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Introduction
1. On 1st February 2022 Maria Caulfield MP, Parliamentary Under-Secretary of State

(Minister for Patient Safety and Primary Care) at the Department of Health and Social
Care, gave evidence to the Committee along with Helen Vernon, Chief Executive of NHS
Resolution, and Matthew Style, Director General for NHS Policy and Performance at the
Department of Health and Social Care.
2. This followed written evidence provided in December 2021 and amended international

data provided in January 2022.
3. During the oral evidence session, the Committee requested further evidence on the

following:
a) Analysis on the issue of why we think the cost of clinical negligence claims per capita in other
tort systems are substantially lower than in England
b) Further information to be added to the international data table included in the written
evidence (Table A: Clinical negligence claims and costs data across jurisdictions in NLR 0072),
including, for those countries:


Estimated proportion of spend on legal fees



Neonatal mortality rate and disability rate for other countries.



Data on ethnicity/background for neonatal mortality and disability rate.

c) Numbers of bereavement midwives and plans for future training.
d) Analysis of impact of reduction of legal aid and introduction of CFAs on legal costs.
4. Responses to requests a) and b) are set out below. Responses to requests c) and d) will

follow shortly, as arranged with the Committee. We have done our best to locate all the
relevant data and explain how and whether it can be compared across jurisdictions.
Where data is not available for or comparable between jurisdictions this has been
highlighted.
5. As part of our additional research, we undertook an online literature review of published

statistics for each of the countries referenced. This was in addition to researching data
sources from the World Health Organisation and World Bank, and looking at the annual
reports or official clinical negligence publications for each of the following organisations:








NHS Resolution
NHS Wales Shared Services Partnership
Scotland’s Clinical Negligence and Other Risks Indemnity Scheme (CNORIS)
Canadian Medical Protective Association
Australian Institute of Health and Welfare
Löf (Swedish Patient Insurer)
Patienterstatningen (Danish Patient Compensation Association)




Accident Compensation Corporation (New Zealand)
Japan Council for Quality Healthcare.

6. The additional data requested by the Committee has been presented in several tables in

this document, to allow clear presentation and explanation of any data gaps or limitations,
for each of the areas investigated.
7. As we stated in our previous evidence, making comparisons between countries is

difficult: factors such as differences in healthcare systems, state provision of services,
legal systems, coverage of claims data between organisations and various inclusions and
exclusions between the different data sources mean that the international comparisons
information should be viewed as illustrative; therefore the figures cannot be compared
on a straightforward like-for-like basis.

Responses to the Committee’s requests for information
Q1. Further analysis of why the cost per capita of clinical negligence claims in other jurisdictions is
lower than in England
8. The Committee asked for an analysis of why costs in other tort systems are substantially

lower than in England. The data suggests the cost per capita for claims in England (£42.1)
and Wales (£29.2) are much higher than in the other countries listed, which range from
£4.1 to £18.7. For completeness, we have also included the other countries discussed in
our supplementary evidence.
Context
9. First of all, the rises we have seen in this country and the various drivers of cost that

underly them are an important backdrop to differences in overall cost between this
country and other jurisdictions. As set out in the Department’s written evidence:


Claimant legal costs have increased substantially in recent years and remain high. Between
2006-07 and 2016-17, claimant legal costs rose fivefold from £98million to £496millioni. Since
2016-17, claimant legal costs have levelled out, reducing slightly to £433million in 2020/21ii.
Claimant legal costs per claim may have been impacted by the introduction of the reforms
under the Legal Aid, Sentencing and Punishment of Offenders Act (LASPO) 2012. However, in
2020/21 they remained at a high level relative to 2006/07, accounting for 20% of annual cash
payments for claimsiii.



Following an earlier rise in claim volume and high claimant legal costs, over the last few
years the overall cost increase has largely been driven by compensation awards for the
highest-value claims. Most of these high-value claims are in maternity, and compensation
awards in these claims have been growing at rates far above inflation. Compensation awards
accounted for 73% of cash payments by 2020-21 (including the impact of the Personal Injury
Discount Rate (PIDR) change)iv.



