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ABSTRACT 

The Marfan syndrome (MFS) is strongly associated with aortic disease causing a high 

prevalence of prophylactic aortic surgery, aortic dissection, and sudden death. The aim of the 

present study was to evaluate mortality in a nationwide Danish MFS population diagnosed 

by the Ghent II criteria. In a register-based setting, we identified all Danish patients with 

MFS (n=412, male n=215) by assessment of their medical records. We established a gender 

and age matched control cohort based on 41,000 control persons (male n=21,500). MFS 

cases risk time was 6,669 persons years. We applied Cox regression using each case and 

his/her control as one stratum, adjusting for age and calendar time. We found a significantly 

decreased lifespan of 50 years compared to 60 years among controls. The mortality hazard 

ratio (HR) among MFS compared to controls was significantly increased to 3.6 (CI 2.8–4.7, 

p<0.001); males 4.0 (CI 2.8–5.7, p<0.001); females 3.2 (CI 2.1-4.8, p<0.001). Aorta disease 

represented the main reason for the overall increased mortality with a HR of 194.6 (CI 67.4-

561.7, p<0.0001); males 208.7 (CI 53.8–809.1, p<0.001); females 173.4 (CI 31.5–954.5, 

p<0.001). In addition, an unexplained mortality due to respiratory illness was not attributed 

to pneumothorax. Excluding cardiovascular and respiratory causes of death, we found no 

indication that MFS is associated with increased mortality for other reasons. 

 

Key words 

Epidemiology, rare diseases, aortic aneurism, aortic dissection, sudden death 
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BACKGROUND 

Marfan syndrome (MFS) is a dominant hereditary connective tissue disease with a 

prevalence of 6.5/100,000
1
. It is a multiorgan disease affecting the spine, the musculoskeletal 

system, the eyes and lungs. Among the many phenotypic traits of MFS, aortic disease is the 

most detrimental, causing a high prevalence of early aortic events of both prophylactic 

surgery and aortic dissection
2
. It is not clear how high the mortality rates are in MFS. The 

latest survival study in MFS done by Silverman et al., used older diagnostic criteria and was 

published more than 20 years ago, but reported a mean age of death of only 41 years
3
, 

possibly driven partly by a young cohort of MFS patients. Assumptions are a better survival 

today, supported by the very low mortality from aortic events observed in MFS patients if 

managed according to guidelines in a specialist center
4
. However, in real life MFS patients 

are still diagnosed late and not all patients achieve specialist care before they develop aortic 

disease, so unfortunately a post aortic dissection diagnose is not a rare phnomenon
1,2

. The 

aim of the present study was to evaluate mortality rates in a nationwide Danish MFS 

population diagnosed by the Ghent II criteria. 
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METHODS 

We retrieved unique personal identification numbers (id-numbers) from all persons 

recorded in either The Danish National Patient Registry (DNPR) 
5
 or The Cause of Death 

Register (CDR) 
6
 with the ICD-10 diagnosis Q87.4 “Marfan Syndrome” or ICD-8 759.80 

“Arachnodactylia (Syndroma Marfan)” during 1977 to 2014 and evaluated all medical 

records as described in a previous study 
1
. In total, we identified 412 persons (215 men) with 

MFS, diagnosed according to the Ghent II criteria. 

 In Denmark, there is a central authority on national statistics. For each MFS patient 

we provided the id-number and the individual date of the MFS diagnosis. Statistics Denmark 

built a control cohort based on 100 individuals per MFS patient matched on sex, birth year 

and the residing municipality. Further, all controls were alive on the date their relevant MFS 

patient was diagnosed. For each patient and his or her controls, time at risk started the year 

of diagnosis. Time at risk ended on the last date of the study period (by end of 2016), first 

date of emigration or on date of death, which ever came first. 

The study was approved by the Scientific Ethical Committee (31422) and the Danish 

Data Protection Agency (2011-41-6986). We retrieved data on date of death until the end of 

2016 and registered 1819 deaths (58 cases and 1761 controls). We retrieved data on causes 

of death on 1612 controls and 51 cases until the end of 2016. Causes of death was not 

registered for 7 deceased cases and 149 deceased controls mainly due to reporting delay for 

2016 deaths (7 cases and 134 controls). We sorted causes of death according to the ICD 10-

chapter system. ICD 8 codes were translated into ICD 10 codes (supplementary table S1). 

