7.63
Am

niotic
band

7.68
O
ther

7.9
U
nspecified

 
 

1.1.7 Category 7– PDC. Restructured and addition of subcategory 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

7. 
Hypoxic peripartum

 death (typically infants of 
>24 w

eeks gestation or >600g birthw
eight)  

7.1
W
ith

intrapartum
com

plications
7.11

U
terine

rupture
7.12

Cord
prolapse

7.13
Shoulderdystocia

7.18
O
ther

7.2
Evidence

of
non

reassuring
fetal

status
in

a
norm

ally
grow

n
infant(e.g.abnorm

alfetalheartrate,fetal
scalp

pH/lactate,fetalpulse
oxim

etry
w
ithoutintrapartum

com
plications)

7.3
N
o
intrapartum

com
plicationsand

no
evidence

of
non

reassuring
fetalstatus

7.9
U
nspecified

hypoxic
peripartum

death

8 
Hypoxic peripartum

 death 

8.1
W
ith

intrapartum
com

plications(sentinelevents)
8.11

U
terine

rupture
8.12

Cord
prolapse

8.13
Shoulderdystocia

8.14
Com

plicationsofbreech
presentation

8.15
Birth

traum
a

8.16
Intrapartum

haem
orrhage

8.18
O
ther

8.2
Evidence

ofsignificantfetalcom
prom

ise
(excluding

othercom
plications)

8.3
N
o
intrapartum

com
plicationsrecognised

and
no

evidence
ofsignificantcom

prom
ise

identified.
8.9

U
nspecified

hypoxic
peripartum

death

1.1.8 Category 8 – PDC. Restructured  

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

8. 
Fetal Grow

th Restriction (FGR) 
9. Placental dysfunction or causative placental pathology 
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8.1
W
ith

evidence
ofreduced

vascularperfusion
on

Dopplerstudiesand
/orplacentalhistopathology

(e.g.
significantinfarction,acute

atherosis,m
aternaland/orfetal

vascularthrom
bosisorm

aternalfloorinfarction)
8.2

W
ith

chronic
villitis

8.3
N
o
placentalpathology

8.4
N
o
exam

ination
ofplacenta

8.8
O
therspecified

placentalpathology
8.9

U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined  

9.1
M
aternalvascularm

alperfusion
9.2

Fetalvascularm
alperfusion

9.3
High

grade
villitisofunknow

n
etiology

(VU
E)

9.4
M
assive

perivillousfibrin
deposition/m

aternal
floorinfarction
9.5

Severe
chronic

intervillositis(Histiocytic
intervillositis)
9.6

Placentalhypoplasia
9.7

N
o
causalplacentalpathology

dem
onstrated,w

ith
antenatalevidence

ofpoorplacentalfunction
identified

(such
asabnorm

alum
bilicalartery

Doppler)
9.7

Placentalpathologicalexam
ination

w
asnot

perform
ed,w

ith
antenatalevidence

ofpoor
placentalfunction

identified
(such

asabnorm
al

um
bilicalartery

Doppler)
9.8

O
therplacentalpathology

(e.g.m
ultiple

pathologiesw
ith

evidence
oflossofplacentalfunction

leading
to

death
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1.1.9 Category 9 – PDC. Restructured including changes to subcategories 

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

9.
 Spontaneous preterm

 labour (<37 w
eeks gestation) 

9.1
Spontaneouspreterm

w
ith

intactm
em

branes,or
m
em

brane
rupture

<24
hoursbefore

deliver
9.11

W
ith

chorioam
nionitison

placental
histopathology

9.12W
ithoutchorioam

nionitison
placental

histopathology
9.13W

ith
clinicalevidence

ofchorioam
nionitis,no

exam
ination

ofplacenta
9.17N

o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.19U
nspecified

ornotknow
n
w
hether placenta

exam
ined

9.2
Spontaneouspreterm

w
ith

m
em

brane
rupture

24
hoursbefore

delivery
9.21W

ith
chorioam

nionitison
placental

histopathology
9.22W

ithoutchorioam
nionitison

placental
histopathology

9.23W
ith

clinicalevidence
ofchorioam

nionitis,no
exam

ination
ofplacenta

9.27N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.29U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

9.3
Spontaneouspreterm

w
ith

m
em

brane
rupture

of
unknow

n
duration

before
delivery

9.31W
ith

chorioam
nionitison

placental
histopathology

9.32W
ithoutchorioam

nionitison
placental

histopathology
9.33W

ith
clinicalevidence

ofchorioam
nionitis,no

exam
ination

ofplacenta.
9.37

N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.39U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined  

10 
 

Spontaneouse 
preterm

 
labour 

or 
rupture 

of 
m

em
branes (RO

M
 (<37 w

eeks gestation) 

10.1
Spontaneouspreterm
10.11

W
ith

histologicalchorioam
nionitis

10.12
W
ithouthistologicalchorioam

nionitis
10.13

W
ith

clinicalevidence
ofchorioam

nionitis,
no

exam
ination

ofplacenta
10.17

N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

10.19
U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

10.2
Spontaneouspreterm

preceded
by

prem
ature

cervicalshortening

1.1.10 Category 10 – Restructured  

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

10
 U

nexplained antepartum
 death 

10.1
W
ith

evidence
of

reduced
vascular

perfusion
on

Doppler
studies

and
/or

placental
histopathology

(e.g.
significantinfarction,acute

atherosis,m
aternaland/orfetal

vascularthrom
bosisorm

aternalfloorinfarction)
10.2

W
ith

chronic
villitis

10.3
N
o
placentalpathology

10.4
N
o
exam

ination
ofplacenta

10.8
O
therspecified

placentalpathology
10.9

U
nspecified

or notknow
n
w
hetherplacenta

exam
ined 

11 
 

U
nexplained antepartum

 fetal death 

11.1
U
nexplained

antepartum
fetaldeath

despite
full

investigation
11.2

U
nclassifiable

antepartum
fetaldeath

w
ith

incom
plete

investigation
11.3

U
nclassifiable

antepartum
fetaldeath

due
to

unknow
n
levelofinvestigation
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1.1.11 Category 10 – PDC.  Restructured  

PSAN
Z

 PSAN
Z

PDC version February 2009 
PSAN

Z
PDC version 2017 

11.
 N

o obstetric antecedent 
11.1

Sudden
InfantDeath

Syndrom
e
(SIDS)(See

appendix
p130)

11.11
SIDS

Category
IA:Classic

featuresofSIDS
presentand

com
pletely

docum
ented.

11.12
SIDS

Category
IB:Classic

featuresofSIDS
presentbutincom

pletely
docum

ented.
11.13

SIDS
Category

II:Infantdeathsthatm
eet

Category
Iexceptforone

orm
ore

features.
11.2

Postnatally
acquired

infection
11.3

Accidentalasphyxiation
11.4

O
theraccident,poisoning

orviolence
(postnatal)

11.8
O
therspecified

11.9
U
nknow

n/U
ndeterm

ined
11.91

U
nclassified

Sudden
InfantDeath

11.92
O
therU

nknow
n/U

ndeterm
ined

12 
 

N
eonatal death w

ithout obstetric antecedent 

12.1
N
eonataldeath

w
ith

no
obstetric

antecedent
factorsdespite

fullinvestigation
12.2

N
eonataldeath

unclassifiable
asto

obstetric
antecedentw

ith
incom

plete
investigation

12.3
N
eonataldeath

unclassifiable
asto

obstetric
antecedentdue

to
unknow

n
levelofinvestigation

1.2 PSAN
Z N

eonatal D
eath Classification (PSAN

Z
N

D
C) 

1.2.1 Category 2 – N
DC.  N

am
e change

 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

2. 
Extrem

e prem
aturity (typically infants of 

gestational age 
24 w

eeks or birthw
eight 

600g) 
2.1

N
otresuscitated

2.2
U
nsuccessfulresuscitation

2.9
U
nspecified

ornotknow
n
w
hetherresuscitation

attem
pted

Thisgroup
includesinfantsdeem

ed
too

im
m
ature

for
resuscitation

orcontinued
life

supportbeyond
the

delivery
room

,typically
infantsofgestationalage

24
w
eeksor

birthw
eight

600g.Resuscitation
in
thiscontextm

eansthe
use

ofpositive
pressure

ventilation.

2 
 

Periviable infants (typically <24 w
eeks) 

2.1
N
otresuscitated

(including
infantsw

here
there

is
an

antenatalplan
forno

resuscitation
atbirth

orin
the

circum
stance

ofre
directed

care)
2.2

U
nsuccessfulresuscitation

2.9
U
nspecified

ornotknow
n
w
hetherresuscitation

attem
pted

1.2.2 Category 3  N
DC. Change to subcategories 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

3.
 Cardio

respiratory disorders 

3.1
Hyaline

m
em

brane
disease

/Respiratory
distress

syndrom
e
(RDS)

3.2
M
econium

aspiration
syndrom

e
3.3

Prim
ary

persistentpulm
onary

hypertension
3.4

Pulm
onary

hypoplasia
3.5

Chronic
neonatallung

disease
(typically,

bronchopulm
onary

dysplasia)
3.6

Pulm
onary

haem
orrhage

3 
 

Cardio
respiratory disorders 

3.1
Hyaline

m
em

brane
disease

/Respiratory
distress

syndrom
e
(RDS)

3.2
M
econium

aspiration
syndrom

e
3.3

Prim
ary

persistentpulm
onary

hypertension
3.4

Pulm
onary

hypoplasia
3.5

Pulm
onary

haem
orrhage

3.6
Airleak

syndrom
es

3.61
Pneum

othorax
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3.7
Pneum

othorax
3.8

O
ther

3.62
Pulm

onary
interstitialem

physem
a

3.63
O
ther

3.7
Patentductusarteriosus

3.8
Chronic

neonatallung
disease

(typically,
bronchopulm

onary
dysplasia

3.9
O
ther

3.91
N
eonatalanaem

ia/hypovolaem
ia

1.2.3 Category 4  N
DC. Addition of subcategories 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

4 
 

Infection  

4.1
Bacterial
4.11

Congenitalbacterial
4.111

Group
B
Streptococcus

4.112
E
coli

4.113
Listeria

m
onocytogenes

4.114
Spirochaetal,e.g.syphilis

4.118
O
therbacterial

4.119
U
nspecified

bacterial
4.12

Acquired
bacterial

4.121
Group

B
Streptococcus

4.122
E
coli

4.125
O
therGram

negative
bacilli

(otherthan
E
coli)

4.126
Staphylococcusaureus

4.127
Coagulase

negative
Staphylococcus
4.128

O
therspecified

bacterial
4.129

U
nspecified

bacterial
4.2

Viral
4.21

Congenitalviral
4.211

Cytom
egalovirus

4.213
Herpessim

plex
virus

4.214
Rubella

virus
4.218

O
therspecified

viral
4.219

U
nspecified

viral
4.22

Acquired
viral

4.221
Cytom

egalovirus
4.223

Herpessim
plex

virus
4.224

Rubella
virus

4.228
O
therspecified

viral
4.229

U
nspecified

viral

4 
 

N
eonatal infection  

4.1
Congenital/Perinatal

bacterial
infection

(early
onset<48

hrs)
4.11

Blood
stream

infection/septicaem
ia

4.111
Positive

culture
ofa

pathogen
4.112

Clinical
signs

of
sepsis

+
ancillary

evidence
butculture

negative
4.12

Bacterialm
eningitis

4.13
Bacterialpneum

onia
4.15

M
ultiple

site
bacterialinfection

4.18
O
ther

congenital
bacterial

infection
e.g.

gastroenteritis,osteom
yelitis, cerebralabscess

4.19
U
nspecified

congenitalinfection
4.2

Congenital/Perinatalviralinfection
4.3

Congenitalfungal,protozoan,parasitic
infection

4.4
Acquired

bacterialinfection
(late

onset>48hrs)
4.41

Blood
stream

infection/septicaem
ia

4.411
Positive

culture
ofa

pathogen
4.412

Clinical
signs

of
sepsis

+
ancillary

evidence
butculture

negative
4.42

Bacterialm
eningitis

4.43
Bacterialpneum

onia
4.48

O
ther

acquired
bacterial

infection
e.g.

gastroenteritis,osteom
yelitis

4.49
U
nspecified

acquired
infection

4.5
Acquired

viralinfection
4.6

Acquired
fungal,protozoan,parasitic

infection

1.2.4 Category 5  N
DC. Addition of subcategories 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

5. 
N

eurological 
5.1

Hypoxic
ischaem

ic
encephalopathy

/Perinatal
asphyxia

(typically
infantsof>24

w
eeksgestation

or>600g
birthw

eight)
5.2

Intracranialhaem
orrhage

5.21
IntraventricularHaem

orrhage

5 
N

eurological 

5.1
Hypoxic

ischaem
ic
encephalopathy/Perinatal

asphyxia
5.2

Cranialhaem
orrhage

5.21
IntraventricularHaem

orrhage
5.22

SubgalealHaem
orrhage
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5.22
SubgalealHaem

orrhage
5.23

Subarachnoid
Haem

orrhage
5.24

SubduralHaem
orrhage

5.28
O
therIntracranialHaem

orrhage
5.8

O
ther

5.23
Subarachnoid

Haem
orrhage

5.24
SubduralHaem

orrhage
5.28

O
therIntracranialHaem

orrhage
5.3

Posthaem
orrhagic

hydrocephalus
5.4

Periventricularleukom
alacia

5.8
O
ther

1.2.5 Category 6  N
DC. Addition of subcategories 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

6. 
Gastrointestinal 

6.1
N
ecrotising

enterocolitis
6.8

O
ther

6 
Gastrointestinal 

6.1
N
ecrotising

enterocolitis(N
EC)

6.2
Shortgutsyndrom

e
6.3

Gastric
orintestinalperforation

(excluding
N
EC)

6.4
Gastrointestinalhaem

orrhage
6.8

O
ther

1.2.6 Category 7  N
DC. Addition of subcategories 

PSAN
Z

N
DC version 2009 

PSAN
Z

N
DC version 2017 

7. O
ther 

7.1
Sudden

InfantDeath
Syndrom

e
(SIDS)

7.11
SIDS

Category
IA:Classic

featuresofSIDS
presentand

com
pletely

docum
ented.