The Government remains committed to the continuous improvement of patient safety and
embedding a learning culture across the NHS. Following high-profile failings, the NHS in
England has made real progress towards meeting the maternity safety ambition, which is to

NHS Resolution (2021). Annual Statistics (Supplementary Annual Statistics, Table 5.A). London,
NHSR. Available online at: https://resolution.nhs.uk/wp-content/uploads/2021/11/NHS-ResolutionSupplementary-Annual-Statistics-2020-21.xlsx.
ii Ibid.
iii NHS Resolution (2021). Annual Statistics (Supplementary Annual Statistics, Table 1.A and Table 5.A).
London,
NHSR. Available online at: https://resolution.nhs.uk/wp-content/uploads/2021/11/NHS-ResolutionSupplementary-Annual-Statistics-2020-21.xlsx.
iv NHS Resolution (2021). Annual Statistics (Supplementary Annual Statistics, Table 1.A and Table
3.A.3). London, NHSR. Available online at: https://resolution.nhs.uk/wpcontent/
uploads/2021/11/NHS-Resolution-Supplementary-Annual-Statistics-2020-21.xlsx.
i

halve the 2010 rates of stillbirths, neonatal and maternal deaths, and brain injuries in babies
by 2025.


However, we do not believe any measurable decline in safety is driving the long-term rise in
the cost of clinical negligence claims – we have found no evidence to suggest this, and the
NAO found this “unlikely”.v Similarly, we have not found evidence that differences in health
outcomes have any particular relationship to claims patterns between countries.

Differences in per capita costs of claims – overview
10. As set out in our previous evidence, making comparisons between countries is difficult.

We included Table A in our evidence to the Committee to draw attention to the apparent
differences between claims costs and volumes between jurisdictions, and to invite further
evidence and debate. However, it should be viewed as illustrative.
11. There are several potential reasons for the differences in overall costs between England

and other jurisdictions:




As we said in our supplementary evidence, the data sources for some jurisdictions
reflect different costs as compared to England.
-

In some cases the data sources cover a lower proportion of the country’s claims (such as
Australia and Canada), may include or exclude primary care or secondary care claims, or
exclude certain costs (such as Sweden and New Zealand) compared to England. We
explain these differences in more detail below.

-

Continued access to the courts: Some administrative schemes such as those in Sweden
and Japan offer an alternative to the court route, which we understand has higher barriers
to entry than in this country. In those countries, bringing a legal claim is still permitted and
the costs of associated legal advice or additional compensation obtained through those
legal claims are not shown in the administrative scheme data. One exception is New
Zealand, which has disallowed access to the courts for treatment injury claims.

Other factors include differences in how countries’ legal or compensation systems
operate, in any barriers or enablers to access compensation and behavioural factors
including propensity to claim. Differences in drivers of cost include:
-

Claim volumes: Compared to the other jurisdictions with a tort system, claim volume per
100,000 population in England appears higher than in Wales, Scotland and Canada; only
Australia appears higher.

-

Schemes with broader eligibility (such as those in Sweden and New Zealand) tend to have
higher claim volume than in the countries with tort systems; volumes are substantially
higher than those in England even though claim volume has doubled in this country since
2006.

National Audit Office Comptroller and Auditor General (2017). Managing the Costs of Clinical
Negligence in Trusts. (p28, Figure 9). London, NAO. Available online at: https://www.nao.org.uk/wpcontent/uploads/2017/09/Managing-the-costs-of-clinical-negligence-in-trusts.pdf.
v



-

Compensation levels: We understand that some or all of those administrative schemes
tend to offer lower compensation per claim, and we set out some key differences under
each country in paragraph 14 below. It is possible that other jurisdictions with tort
systems may also vary in how they approach compensation awards within their legal
frameworks. We have not found data sources comparing compensation levels between
different tort systems for like-for-like injuries.

-

Legal costs: Administrative systems such as in Sweden and Japan tend to involve low or
minimal legal representation (but see the point below about legal claims in these
jurisdictions). It is possible that the other jurisdictions with tort systems have lower legal
costs than for England. We set out any available data on legal costs in response to
Question 2, however the published data is limited.