Age was not normal distributed and median values are presented. Risk time started at 

year of diagnosis and ended at year of death or at year of other censoring, whichever came 

first. Kaplan-Meier estimates were constructed for mortality. Hazard ratios (HR) and p-
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values were calculated using Cox regression, where each patient and his or her matched 

controls were a stratum, hereby adjusting for gender, age and calendar timer. P values lower 

than 0.05 were considered statistically significant. Stata 12.1 for Windows (StataCorp LP, 

College Station, TX, USA) was used for all calculations. 

RESULTS 

Previously, we identified 412 MFS patients in Denmark (male n=215) 
1
. Two female 

case patients were discarded from the cohort as we were unable to match 100 control persons 

to these cases. We established a control cohort based on 41,000 control persons. We 

identified 352 living cases and 58 diseased cases. In the control group, we identified 39,239 

alive and 1,761 were deceased (Table 1). Median age of living cases by the end of 2016 was 

38.5 years and for controls 40.0 years. The risk time for the MFS cases was 6,669 person 

years. 

The annual death rate for MFS cases was 0.0087 deaths/year/person and for controls 

0.0025 deaths/year/person. The median age at diagnosis was 38.5 years for deceased (range 

0 to 75) and median age at death was 50 years for MFS cases (range 0 to 85 years) and 60 

years (range 1 to 91 years) for controls. The difference in median age at death was 8 years 

for men (MFS cases 50 years (range 3 to 80) and controls 58 years (range 1 to 90)) and 13 

years in women (MFS cases 50 years (range 0 to 85) and controls 63 years (range 1 to 91)). 

We found a significantly increased mortality HR of 3.6 (CI 2.8 – 4.7, p<0.001) (Figure 1); 

male 4.0 (CI 2.8 – 5.7, p<0.001); female 3.2 (CI 2.1-4.8, p<0.001) (Figure 2) among MFS 

compared to controls. Mortality due to cardiovascular diagnoses was significantly increased 

with a HR of 7.0 (CI 4.3-11.6, p<0.001); male 7.0 (CI 3.5 – 13.8, p<0.001), female 7.1 (CI 

3.5 – 14.7, p<0.001). Eleven out of 17 cases with a primary cause of death due to 

cardiovascular disease died from aortic disease (ICD 10 codes I710-I719, ICD 8 codes 4410-
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4412) compared to 6 out of 252 controls. MFS had a HR of 194.6 (CI 67.4-561.7, p<0.000); 

male 208.7 (CI 53.8 – 809.1, p<0.001); female MFS HR of 173.4 (CI 31.5 – 954.5, p<0.001) 

of dying from aortic disease. Except for abdominal dissection the location of the aortic 

disease was not specified (Cases ICD 10 codes: I710 (n=6), I711 (n=2), I718 (n=1), I719 

(n=1), I713 (n=1). Controls ICD 10 codes: I710 (n=1), I713 (n=5)). Sub-analyzing this 

chapter, we found three female cases who died of non-aortic causes (heart failure (n=2) and 

AMI (n=1)) while all male cases died of aorta related causes. Furthermore, fourteen MFS 

cases were registered with a primary cause of death in the congenital chapter (ICD 10 Q874 

or ICD 8 7598). Of these 14 cases, five cases were registered with another secondary code of 

aortic disease. 

Only five controls were registered with a congenital cause of death and none had any 

registration with MFS or cause of death indicating aortic disease. Analyzing both primary 

and secondary causes of death from aortic disease we found 20 cases (11 primary cause of 

death) and 10 controls (6 primary cause of death) with aortic disease, which resulted in a HR 

of 223.7 (CI 98.4-508.9, p<0.001). When evaluating other diagnostic chapters than 

“Circulatory” only “Blood/immunology”, “Respiratory”, “Congenital” and “Other” stands 

out with significantly increased mortality rates among MFS. The Blood/Immunology chapter 

data is based on one case event and can be considered a chance finding (table 2). None of the 

7 cases with a primary respiratory cause of death had pneumothorax as a cause of death 

(primary or secondary causes of death). Among controls, only one died of a pneumothorax. 