7.12
SIDS

Category
IB:Classic

featuresofSIDS
presentbutincom

pletely
docum

ented.
7.13

SIDS
Category

II:Infantdeathsthatm
eet

category
Iexceptforone

orm
ore

features.
7.2

M
ultisystem

failure
7.21

Secondary
to

intrauterine
grow

th
restriction
7.28

O
therspecified

7.29
U
nspecified/undeterm

ined
prim

ary
cause

ortriggerevent
7.3

Traum
a

7.31
Accidental

7.32
N
on

accidental
7.39

U
nspecified

7.4
Treatm

entcom
plications

7.41
Surgical

7.42
M
edical

7.8
O
therspecified

7.9
U
nknow

n/U
ndeterm

ined
7.91

U
nclassified

Sudden
InfantDeath

7.92
O
therU

nknow
n/U

ndeterm
ined

7 
O

ther 

7.1
Sudden

unexpected
death

in
infancy

(SU
DI)

7.11
Sudden

InfantDeath
Syndrom

e
(SIDS)

7.112
SIDS

Category
IA:Classic

featuresof
SIDS

presentand
com

pletely
docum

ented.
7.113

SIDS
Category

IB:
Classic

features
of

SIDS
presentbutincom

pletely
docum

ented.
7.114

SIDS
Category

II:
Infant

deaths
that

m
eet

category
I
except

for
one

or
m
ore

features.
7.12

U
nclassified

Sudden
Infant

Death
in

the
neonatalperiod
7.121

Bed
sharing

7.122
N
otbed

sharing
7.19

U
nknow

n/U
ndeterm

ined
7.2

M
ultisystem

failure
7.21

Secondary
to

intrauterine
grow

th
restriction

7.28
O
therspecified

7.29
U
nspecified/undeterm

ined
prim

ary
cause

or
triggerevent

7.3
Traum

a
7.31

Accidental
7.32

N
on

accidental
7.39

U
nspecified

7.4
Treatm

entcom
plications

7.41
Surgical

7.42
M
edical

7.5
U
nsuccessfulresuscitation

in
infantsof28

w
eeks

gestation
orm

ore
w
ithoutan

obvioussentinel
event
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7.8
O
therspecified

to
unknow

n
levelof

1.2.7 Addition of PSAN
Z Associated Conditions for both stillbirths and neonatal 

deaths 

2. Changes m
ade in the 2009 revision 

The
2009

revision
incorporatesam

endm
entsto

the
PSAN

Z
PerinatalDeath

Classification
(PSAN

Z
PDC)and

PSAN
Z
N
eonatalDeath

Classification
(PSAN

Z
N
DC)based

on
feedback

received
from

users
and

discussion
w
ith

the
guideline

w
orking

party
w
hich

includes
developers

of
the

classification
system

s.The
changes

to
previous

version
dated

O
ctober

2004
are

listed
here.

Previouschangesm
ade

are
listed

atthe
end

ofthisappendix.

2.1 PSAN
Z Perinatal D

eath Classification (PSAN
Z

PD
C) 

2.1.1 The inclusion of a code to identify term
inations of pregnancy for congenital 

abnorm
ality 

PSAN
Z

PDC version O
ctober 2004 

PSAN
Z

PDC version April 2009 

1   
 

Congenital Abnorm
ality (including term

inations for 
congenital abnorm

alities)  
1.1

Centralnervoussystem
1.2

Cardiovascularsystem
1.3

U
rinary

system
1.4

Gastrointestinalsystem
1.5

Chrom
osom

al
1.6

M
etabolic

1.7
M
ultiple/non

chrom
osom

alsyndrom
es

1.8
O
thercongenitalabnorm

ality
1.81

M
usculoskeletal

1.82
Respiratory

1.83
Diaphragm

atic
hernia

1.84
Haem

atological
1.85

Tum
ours

1.88
O
therspecified

congenital
abnorm

ality
1.9

U
nspecified

congenitalabnorm
ality

 

1      Congenital Abnorm
ality (including         term

inations 
for congenital abnorm

alities)  
1.1

Centralnervoussystem
1.2

Cardiovascularsystem
1.3

U
rinary

system
1.4

Gastrointestinalsystem
1.5

Chrom
osom

al
1.6

M
etabolic

1.7
M
ultiple/non

chrom
osom

alsyndrom
es

1.8
O
thercongenitalabnorm

ality
1.81

M
usculoskeletal

1.82
Respiratory

1.83
Diaphragm

atic
hernia

1.84
Haem

atological
1.85

Tum
ours

1.88
O
therspecified

congenitalabnorm
ality

1.9
U
nspecified

congenitalabnorm
ality

Please
note

that term
inationsofpregnancy

forperinatal
deathsw

ithin
thiscategory

should
be

identified
by

the
inclusion

ofan
“09”

fortw
o
digitcodesand

a
“9”

forthe
three

digitcodes

2.1.2 Change of w
ording for Category 5.5 
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PSAN
Z

PDC version O
ctober 2004 

PSAN
Z

PDC version April 2009 

5 
M

aternal conditions  
5.1

Term
ination

ofpregnancy
form

aternal
psychosocialindications

5.2
Diabetes/Gestationaldiabetes

5.3
M
aternalinjury
5.31

Accidental
5.32

N
on

accidental
5.4

M
aternalsepsis

5.5
Lupusobstetric

syndrom
e

5.6
O
bstetric

cholestasis
5.8

O
therspecified

m
aternalconditions

5    M
aternal conditions 

5.1
Term

ination
ofpregnancy

form
aternal

psychosocialindications
5.2

Diabetes/Gestationaldiabetes
5.3

M
aternalinjury
5.31

Accidental
5.32

N
on

accidental
5.4

M
aternalsepsis

5.5
Antiphospholipid

syndrom
e

5.6
O
bstetric

cholestasis
5.8

O
therspecified

m
aternalconditions

2.1.3 Addition of subcategories under Categories 6.3 and 6.8 

PSAN
Z

PDC version O
ctober 2004 

PSAN
Z

PDC version February 2009 

6 
Specific perinatal conditions  

6.1
Tw

in
tw

in
transfusion

6.2
Fetom

aternalhaem
orrhage

6.3
Antepartum

cord
com

plications(e.g.cord
haem

orrhage;true
knotw

ith
evidence

ofocclusion)
6.4

U
terine

abnorm
alities,e.g.bicornuate

uterus,cervicalincom
petence

6.5
Birth

traum
a
(typically

infantsof>24
w
eeksgestation

or>600g
birthw

eight)
6.6

Alloim
m
une

disease
6.61

Rhesus
6.62

ABO
6.63

Kell
6.64

Alloim
m
une

throm
bocytopenia

6.68
O
ther

6.69
U
nspecified

6.7
Idiopathic

hydrops
6.8

O
therspecific

perinatalconditions(includesiatrogenic
conditionssuch

asrupture
ofm

em
branesafter

am
niocentesis,term

ination
ofpregnancy

for
suspected

butunconfirm
ed

congenitalabnorm
ality).

 

6 
Specific perinatal conditions  

6.1
Tw

in
tw

in
transfusion

6.2
Fetom

aternalhaem
orrhage

6.3
Antepartum

cord
com

plications
6.31

Cord
haem

orrhage
6.32

True
knotw

ith
evidence

ofocclusion
6.38

O
ther

6.39
U
nspecified

6.4
U
terine

abnorm
alities,e.g.bicornuate

uterus,cervical
incom

petence
6.5

Birth
traum

a
(typically

infantsof>24
w
eeksgestation

or
>600g

birthw
eight)

6.6
Alloim

m
une

disease
6.61

Rhesus
6.62

ABO
6.63

Kell
6.64

Alloim
m
une

throm
bocytopenia

6.68
O
ther

6.69
U
nspecified

6.7
Idiopathic

hydrops
6.8

O
ther specific

perinatalconditions
6.81

Rupture
ofm

em
branesafteram

niocentesis
6.82

Term
ination

ofpregnancy
forsuspected

but
unconfirm

ed
congenitalabnorm

ality,
6.83

Fetalsubduralhaem
atom

a
6.88

O
ther

6.89
U
nspecified

2.1.4 Fetal grow
th restriction (FGR) Category 8  custom

ised birthw
eight centiles 

A
recom

m
endation

for
the

collection
of

data
to

determ
ine

FGR
according

to
Custom

ised
birthw

eightcentiles.(please
see

item
7.5.1.)



13PerinatalSociety
ofAustralia

and
N
ew

Zealand
ClinicalPractice

Guideline
forCare

Around
Stillbirth

and
N
eonatalDeath,Third

Edition,M
arch

2018c

2.2 PSAN
Z N

eonatal D
eath Classification (PSAN

Z
N

D
C) 

2.2.1 
Addition 

of 
new

 
categories: 

3.6 
Pulm

onary 
haem

orrhage 
and 

3.7 
Pneum

othorax 

PSAN
Z

N
DC version O

ctober 2004 
PSAN

Z
N

DC version February 2009 

3 
 Cardio

respiratory disorders 
3.1

Hyaline
m
em

brane
disease

/
Respiratory

DistressSyndrom
e
(RDS)

3.2
M
econium

aspiration
syndrom

e
3.3

Prim
ary

persistentpulm
onary

hypertension
3.4

Pulm
onary

hypoplasia
3.5

Chronic
neonatallung

disease
(typically,

bronchopulm
onary

dysplasia)
3.8

O
ther

 

3        Cardio
respiratory disorders 

3.1
Hyaline

m
em

brane
disease

/Respiratory
distress

syndrom
e
(RDS)

3.2
M
econium

aspiration
syndrom

e
3.3

Prim
ary

persistent pulm
onary

hypertension
3.4

Pulm
onary

hypoplasia
3.5

Chronic
neonatallung

disease
(typically,

bronchopulm
onary

dysplasia)
3.6

Pulm
onary

haem
orrhage

3.7
Pneum

othorax
3.8

O
ther

2.2.2 Addition of new
 categories: 4.1 Congenital and 4.2 Acquired; Additional 

subcategories under Categories 4.1 and 4.2 

PSAN
Z

N
DC version O

ctober 2004 
PSAN

Z
N

DC version February 2009 

4 
 Infection 

4.1
Bacterial
4.11

Congenitalbacterial
4.12

Acquired
bacterial

4.2
Viral
4.21

Congenitalviral
4.22

Acquired
viral

4.3
Protozoale.g.Toxoplasm

a
4.4

Spirochaetale.g.Syphilis
4.5

Fungal
4.8

O
ther

4.9
U
nspecified

organism

4       Infection 
4.1

Bacterial
4.11

Congenital
bacterial4.111

Group
B

Streptococcus
4.112

E
coli

4.113
Lysteria

m
onocytogenes

4.114
Spirochaetal,e.g. syphilis

4.118
O
therbacterial

4.119
U
nspecified

bacterial
4.12

Acquired
bacterial

4.121
Group

B
Streptococcus

4.122
E
coli

4.125
O
therGram

negative
bacilli(otherthan

E
coli)

4.126
Staphylococcusaureus

4.127
Coagulase

negative
Staphylococcus

4.128
O
therspecified

bacterial
4.129

U
nspecified

bacterial
4.2

Viral4.21
Congenitalviral
4.211

Cytom
egalovirus

4.213
Herpessim

plex
virus

4.214
Rubella

virus
4.218

O
therspecified

viral
4.219

U
nspecified

viral
4.22

Acquired
viral

4.221
Cytom

egalovirus
4.223

Herpessim
plex

virus
4.224

Rubella
virus

4.228
O
therspecified

viral
4.229

U
nspecified

viral
4.3

Protozoale.g.Toxoplasm
a

4.5
Fungal
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4.8
O
therspecified

organism
4.9

U
nspecified

organism

2.2.3 Additional subcategories under Category 5.2 Intracranial haem
orrhage 

PSAN
Z

N
DC version O

ctober 2004 
PSAN

Z
N

DC version February 2009 

5. 
N

eurological  
5.1

Hypoxic
ischaem

ic
encephalopathy

/Perinatalasphyxia
(typically

infantsof>24
w
eeksgestation

or>600g
birthw

eight)
5.2

Intracranialhaem
orrhage

5.8
O
ther

 

5. 
N

eurological 
5.1

Hypoxic
ischaem

ic
encephalopathy

/
Perinatal

asphyxia
(typically

infantsof>24
w
eeksgestation

or>600g
birthw

eight)
5.2

Intracranialhaem
orrhage

5.21
IntraventricularHaem

orrhage
5.22

SubgalealHaem
orrhage

5.23
Subarachnoid

Haem
orrhage

5.24
SubduralHaem

orrhage
5.28

O
therIntracranialHaem

orrhage
5.8

O
ther

2.2.4 Addition of a new
 category – 7.4 Treatm

ent com
plications; Additional 

subcategories under 7.2 and 7.3. 