Further differences between England, Scotland and Wales, which we would expect to have the
most comparable systems, include:
-

Legal advice arrangements: Between the three countries, funding arrangements for
claimant legal fees differ, possibly introducing differences in claim behaviour as well as
implications for how data is constructed. There may also be some differences for
defendant legal advice as to how much is undertaken “in-house” and/or the fee structure
for such advice so the split between defendant legal costs and administrative costs in
available data may vary.

-

Potentially lower compensation levels: Lower property costs and average earnings may
lead to lower levels for some aspects of compensation in Scotland and Wales than in
England.

-

Deductions: Both Wales and Scotland operate a scheme where local health boards pay the
first £25,000 of any claim. The costs of this are included within Wales’ total costs of clinical
negligence, but not within Scotland’s (see paragraph 8 for detail). However, this exclusion
from Scotland’s figures is likely only to account for modest proportion of the difference in
costs per capita.

-

Different Periodic Payment Orders (PPOs): Although all three jurisdictions award PPOs
routinely for high-value claims, detailed practices between the countries may vary, leading
to potential differences in costs.

-

Behavioural factors: As mentioned above, there are also likely to be behavioural factors
(such as the propensity to claim) that may also drive differences in claims volumes and,
subsequently, costs.

Specific issues in data from different jurisdictions
12. There are also specific differences in data which may explain some of the difference

between cost/capita in England and in other jurisdictions.
13. Jurisdictions with tort systems:


Walesvi – There may be some differences in the approach to inflation adjustments, as this can
be assessed on a case-by-case basis in Wales due to the smaller number of claims.



Scotlandvii – as indicated above, £25,000 is deducted from the total cost of each claim when it
is paid for by the Scottish Government via the CNORIS scheme. This £25,000 is instead paid for
by NHS Scotland Health Boards. Funding routes for claims also differ.



Canadaviii – Legal costs are excluded from these figures. Also, the Canadian scheme covers an
estimated 90% of claims against doctors, as that is the proportion of doctors covered by the
scheme. It is unclear whether nurses and other health practitioners are also covered by this
scheme.



Australiaix – These figures represent clinical negligence in private hospitals only, as they
exclude claims arising from public hospitals and other public services. Australia operates under
a hybrid model for healthcare (a mix between private and public hospitals), where private
hospitals account for over 40% of admissions in 2017/18x, so a significant proportion of claims
(those in public hospitals) are omitted from these costs.

14. Jurisdictions with alternative compensation systems (which replace or sit alongside tort

systems):


Swedenxi – Under their avoidable harm administration scheme (Löf, the Swedish Patient
Insurer), an administrative body decides on eligibility and compensation for claims, so have
much-reduced use of the courts and legal costs as a result. Costs arising from claims that are
subsequently taken to court are also not included in the figures (we understand that around
20-25 cases go into the court system per year compared to roughly 18,000 claims that go
through the schemexii). Medical care and social care costs are excluded from compensation
awards because they are covered entirely by the social security system. In contrast, in
England, 51% of total compensation costs are attributed to social carexiii. In addition to this,
around 75% of loss of income is covered by the social welfare system in Sweden and the rest is
covered by the patient insurancexiv, whereas ‘Loss of Earnings’ accounts for around 7% of total
compensation costs in EnglandError! Bookmark not defined.. These provide some reasons why the size
of Swedish compensation awards is considerably lower than those in England.