The number of cases (n=7) within the respiratory chapter is low and we did not find a pattern 

of causes of death in these cases indicating an explanation of the increased HR (among cases 

ICD 10 code: (n=2) “J960- Acute respiratory failure”, (n=1) “J969 - Respiratory failure, 

unspecified”, (n=1) “J158 - Pneumonia due to other specified bacteria”, (n=1) “J151 - 

Pneumonia due to Pseudomonas”, (n=1) “J189 - Pneumonia, unspecified organism”, (n=1) 
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“J690 - Pneumonitis due to inhalation of food and vomit”). The increased HR in the 

congenital chapter was solely based on the MFS diagnosis among the cases as all 14 cases 

are registered with MFS as primary cause of death. A rather large proportion (5/14, 36%) 

had aortic disease as secondary cause of death and another five cases had other vascular 

secondary causes of death (“K55.0 Acute vascular disorder in the intestine”, “I35.9 Aortic 

Valve Disorder, unspecified”, “I69.4 Sequelae of stroke, not specified as hemorrhage or 

infarction”, “Z95.2 Presence of prosthetic heart valve”, “746.9 Unspecified anomalies of 

heart”) while four were solely registered with MFS as the primary cause of death. 

The “Other” chapter include “ill-defined and unknown causes of mortality”. Among 

the 6 cases in this chapter two were “R989 - Unattended death” as primary cause of death 

and the secondary cause was “Q874 – Marfan Syndrome”. Two cases were registered as 

“R092 – Respiratory arrest” and “Q874 – Marfan syndrome” as a secondary cause. One was 

“R99.1 - Other ill-defined and unspecified causes of mortality” as primary cause of death 

and secondary cause “Q874 – Marfan Syndrome”. One was “R57.0 – Cardiogenic shock”. 

No autopsy was performed in any of the six cases and all cases were registered as a death 

caused by “Natural causes”. A speculative guess could be that the overrepresentation could 

be due to aortic rupture causing registration as sudden unattended death. Merging all ICD 

chapters except the circulatory chapter showed a non-significant mortality HR of 1.1 (CI 

0.97 – 1.19, P=0.156) indicating that circulatory causes are the main reason for deaths 

among MFS. 

DISCUSSION 

Our study clearly indicates that the MFS diagnosis is associated with a significant 

increased all-cause mortality hazard ratio for both men and women at any time in life 

compared to the normal population. As expected, cardiovascular causes of death were the 
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major contributor with an overwhelming seven-fold increased HR and with an almost two 

hundred-fold increased HR of dying from aortic disease.  

This study also shows that having MFS results in median age at death of 50 years. In 

the study by Silverman et al. the mean age at death was only 41 years, however, since there 

were no data on the age of the total cohort in Silverman’s study, we cannot compare these 

two studies directly. Nevertheless, MFS cases still have a reduced median age at death of 8 

to 13 years compared to the background population. Men and women had a similar lifespan 

which is in contradiction to previous studies that have shown that males with MFS are more 

likely to develop aortic disease including both prophylactic surgery and dissections
2,7

.  

In the present study, more than half of the MFS patients were not diagnosed until adult 

life
1
. In addition, a substantial part of MFS patients may also have died undiagnosed and are 

therefore not included in the present cohort. For the same reason, many patients were not 

diagnosed until after they had aortic dissection, which creates a much poorer outcome
2
. 

Therefore, it must be emphasized that identification of patients with MFS as early as 

possible is essential to provide the best possible care. An additional advance will be to 

identify MFS patients with a high risk of aortic dissection. A recent study indicated that 

MFS patients with aortic stiffness may have a higher risk of aortic dilatation and dissection 

which could mean that a subset of MFS patients should be followed more closely or have 

surgery at an earlier stage
8
. Until now, preventive pharmacological treatment has not shown 

a dramatic effect in preventing aortic dilatation and dissection
9,10

 and it is still uncertain if 

any existing drug can do this
11

. It is difficult to argue convincingly either for the 

mechanobiological effects of betablockers or for inhibition of the TGFβ-system with 

Losartan
12

. Instead it seems that specialized follow-up and timely aortic surgery by dedicated 

surgical teams seem to be the most important factor for long-term survival
4
. 
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The recommended aortic size limit is 5 cm and there is no evidence to support that 

aortic root replacement at smaller aortic diameters improves survival. However, there are 

specialized recommendations for women and pregnancy, where prophylactic surgery should 

be offered at 4.5 cm if the woman with MFS wishes to be pregnant
13

. We were unable to find 

any evidence in our data that indicated that pregnancy included a significantly increased 

mortality risk in this cohort, which is in contrast to previous observations
14

.  