PSAN
Z

N
DC version O

ctober 2004 
PSAN

Z
N

DC version February 2009 

7 
O

ther 
7.1

Sudden
InfantDeath

Syndrom
e
(SIDS)

7.11
SIDS

Category
IA:Classic

featuresofSIDS
presentand

com
pletely

docum
ented.

7.12
SIDS

Category
IB:Classic

featuresofSIDS
presentbutincom

pletely
docum

ented.
7.13

SIDS
Category

II:Infantdeathsthatm
eet

category
Iexceptforone

orm
ore

features.
7.2

M
ultisystem

failure
only

ifunknow
n

prim
ary

cause
ortriggerevent

7.3
Traum

a
7.8

O
therspecified

7.9
U
nknow

n/U
ndeterm

ined
7.91

U
nclassified

Sudden
Infant

Death
 

7.92
O
therU

nknow
n/U

ndeterm
ined

7    O
ther 

7.1
Sudden

InfantDeath
Syndrom

e
(SIDS)

7.11
SIDS

Category
IA:Classic

featuresofSIDS
present

and
com

pletely
docum

ented.
7.12

SIDS
Category

IB:Classic
featuresofSIDS

present
butincom

pletely
docum

ented.
7.13

SIDS
Category

II:Infantdeathsthatm
eetcategory

I
exceptforone

orm
ore

features.
7.2

M
ultisystem

failure
7.21

Secondary
to

intrauterine
grow

th
restriction

7.28
O
therspecified

7.29
U
nspecified/undertem

ined
prim

ary
cause

ortrigger
event

7.3
Traum

a
7.31

Accidental
7.32

N
on

accidental
7.39

U
nspecified

7.4
Treatm

entcom
plications

7.41Surgical
7.42

M
edical

7.8
O
therspecified

7.9
U
nknow

n/U
ndeterm

ined
7.91

U
nclassified

Sudden
InfantDeath

7.92
O
therU

nknow
n/U

ndeterm
ined
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3. Changes m
ade in the O

ctober 2004 revision 

3. 1 Classification of associated factors 
To

enable
consideration

offactors
associated

w
ith

perinataldeath,follow
ing

classification
of

the
m
ain

obstetric
antecedentfactoraccording

to
the

PSAN
Z
PDC,and

in
addition

forneonatal
deathsthe

neonatalfactoraccording
to

the
PSAN

Z
N
DC,itisnow

recom
m
ended

thatup
to

tw
o

associated
factors,w

here
present,be

recorded
using

the
classifications.

For
exam

ple,w
hen

the
death

w
as

due
to

placentalabruption
w
hich

w
as

preceded
by

pre
eclam

psia,according
to

the
PSAN

Z
PDC,the

death
isclassified

asHypertension
Pre

eclam
psia

(subcategory
3.5)and

the
associated

factorisclassified
asAntepartum

Haem
orrhage

Placental
Abruption

(subcategory
4.1).

3.2 Subcategories for Special Interest Groups: PDC and N
DC 

The
subcategories

in
Addendum

s
1
and

2
for

SpecialInterest
Groups

in
the

PSAN
Z
PDC

and
PSAN

Z
N
DC

version
M
ay

23
rd2003

have
been

rem
oved

from
the

guideline.These
subcategories

have
been

superseded
by

the
incorporation

ofclassifying
associated

factors
as

discussed
in

1
above

and
the

additionalof
subcategories

w
ithin

the
classification

(Please
see

Hypertension
Category

3
and

APH
Category

4).

3. 3 M
inim

um
 data set for perinatal deaths  

The
SIG

has
developed

a
recom

m
ended

core
dataset

for
the

purpose
of

classification
and

reporting
ofperinataldeaths(see

PSAN
Z
PerinatalM

ortality
AuditPackage

Section
2;Appendix

1) is
recom

m
ended

forthis
purpose.Itis

hoped
thatthe

use
ofthis

core
datasetw

illenhance
the

quality
of

perinatalaudit
and

thus
the

value
of

analyses
of

perinatalm
ortality

audit
and

research
activities

across
AN

Z.

3.4 Changes to the Perinatal D
eath Classification Categories 

3.4.1 Congenital abnorm
ality:  Category 1. 

Additionalsubcategorieshave
been

included
underCategory

1.8
O
thercongenitalabnorm

ality.
These

are:
Category

1.84
Haem

atologicalfor
classification

of
deaths

due
to

haem
atological

abnorm
alities

such
as

thalassem
ia;

and
Category

1.85
Tum

ours
for

classification
of

tum
ours

w
hich

includes
cystic

hygrom
a.

Subcategory
1.7

has
been

renam
ed

to
M
ultiple/non

chrom
osom

al
syndrom

es.
In

addition,
clarification

of
Categories

1.8
O
ther

congenital
abnorm

ality
and

1.9
Unspecified

congenitalabnorm
ality

has
been

included
in
the

Classification
Guide.Categories1.3

Urinary
tractand

1.4
Gastrointestinaltracthave

been
renam

ed
to

U
rinary

system
and

Gastrointestinalsystem
.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

1  
Congenital Abnorm

ality (including term
inations for 

congenital abnorm
alities)  

1.1
Centralnervoussystem

1   
 

Congenital Abnorm
ality (including term

inations 
for congenital abnorm

alities) 
1.1

Centralnervoussystem
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1.2
Cardiovascularsystem

1.3
U
rinary

tract
1.4

Gastrointestinaltract
1.5

Chrom
osom

al
1.6

M
etabolic

1.7
M
ultiple

1.8
O
thercongenitalabnorm

ality
1.81

M
usculoskeletal

1.82
Respiratory

1.83
Diaphragm

atic
hernia

1.88
O
therspecified

congenitalabnorm
ality

1.9
U
nspecified

congenitalabnorm
ality

1.2
Cardiovascularsystem

1.3
U
rinary

system
1.4

Gastrointestinalsystem
1.5

Chrom
osom

al
1.6

M
etabolic

1.7
M
ultiple/non

chrom
osom

alsyndrom
es

1.8
O
thercongenitalabnorm

ality
1.81

M
usculoskeletal

1.82
Respiratory

1.83
Diaphragm

atic
hernia

1.84
Haem

atological
1.85

Tum
ours

1.88
O
therspecified

congenitalabnorm
ality

1.9
U
nspecified

congenitalabnorm
ality

3.4.2 Perinatal infection: Category 2. 
Subcategory

2.4
Spirochaetal

e.g.
Syphilis

has
been

m
oved

to
2.14.

Category
2.8

has
been

renam
ed

O
therspecified

organism
and

2.9
O
therunspecified

organism
.In

addition,clarification
ofthe

use
ofsubcategories2.8

and
2.9

hasbeen
included

in
the

Classification
Guide.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

2  
Perinatal infection 

2.1
Bacterial
2.11

Group
B
Streptococcus

2.12
E
coli

2.13
Listeria

m
onocytogenes

2.18
O
therbacterial

2.19
U
nspecified

bacterial
2.2

Viral
2.21

Cytom
egalovirus

2.22
Parvovirus

2.23
Herpessim

plex
virus

2.24
Rubella

virus
2.28

O
therviral

2.29
U
nspecified

viral
2.3

Protozoale.g.Toxoplasm
a

2.4
Spirochaetale.g.Syphilis

2.5
Fungal

2.8
O
ther

2.9
U
nspecified

organism

2  
Perinatal infection    

2.1
Bacterial
2.11

Group
B
Streptococcus

2.12
E
coli

2.13
Listeria

m
onocytogenes

2.14
Spirochaetale.g.Syphilis

2.18
O
therbacterial

2.19
U
nspecified

bacterial
2.2

Viral
2.21

Cytom
egalovirus

2.22
Parvovirus

2.23
Herpessim

plex
virus

2.24
Rubella

virus
2.28

O
ther vira

2.29
U
nspecified

viral
2.3

Protozoale.g.Toxoplasm
a

2.5
Fungal

2.8
O
therspecified

organism
2.9

O
therunspecified

organism

3.4.3 Hypertension: Category 3  
Tw

o
subcategories

have
been

included
to

identify
laboratory

evidence
ofthrom

bophilia
w
ith

pre
eclam

psia
(Subcategories

3.51
and

3.61).These
categories

w
ere

included
in

the
previous

version
ofthe

guideline
in
the

Addendum
forSpecialInterestGroups.
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PSA
N

Z-PD
C

 version M
ay 23

rd 2003 
PSA

N
Z-PD

C
 version O

ctober 2004 

3 
Hypertension 

3.1
Chronic

hypertension:essential
3.2

Chronic
hypertension:secondary,e.g.renaldisease

3.3
Chronic

hypertension:unspecified
3.4

Gestationalhypertension
3.5

Pre
eclam

psia
3.6

Pre
eclam

psia
superim

posed
on

chronic
hypertension
3.9

U
nspecified

hypertension

3. 
Hypertension 

3.1
Chronic

hypertension:essential
3.2

Chronic
hypertension:secondary,e.g.renaldisease

3.3
Chronic

hypertension:unspecified
3.4

Gestationalhypertension
3.5

Pre
eclam

psia
3.51

W
ith

laboratory
evidence

ofthrom
bophilia

3.6
Pre

eclam
psia

superim
posed

on
chronic

hypertension
3.61

W
ith

laboratory
evidence

ofthrom
bophilia

3.9
U
nspecified

hypertension

3.4.4 Antepartum
 haem

orrhage Category 4 
An

additional
subcategory

4.11
has

been
included

to
identify

laboratory
evidence

of
throm

bophilia
w
ith

placentalabruption.Thiscategoryw
aspreviouslyincluded

in
the

Addendum
forSpecialInterestGroups.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

4 
Antepartum

 Haem
orrhage (APH) 

4.1
Placentalabruption

4.2
Placenta

praevia
4.3

Vasa
praevia

4.8
O
therAPH

4.9
APH

ofundeterm
ined

origin

4 
Antepartum

 Haem
orrhage (APH) 

4.1
Placentalabruption
4.11

W
ith

laboratory
evidence

ofthrom
bophilia

4.2
Placenta

praevia
4.3

Vasa
praevia

4.8
O
therAPH

4.9
APH

ofundeterm
ined

origin

3.4.5 M
aternal conditions: Category 5. 

Category
5.1

has
been

renam
ed

to
Term

ination
of

pregnancy
for

m
aternal

psychosocial
indications.

Additional
subcategories

have
been

included
as

follow
s:

5.5
Lupus

obstetric
syndrom

e
and

5.6
O
bstetric

cholestasis
(previously

classified
under

5.8
O
ther

m
aternal

conditions).

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

5 
M

aternal Conditions 
5.1

Term
ination

ofpregnancy
(otherthan

forcongenital
(fetal)abnorm

ality)
5.2

Diabetes/Gestationaldiabetes
5.3

M
aternalinjury
5.31

Accidental
5.32

N
on

Accidental
5.4

M
aternalsepsis

5.8
O
therm

aternalconditions,e.g.Lupusobstetric
syndrom

e

5 
M

aternal Conditions 
5.1

Term
ination

ofpregnancy
form

aternal
psychosocial

indications
5.2

Diabetes/Gestationaldiabetes
5.3

M
aternal injury
5.31

Accidental
5.32

N
on

accidental
5.4

M
aternalsepsis

5.5
Lupusobstetric

syndrom
e
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5.6
O
bstetric

cholestasis
5.8

O
therspecified

m
aternalconditions

3.4.6 Hypoxic peripartum
 death:  Category 7 

An
additionalsubcategory

has
been

included:7.2
Evidence

ofnon
reassuring

fetalstatus
in

a
norm

ally
grow

n
infant(e.g.abnorm

alfetalheartrate,fetalscalp
ph/lactate,fetalpulse

oxim
etry

w
ithoutintrapartum

com
plications).This

category
identifies

hypoxic
peripartum

deaths
w
here

there
w
as

evidence
offetaldistress

in
a
norm

ally
grow

n
infantw

ithout
apparentintrapartum

com
plications

as
defined

in
7.1.A

new
subcategory

7.3
has

been
included

to
identify

deaths
w
here

there
are

no
apparentcom

plicationsasdefined
in
7.1

and
no

evidence
ofnon

reassuring
fetalstatusasdefined

in
7.2.

