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Improving Causeof-Death Statistics
Mortality statistics derived from information reported on

death certificates are among the most widely used sources of
health data at the national, state, and local levels. The
strength of mortality data from the vital statistics system
comes from several sources: 1) coverage is virtually univer-
sal, because State laws generally require death certificates for
disposition of bodies, and because the certificates are often
needed for legal purposes, including estate settlement; 2)
considerable uniformity in content and format is achieved
among the states through federal-state coordination'; and 3)
standardization in processing and data presentation is pro-
moted through a federal-state effort called the Vital Statistics
Cooperative Program. These strengths have been noted by
Zemach, Glasser, and others.2'3 As a consequence, the vital
statistics system (including births, deaths, and other reported
vital events) is the principal source of health-related data
comparable at the national, state, and local levels.

Considerable reliance is placed on mortality data from
the vital statistics system to identify health problems and to
monitor health programs, because for measuring morbidity
essentially no data source exists that can be compared at the
national, state, and local levels. As a consequence, many of
the state and national initiatives in disease prevention and
health promotion are being measured in terms of mortality
data such as infant mortality and causes of death.4

The heavy use and visibility of mortality data for health
measurement necessarily raise questions regarding reliability
and validity of cause-of-death information from the death
certificate. Numerous articles on the subject have appeared
in this and otherjournals.54 Special studies on the validity of
cause-of-death information on the death certificate have been
carried out using a variety of methodologies. A frequent
finding is greater reliability for some causes of death, e.g.,
cancer, than for others, e.g., digestive diseases. However,
few firm conclusions can be drawn because of differences
among the studies in coverage, disease focus, and method-
ology and because of the absence of a "gold standard"
against which to compare the reported causes of death on the
death certificate. The need for periodic national assessments
of the validity of cause-of-death reporting is being addressed
by a pilot evaluation study currently being carried out by the
National Center for Health Statistics (NCHS).9"0

While considerable attention has been devoted to the
reliability and validity of cause-of-death data, fewer assess-
ments have been made of ways in which to improve the
quality and completeness of reporting cause of death on the
death certificate. The article in this issue of the Journal by
Hopkins, et al," makes a valuable contribution in this area.

The authors show that a systematic and fairly intensive state
program of querying cause of death reported on the death
certificate can have a major impact on what physicians report
as the cause of death.

Querying means asking the physicians who completed
the cause-of-death certification whether the particulars of
their reports were complete and accurate. The records that
are queried are not a random sample of deaths, but rather
they represent medical conditions whose characterization on
the death certificate may be imprecise (e.g., natural causes),
non-specific (e.g., cancer without specification of primary
site), suggestive of a public health problem (e.g., toxoplas-
mosis, suggesting HIV infection), or indicative of a public
health problem (e.g., cholera). In Oregon, the queried rec-
ords accounted for approximately one out of every 10 death
certificates.

The authors show that physicians in Oregon are highly
responsive to such queries, and that the impact on the
cause-of-death certification of the questioned records can be
considerable. As a result of this ongoing activity in Oregon,
about halfof the queried death certificates were changed. The
changes often resulted in an increase in specificity of the
underlying cause of death; for some broader categories, the
changes resulted in measurable changes in the overall fre-
quency of the causes of death.

The authors point out not only the beneficial conse-
quences to the quality and completeness of the resulting data,
but also the educational benefits of the process. Querying
was an effective means of informing physicians as to what
information was being sought on the death certificate with
respect to cause of death, and how the death certificate
should be completed. The authors note that the effectiveness
of the educational process is reflected in better certifications
and fewer needed changes over time. They also show that the
process of querying physicians by the state vital statistics
programs can be automated to a high degree.

To improve the quality of cause-of-death information a
variety of approaches, including querying, have been
suggested.'0 These include educating physicians at various
stages in their training-including at medical school, in
residency, and in continuing education-on the way to
complete death certificates. State vital statistics programs
and NCHS have implemented a number of activities to
inform physicians about completing cause-of-death informa-
tion on the death certificate:

* the latest version of the US Standard Certificate of
Death (recommended to the states for implementation
beginning with deaths in 1989) includes more detailed
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instructions, examples of properly completed cause-
of-death certifications, and a two-part certification to
allow more time to establish and report the medical
facts of death';

* the NCHS has made available to the states video
cassettes and an audio tape cassette, and handbooks,
describing proper completion of vital records includ-
ing the death certificate; and

* NCHS is encouraging states to incorporate cause-
of-death querying as an integral aspect of their vital
statistics programs, using the querying manual devel-
oped by NCHS.'2 This manual, in an adapted and
expanded form, is used in the Oregon querying pro-
gram described in the article by Hopkins and his
colleagues."1 As the authors point out, many states
have such querying programs. Not all states have
them, however, and not all the extant programs are as
extensive and intensive as that of Oregon.

The article by Hopkins and his colleagues" demon-
strates both the value and the feasibility ofimplementing state
querying programs for identifying and correcting deficiencies
in cause-of-death certifications suspected ofbeing inadequate
or erroneous. For Oregon, querying resulted in changing
about 5 per cent of the certifications, mainly increasing their
specificity; querying a random sample of non-problem rec-
ords might result in some additional changes. The Hopkins
study, along with many of the validation studies previously
cited, suggest that for the broad purposes ofidentifying major
health problems, setting priorities, and monitoring progress,
mortality statistics are still a valid, and probably the best
available, source of information. However, efforts should be
strenuously pursued to improve the quality of cause-of-death
on the death certificate. These efforts should include training
physicians, improving reporting forms, disseminating educa-
tional materials, and implementing cause-of-death querying
programs.
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I Surgeon General's Report on Nutrition and Health Aspects I
The Public Health Service of the Department of Health and Human Services has released a report

on the relationship of diet and disease. The Surgeon-General's Report on Nutrition and Health presents
the scientific evidence linking diet to the chronic diseases that are major public health problems in the
United States today, including coronary heart disease, certain types of cancer, diabetes, and stroke. The
report shows that for the two out of three Americans who do not smoke or drink excessively, choice
of diet can influence long-term health more than any other action. It emphasizes modifications in eating
habits, including a shift away from alcohol and foods high in fat (especially saturated fat), cholesterol,
sugar and salt, toward vegetables, fruits and whole grain products.

The 727-page report, stock number 017-001-00465-1, is available for $22. Copies of the Summary
and Recommendations, stock number 017-001-00466-9, are available for $2.75. To order send
prepayment to Dept. 36-CC, Superintendent of Documents, Washington, DC 20402-0325; or contact
(202) 783-3238 to use VISA or MasterCard.
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