New Zealandxv – These total costs exclude legal costs. There are also various caps on heads of
loss, such as impairment payments for lifelong injuries and loss of income, which is awarded at
up to 80% of pre-accident income and is cappedxvi. These costs also do not cover the entirety
of the claimant’s medical and/or care costs. Therefore, like Sweden, the size of the

vi Volumes - internal data from Wales. Costs - Wales FOI (Welsh Government - WRITTEN ASSEMBLY
QUESTION FOR ANSWER BY THE CABINET SECRETARY FOR HEALTH AND SOCIAL SERVICES
ON 02 JULY 2018.
vii Clinical Negligence Other Risk Scheme (CNORIS) 2018/19 Annual Report.
viii Canadian Medical Protective Association Annual Report 2018/19.
ix Australian Prudential Regulation Authority Official reporting portal.
x Admitted patient care 2017/18: https://www.aihw.gov.au/reports/hospitals/admitted-patient-care-201718/contents/summary
xi Lof Annual Report 2019.
xii Verbal evidence from Lof (Swedish system) representative to DHSC (January 2022).
xiii Department for Health and Social Care (2021). Internal DHSC analysis.
xiv Averages for Swedish loss of income claims, evidence from Lof (Swedish system) representative
(January 2022).
xv Accident Compensation Corporation (ACC) Treatment Safety Report 2020.
xvi Information on weekly compensation awarded by the ACC. Accessed online at:
https://www.acc.co.nz/im-injured/financial-support/weekly-compensation/

compensation awards is considerably lower than those in England as they do not cover the
same types of spend.


Japan has a scheme offering a single rate of fixed compensation (a lump sum of c. £195,000
and annual instalments of c. £8,000 for 20 yearsxvii) for certain cerebral palsy cases only, on a
“no-fault” basis, paid until the child is aged 20 when certain state benefits become payable.

15. The differences set out above – both in terms of the coverage of costs by the available

data sources, and visible differences in the drivers of costs – go some way to explain the
difference in the costs presented for different jurisdictions. However, as stated in our
previous evidence, we cannot be sure that these differences alone can account for the
large variations observed.
16. As the Minister indicated during the hearing, we do not think it is possible to draw firmer

conclusions as to reasons for the differences than the above without further extensive
research.

Japan Council for Quality Health Care (2019). The Japan Obstetric Compensation Scheme for
Cerebral Palsy – Looking back over 10 years after System was launched. Accessed online at:
looking_back_over10years_after_system_was_launched201906.pdf (jcqhc.or.jp), p. 2
xvii

Table A: Clinical negligence claims and costs data across jurisdictions. This is the same table as
appeared in our supplementary evidence dated January 2022.
Table A: International Comparisons table previously presented in Supplementary written evidence
submitted by the Department of Health and Social Care to the Committee (NLR 0072).

System

Tort law

‘Avoidable
harm'
compensati
on scheme
‘No-fault'
compensati
on scheme

Country

Population
(2018,
million)

Claims /
100,000
(2018/19)

Cost per
capita (£)
(2018/19)

% of GDP
(2018/19)

% of Health
Spend
(2018/19)

England

56

19

42.1

0.1%

2%

Wales
(2017
data)

3.1

14

29.2

0.1%

1%

Scotland

5.4

9

6.9

0.02%

0.3%

Canada

37

2

4.1

0.01%

0.1%

Australia

25

24

6.8

0.02%

0.2%

Sweden

10

167

5.0

0.01%

0.8%

Denmark

6

183

-

-

-

New
Zealand

4.9

332

18.7

0.1%

1%

Q2. Estimated proportion of spend on legal costs across different countries
17. As noted in the Introduction above, claimant legal costs in England have increased

substantially in recent years and remain much higher than in earlier decades. However,
there is very little published data available for other countries so only limited comparisons
and conclusions can be drawn as to differences and any reasons for them.
18. In England, total legal costs include both claimant and defendant legal costs. Claimant

legal costs accounted for 74% of these in 2020-21. Whilst average claimant legal costs per
claim were double the average defendant costs in 2006-07, they have since grown to be
quadruple the size of defendant costs in 2019-20. Overall, this proportion has been
growingxviii, although last year it decreased from a high point of 77% in 2019-20. Claimant
legal costs are also disproportionately high relative to the damages received by claimants
in low-value claims.
19. A consultation on fixed recoverable costs for these types of claims (up to £25,000 in

damages) was published on 31st January 2022. This sets out proposals to address this issue
for low-value claims.
20. There is very limited published data available on legal costs for the countries included in

the international comparison table above, aside from these slight references:


NHS Wales Shared Services Partnership reports that the legal costs claimed by claimant’s
solicitors are one of the most worrying areas in clinical negligence, but do not provide
proportions of spendxix.