In
the

circum
stance

ofa
grow

th
restricted

infantfulfilling
the

criteria
forthiscategory,the

death
should

be
classified

as
Category

8
FetalGrow

th
Restriction

w
ith

the
exception

ofdeaths
due

to
an

intrapartum
obstetriccom

plication
w
here

the
death

should
be

classified
asCategory

7.1.The
Classification

Guide
has

been
updated

to
incorporate

these
changes

and
also

to
clarify

the
application

of Category
7.9

Unspecified
hypoxicperipartum

death.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

7 
Hypoxic Peripartum

 Death (typically infants of 
>24 w

eeks gestation or >600g birthw
eight) 

7.1
W
ith

intrapartum
com

plications 
7.11

U
terine

rupture 
7.12

Cord
prolapse 

7.13
Shoulderdystocia 

7.18
O
ther

7.2
N
o
apparentcom

plications
7.9

U
nspecified

hypoxic
peripartum

death 

7 
Hypoxic Peripartum

 Death (typically infants of 
>24 w

eeks gestation or >600g birthw
eight) 

7.1
W
ith

intrapartum
com

plications
7.11

U
terine

rupture
7.12

Cord
prolapse

7.13
Shoulderdystocia

7.18
O
ther

7.2
Evidence

ofnon
reassuring

fetal statusin
a

norm
ally

grow
n
infant(e.g.abnorm

alfetalheart
rate,fetalscalp

pH/lactate,fetalpulse
oxim

etry
w
ithoutintrapartum

com
plications)

7.3
N
o
intrapartum

com
plicationsand

no
evidence

of
non

reassuring
fetalstatus.

7.9
U
nspecified

hypoxic
peripartum

death

3.4.7 Fetal Grow
th Restriction (FGR): Category 8 

Revised
definition

The
definition

of
FGR

in
the

case
of

a
m
acerated

stillborn
infant

w
ith

suspected
Sm

allfor
GestationalAge

(SGA)and
w
ithoutpriorantenatalultrasound

evidence
ofFGR

hasbeen
revised

to
include

infantsw
ith

a
brain:liverratio

of4:1
atautopsy.Suspected

Sm
allforGestationalAge

(SGA)m
acerated

stillbirths
w
ithoutpriorultrasound

evidence
ofFGR

orbrain:liverratio
of4:1

atautopsy
should

be
classified

asUnexplained
Antepartum

Death
(Category

10),asthe
w
eight

discrepancy
m
ay

be
a
postm

ortem
effect.Custom

ised
centiles (2)should

be
used

in
determ

ining
the

presence
ofFGR,how

ever,asyetdata
are

notavailable
to

recom
m
end

theirroutine
use

in
AN

Z.Itis
also

recom
m
ended

thatfor
fetaldeaths,w

here
possible,the

date
ofdeath

and
not

date
ofbirth

be
used

to
define

the
presence

ofFGR.
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The
changesto

subcategoriesare
asfollow

s:
Subcategory

8.1
description

changed
to

include
Doppler

evidence;subcategory
8.3

new
w
ording:

N
o
placentalpathology;new

subcategory
8.8

O
ther

placentalpathology
is
used

w
hen

placental
pathology

asdescribed
in
the

subcategories8.1
or8.2

isnotpresent.

Clarification
ofthe

use
of subcategory

8.9
Unspecified

ornotknow
n
w
hetherplacenta

exam
ined

has
been

included
in
the

Classification
Guide.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

8 
Fetal Grow

th Restriction (FGR) 
8.1

W
ith

evidence
ofuteroplacentalinsufficiency

e.g.
significantinfarction,acute

atherosis,m
aternaland/orfetal

vascularthrom
bosisorm

aternalfloorinfarction
8.2

W
ith

chronic
villitis

8.3
W
ithoutthe

above
placentalpathology

8.4
N
o
exam

ination
ofplacenta

8.9
U
nspecified

FGR
ornotknow

n
w
hetherplacenta

exam
ined

8 
Fetal Grow

th Restriction (FGR) 
8.1

W
ith

evidence
ofreduced

vascularperfusion
on

Dopplerstudiesand
/orplacentalhistopathology

(e.g.
significantinfarction,acute

atherosis,m
aternaland/or

fetalvascularthrom
bosisorm

aternalfloorinfarction)
8.2

W
ith

chronic
villitis

8.3
N
o
placentalpathology

8.4
N
o
exam

ination
ofplacenta

8.8
O
therspecified

placentalpathology
8.9

U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

3.4.8 Spontaneous preterm
: Category 9 

Description
change

forsubcategories9.11,9.21
and

9.31
to

W
ith

chorioam
nionitisconfirm

ed
on

placentalhistopathology
to

clarify
the

need
for

placentalconfirm
ation

ofchorioam
nionitis

for
this

category;
new

subcategories
9.13,

9.23
or

9.33
for

clinical
chorioam

nionitis
w
here

no
placentalhistopathology

isavailable;new
subcategories

9.17,9.27
and

9.37
N
o
clinical signsof

chorioam
nionitis,no

exam
ination

ofplacenta.

Clinicalchorioam
nionitis

is
defined

as
m
aternalfever

(
38

0C)associated
w
ith

one
or

m
ore

of
the

follow
ing

sym
ptom

sorsigns:m
aternalorfetaltachycardia,uterine

tenderness,m
alodorous

am
niotic

fluid,and
m
aternalleukocytosis

orraised
C
reactive

protein.
Clarification

on
the

use
ofsubcategory

9.39
hasbeen

included
in
the

Classification
Guide.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 
2004 

9 
Spontaneous Preterm

 (<37 w
eeks gestation) 

9.1
Spontaneouspreterm

w
ith

intactm
em

branes,or
m
em

brane
rupture

<24
hoursbefore

delivery 
9.11

W
ith

chorioam
nionitis 

9.12
W
ithoutchorioam

nionitis 
9.13

N
o
exam

ination
ofplacenta 

9.19
U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined 

9.2
Spontaneouspreterm

w
ith

m
em

brane
rupture

24
hoursbefore

delivery 
9.21

W
ith

chorioam
nionitis, 

9.22
W
ithout chorioam

nionitis, 

9 
Spontaneous Preterm

 (<37 w
eeks  

gestation) 
9.1

Spontaneouspreterm
w
ith

intactm
em

branes,or
m
em

brane
rupture

<24
hoursbefore

delivery
9.11

W
ith

chorioam
nionitison

placentalhistopathology
9.12

W
ithoutchorioam

nionitison
placental

histopathology
9.13

W
ith

clinicalevidence
ofchorioam

nionitis,no
exam

ination
ofplacenta

9.17
N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.19
U
nspecified

ornotknow
n
w
hetherplacenta
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9.23
N
o
exam

ination
of

placenta
9.29

U
nspecified

ornotknow
n

w
hetherplacenta

exam
ined 

9.3
Spontaneouspreterm

w
ith

m
em

brane
rupture

of
unknow

n
duration

before
delivery, 

9.31
W
ith

chorioam
nionitis 

9.32
W
ithoutchorioam

nionitis 
9.33

N
o
exam

ination
ofplacenta

9.39
U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined 

exam
ined

9.2
Spontaneouspreterm

w
ith

m
em

brane
rupture

³24
hours

before
delivery

9.21
W
ith

chorioam
nionitison

placentalhistopathology
9.22

W
ithoutchorioam

nionitison
placental

histopathology
9.23

W
ith

clinicalevidence
ofchorioam

nionitis,no
exam

ination
ofplacenta

9.27
N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.29
U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

9.3
Spontaneouspreterm

w
ith

m
em

brane
rupture

of
unknow

n
duration

before
delivery

9.31
W
ith

chorioam
nionitison

placentalhistopathology
9.32

W
ithoutchorioam

nionitison
placental

histopathology
9.33

W
ith

clinicalevidence
ofchorioam

nionitis,no
exam

ination
ofplacenta

9.37
N
o
clinicalsignsofchorioam

nionitis,no
exam

ination
ofplacenta

9.39
U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

3.4.9 U
nexplained antepartum

 death: Category 10 
Description

change
to

subcategory
10.1

to
include

Doppler
evidence

of
reduced

vascular
perfusion;

subcategory
10.3

has
been

rew
orded;

new
subcategory

10.8
O
ther

placental
pathology

isused
w
hen

placentalpathology
asdescribed

in
the

subcategories10.1
or10.2

isnot
present;Category

10.9
description

changed
for

clarity.
Clarification

ofthe
use

of subcategory
10.9

Unspecified
or

not
know

n
w
hether

placenta
exam

ined
has

been
included

in
the

Classification
Guide.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

10 
U

nexplained Antepartum
 Death 

10.1
W
ith

evidence
ofuteroplacentalinsufficiency,e.g.

significantinfarction,acute
atherosis,m

aternaland/orfetal
vascularthrom

bosisorm
aternalfloorinfarction 

10.2
W
ith

chronic
villitis 

10.3
W
ithoutthe

above
placentalpathology 

10.4
N
o
exam

ination
ofplacenta 

10.9
U
nspecified

unexplained
antepartum

death
ornot

know
n
w
hetherplacenta

exam
ined 

10 
U

nexplained Antepartum
 Death 

10.1
W
ith

evidence
of reduced

vascularperfusion
on

Dopplerstudiesand
/orplacentalhistopathology

(e.g.
significantinfarction,acute

atherosis,m
aternaland/or

fetalvascularthrom
bosisorm

aternalfloorinfarction)
 

10.2
W
ith

chronic
villitis 

10.3
N
o
placentalpathology

 
10.4

N
o
exam

ination
ofplacenta 

10.8
O
therspecified

placentalpathology 
10.9

U
nspecified

ornotknow
n
w
hetherplacenta

exam
ined

3.4.10 N
o obstetric antecedent: Category 11. 

Subcategories
11.1

SIDS
and

11.91
Unclassified

Sudden
Infant

Death
are

defined
according

to
the

new
SIDS

classification
system

by
Krous

etal (11).This
classification

system
provides

a
broad

overalldefinition
ofSIDS

w
hich

is
then

subcategorised
on

the
basis

ofspecific
epidem

iological
features

and
the

am
ountofinform

ation
available

(Please
see

below
).Subcategory

11.92
O
ther
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Unknow
n/Undeterm

ined
has

been
included

to
identify

unknow
n
causes

ofdeath
w
hich

do
not

fulfilthe
criteria

ofCategory
11.92.

An
explanation

ofthe
categoriesisincluded

in
the

Classification
Guide.

In
addition,

subcategory
11.8

has
been

renam
ed

to
O
ther

specified
for

clarity
and

includes
classification

ofconditionsw
hich

are
notincluded

in
subcategories.

PSAN
Z

PDC version M
ay 23

rd 2003 
PSAN

Z
PDC version O

ctober 2004 

11 
N

o O
bstetric Antecedent 

11.1
SIDS

 
11.11

Consistentw
ith

SIDS
 

11.12
Possible

SIDS 
11.2

Postnatally
acquired

infection 
11.3

Accidentalasphyxiation 
11.4

O
theraccident,poisoning

orviolence
(postnatal) 

11.8
O
ther 

11.9
U
nknow

n
/U

nexplained
 

11 
N

o O
bstetric Antecedent 

11.1
Sudden

InfantDeath
Syndrom

e
(SIDS) 

11.11
SIDS

Category
IA:Classic

featuresofSIDS
presentand

com
pletely

docum
ented.  

11.12
SIDS

Category
IB:Classic

featuresofSIDS
presentbutincom

pletely
docum

ented. 
11.13

SIDS
Category

II:Infantdeathsthatm
eet

Category
Iexceptforone

orm
ore

features. 
11.2

Postnatally
acquired

infection 
11.3

Accidentalasphyxiation 
11.4

O
theraccident,poisoning

orviolence
 

(postnatal) 
11.8

O
therspecified

11.9
U
nknow

n/U
ndeterm

ined
11.91

U
nclassified

Sudden
InfantDeath

11.92
O
therU

nknow
n/U

ndeterm
ined

3.5  Changes to the N
eonatal D

eath Classification Categories 

3.5.1 Congenital abnorm
ality:  Category 1. 

Changesto
subcategorieshave

been
m
ade

asforthe
PerinatalDeath

Classification.

3.5.2 O
ther: Category 7. 

Changesto
the

classification
ofSIDS

have
been

m
ade

asforthe
PerinatalDeath

Classification.
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APPEN
DIX

V
DEVELO

PM
EN

T
O

F
PSAN

Z
PERIN

ATAL
DEATH

CLASSIFICATIO
N

AN
D

PSAN
Z

N
EO

N
ATAL

DEATH
CLASSIFICATIO

N

Since
1986,clinicians

in
som

e
Australian

States
and

Territory
PerinatalCom

m
ittees

(notably
South

Australia
and

Q
ueensland)

and
the

Perinatal
M
ortality

Com
m
ittee

at
the

N
ational

W
om

en's
Hospitalin

Auckland,have
been

considering
w
ays

ofclassifying
fetaland

neonatal
deaths

beyond
standard

ICD
(InternationalClassification

ofDiseases)coding,w
ith

a
view

to
better assessing

aetiology
(in

orderto
considerpreventable

factors)and
to

m
ore

accurately
determ

ine
specific

factorsleading
to

neonataldeath.

