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Despite increased attention being paid to stillbirth-related

issues in recent years, problems with definitions and proce-

dures associated with stillbirth registration continue to pla-

gue public health surveillance and clinical care.1 Issues that

need to be addressed include the distinction between fetal

death and stillbirth, the lack of standardised viability crite-

ria for stillbirth registration and reporting, the inclusion of

medically or surgically terminated pregnancies (therapeutic

abortions) in the stillbirth counts of some countries, and

contemporary stillbirth-related administrative processes that

may adversely affect clinical care. This paper presents the

deliberations of a Consensus Conference held in Vancou-

ver, Canada on 9 October 2015, with the goal of improving

fetal death registration procedures. The issues discussed are

of particular relevance to high-income countries, although

the proposed rationalisation and standardisation of defini-

tions and procedures is applicable everywhere.

In 1950, the World Health Organization (WHO) defined

fetal death as ‘death prior to the complete expulsion or

extraction from its mother of a product of conception,

irrespective of the duration of pregnancy; the death is indi-

cated 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 def-

inite movement of voluntary muscles’.2 This definition does

not specify viability criteria, such as a specific birthweight

or gestational age, to distinguish between spontaneous

pregnancy losses (miscarriages) and stillbirths, nor does it

exclude fetal deaths due to therapeutic abortion. Many

countries use this definition of fetal death, although some

(e.g. Italy, Sweden and the USA) have modified this defini-

tion to specifically exclude fetal deaths that follow thera-

peutic abortion.

Whereas the WHO definition of fetal death effectively

conflates fetal death and subsequent (still)birth, ultrasound

imaging and other developments have provided clarity

regarding the timing of these two events. Fetal death can

precede the birth of the dead fetus (i.e. stillbirth) by days

or weeks, with the duration of the interval sometimes

dependent on patient and physician choices and the avail-

ability of labour induction. Both fetal death and stillbirth

are meaningful events for the mother and family, although

their prognostic significance and requirement for health

services vary.1

The WHO recommends that national reporting of fetal

death be restricted to fetal deaths with a birthweight

≥500 g.2 If birthweight is unavailable, then the WHO rec-

ommends the use of a ≥22-weeks of gestation criterion,

and if that information is also missing, a crown–heel length
of ≥25 cm. Such sequential use of applicable criteria differs

significantly from the use of dual criteria currently extant

in many countries.1 For instance, countries such as Finland

and Iceland require the registration of stillbirths with a ges-

tational age ≥22 weeks or a birthweight ≥500 g. Use of dual

criteria is conceptually flawed and lacks coherence; in the

instance above, stillbirths are restricted to those ≥22 weeks

under the gestational age criterion, whereas the birthweight

criterion (≥500 g) permits the inclusion of variable
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proportions of stillbirths between 20 and 24 weeks (see

Table S1).3–6 A strong case can therefore be made for a sin-

gle viability criterion and recent progress in gestational age

ascertainment supports the use of gestational age alone for

determining viability e.g. ≥20 weeks of gestation (given

steadily decreasing viability limits), with birthweight ≥400 g

to be used if gestational age information is not available.

There is substantial international variability in stillbirth

registration criteria.7,8 For instance, Norway registers still-

births ≥12 weeks of gestation, the Netherlands and the UK

register stillbirths ≥24 weeks of gestation, whereas Italy

requires registration at ≥180 days of gestation.1 In the

USA, a few states register all products of conception,

another 25 states register stillbirths ≥20 weeks of gestation,

and 12 states register stillbirths ≥20 weeks or ≥350 g.1

Varying criteria for registration and variability in adherence

with these criteria seriously limits the value of international

comparisons of stillbirth rates. A study ranking 28 high-

income countries based on crude stillbirth rates resulted in

Sweden receiving a rank of third, whereas the United States

(ranked 23rd), Canada (27th), and Australia (28th) per-

formed less well.7 However, ranks recalculated after restrict-

ing stillbirths to those ≥1000 g birthweight (i.e. after

excluding stillbirths likely to be affected by differences in

registration criteria) substantially changed the rankings.

Sweden dropped to 10th rank, whereas Australia, Canada

and the USA improved to 11th, 12th and 17th, respec-

tively.7

Artefactual differences in international stillbirth rates are

also caused by a lack of standardisation regarding the need

to register medically terminated pregnancies as stillbirths.

Australia, Canada, New Zealand, the Netherlands and the

UK count medically terminated pregnancies as stillbirths if

they satisfy the requisite birthweight or gestational age reg-

istration criteria, whereas Denmark, Finland, Italy, Norway,

Sweden and the USA do not.1 The magnitude of the differ-

ence caused by this variance in registration requirements

depends on the viability criteria for stillbirth registration.

Australia, Canada and New Zealand, which include thera-

peutic abortions in stillbirth counts and register stillbirths

≥20 weeks of gestation, are at a greater disadvantage than

the Netherlands and the UK, which also include pregnancy

terminations in stillbirth counts but only register stillbirths

≥24 weeks of gestation.1 In Canada, recent increases in pre-

natal diagnosis and pregnancy termination for serious con-

genital anomalies have resulted in a corresponding

temporal increase in stillbirth rates (Figures 1 and 2).9 Aus-

tralia and New Zealand have also witnessed periodic tem-

poral increases in stillbirth rates in recent years.10–12.