In Canada, average legal costs per civil case (those that might lead to compensation for
patients) have increased from around C$16,000 to over C$20,000 between 2010 and 2019.
There has been an increase of 7.4% in legal-civil costs between 2018 and 2019xx.

21. This suggests that there have been increases in legal costs over time in some other

jurisdictions, but it is not possible to draw any stronger conclusions or make comparisons.
22. It should be noted that differences in systems will impact on legal costs. The

compensation schemes in e.g. Sweden and New Zealand will involve much-reduced use of
legal representation relative to tort systems. Legal costs may not therefore figure in data
for these schemes, or may not be relevant. However, in Sweden (not New Zealand) it is
possible for claimants to subsequently take their claims to court; there may be costs of

xviii NHS Resolution (2021). Annual Statistics (Supplementary Annual Statistics, Table 5.A and Table
7.A). London, NHSR. Available online at: https://resolution.nhs.uk/wp-content/uploads/2021/11/NHSResolution-Supplementary-Annual-Statistics-2020-21.xlsx.
xix NHS Wales Shared Services Partnership. Clinical Negligence. Accessed online at:
https://nwssp.nhs.wales/ourservices/legal-risk-services/areas-of-practice/clinicalnegligence/#:~:text=The%20team%20defend%20all%20clinical%20negligence%20claims%20made,rob
ustly%20to%20ensure%20a%20fair%20and%20equitable%20settlement.
xx The Canadian Medical Protective Association (2019). Annual Report, Page 43. Accessed online at:
https://www.cmpa-acpm.ca/static-assets/pdf/about/annual-report/2019/annual-report-e.pdf

legal representation for such claims and those costs are not included in data produced for
the scheme. We understand legal claims happen infrequently – only around 20-25 cases
go into the court system per year as compared to c. 18,000 claims that go through the
administrative schemexxi.

xxi

Verbal evidence from Lof (Swedish system) representative to DHSC (January 2022).

Q3. How neonatal mortality rates compare between jurisdictions
Neonatal mortality rates in context
23. The Committee has indicated that it wants to look at neonatal mortality rates, potentially

as a proxy for maternity safety, in considering the overall costs of clinical negligence
claims.
24. The NHS in England has made progress on maternity safety. The Committee will recall

from its Maternity Safety Inquiry and our written evidence for this Inquiry that in England
there has been a 25% reduction in the stillbirth rate since 2010, and a 29% reduction in
the neonatal mortality rate for babies born over the 24-week gestational age of viability.
Data on these outcomes in 2020 was published by the Office for National Statistics on 17
February 2022 which show that the neonatal mortality rate for babies born over 24-week
gestation has decreased by 36% since 2020. It means there are around 750 fewer
stillbirths and hundreds more mothers and families going home with a live, healthy baby
each year.
25. In our response to this question we set out 2018 data comparing rates with other

countries, as this was the most recent comparable international data. In England, rates
have since improved further to 1.3 deaths per 1,000 live births in 2020xxii.
How neonatal mortality rates compare between jurisdictions
26. The Committee will be aware that the high-value claims associated with around half of

total costs of clinical negligence in England are for obstetric brain injury rather than
neonatal mortality. Whilst progress in reducing obstetric brain injuries in England has
been less consistent than for some other indicators, there has been a decline in the
number of settled high-value maternity claims (specifically, obstetric cerebral palsy and
brain injury claims) in recent years. There is not yet a source of internationally comparable
data for brain injury rates.
27. Neonatal mortality rates refer to deaths within the first 28 days of life per 1,000 live

births. The below table presents World Health Organisation estimated neonatal mortality
rates (for the United Kingdom, Australia, Canada, Sweden, Denmark, New Zealand and
Japan). There are some data limitations for what is presented below in the table, so the
figures may not be fully comparable (see paragraph 34). Additional data sources (ONS and
NRS) have been used to show data for England, Wales and Scotland.
28. Data for OECD member countries for 2018 has been provided in the annex as these are