Experience
w
ith

the
W
hitfield

obstetric
antecedent

classification
1
led

to
realisation

that
there

w
ere

shortcom
ingsw

ith
thissystem

itw
asnothierarchicaland

did
notaccom

m
odate

m
ore

recentknow
ledge

aboutthe
causation

ofsom
e
perinataldeaths.M

odifications
ofthe

W
hitfield

system
w
ere

m
ade

and
published

independently
by

the
South

Australian
and

Q
ueensland

com
m
ittees

and
in

the
N
ationalW

om
en’s

Hospitalreport.In
1999,the

N
ational

PerinatalData
Developm

ent
Com

m
ittee

(N
PDDC)

recom
m
ended

that
the

topic
be

further
considered

at
a
w
orkshop

to
be

held
about

the
tim

e
of

the
4th

AnnualConference
of

the
PerinatalSociety

of
Australia

and
N
ew

Zealand,held
in

Brisbane
on

the
16th

M
arch

2000,
attended

by
representativesofm

ostjurisdictions.Thisw
asthe

third
such

w
orkshop,the

tw
o

previous
being

in
Brisbane

1996
and

Alice
Springs

1998.At
this

w
orkshop

it
w
as

agreed
to

attem
pt

to
develop

uniform
classification

system
s

for
use

throughout
Australia

and
N
ew

Zealand.
It

w
as

agreed
that

drafts
be

developed
by

the
Q
ueensland

and
South

Australian
representatives,and

circulated
for

com
m
ent

and
discussion,to

representatives
from

the
other

Australian
States

and
Territories

and
from

N
ew

Zealand,
w
ith

a
view

to
presenting

a
consensus

to
the

N
PDDC

in
July

2000.Consensus
w
as

reached
and

the
finalised

classificationsw
ere

accepted
by

the
N
PDDC.

The
classifications

system
s

w
ere

originally
nam

ed
the

Australian
and

N
ew

Zealand
Antecedent

Classification
of

Perinatal
M
ortality

(AN
ZACPM

),
and

the
Australian

and
N
ew

Zealand
N
eonatalDeath

Classification
(AN

ZN
DC).Follow

ing
endorsem

entofthis
activity

as
a

SpecialInterestGroup
ofthe

PSAN
Z
in
M
arch

2003,the
classificationshave

been
renam

ed
to

the
PerinatalSociety

of
Australia

and
N
ew

Zealand
PerinatalDeath

Classification
(PSAN

Z
PDC)and

the
PerinatalSociety

ofAustralia
and

N
ew

Zealand
N
eonatalDeath

Classification
(PSAN

Z
N
DC).

A
description

of
the

classification
developm

ent
in

the
context

of
other

classification
system

sw
asrecently

published
in
the

JournalofPaediatricsand
Child

Health
2.
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APPEN
DIX

W
M

ETHO
DS

O
F

GU
IDELIN

E
DEVELO

PM
EN

T
AN

D
REVISIO

N

The
guideline

has
been

developed
by

the
PerinatalSociety

ofAustralia
and

N
ew

Zealand
Perinatal

M
ortality

(PSAN
Z
PM

G) 1The
Centre

forClinicalStudies(CCS)(now
M
aterM

others’Research
Centre

M
M
RC),M

ater
Health

Services,Brisbane
w
as

originally
com

m
issioned

by
the

PSAN
Z
PM

G
(through

funding
m
ade

available
by

the
Royal

Australian
and

N
ew

Zealand
College

of
O
bstetricians

and
Gynaecologists,

SAN
DS

Q
ueensland

and
SIDS

and
Kids)

to
coordinate

the
developm

ent
of

the
guidelines.The

M
M
RC

conducted
the

literature
search

and
collated

the
review

and
assem

bled
the

draftguidelinesin
consultation

w
ith

W
orking

Party
m
em

bers.In
the

second
revision

(2008/2009),the
PSAN

Z
PM

G
collaborated

w
ith

Australia
and

N
ew

Zealand
Stillbirth

Alliance
(AN

ZSA)w
ith

fundsm
ade

available
by

PSAN
Z
and

AN
ZSA.In

the
third

revision
ofthe

guideline
in
2017,the

PSAN
Z
Stillbirth

and
N
eonatal

Death
Alliance

(previously
PSAN

Z
PM

G
)
w
orked

in
partnership

w
ith

N
HM

RC
Centre

of
Research

Excellence
(previously

AN
ZSA)

follow
ing

the
m
ethods

of
the

original
version

of
the

guidelines.
Literature

searchesw
ere

updated
to

Dec
2015.

PerinatalM
ortality

GuidelinesW
orking

Party
The

W
orking

Party
w
asoriginally

convened
in
M
arch

2004
to:

Produce
a
guideline

on
PerinatalM

ortality
Auditforuse

in
Australia

and
N
ew

Zealand;
Identify

gapsin
currentinform

ation
and

data
forthe

ongoing
refinem

entand
evaluation

of
the

above
guideline;and

Collaborate
w
ith

localand
nationalbodiesin

the
developm

ent,im
plem

entation
and

evaluation
ofthe

guideline
including

the
im

pacton
health

outcom
es

In
fulfilling

this
task,

the
W
orking

Party
follow

ed
the

procedures
recom

m
ended

in
the

N
HM

RC
docum

ents:Handbook
serieson

preparing
clinicalpractice

guidelines,endorsed
N
ovem

ber1999
2and

2011
3forsubsequentupdates

Thisprocessincluded
attention

to
the

follow
ing

steps:

Define
the

scope
ofthe

guidelinesin
orderto:ensure

clinicalrelevance;identify
further

questions,targetgroupsand
relevanthealth

outcom
esto

be
addressed

by
the

guidelines;
Assessany

existing
guidelines;

U
ndertake

(orcom
m
ission)a

system
atic

review
ofthe

literature
and

evaluate
the

extentand
strength

ofthe
scientific

evidence
relating

to
the

effectivenessand
appropriatenessofthe

relevantinterventions;
Refine

the
evidence

based
guidelinesand

otherm
aterialsto

explain
guidelinesto

consum
ers

and
otherdefined

targetgroups;
U
ndertake

w
iderconsultation;

Dissem
inate

and
im

plem
entguidelines;and

Evaluate
and

m
aintain

guidelines.

The
W
orking

Party
w
asre

convened
in
February

2008
to

review
and

update
the

guideline.A
one

day
m
eeting

w
asheld

in
Sydney

to
discussthe

required
changeson

the
basisofw

hich
am

endm
entsw

ere
m
ade

and
finalised

through
em

ailcom
m
unication.Section

7
w
asfinalised

in
April2009.
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Consultation
process

Forthe
firstversion

ofthe
guideline,tw

o
m
eetingsw

ere
held

in
M
arch

2004
atthe

PSAN
Z
8th

Annual
Congress,Sydney,Australia;one

m
eeting

involved
the

w
hole

W
orking

Party;the
other,the

perinatal
pathologists.Subsequently,subgroupsofthe

W
orking

Partyw
ere

setup
foreach

ofthe
m
ajorsections

of
the

guideline
based

on
the

interests
of

the
m
em

bers.
Consultation

w
as

undertaken
w
ith

the
subgroup

m
em

bersby
em

ailand
telephone

to
produce

a
finaldraftforconsultation.

O
rganisationsincluded

in
the

w
iderconsultation

up
to

and
including

the
2008/9

update
w
ere

as
follow

s:

ACM
I

Australian
College

ofM
idw

ivesIncorporated

ACN
N

Australian
College

ofN
eonatalN

urses

HGSA
Hum

an
GeneticsSociety

Australasia

PSAN
Z

PerinatalSociety
ofAustralia

and
N
ew

Zealand

RAN
ZCO

G
RoyalAustralian

and
N
ew

Zealand
College

ofO
bstetriciansand

Gynaecologists

SAN
DS

(Q
ld)

Stillbirth
and

N
eonatalDeath

SupportGroup
(Q
ld)

SIDS
&
Kids

Sudden
InfantDeath

&
Stillbirth

and
Kids

AN
ZN

N

BBF

SBF

Australian
and

N
ew

Zealand
N
eonatalN

etw
ork

Bonnie
BabesFoundation*

The
Stillbirth

Foundation
Australia*

*second
edition

ofthe
Guideline

only.



3PerinatalSociety
ofAustralia

and
N
ew

Zealand
ClinicalPractice

Guideline
forCare

Around
Stillbirth

and
N
eonatalDeath,Third

Edition,M
arch

2018

O
rganisationsincluded

in
the

w
iderconsultation

forthe
2017

update
are

asfollow
s:

Australian
College

ofM
idw

ives

Australian
College

ofN
eonatalN

urses

Hum
an

GeneticsSociety
Australasia

PerinatalSociety
ofAustralia

and
N
ew

Zealand

RoyalAustralian
and

N
ew

Zealand
College

ofO
bstetriciansand

Gynaecologists

W
om

en’sHealthcare
Australasia

Stillbirth
and

N
eonatalDeath

SupportN
ational

Red
N
ose

Australian
and

N
ew

Zealand
N
eonatalN

etw
ork

The
Stillbirth

Foundation
Australia

StillAw
are

BearsofHope

Q
ueensland

M
aternalPerinatalQ

uality
Council

Consultative
Councilon

O
bstetric

and
Paediatric

M
orbidity

and
M
ortality,Victoria

M
aternaland

PerinatalM
ortality

Com
m
ittee,South

Australia

Councilon
O
bstetric

and
Paediatric

M
ortality,Tasm

ania

Perinataland
InfantM

ortality
Com

m
ittee

ofW
estern

Australia

PerinatalM
ortality

and
M
orbidity

Review
Com

m
ittee,N

ew
Zealand



4PerinatalSociety
ofAustralia

and
N
ew

Zealand
ClinicalPractice

Guideline
forCare

Around
Stillbirth

and
N
eonatalDeath,Third

Edition,M
arch

2018

Search
strategy

A
com

prehensive
search

strategy
w
asdeveloped

based
on

the
initialdiscussionsofthe

W
orking

Party
and

those
of

the
W
orking

Party’s
subgroups.The

search
strategy

included
an

electronic
database

search
and

guideline
w
ebsite

search.In
addition,the

CCS
and

m
em

bersofthe
W
orking

Party
searched

previous
review

s
including

cross
references

and
contacted

experts
in

the
field

for
additional

inform
ation.

The
search

strategy
forthe

firstedition
included

searches
ofthe

follow
ing

electronic
databases:The

Cochrane
Library

(Issue
2,2004);M

EDLIN
E
(1966

2004);and
CIN

AHL(1982
2004).Genericterm

sw
ere

used
throughoutthe

guideline,w
ith

additionalterm
sincluded

in
the

section
specific

searches.

Generic
search

term
sincluded:textterm

s;f?etaldeath,f?etalw
astage,perinatalm

ortality,perinatal
death,stillb*,neonatalm

ortality,neonataldeath,N
N
D
and

M
eSH

term
s;fetaldeath

and
perinatal

death.

The
generic

search
term

sw
ere

com
bined

w
ith

section
specific

term
s,including

the
follow

ing:review
,

audit,classification,investigat*,guideline,protocol,test*,explor*
rural,non

m
etropolitan,outreach,

isolat*,info*,brochure*,pam
phlet*,parent*,m

other*,father*,profession*,nurs*,m
idw

i*,doctor*,
p?ediatric*,

neonatolog*,
bereave*,

grief,
em

otion*,
care,

psycho*,
funeral,

social*,
suboptim

al,
substandard,

standard*,
inadequate,

com
pliance,

m
anage*,

HBA1c,
glucose

tolerance
test,

GTT,
Fasting

blood
glucose.

Thissearch
w
asupdated

and
expanded

in
February

2008,searching
the

years2004
to

M
arch

2008.

The
follow

ing
guideline

w
eb

sites
w
ere

searched
in
M
arch

2008
forexisting

perinatalm
ortality

audit
guidelines.