The inclusion of medically terminated pregnancies in

stillbirth counts can defeat the purpose of fetal death

surveillance, as therapeutic abortions and spontaneous fetal

deaths are aetiologically and otherwise distinct. Medical

terminations of pregnancy need to be disaggregated from

spontaneously occurring fetal deaths. Such a mechanism

does not currently exist in countries such as Canada and,

not surprisingly, the recent temporal increase in stillbirths

in Canada (Figure 1) was initially attributed to increases in

older maternal age, maternal chronic disease and other fac-

tors, instead of pregnancy termination.9

Stillbirth registration procedures, modelled after live

birth registration and not death registration, can impact

patient care because they mandate parental involvement.

In most jurisdictions, the law requires that parents com-

plete stillbirth registration forms and submit the completed

forms to the Vital Statistics Office (which, in addition,

receives a separate physician/midwife notification of still-

birth). The legal formalities associated with stillbirth,

which require the mother to be directly involved in com-

pleting the stillbirth registration documents and in the

burial/cremation arrangements, may add to the psychologi-

cal trauma experienced by some grieving mothers. Such

problems are best illustrated by women undergoing a fetal

reduction procedure for multi-fetal pregnancy. Women

with triplet pregnancies who undergo fetal reduction at

10 weeks of gestation and deliver twins at term in Canada

are required to complete stillbirth registration forms and

arrange for the burial/cremation of the reduced fetus. The

need to revisit their decision to terminate a healthy fetus

months after the event and at the time of birth of the twin

siblings can be traumatic and some women are unable to

complete the required paperwork. This leaves the Office of

Vital Statistics with incomplete paperwork, while the

reduced fetus is left in the morgue as abandoned remains.

Similar problems are sometimes faced by women who

undergo medical termination of pregnancy following pre-

natal diagnosis of a serious congenital anomaly. The elec-

tive nature of the procedure, and psychological support

notwithstanding, some women are distraught in the imme-

diate postpartum period and may leave hospital without

completing the stillbirth registration forms and without

making arrangements for the burial/cremation of fetal

remains. Nursing staff facing deadlines for submitting

patient-completed stillbirth registration forms to the Office

of Vital Statistics, find themselves in a quandary, as their

repeated telephone calls appear to harass, rather than help,

the grieving mother. Unfortunately, stillbirth registration

and burial requirements are legislated necessities (albeit

based on outdated laws) and cannot be altered by hospital

authorities.

The foregoing arguments and evidence imply the fol-

lowing new definitions for fetal death and spontaneous

fetal death. Fetal death is defined as death before the com-

plete expulsion or extraction from its mother of a product

of conception, irrespective of the duration of pregnancy;

the death is indicated by the fact that before such
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separation the fetus does not show any evidence of life

such as beating of the heart on ultrasonographic examina-

tion. The time of fetal death is ideally ascertained by

ultrasonographic means but may have to be based on the

time of stillbirth in cases without ultrasonographic confir-

mation of death in utero. Spontaneous fetal death is

defined as a fetal death that is not a consequence of a

medically terminated pregnancy.

Figure 1. Rates of stillbirth ≥28 weeks of gestation, Canada 1921–2011 and rates of stillbirth ≥20 weeks of gestation, Canada 1985–2011 (upper

panel) and rates of stillbirth ≥20 weeks of gestation, Canada, 2000–2011 (lower panel).

Figure 2. Overall stillbirth rates and stillbirth rates excluding late pregnancy terminations (therapeutic abortions), British Columbia, Canada, 2000–
2010.9
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Consensus among Conference participants was achieved

for the following recommendations:

1 Documentation of fetal death registration should be

revised as follows:

a Gestational age at fetal death should be recorded, in

addition to the gestational age at stillbirth (i.e. the

gestational age when the dead fetus was born).

b Gestational age at fetal death should be based on the

healthcare provider’s best estimate of when fetal death

occurred. This estimate may be based on ultrasono-

graphic imaging (e.g. through determination of the

size of the expired fetus) or clinical examination (of

the dead/macerated fetus).

c If the gestational age at fetal death is unknown, the

gestational age at stillbirth should be recorded as the

gestational age at fetal death.

2 Criteria for registration of spontaneous fetal deaths

should be revised as follows:

a Registration of spontaneous fetal deaths should be

required for all fetal deaths occurring at ≥20 com-

pleted weeks of gestation.

b If gestational age at fetal death and gestational age at

stillbirth are both unknown, a birthweight criterion of

≥400 g should be used to determine if the fetal death

requires registration.

3 The process for the registration and reporting of thera-

peutic abortions should be separate from that for spon-

taneous fetal deaths.

The following recommendation was also discussed by

Conference participants.

4 Flexible administrative processes should be developed to

respond to each woman’s unique needs, so as to:

a Ensure that women are aware of, and supported in,

opportunities to engage with decision-making and

procedures related to burial or cremation.

b Support and respect women’s choices to participate or

not participate in paperwork and other bureaucratic

requirements through alternate mechanisms (e.g. by

permitting healtcare personnel to complete forms and

make burial/cremation arrangements).

No consensus was reached on this fourth recommenda-

tion. The absence at the Conference of women who had

experienced a medical termination of pregnancy was voiced

as a particular concern.

It is anticipated that a wider dialogue regarding these

issues and recommendations will lead to an international

consensus that will better align fetal death definitions and

fetal death registration criteria and procedures with con-

temporary issues in obstetrics and maternity care. Con-

cerned stakeholders should raise this agenda at appropriate

venues so that legislation can be proposed and passed to

modify the existing laws concerning fetal deaths and still-

births.
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