Altered fluid hemodynamics after aortic root replacement
15

 may be one among many 

reasons why MFS patients experience type B dissections late after prophylactic aortic root 

surgery
16

. It is therefore important also to observe the aortic arch and descending aorta 

meticulously when doing post-surgery follow-ups and offer treatment in due course
7
. 

Another major issue is reconstructive aortic surgery in MFS patients with chronic 

dissections
17

. Even though results seem excellent in highly specialized high-volume centers
18

 

the reality is that thoracoabdominal aortic repair of chronic dissections is a high-risk 

procedure also with considerable morbidity risk including spinal cord injury
19

. 

Our data do not indicate that MFS individuals present a higher risk of death by other 

causes of death than cardio vascular. As mitral valve prolapse is a common phenotypic 

manifestation in MFS
7
 we expected to find an overrepresentation of mitral disease among 

cases. However, we did not find a single case with mitral disease as the primary cause of 

death indicating that mitral valve disease may be common but not fatal.  

We assumed that pneumothorax would be the main cause of case representation in the 

“Respiratory” chapter. However, it is noteworthy that none of the cases with a respiratory 

cause of death had pneumothorax as a cause of death. We have no explanation of the 

overrepresentation of respiratory causes of death. An explanation could be respiratory 

complication in relation to aortic surgery. Obstructive sleep apnea is another major issue in 
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MFS but since this disorder is not registered systematically in Denmark, due to most 

treatment is managed in private hospital settings we cannot give an estimate of the influence 

from sleep apnea. 

There are some limitations and possible bias due to the case-control study design. It is 

likely that we primarily included case patients with an obvious phenotype, and we cannot 

exclude that some cases are not yet diagnosed or have already died without being diagnosed. 

For these reasons, we may have overestimated the event rate. Diagnostic criteria for MFS 

have changed several times over the years but we recently showed that implementation new 

criteria 
20-22

 did not have a large impact on incidence and prevalence of MFS 
1
. 

In conclusion, MFS has significantly increased overall mortality driven by death due to 

aortic disease with a HR of almost 200. In addition, an unexplained mortality due to 

respiratory illness was also observed. When excluding cardiovascular and respiratory causes 

of death, we found no indication that MFS is associated with increased mortality for other 

reasons. 

ACKNOWLEDGEMENTS 

This study is supported by Department of Clinical Medicine, Aarhus University Hospital and 

Aarhus University and the Novo Nordisk Foundation. The funders had no role in study 

design, data collection and analysis, decision to publish, or preparation of the manuscript. 

REFERENCES 

1. Groth KA, Hove H, Kyhl K, Folkestad L, Gaustadnes M, Vejlstrup N, Stochholm K, Ostergaard JR, 

Andersen NH, Gravholt CH. Prevalence, incidence, and age at diagnosis in Marfan Syndrome. 

Orphanet J Rare Dis 2015;10:153.:153-0369. 



ACCEPTED MANUSCRIPT

ACCEPTED M
ANUSCRIP

T

Page 11 
 

 
 

2. Groth KA, Stochholm K, Hove H, Kyhl K, Gregersen PA, Vejlstrup N, Ostergaard JR, Gravholt CH, 

Andersen NH. Aortic events in a nationwide Marfan syndrome cohort. Clin Res Cardiol 

2017;106:105-112. 

3. Silverman DI, Burton KJ, Gray J, Bosner MS, Kouchoukos NT, Roman MJ, Boxer M, Devereux RB, 

Tsipouras P. Life expectancy in the Marfan syndrome. Am J Cardiol 1995;75:157-160. 

4. Jondeau G, Detaint D, Tubach F, Arnoult F, Milleron O, Raoux F, Delorme G, Mimoun L, Krapf L, 

Hamroun D, Beroud C, Roy C, Vahanian A, Boileau C. Aortic event rate in the Marfan population: a 

cohort study. Circulation 2012;125:226-232. 

5. Schmidt M, Schmidt SA, Sandegaard JL, Ehrenstein V, Pedersen L, Sorensen HT. The Danish 

National Patient Registry: a review of content, data quality, and research potential. Clin Epidemiol 

2015;7:449-90.:449-490. 

6. Helweg-Larsen K. The Danish Register of Causes of Death. Scand J Public Health 2011;39:26-29. 

7. Roman MJ, Devereux RB, Preiss LR, Asch FM, Eagle KA, Holmes KW, LeMaire SA, Maslen CL, 

Milewicz DM, Morris SA, Prakash SK, Pyeritz RE, Ravekes WJ, Shohet RV, Song HK, Weinsaft JW, Gen 

TACI. Associations of Age and Sex With Marfan Phenotype: The National Heart, Lung, and Blood 

Institute GenTAC (Genetically Triggered Thoracic Aortic Aneurysms and Cardiovascular Conditions) 

Registry. Circ Cardiovasc Genet 2017;10. 