the most comparable countries to those presented in the table below. The neonatal
Neonatal mortality rates for babies born from 24 weeks gestation. ONS data released February
2022. Accessed here:
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/chil
dhoodinfantandperinatalmortalityinenglandandwales/2020
xxii

mortality rate amongst OECD countries ranges from 0.87 deaths per 1,000 live births in
Japan to 8.68 in Mexico. The United Kingdom’s rate was 2.78, similar to the rates for
Switzerland (2.85), Denmark (2.73) and Poland (2.79).
29. The data presented in the Annex includes data from the year 2000, as well as the 2018

data. All OECD countries saw a reduction in their neonatal mortality rates over this period;
the UK reduction was 26%. Between 2000 and 2018, Estonia and Turkey saw the largest
reduction (80% and 70%, respectively), while France and Canada saw the smallest
reduction (6% and 11%, respectively).
Neonatal mortality and clinical negligence claims patterns
30. Attempting to make links between compensation systems and neonatal mortality rates is

challenging because a range of factors can lead to different rates for maternity outcomes
between countries. These include multiple pregnancy rates, average maternal age,
average body-mass index, smoking and substance misuse, and socioeconomic factors
31. Further, the table below presents a very small sample of countries. Whilst the table

represents a sample, we are also limited by the small number of countries operating
systems that are different to ours, such as administrative schemes. There is also more we
seek to understand about the impact of other factors such as the decline in the birth rate
in Japan or changes in scheme eligibility in Japan and New Zealand.
32. As the data shows, we cannot see any clear associations between neonatal mortality rates

and differences in the type of compensation scheme. Even if there were a pattern, it could
be misleading to draw any conclusions on causation due to small samples and the number
of factors impacting neonatal mortality rates.
33. As we have explained above, while it is true that there could be no successful claims

without negligence, we have yet to see clear evidence of a link between safety data and
claims patterns.
34. For these reasons we do not believe robust conclusions as to correlations or causations

between compensation systems and neonatal mortality rates can be drawn from this
data.

Table B: Neonatal mortality rate (per 1,000 live births) in 2018.

Compensation System

Country
United Kingdomxxiii

Tort law

Avoidable harm
compensation system

No fault compensation
system

Neonatal mortality rate (per 1,000
live births) in 2018
2.78

Englandxxiv

2.8

Walesxxv

2.5

Scotlandxxvi

2.0

Australiaxxvii

2.34

Canadaxxviii

3.34

Swedenxxix

1.48

Denmarkxxx

2.73

New Zealandxxxi

2.83

Japanxxxii

0.87

35. The following limitations to the data should be noted:
World Health Organisation (2018). The Global Health Observatory, Neonatal mortality rate.
Accessed online at: https://www.who.int/data/gho/data/indicators/indicator-details/GHO/neonatalmortality-rate-(per-1000-live-births)
xxiv Office for National Statistics (2020). Child and infant mortality in England and Wales, 2018.
Accessed online from:
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/chil
dhoodinfantandperinatalmortalityinenglandandwales/2018#neonatal-deaths-and-gestation-length
xxv Ibid.
xxvi National Records of Scotland (2020). List of data tables, Section 4: Stillbirths and infant deaths
(table 4.02). Accessed online at: https://www.nrscotland.gov.uk/statistics-and-data/statistics/statisticsby-theme/vital-events/general-publications/vital-events-reference-tables/2020/list-of-data-tables
xxvii World Health Organisation (2018). The Global Health Observatory, Neonatal mortality rate.
Accessed online at: https://www.who.int/data/gho/data/indicators/indicator-details/GHO/neonatalmortality-rate-(per-1000-live-births)
xxviii Ibid.
xxix Ibid.
xxx Ibid.
xxxi Ibid.
xxxii Ibid.
xxiii



The neonatal mortality data is derived from three sources: The UK-wide and international data
is from the same source (WHO). The data for England and Wales is from the Office for National
Statistics and Scotland is from the National Record of Scotland.