W
eb

site
nam

e/O
rganisation

nam
e

W
eb

site
address/U

RL

Alberta
M
edicalAssociation,Canada

http://w
w
w
.albertadoctors.org/hom

e

Am
erican

College
ofO

bstetricsand
Gynecology

http://w
w
w
.acog.com

/

Association
ofW

om
en’sHealth,O

bstetric
and

N
eonatalN

urses
http://w

w
w
.aw

honn.org/aw
honn

Australian
Governm

ent,Departm
entofHealth

&
Ageing:Safety

&
Q
uality

in
Health

Care
http://w

w
w
.health.gov.au

Australian
Governm

ent,N
ationalHealth

&
M
edicalResearch

Council
http://w

w
w
.nhm

rc.gov.au

British
Colum

bia
PerinatalCare

Program
,,

Canada
http://w

w
w
.bcphp.ca/Perinatal%

20M
ortality%

20
Guidelines.htm

Canadian
Paediatric

Society
http://w

w
w
.cps.ca/english/publications

Canadian
Task

Force
O
n
Preventive

Health
Care:

Evidence
Based

ClinicalPrevention
http://w

w
w
.ctfphc.org/

ConfidentialEnquiry
into

M
aternaland

Child
Health

(CEM
ACH)

http://w
w
w
.cem

ach.org.uk/Publications.aspx

Departm
entofHealth,N

ew
South

W
ales

http://w
w
w
.health.nsw

.gov.au/
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Departm
entofHealth,U

nited
Kingdom

http://w
w
w
.dh.gov.uk/Hom

e/fs/en

Departm
entofHealth,W

estern
Australia

http://w
w
w
.health.w

a.gov.au/

Guideline
Advisory

Com
m
ittee,O

ntario,Canada
http://w

w
w
.gacguidelines.ca/

HSTAT
–
Health

Services/Technology
Assessm

entText
http://w

w
w
.ncbi.nlm

.nih.gov/books/bv.fcgi?rid=h
stat

Hum
an

Tissue
Authority,U

nited
Kingdom

http://w
w
w
.hta.gov.uk/guidance/codes_of_practi

ce.cfm

Institute
ofClinicalSystem

sIm
provem

ent
http://w

w
w
.icsi.org/guidelines_and

_m
ore/

King
Edw

ard
M
em

orialHospitalforW
om

en,
Subiaco,W

estern
Australia

http://w
w
w
.kem

h.health.w
a.gov.au/

N
ationalGuideline

Clearinghouse
http://w

w
w
.guideline.gov/

N
ationalInstitute

forClinicalExcellence,U
K

http://w
w
w
.nice.org.uk/

N
eonatology

on
the

W
eb

http://w
w
w
.neonatology.org/

N
ew

Zealand
GuidelinesGroup

http://w
w
w
.nzgg.org.nz/index.cfm

?screensize=10
24&

ScreenResSet=yes

PrincessM
argaretHospitalforChildren,

Subiaco,W
estern

Australia
http://w

w
w
.pm

h.health.w
a.gov.au/

Q
ueensland

Health,Australia
http://qheps.health.qld.gov.au/

RoyalChildren’sHospital,M
elbourne,Australia

http://w
w
w
.rch.org.au/clinicalguide/index.cfm

?d
oc_id=5033

RoyalCollege
ofO

bstetriciansand
Gynaecologists,U

K
http://w

w
w
.rcog.org.uk/index.asp?PageID=8

RoyalCollege
ofPathologists

http://w
w
w
.rcpath.org/

RoyalPrince
Alfred

Hospital,Cam
perdow

n,N
ew

South
W
ales

http://w
w
w
.cs.nsw

.gov.au/rpa/

Scottish
Intercollegiate

GuidelinesN
etw

ork
(SIGN

)
http://w

w
w
.sign.ac.uk/

Society
ofO

bstetriciansand
Gynaecologistsof

Canada
http://w

w
w
.sogc.org/index_e.asp

Three
CentresCollaboration,Australia

http://w
w
w
.3centres.com

.au/

U
niversity

ofCalifornia
and

San
Francisco,

U
nited

States
http://m

edicine.ucsf.edu/resources/guidelines/

U
niversity

ofM
anitoba,Canada

http://um
anitoba.ca/
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W
isconsin

Stillbirth
Service

Program
http://w

w
w
.w
isc.edu/w

issp/

W
om

en’sand
Children’sHospital,Adelaide,

Australia
http://w

w
w
.w
ch.sa.gov.au/

The
guideline

w
eb

site
search

yielded
the

follow
ing

22
guidelineson

aspectsofperinatalm
ortality

audit:

Association
Guideline

Alberta
M
edical

Association
Alberta

M
edicalAssociation.Investigation

ofStillborn
Protocol.In:Alberta

M
edicalAssociation;1998

(updated
2005).

http://w
w
w
.albertadoctors.org/bcm

/am
a/am

a
w
ebsite.nsf/AllDoc/FB1F65D913EDB64787256E2A005E700E?O

penDocum
e

ntaccessed
2008

British
Colum

bia
Reproductive

Care
Program

British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
1:The

PerinatalM
ortality

Review
Process.British

Colum
bia;1999.

http://w
w
w
.bcrcp.xplorex.com

//sites/bcrcp/files/Guidelines/Pm
g/M

asterP
M
1Review

ProcessApril99.pdf
accessed

2008
British

Colum
bia

Reproductive
Care

Program

British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
2:HospitalPerinatalM

ortality
Review

Com
m
ittee:Term

sofReference.
British

Colum
bia;1999.

http://w
w
w
.bcrcp.xplorex.com

//sites/bcrcp/files/Guidelines/Pm
g/M

asterP
M
2TO

RHospReview
Com

m
April99.pdf

accessed
2008

British
Colum

bia
Reproductive

Care
Program

British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
3:

Classification
ofPerinatalDeaths.British

Colum
bia;1999.

http://w
w
w
.bcrcp.xplorex.com

//sites/bcrcp/files/Guidelines/Pm
g/M

asterPM
3ClassifDeathsApril99.pdfaccessed

2008

British
Colum

bia
Reproductive

Care
Program

British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
4:

ClinicalExam
ination

ofthe
Placenta.British

Colum
bia;1999.

http://w
w
w
.bcrcp.xplorex.com

//sites/bcrcp/files/Guidelines/Pm
g/M

asterPM
4Exam

PlacentaApril99.pdfaccessed
2008

British
Colum

bia
Reproductive

Care
Program

British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
5:

Investigation
and

Assessm
entofStillbirths.British

Colum
bia;1999.

http://w
w
w
.bcrcp.xplorex.com

//sites/bcrcp/files/Guidelines/Pm
g/M

asterPM
5InvestAssesStillbirthsM

ay2000.pdf
accessed

2008

Canadian
Paediatric

Society
Canadian

Paediatric
Society

Statem
ent.Guidelinesforhealth

care
professionalssupporting

fam
iliesexperiencing

a
perinatalloss.Paediatric

Child
Health

2001;6(7):469
477.(Re

affirm
ed

M
ay

2007)
http://w

w
w
.cps.ca/english/statem

ents/FN
/FN

01
02.pdfaccessed

2008

South
Australian

Departm
entof

Hum
an

Services

Departm
entofHum

an
ServicesSouth

Australia.M
aternal,Perinataland

InfantM
ortality

in
South

Australia
2006.

Including
South

Australian
Protocolforinvestigation

ofstillbirths.In:Departm
entofHum

an
Services,

South
Australia;2007.http://w

w
w
.dh.sa.gov.au/pehs/PDF

files/0712
m
ortality

report
2006.pdf

accessed
2008

RoyalPrince
Alfred

Hospital,
Sydney,N

SW

Departm
entofN

eonatalM
edicine

RPAH.Stillbirths.In:CentralSydney
Area

Health
Service.

http://w
w
w
.cs.nsw

.gov.au/rpa/neonatal/default.htm
accessed

2008
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Departm
entof

Health,U
K

DH
ClinicalEthicsand

Hum
an

Tissue
Branch.Fam

iliesand
postm

ortem
s

A
code

ofpractice.BestPractice
Guideline.London:Departm

entofHealth;
2003

April2003.
http://w

w
w
.dh.gov.uk/assetRoot/04/05/43/12/04054312.pdfaccessed

2008
Departm

entof
Health,U

K
DH

ClinicalEthicsand
Hum

an
Tissue

Branch.A
guide

to
the

postm
ortem

exam
ination

procedure
involving

a
baby

orchild.In:Departm
entofHealth;

2003.http://w
w
w
.dh.gov.uk/assetRoot/04/08/39/60/04083960.pdf

accessed
2004

Q
ueensland

Departm
entof

Health

Q
ueensland M

aternal and P
erinatal Q

uality C
ouncil. M

aternal and P
erinatal 

M
ortality A

udit: G
uidelines for M

aternity H
ospitals. Q

ueensland: Q
ueensland 

G
overnm

ent, Q
ueensland H

ealth; 2003.

RoyalChildren’s
Hospital,
M
elbourne,VIC

Kane
H,W

ilkinson
G.Reproductive

Loss:Pre
20

W
eek

/Stillbirth
/neonatal

death
/infantdeath,M

elbourne.M
elbourne:RoyalChildren’sHospital,

M
elbourne;2003

19/05/2003.ReportN
o.:9W

04
1
002.

http://w
w
w
.rch.org.au/intranet/policy/9W

041002.htm
accessed

2004
N
otable

to
be

accessed
M
arch

2008
RoyalChildren’s
Hospital,
M
elbourne,VIC

Kane
H,W

ilkinson
G.Reproductive

Loss:Stillbirth
20

w
eeksand

over,
M
elbourne.Electronic.M

elbourne:RoyalChildren’sHospital,M
elbourne;

2003
17/05/2003.ReportN

o.:9W
04

2
038.

http://w
w
w
.rch.org.au/intranet/policy/9W

042038.htm
accessed

2004
N
otable

to
be

accessed
M
arch

2008
W
estern

Australia
Departm

entof
Health

M
cLaughlin

V.N
on

CoronialPost
M
ortem

Exam
inations:Code

ofPractice
2007,W

A:Health
Departm

ent,W
A;2007.

http://w
w
w
.health.w

a.gov.au/postm
ortem

/docs/N
on

Coronial_Post
M
ortem

_Exam
inations_Code_of_Practice_2007.pdfaccessed

M
arch

2008
N
ew

South
W
ales

Departm
entof

Health

N
SW

Health
Departm

ent.Stillbirth:M
anagem

entand
Investigation..

Electronic/circular.Sydney:N
SW

Health
Departm

ent;1997
27/10/1997.

ReportN
o.:97/107.

http://w
w
w
.health.nsw

.gov.au/policies/pd/2007/pdf/PD2007_025.pdf
accessed

M
arch

2008
N
ew

South
W
ales

Departm
entof

Health

N
SW

Health
Departm

ent.HospitalProceduresforreview
and

reporting
of

perinataldeaths.In;2006.
http://w

w
w
.health.nsw

.gov.au/policies/pd/2006/pdf/PD2006_006.pdf
accessed

M
arch

2008
RoyalCollege

of
Pathologists,U

K
RoyalCollege

ofPathologists.Appendix
6:Guidelinesforautopsy

investigation
offetaland

perinataldeath.London:RoyalCollege
of

Pathologists;2002
Sept2002.

http://w
w
w
.rcpath.org/resources/pdf/appendix_6.pdfaccessed

M
arch

2008
RoyalChildren’s
Hospital,
M
elbourne,VIC

RossJ,Sm
ith

M
,Dutton

G.Reproductive
Loss:N

eonatal/InfantDeath.
Electronic.M

elbourne:RoyalChildren'sHospital,M
elbourne;1999

18/11/99.ReportN
o.:9W

04
2
019.

http://w
w
w
.rch.org.au/intranet/policy/9W

042019.htm
accessed

M
arch

2008
King

Edw
ard

M
em

orial
Hospital,W

A

W
om

en'sand
Children'sHealth

ServicesW
A.PerinatalDeath.In:King

Edw
ard

M
em

orialHospital;2001.
http://w

w
w
.kem

h.health.w
a.gov.au/developm

ent/m
anuals/guidelines.htm

accessed
M
arch

2008
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W
om

en’sand
Children’s
Hospital,
Adelaide,SA

W
om

en'sand
Children'sHospitalAdelaide.PerinatalProtocolsand

GuidelinesforM
anagem

ent;1996.
http://w

w
w
.w
ch.sa.gov.au/services/az/divisions/w

ab/deliverysuite/
accessed

2004
Directed

to
South

Australian
Governm

ent.
(below

)
Governm

entof
South

Australia.
Departm

entof
Health.

S
outh A

ustralian P
erinatal P

ractice G
uidelines 

http://w
w
w
.health.sa.gov.au/PPG/Default.aspx?tabid=113

accessed
M
arch

2008.

Levelsofevidence
Asdefined

by
"A

guide
to

the
developm

ent,im
plem

entation
and

evaluation
ofclinicalpractice

guidelines" 4,http://w
w
w
.nhm

rc.gov.au/publications/synopses/cp30syn.htm

LevelIevidence
obtained

from
a
system

atic
review

ofallrelevantrandom
ised

controlled
trials.

LevelIIevidence
obtained

from
atleastone

properly
designed

random
ised

controlled
trial.

LevelIII1
evidence

obtained
from

w
elldesigned

pseudo
random

ised
controlled

trials(alternate
allocation

orsom
e
otherm

ethod).

LevelIII2
evidence

obtained
from

com
parative

studiesw
ith

concurrentcontrolsand
allocation

not
random

ised
(cohortstudies),case

controlstudies,orinterrupted
tim

e
seriesw

ith
a
controlgroup.

LevelIII3
evidence

obtained
from

com
parative

studiesw
ith

historicalcontrol,tw
o
orm

ore
single

arm
studies,orinterrupted

tim
e
seriesw

ithouta
parallelcontrolgroup.

LevelIV
evidence

obtained
from

case
series,eitherpost

testorpre
testand

post
test.

Although
an

attem
ptw

asinitially
m
ade

to
apply

the
above

quality
ratingsto

the
available

literature,
due

to
lim

ited
resourcesavailable

fordevelopm
entofthe

guideline
com

bined
w
ith

the
apparent

paucity
ofhigh

quality
evidence,itw

asdecided
notto

continue
w
ith

thisactivity.Therefore,
recom

m
endationsare

based
on

consensusby
the

W
orking

Party
afterreview

ofthe
available

inform
ation

and
levelsofevidence

are
notreferred

to
in
the

guideline.

2.Section
notes

Section
2

In
the

developm
entofthissection

an
attem

ptw
asm

ade
to

obtain
allexisting

nationaland
internationalguidelinesand

protocolson
perinatalm

ortality
review

.The
follow

ing
guideline/policy

statem
entsw

ere
used

asa
basisfordevelopm

entofthisguideline:

1.Q
ueensland

M
aternaland

PerinatalQ
uality

Council.M
aternaland

PerinatalM
ortality

Audit:
GuidelinesforM

aternity
Hospitals.Q

ueensland:Q
ueensland

Governm
ent,Q

ueensland
Health;

2003
5.