8. Selamet Tierney ES, Levine JC, Sleeper LA, Roman MJ, Bradley TJ, Colan SD, Chen S, Campbell MJ, 

Cohen MS, De Backer J, Heydarian H, Hoskoppal A, Lai WW, Liou A, Marcus E, Nutting A, Olson AK, 

Parra DA, Pearson GD, Pierpont ME, Printz BF, Pyeritz RE, Ravekes W, Sharkey AM, Srivastava S, 

Young L, Lacro RV, Pediatric Heart Network I. Influence of Aortic Stiffness on Aortic-Root Growth 

Rate and Outcome in Patients With the Marfan Syndrome. Am J Cardiol 2018;121:1094-1101. 

9. Milleron O, Arnoult F, Ropers J, Aegerter P, Detaint D, Delorme G, Attias D, Tubach F, Dupuis-

Girod S, Plauchu H, Barthelet M, Sassolas F, Pangaud N, Naudion S, Thomas-Chabaneix J, Dulac Y, 

Edouard T, Wolf JE, Faivre L, Odent S, Basquin A, Habib G, Collignon P, Boileau C, Jondeau G. Marfan 

Sartan: a randomized, double-blind, placebo-controlled trial. Eur Heart J 2015;36:2160-2166. 



ACCEPTED MANUSCRIPT

ACCEPTED M
ANUSCRIP

T

Page 12 
 

 
 

10. Lacro RV, Dietz HC, Sleeper LA, Yetman AT, Bradley TJ, Colan SD, Pearson GD, Selamet Tierney 

ES, Levine JC, Atz AM, Benson DW, Braverman AC, Chen S, De BJ, Gelb BD, Grossfeld PD, Klein GL, 

Lai WW, Liou A, Loeys BL, Markham LW, Olson AK, Paridon SM, Pemberton VL, Pierpont ME, Pyeritz 

RE, Radojewski E, Roman MJ, Sharkey AM, Stylianou MP, Wechsler SB, Young LT, Mahony L. 

Atenolol versus losartan in children and young adults with Marfan's syndrome. N Engl J Med 

2014;371:2061-2071. 

11. De Backer J. Marfan and Sartans: time to wake up! European heart journal 2015;36:2131-2133. 

12. Franken R, den Hartog AW, Radonic T, Micha D, Maugeri A, van Dijk FS, Meijers-Heijboer HE, 

Timmermans J, Scholte AJ, van den Berg MP, Groenink M, Mulder BJ, Zwinderman AH, de Waard V, 

Pals G. Beneficial Outcome of Losartan Therapy Depends on Type of FBN1 Mutation in Marfan 

Syndrome. Circ Cardiovasc Genet 2015;8:383-388. 

13. Regitz-Zagrosek V, Blomstrom LC, Borghi C, Cifkova R, Ferreira R, Foidart JM, Gibbs JS, Gohlke-

Baerwolf C, Gorenek B, Iung B, Kirby M, Maas AH, Morais J, Nihoyannopoulos P, Pieper PG, 

Presbitero P, Roos-Hesselink JW, Schaufelberger M, Seeland U, Torracca L. ESC Guidelines on the 

management of cardiovascular diseases during pregnancy: the Task Force on the Management of 

Cardiovascular Diseases during Pregnancy of the European Society of Cardiology (ESC). Eur Heart J 

2011;32:3147-3197. 

14. Kuperstein R, Cahan T, Yoeli-Ullman R, Ben Zekry S, Shinfeld A, Simchen MJ. Risk of Aortic 

Dissection in Pregnant Patients With the Marfan Syndrome. Am J Cardiol 2017;119:132-137. 

15. Collins JD, Semaan E, Barker A, McCarthy PM, Carr JC, Markl M, Malaisrie SC. Comparison of 

Hemodynamics After Aortic Root Replacement Using Valve-Sparing or Bioprosthetic Valved Conduit. 

Ann Thorac Surg 2015;100:1556-1562. 