The figures for all gestational ages are provided, to allow comparability between the sources,
although there may be minor variations as pointed out below. The UK figure will be largely
driven by England’s rate because its population accounts for 84% of the UK populationxxxiii.



The World Health Organisation data is gathered from civil registration data but where this
coverage is limited, population census and household survey data has also been used. There
may therefore be some variation across countries, particularly in countries where there are
limits in civil registration data for neonatal deaths or where neonatal definitions have
minimum gestational age and birth weight.

ONS UK population estimates, accessed here:
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/da
tasets/populationestimatesforukenglandandwalesscotlandandnorthernireland
xxxiii

Q4. Data on neonatal mortality rates by ethnicity and socioeconomic background, and neonatal
disability rates, for this and other countries
36. Data on neonatal mortality rates by ethnicity or socioeconomic background are available

for England and some data is also available for other countries. However, for the majority
of countries this data is not published.
37. For the countries where data is available, those from the most deprived backgrounds tend

to suffer worse outcomes with regards to neonatal mortality rates. This is also the case for
ethnic minority groups.


The World Health Organisation data is gathered from civil registration data but where this
coverage is limited, population census and household survey data has also been used. There
may therefore be some variation across countries, particularly in countries where there are
limits in civil registration data for neonatal deaths or where neonatal definitions have
minimum gestational age and birth weight.

38. The table below presents the disaggregated neonatal mortality rates for the countries that

provide data. Some data is provided at the UK level only, rather than at the devolved
administration level. Where data is provided, the key limitations are presented in the
table as these may mean data for different countries are not directly comparable. For
neonatal disability, and despite extensive searching (see note 1), data on neonatal
disability rates were not found to be reported for any of the below countries, including in
England. This may be due to the time lag in diagnosing disabilities in babies.
39. On 23rd February the Minister announced plans to establish a Maternity Disparities

Taskforce to tackle disparities for mothers and babies and reduce maternal and neonatal
deaths by improving access to effective pre-conception and maternity care for women
from ethnic minorities and those living in the most deprived areas. The Taskforce will
bring together experts from across the health system, government departments and the
voluntary sector to address disparities in maternal and neonatal outcomes. The first
meeting of the Taskforce is due to take place in early March, and we plan to hold the
meetings every two months afterwards to maintain progress with delivery of actions and
interventions to tackle disparities in maternal and neonatal outcomes.

Country

United
Kingdomxxxiv

Neonatal mortality
rate by ethnicity
(per 1,000 live
births) in 2018

Neonatal mortality
rate by
socioeconomic
status (per 1000 live
births) in 2018
UK level only:
Quintile 1 (least
deprived): 1.23
Quintiles 2: 1.4
Quintile 3: 1.59
Quintiles 4: 1.78
Quintile 5 (most
deprived): 2.20
Not known: 0.40

Data Limitations

- This data is sourced from
MBRRACE, which only
considers neonatal deaths
at a gestational age of 24
weeks and above.
Therefore, these figures
are lower than the UK
figure presented in Table
B.
- UK data is based on
mothers’ postcodes at
time of birth, using the
Children in Low-Income
Families Local Measure ‡
per 1,000 live births

Englandxxxv

All: 2.8
Infant mortality in the
- English Indices of
White British: 2.3
10% most deprived
Deprivation 2019 used
areas: 5.3 and 10%
White Other: 2.2
least deprived areas:
Pakistani: 4.4
- Data for socioeconomic
Any other Asian
2.7
status uses infant rather
background: 3.0
than neonatal mortality
Black-African: 4.6
figures
Indian: 3.6
Bangladeshi: 3.6
xxxiv MBRRACE-UK (2019). Perinatal
small Table
numbers
Black-Caribbean:
4.7
Mortality Surveillance
Report. Table and- The
Figures,
19.of
Accessed on at: https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatalAny other Black
neonatal deaths in some
surveillance-report-2019/MBRRACE-UK_Perinatal_Surveillance_Report_2019_background: 5.4
ethnic groups can cause
_Tables_and_Figures_V1.pdf Mixed/multiple: 2.6
neonatal mortality rates to
xxxv Ethnicity: Office for National Statistics (2021). Neonatal deaths by ethnicity
of infant in England,
Other: 2.6
fluctuate over time
2007 to 2019. Accessed online at:
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/1359
xxxvi
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Scotland