2.Centre
forEpidem

iology
and

Evidence.Deaths
Review

and
Reporting

ofPerinatalDeaths.N
orth

Sydney:M
inistry

ofHealth,N
SW

;2011.

3.PerinatalM
ortality

Guidelinesin
British

Colum
bia.VitalStatistics.In.Victoria,British

Colum
bia;

1998
6.
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Section
3

W
e
w
ould

like
to

acknow
ledge

those
w
ho

have
significantly

contributed
to

the
review

and
update

of
thissection

ofthe
guidelines.

Firstedition:
Kylie

Lynch,LizDavis,Sonia
Herbert,RosRichardson,DellHorey,VickiFlenady

Second
edition:(m

inorreview
):

LizDavis,RosRichardson
and

VickiFlenady

Third
edition:(m

ajorreview
):Trish

W
ilson,Belinda

Jennings,Diana
Bond,Paula

Dillon,Fran
Boyle

Section
4

Thissection
w
asfirstdeveloped

by
Adrian

Charles,Susan
Arbuckle,Diane

Payton,VickiFlenady,Jane
Dahlstrom

,Jane
Zuccolo,Yee

Khong
and

N
ick

Sm
ith.

The
m
ain

resource
docum

entsused
in
the

developm
entofthissection

w
ere:

1.The
RoyalCollege

ofPathologistsofAustralasia
Autopsy

W
orking

Party.The
decline

ofthe
hospital

autopsy:a
safety

and
quality

issue
forhealthcare

in
Australia.M

ed
JAust2004;180(6):281

5.

2.The
RoyalCollege

ofPathologistsofAustralasia.Autopsiesand
the

use
oftissuesrem

oved
from

autopsies.In.Sydney:RoyalCollege
ofPathologistsofAustralasia;2002.

3.The
RoyalCollege

ofPathologists.GuidelinesforPostM
ortem

Reports.London:The
RoyalCollege

ofPathologists;1993.

4.The
RoyalCollege

ofPathologists.Guidelineson
autopsy

practice:Reportofa
w
orking

group
of

the
RoyalCollege

ofPathologists.In.London:RoyalCollege
ofPathologists;2002.

5.AHM
AC

Subcom
m
ittee

on
Autopsy

Practice.The
nationalcode

ofethicalautopsy
practice.

Adelaide:SA
Departm

entofHum
an

Services;2002
5
April.

6.SIDS
&
KidsAustralia.SIDS

Focussing
on

Stillbirth:Investigation
and

Prevention
ofStillbirth:

Setting
the

Policy
and

Research
Agenda:SIDS

and
KidsAustralia;2001

29/11/2001.

7.SIDS
&
KidsAustralia.SIDS

and
KidsFocussing

O
n
Stillbirth:Reportfrom

the
SO

S
Pathology

W
orkshop.Sydney:SIDS

&
KidsAustralia;2002

22
N
ov.

8.RoyalCollege
ofPaediatricsand

Child
Health.The

future
ofpaediatric

pathology
services:fetal,

perinataland
paediatric

pathology;a
criticalfuture.Reportofa

w
orking

group
to

restore
and

develop
specialistpaediatric

pathology:a
critically

im
portantspecialty,essentialforthe

bestquality
care

ofchildren.London:RoyalCollege
ofPaediatricsand

Child
Health;2002

M
arch.

Section
5

A
subgroup

ofthe
W
orking

Party
(Glenn

Gardener,Lesley
M
cCow

an,Jam
es

King,Jane
Zucculo,Katie

Day
(nee

W
aters),GusDekker,Hanna

Reinebrant,Kim
berly

Abussiand
VickiFlenady)drew

on
existing

nationaland
internationalprotocols

for
stillbirth

investigation
and

the
findings

ofa
com

prehensive
literature

search
in
the

initialdevelopm
entofthissection

ofthe
guideline.

The
m
ain

initialresource
docum

entsused
in
the

developm
entofthissection

w
ere:

1.
Q
ueensland

M
aternal

and
Perinatal

Q
uality

Council.
M
aternal

and
perinatal

m
ortality

audit:
Guidelinesform

aternity
hospitals.Q

ueensland:Q
ueensland

Governm
ent,Q

ueensland
Health;2003.
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2.Departm
entofHum

an
Services

South
Australia.M

aternal,Perinataland
InfantM

ortality
in

South
Australia

2002.
Including

South
Australian

Protocolforinvestigation
ofstillbirths.In:Departm

entof
Hum

an
Services,South

Australia;2002.

3.W
isconsin

Stillbirth
Service

Program
.Guide

to
etiologicevaluation

ofthe
stillborn

infant:The
W
iSSP

Protocol.In.W
isconsin:W

isconsin
Stillbirth

Service
Program

.

4.British
Colum

bia
Reproductive

Care
Program

.PerinatalM
ortality

Guideline
5:Investigation

and
Assessm

entofStillbirths.British
Colum

bia;1999.

5.
The

Am
erican

College
of

O
bstetricians

and
Gynecologists.

M
anagem

ent
of

Stillbirth.In:
ACO

G
Practice

Bulletin:Clinicalm
anagem

entforO
bstetriciansand

Gynaecologists;2009.

6.Alberta
PerinatalHealth

Program
.Stillborn

Protocol:Investigation
ofStillborn

protocol.In
Alberta

M
edicalAssociation,Alberta;1998.

7.Institute
ofO

bstetricians
and

Gynaecologists,RoyalCollege
ofPhysicians

ofIreland.Investigation
and

M
anagem

entofLate
FetalIntrauterine

Death
and

Stillbirth
ClinicalPractice

Guideline;2011

8.Iow
a
Departm

entofPublic
Health.FetalDeath

Evaluation
Protocol.Iow

a
State

Health;2011

9.RoyalCollege
ofO

bstetricians
and

Gynaecologists.Late
intrauterine

FetalDeath
and

Stillbirth.In
Greentop

Guideline
N
o.55;2010

10.M
aternalFetalM

edicine
Com

m
ittee

of
Society

of
O
bstetricians

and
Gynecologists

of
Canada.

Stillbirth
and

Bereavem
ent:Guidelinesforinvestigation.In:SO

GC
ClinicalPractice

Guidelines;2006

Section
6

A
subgroup

ofthe
Guideline

W
orking

Party
w
orked

collaboratively
in
the

developm
entofthisSection,

the
m
em

bers
w
ere:

Alison
Kent,Lucy

Cooke,David
Tudehope,

Ross
Haslam

,Jane
Dahlstrom

and
Adrienne

Gordon.

Section
7

A
subgroup

ofthe
Guideline

W
orking

Party
w
orked

collaboratively
in
the

developm
entofthis

Section.W
e
w
ish

to
acknow

ledge
and

Annabelle
Chan

and
Jam

esKing
fortheirleadership

in
reaching

consensuson
the

initialPDC
system

and
RossHaslam

and
Andy

M
cPhee

fordevelopm
entof

the
N
DC.Allrevisionsw

illbe
sum

m
arized

in
the

Appendix
ofSection

7.
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APPEN
DIX X 

GLO
SSARY O

F TERM
S AN

D ABBREVIATIO
N

S 

ABS
Australian

Bureau
ofStatistics

ACM
I

Australian
College

ofM
idw

ifesIncorporated

ACN
N

Australian
College

ofN
eonatalN

urses

aetiology
The

science
ofcauses,especially

ofdisease

am
nion

A
thin

buttough
extraem

bryonic
m
em

brane
ofreptiles,birdsand

m
am

m
alsthatlinesthe

chorion
and

containsthe
foetusand

the
am

niotic
fluid

around
it,in

m
am

m
alsitisderived

from
trophoblastby

folding
or

splitting.

am
niotic

fluid
The

fluid
thatsurroundsthe

developing
foetusw

ithin
the

am
niotic

sac.
Thisenvironm

entcushionsthe
baby

from
injury

and
playsan

im
portant

role
in
foetaldevelopm

ent.

antepartum
death

Death
ofa

baby
before

the
onsetof labour

AN
ZN

N
Australian

and
N
ew

Zealand
N
eonatalN

etw
ork

AN
ZSA

Australian
and

N
ew

Zealand
Stillbirth

Alliance

APC
resistance

Activated
protein

C
resistance

Apgarscore
A
system

to
assessthe

statusofthe
infantafterbirth.The

Apgarscore
is

based
on

the
follow

ing
five

variables:heartrate,respiratory
effort,

m
uscle

tone, reflex
irritability

and
colour.M

axim
um

score
is10.Itis

recorded
atone

m
inute

and
five

m
inutesafterbirth.

APS
Antiphospolipid

syndrom
e

AP
view

Anterio
posteria

view

autopsy
A
surgicalprocedure

postm
ortem

,w
hich

involvesthe
exam

ination
of

body
tissues(including

internalorgans),often
to

determ
ine

cause
of

death.

cardiotocography
(CTG)

The
electronic

m
onitoring

ofthe
fetalheartrate

and
ofuterine

contractions.The
fetalheartrate

isrecorded
by

m
eansofeitheran

externalultrasonic
abdom

inaltransducerora
fetalscalp

electrode.
U
terine

contractionsare
recorded

by
m
eansofan

abdom
inalpressure

transducer.The
recordingsare

graphically
represented

on
a
continuous

paperprintout(trace).
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case
controlstudies

Case
controlstudiesare

used
to

evaluate
m
ultiple

risk
factorsassociated

w
ith

a
particulardisease

oroutcom
e.They

are
particularly

usefulw
hen

the
condition

israre.

chorion
Extraem

bryonic
m
em

brane
surrounding

the
em

bryo
ofam

niote
vertebrates.

The
outerepitheliallayerofthe

chorion
isderived

from
the

trophoblast.

chrom
osom

e
analysis
(karyotype)

A
picture

ofthe
chrom

osom
esofan

individualarranged
in
a
standard

m
annerso

thatabnorm
alitiesofchrom

osom
e
num

berorform
can

be
identified.

confidential
enquiry

Enquiry
by

peergroups,including
expertsin

the
field,into

the
cause

of,
and

the
factorssurrounding,a

death,w
here

strict confidentiality
is

observed
atallstagesofthe

process.Itisa
form

ofclinicalaudit,w
ith

the
im

portantdifference
thatthe

feedback
or‘closing

ofthe
auditloop’isvia

reportson
the

generalfindings,and
notdirectfeedback

to
those

involved
w
ith

the
individualcasessubjected

to
enquiry.

CESDI
ConfidentialEnquiry

into
Stillbirthsand

Deathsin
Infancy

CM
A

Chrom
osom

alm
icroarray

CM
V

cytom
egalovirus

confidence
intervals(95%

CI)
A
range

ofvaluesaboutw
hich

there
isa

95%
chance

thatitincludesthe
true

value.Forexam
ple,ifthe

stillbirth
rate

is5.4
per1000

totalbirths
and

the
95%

confidence
intervalsare

5.3
to

5.5
per1000

totalbirths,
then

there
isa

95%
chance

thatthe
actualstillbirth

rate
liesbetw

een
5.3

and
5.5

per1000
totalbirths.

congenitalanom
aly

A
physicalm

alform
ation,chrom

osom
aldisorderorm

etabolic
abnorm

ality
w
hich

ispresentatbirth.

control
Asused

in
a
case

controlstudy,‘control’m
eansperson(s)in

a
com

parison
group

that
differ

only
in

their
experience

of
the

disease
or

condition
in

question.Ifm
atched

controls
are

used
they

are
selected

so
thatthey

are
sim

ilarto
the

study
group,orcases,in

specific
characteristics,eg

age,sex,
w
eight.

custom
ised

birthw
eight

The
principle

that
the

w
eight

reference
for

the
fetus

should
be

individualised
(custom

ised),
and

not
based

on
population

averages.
Factors

show
n

to
be

predictive
of

birthw
eight

are
m
aternal

height,
w
eight

at
booking

for
the

first
antenatalvisit,ethnicity

and
fetalgender

and
gestationalage.The

custom
ised

birthw
eightis

an
adjusted

standard
forthe

individualinfant.

Gardosi,J.,M
.M

ongelli,M
.W

ilcox,and
A.Chang.1995.An

adjustable
fetalw

eightstandard.Ultrasound
O
bstetGynecol6

(3):168
74.
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cytogenetics
The

study
ofthe

structure
ofchrom

osom
es;cytogenetic

tests
are

carried
out

to
detectany

chrom
osom

alabnorm
alities

associated
w
ith

a
disease;

these
help

in
the

diagnosisand
selection

ofoptim
altreatm

ent.

denom
inator

The
population

at
risk

in
the

calculation
of

a
rate

or
ratio.An

exam
ple

relevant
to

CESDIis
the

num
ber

ofalllive
births

as
the

denom
inator

for
neonatalm

ortality
rate.

DIC
Dissem

inated
intravascularcoagulation

is
an

acquired
disorderofclotting

characterised
by

intravascularfibrin
form

ation
w
hich

occursin
the

course
ofa

variety
ofconditionsincluding

sepsisand
pre

eclam
psia.

DCT
directCoom

bstest

early
neonatal

death
Death

of
a
liveborn

infant
occurring

less
than

7
com

pleted
days

(168
hours)from

the
tim

e
ofbirth.