16. den Hartog AW, Franken R, Zwinderman AH, Timmermans J, Scholte AJ, van den Berg MP, de W, 

V, Pals G, Mulder BJ, Groenink M. The risk for type B aortic dissection in Marfan syndrome. J Am Coll 

Cardiol 2015;65:246-254. 



ACCEPTED MANUSCRIPT

ACCEPTED M
ANUSCRIP

T

Page 13 
 

 
 

17. Mimoun L, Detaint D, Hamroun D, Arnoult F, Delorme G, Gautier M, Milleron O, Meuleman C, 

Raoux F, Boileau C, Vahanian A, Jondeau G. Dissection in Marfan syndrome: the importance of the 

descending aorta. European heart journal 2011;32:443-449. 

18. Ghanta RK, Green SY, Price MD, Arredondo CC, Wainwright D, Preventza O, de la Cruz KI, Aftab 

M, LeMaire SA, Coselli JS. Midterm Survival and Quality of Life After Extent II Thoracoabdominal 

Aortic Repair in Marfan Syndrome. Ann Thorac Surg 2016;101:1402-1409; discussion 1409. 

19. Lima B, Nowicki ER, Blackstone EH, Williams SJ, Roselli EE, Sabik JF, 3rd, Lytle BW, Svensson LG. 

Spinal cord protective strategies during descending and thoracoabdominal aortic aneurysm repair in 

the modern era: the role of intrathecal papaverine. J Thorac Cardiovasc Surg 2012;143:945-952 

e941. 

20. Beighton P, de PA, Danks D, Finidori G, Gedde-Dahl T, Goodman R, Hall JG, Hollister DW, Horton 

W, McKusick VA, . International Nosology of Heritable Disorders of Connective Tissue, Berlin, 1986. 

Am J Med Genet 1988;29:581-594. 

21. De Paepe A, Devereux RB, Dietz HC, Hennekam RC, Pyeritz RE. Revised diagnostic criteria for the 

Marfan syndrome. Am J Med Genet 1996;62:417-426. 

22. Loeys BL, Dietz HC, Braverman AC, Callewaert BL, De BJ, Devereux RB, Hilhorst-Hofstee Y, 

Jondeau G, Faivre L, Milewicz DM, Pyeritz RE, Sponseller PD, Wordsworth P, De Paepe AM. The 

revised Ghent nosology for the Marfan syndrome. J Med Genet 2010;47:476-485. 

 

  



ACCEPTED MANUSCRIPT

ACCEPTED M
ANUSCRIP

T

Page 14 
 

 
 

Figure 1: Kaplan-Meier survival curves for cases and controls with 95% confidence intervals. Time 

starts at diagnosis of case patient. 

Figure 2: Kaplan-Meier survival curves for cases and controls divided on gender. Time starts at 

diagnosis of case patient.  
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Table 1 

Data on cases and controls. 

 Total cohort Male Female 

Cases (MFS) 410 215 (52%) 195 (48%) 

Cases alive 352 182 (52%) 170 (48%) 

Cases diseased 58 33 (57%) 25 (43%) 

Controls 41,000 21,500 (52%) 19,500 (48%) 

Controls alive 39,239 20,504 (52%) 18,735 (48%) 

Controls diseased 1,761 996 (57%) 765 (43%) 

 

Table 2 

Cause of death data divided by ICD chapter. HR: hazard ratio of death case compared with 

controls. Data only on causes of death data. 

 Cases Control HR Confidence 

interval 

p-value 

Combined 51 1612 3.4 2.6-4.5 <0.001 

Infection 0 70 - - - 

Neoplasm 3 390 0.8 0.3-2.6 0.771 

Blood/ immunology 1 3 31.9 2.6-387.5 0.007 

Endocrine 0 30 - - - 

Mental 0 26 - - - 

CNS 0 22 - - - 

Eyes 0 0 - - - 
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Ears 0 0 - - - 

Circulatory 17 252 7.0 4.3-11.6 <0.001 

Respiratory 7 246 3.0 1.4-6.3 0.005 

Digestive 0 82 - - - 

Skin 0 0 - - - 

Musculoskeletal 0 2 - - - 

Genitourinary 0 14 - - - 

Pregnancy 0 0 - - - 

Perinatal 0 0 - - - 

Congenital 14 5 274.8 99.0-763.2 <0.001 

Other 6 265 2.4 1.1-5.5 0.031 

Injury, poisoning & external 3 205 1.6 0.5-5.0 0.427 

Unknown cause (no data) 7 134    

“-“: HR’s could not be calculated. 

 

 