Australiaxxxvii

- Published data on
ethnicity is not reliable for
calculating mortality rates
Indigenous: 4.8
Non-Indigenous: 2.1

Quintile 5 (least
disadvantaged): 1.3
Quintile 4: 2.1
Quintile 3: 2.4
Quintile 2: 2.2
Quintile 1 (most
disadvantaged): 3.1
Total: 2.2

Māori: 2.4
Pacific: 3.7
Asian: 2.9 European:
3.2

Quintile 1 (least
deprived): 2.0
Quintile 2: 2.4
Quintile 3: 2.5
Quintile 4: 3.3
Quintile 5 (most
deprived): 3.6

- Disadvantage quintile
assigned using the
Australian Bureau of
Statistics Socio-Economic
Index for Areas Index of
Relative Socio-economic
Disadvantage 2016 scores,
applied to mother’s area
of usual residence
- Data only captures
neonatal deaths with
gestational age of 20
weeks+ and/or weighing
more than 400 grams.
- Ethnicity refers to
mother’s Indigenous status

Canada
Sweden
Denmark
New
Zealandxxxviii

- Socioeconomic data uses
New Zealand Social
Deprivation Index

Japan

Australian Institute of Health and Welfare (2020). Stillbirth and neonatal deaths in Australia, tab 3.
Accessed online at: https://www.aihw.gov.au/reports/mothers-babies/stillbirths-and-neonatal-deaths-inaustralia/data
xxxviii Ministry of Health (2021). Fetal and Infant Deaths web tool, overview of deaths 2009-2018.
Accessed online at: https://minhealthnz.shinyapps.io/fetal-and-infant-deaths-web-tool/
xxxvii

Annex: WHO Neonatal Mortality data for OCED countries, 2000 and 2018 dataxxxix
Neonatal Mortality
Rate (per 1,000
live births) 2000

Neonatal Mortality
Rate (per 1,000
live births) 2018

Australia
Austria
Belgium
Canada
Chile
Colombia

3.52
3.09
2.96
3.75
5.71
13.5

2.34
2.22
2.36
3.34
4.7
7.68

Percentage change
in neonatal
mortality rate from
2000 to 2018
-34%
-28%
-20%
-11%
-18%
-43%

Costa Rica

7.67

5.95

-22%

3.5
5.3
2.48
2.75
2.77
3.94
5.76
2.08
4.02
3.58
3.47
1.76
7.13
4.55
2.29
14.39
3.84
3.51
2.68
5.75
3.39
5.04
3.25
2.82
2.32
3.47
18.17
3.78

2.73
1.08
1.37
2.59
2.28
2.53
2.26
1.06
2.15
1.96
1.91
0.87
2.38
2.17
1.68
8.68
2.64
2.83
1.42
2.79
1.97
2.98
1.31
1.8
1.48
2.85
5.53
2.78

-22%
-80%
-45%
-6%
-18%
-36%
-61%
-49%
-47%
-45%
-45%
-51%
-67%
-52%
-27%
-40%
-31%
-19%
-47%
-51%
-42%
-41%
-60%
-36%
-36%
-18%
-70%
-26%

OCED Country

Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Iceland
Ireland
Israel
Italy
Japan
Latvia
Lithuania
Luxembourg
Mexico
Netherlands
New Zealand
Norway
Poland
Portugal
Slovak Republic
Slovenia
Spain
Sweden
Switzerland
Turkey
United Kingdom

World Health Organisation (2018). The Global Health Observatory, Neonatal mortality rate.
Accessed online at: https://www.who.int/data/gho/data/indicators/indicator-details/GHO/neonatalmortality-rate-(per-1000-live-births)
xxxix

United States of America

4.62

3.68

-20%
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