EFM
electronic

fetalm
onitoring

fasting
blood

glucose
A
m
ethod

for
finding

outhow
m
uch

glucose
(sugar)is

in
the

blood.
The

testcan
show

ifa
person

hasdiabetes.

FBS
Fetal

blood
sam

pling.
This

is
a
test

perform
ed

in
labour

to
obtain

a
capillary

blood
sam

ple
from

the
baby

to
check

forw
ellbeing.

fetalgrow
th

restriction
(FGR)

This
is

a
term

often
used

interchangeably
w
ith

the
term

‘sm
all

for
gestational

age’
(SGA).

SGA
is

defined
as

a
baby/fetus

w
ith

antenatal
ultrasound

biom
etry

assessm
entless

than
the

10
thcentile

forgestational
age

according
to

N
ational

birthw
eight

centiles.
FGR

strictly
refers

to
babies

thathave
failed

to
reach

theirgrow
th

potentialduring
pregnancy.

They
are

frequently
butnotalw

ays
SGA.FGR

is
defined

antenatally
by

an
estim

ated
fetalw

eightor
serialantenatalultrasound

evidence
ofgrow

th
restriction

or
grow

th
arrest

and
at

birth
a
birthw

eight
below

the
10

th

centile
using

the
N
ational

birthw
eight

centiles.
Ideally

FGR
should

be
defined

according
to

the
infant's

individual
grow

th
potential

using
custom

ised
birthw

eightcentiles.See
custom

ised
birthw

eight.

fetaldeath
See

stillbirth.

FHR
fetalheartrate

GBS
group

B
streptococcus

gestation
The

tim
e
from

conception
to

birth.The
duration

ofgestation
is
m
easured

from
the

firstday
ofthe

lastnorm
alm

enstrualperiod.

gestational
diabetes

A
carbohydrate

intolerance
of

variable
severity

w
ith

onset,
or

first
recognition

during
pregnancy.

glucose
tolerance

A
test

for
diagnosing

diabetes,
w
here

blood
glucose

is
m
easured

in
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test
intervalsaftera

glucose
rich

m
ealistaken.

GP
Generalpractitioner

grow
th

restriction
See

also
fetalgrow

th
restriction.

Birthw
eight

below
the

10
th

centile
for

gestational
age

according
to

N
ationalbirthw

eightcentiles.Ideally
FGR

should
be

defined
according

to
the

infant's
individual

grow
th

potential
using

custom
ised

birthw
eight

centiles.

GTT
Glucose

tolerance
test.Thisisa

testfordiagnosing
diabetes,w

here
blood

glucose
is

m
easured

at
specific

intervals
after

a
glucose

rich
m
eal

is
taken.

haem
oglobin

A1c
(Hba1c)

The
substance

of
red

blood
cells

that
carries

oxygen
to

the
cells

and
som

etim
es

joins
w
ith

glucose.Because
the

glucose
stays

attached
forthe

life
of

the
cell

(about
4
m
onths),

a
test

to
m
easure

haem
oglobin

A1C
show

s
w
hatthe

person's
average

blood
glucose

levelw
as

for thatperiod
oftim

e.

HELLP
syndrom

e
haem

olysis,elevated
liverfunction,low

platelets

histology
The

study
ofcellsand

tissue
on

the
m
icroscopic

level.

histopathology
This

is
the

science
concerned

w
ith

the
study

of
m
icroscopic

changes
in

diseased
tissues.

infantdeath
Death

in
the

first
year

follow
ing

live
birth;on

or
before

the
365

th
day

of
life

(366
thin

a
leap

year).

infantm
ortality

rate
See

m
ortality

rates.

interm
ittent

auscultation
Listening

to
the

fetalheartatregularintervalsbetw
een

contractions.

intrapartum
death

Fetaldeath
during

labour.Ifa
baby

is
born

w
ithoutsigns

oflife,butalso
w
ithout

m
aceration

(the
skin

and
other

changes
that

occur
at

varying
lengths

oftim
e
after

death
in

the
w
om

b),there
is
a
strong

presum
ption

that
death

occurred
during

labour.
There

are
exceptions

in
both

directions,w
hich

require
judgem

enton
the

tim
ing

ofdeath
in

relation
to

the
presum

ed
onsetoflabour.

intrauterine
fetal

death
(IU

FD)
Death

ofa
fetus

in
utero

after20
w
eeks

gestation
oratbirth

w
eighing

at
least400gm

s.See
stillbirth.

ITP
idiopathic

throm
bocytopenia

purpura

IU
FD

See
intrauterine

fetaldeath
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intra
uterine

grow
th

restriction
(IU

GR)

See
fetalgrow

th
restriction.

karyotype
The

com
plete

set
ofchrom

osom
es

ofa
cellor

organism
;used

especially
for

the
display

prepared
from

photographs
of

m
itotic

chrom
osom

es
arranged

in
hom

ologouspairs

Kleihauer
Betke

A
blood

test
perform

ed
on

the
m
other's

blood
to

identify
w
hether

substantial
bleeding

has
occurred

from
the

fetus
into

the
m
other's

circulation.

live
birth

A
livebirth

is
the

com
plete

expulsion
or

extraction
from

its
m
other

of
a

product
of

conception,
irrespective

of
the

duration
of

the
pregnancy,

w
hich

after
such

separation,
breathes

or
show

s
any

other
evidence

of
life,

such
as

beating
of

the
heart,

pulsation
of

the
um

bilical
cord,

or
definite

m
ovem

ent
of

voluntary
m
uscles,

w
hether

or
not

the
um

bilical
cord

has
been

cut
or

the
placenta

is
attached;

each
product

of
such

a
birth

isconsidered
liveborn.

m
ethylenetetrahyd

rofolate
reductase

(M
THFR)gene

The
M
THFR

gene
provides

instructions
for

m
aking

an
enzym

e
called

m
ethylenetetrahydrofolate

reductase.
This

enzym
e

plays
a

role
in

processing
am

ino
acids(the

building
blocksofproteins).

M
IA

M
inim

ally
invasive

autopsy

m
ortality

rates
Perinatalm

ortality
rate.

The
num

ber
of

stillbirths
and

neonataldeaths
per1000

births.

M
RI

m
agnetic

resonance
im

aging

M
THFR

m
ethylenetetrahydrofolate

reductase

necropsy
Rarely

used
term

forautopsy.

neonataldeath
Death

before
the

age
of28

com
pleted

daysfollow
ing

livebirth.

neonataldeath
rate

The
num

ber
ofneonatal deaths

(those
occurring

w
ithin

the
first

28
days

oflife)per1000
livebirths.

N
HM

RC
N
ationalHealth

&
M
edicalResearch

Council

N
IA

N
on

invasive
autopsy

oddsratio
(O
R)

This
is

a
m
easure

of
the

excess
risk

or
degree

of
protection

given
by

exposure
to

a
certain

factor.An
odds

ratio
of greaterthan

one
show

s
an

increased
risk

and
lessthan

one
show

sa
protective

effect.
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PA
view

Posterio
anteria

view

pathology
The

branch
of

m
edicine

concerned
w
ith

disease,especially
its

structure
and

itsfunctionaleffectson
the

body.

PCR
polym

erase
chain

reaction

Perinatalm
ortality

rate
(PM

R)
See

m
ortality

rates.

post
m
ortem

After
death.Hence

a
post

m
ortem

exam
ination

m
ay

or
m
ay

not
include

an
autopsy.

Postneonatal infant
death

Death
occurring

after28
com

pleted
daysup

to
1
yearfollow

ing
live

birth.

PSAN
Z

PerinatalSociety
ofAustralia

and
N
ew

Zealand

PSAN
Z
PDC

Perinatal
Society

of
Australia

and
N
ew

Zealand
–

Perinatal
Death

Classification

PSAN
Z
N
DC

Perinatal
Society

of
Australia

and
N
ew

Zealand
–

N
eonatal

Death
Classification

PSAN
Z
PM

G
PerinatalSociety

ofAustralia
and

N
ew

Zealand
PerinatalM

ortality
Group

RACP
RoyalAustralasian

College
ofPhysicians–

Division
ofPaediatrics&

Child

RAN
ZCO

G
Royal

Australian
and

N
ew

Zealand
College

of
O
bstetricians

and
Gynaecologists

RCP
RoyalCollege

ofPathologists

RCPA
RoyalCollege

ofPathologistsofAustralasia

SAFDA
SupportAfterFetalDiagnosis ofAbnorm

ality

SAN
DS

Stillbirth
And

N
eonatalDeath

SupportGroup

SGA
Sm

allforgestationalage
–
see

IU
GR.

SLE
system

ic
lupuserythem

atosus

Stillbirth
(fetal

death)
Death

priorto
the

com
plete

expulsion
orextraction

from
its

m
otherofa

productofconception
of20

orm
ore

com
pleted

w
eeks

ofgestation
orof

400g
or

m
ore

birthw
eight

w
here

gestation
is

not
know

n.
The

death
is

indicated
by

the
fact

that
after

such
separation

the
fetus

does
not

breathe
orshow

any
otherevidence

oflife,such
as

beating
ofthe

heart,
pulsation

of
the

um
bilical

cord,
or

definite
m
ovem

ent
of

voluntary
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m
uscles.

stillbirth
rate

The
num

berofstillbirthsper1000
births.

sudden
infant

death
syndrom

e
(SIDS)

GeneralDefinition
ofSIDS

SIDS
is
defined

as
the

sudden
unexpected

death
of

an
infant

<1
year

of
age,w

ith
onset

of
the

fatalepisode
apparently

occurring
during

sleep,
that

rem
ains

unexplained
after

a
thorough

investigation,
including

perform
ance

ofa
com

plete
autopsy

and
review

of
the

circum
stances

of
death

and
the

clinicalhistory.

Krous
HF,Beckw

ith
JB,Byard

RW
,Rognum

TO
,Bajanow

skiT,Corey
T,et

al.Sudden
infantdeath

syndrom
e
and

unclassified
sudden

infantdeaths:
a
definitionaland

diagnosticapproach.Pediatrics2004;114(1):234
8.

SIDS
AN

D
KIDS

An
organisation

striving
to

elim
inate

sudden
and

unexpected
infant

deaths,supporting
bereaved

fam
iliesand

funding
research.

term
ination

of
pregnancy

This
is
the

term
used

to
describe

deliberate
ending

ofa
pregnancy

w
ith

the
intention

thatthe
fetusw

illnotsurvive.

VTE
venousthrom

boem
bolism

W
ISSP

The
W
isconsin

Stillbirth
ProtocolProgram
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APPEN
DIX

Y
CO

N
TACT

DETAILS
AN

D
REGIO

N
AL

CO
O

RDIN
ATO

RS

PSAN
Z

–
SAN

DA
Coordinating

Centre

N
HM

RC
Centre

ofResearch
Excellence

in
Stillbirth

M
aterResearch

Institute
The

U
niversity

ofQ
ueensland

Telephone:061
7
3840

1592
Em

ail:stillbirthcre@
m
ater.uq.edu.au

PSAN
Z

SAN
DA

RegionalCoordinators

W
estern

Australia
–
M
sBelinda

Jennings
ClinicalM

idw
ife

Consultant,
PerinatalLossService
King

Edw
ard

M
em

orialHospital
Em

ail:Belinda.Jennings@
health.w

a.gov.au

South
Australia

–
ProfYee

Khong
Associate

Professor
Departm

entofHistopathology
W
om

en'sand
Children'sHospital

Em
ail:yee.khong@

adelaide.edu.au

N
orthern

Territory
–
DrSujatha

Thom
as

SpecialistO
bstetrician

Gynaecologist
O
bstetrics&

Gynaecology
RoyalDarw

in
Hospital

Em
ail:sujatha.thom

as@
nt.gov.au

Q
ueensland

–
ProfVickiFlenady

Acting
Director

Centre
ofResearch

Excellence
in
Stillbirth

M
aterResearch

Institute
The

U
niversity

ofQ
ueensland

Em
ail:vicki.flenady@

m
ater.uq.edu.au

N
ew

South
W
ales–

DrAdrienne
Gordon

N
eonatologistand

ClinicalSeniorLecturer
RoyalPrince

Alfred
Hospital

Em
ail:adrienne.gordon@

sydney.edu.au

Australian
CapitalTerritory

–
ProfAlison

Kent
ConsultantN

eonatologist
The

Australian
N
ationalU

niversity
M
edicalSchooland

The
Canberra

Hospital
Em

ail:Alison.Kent@
act.gov.au
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Victoria
ProfessorSue

M
cDonald

ProfessorofM
idw

ifery
M
ercy

HospitalforW
om

en
and

SchoolofN
ursing

and
M
idw

ifery
Latrobe

U
niversity

Em
ail:s.m

cdonald@
latrobe.edu.au

Tasm
ania

–
DrAm

anda
Henry

SeniorLecturerin
O
bstetricsand

Gynaecology
SchoolofW

om
en'sand

Children'sHealth
U
niversity

ofN
ew

South
W
ales

am
anda.henry@

unsw
.edu.au

N
ew

Zealand
–
ProfLesley

M
cCow

an
Sub

specialistin
M
aternalFetalM

edicine
Departm

entofO
bstetricsand

Gynaecology
U
niversity

ofAuckland
Em

ail:l.m
ccow

an@
auckland.ac.nz


