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way based on neonatal mortality among infants born in the first three
months of 1950.

As experience and knowledge increases, additional questions are raised
which cannot be answered even by merging the two records. These concern
prenatal care, duration of stay in different types of hospital, etc. The solu-
tion will depend on the development of special-purpose and longitudinal
studies.

Development needed in foetal-death statistics

To a great extent, developments in foetal-death statistics will parallel
extensions in statistics on factors affecting mortality among the new-born.
The close relationship between these two vital events will lead to similar
tabulations of information on birth-weight, period of gestation, conditions
of pregnancy and labour, and many demographic items. Also, follow-back
and longitudinal studies on pregnancy loss need to cover both subjects
simultaneously. This type ofjoint consideration has already led to increased
use of perinatal mortality rates, which combine the foetal-loss experience
after 27 completed weeks of gestation and early neonatal mortality. Other
indices are needed to measure risk of pregnancy loss at various stages of
foetal development.

Another change that appears to be in the offing is the resumption of
national tabulations of causes of foetal death. It is expected that a new
form for reporting cause data will lead to significant improvements in
statistics, particularly since its introduction will be linked to a drive to
broaden the appreciation of the need for the information.

Until there is a marked improvement in the reporting of early and late
foetal deaths, other means will have to be found for measuring total foetal
loss. Small sample studies and community investigations can greatly aid
in this respect even if they do not provide the same detail as national
statistics.

IMPROVING THE QUALITY OF MEDICAL CERTIFICATION
OF CAUSES OF DEATH IN THE USA*

Until the adoption of the Sixth Revision of the International Statistical
Classification of Diseases, Injuries, and Causes of Death, no more than
routine attention was given to improving the quality of medical certification
of causes of death. Because the Manual ofJoint Causes oJDeath, in use in the

* Abridged from an unpublished communication by I. M. Moriyama, M.P.H., Ph.D., Chief, Mortality
Analysis Branch, National Office of Vital Statistics, Public Health Service, Department of Health, Education
and Welfare, Washington, D.C., USA.
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USA through 1948, provided a convenient means for selecting the cause of
death to be tabulated, no great need was felt to do much about the problem
except to revise instructions to the medical certifiers once a decade, and to
make routine queries about incomplete returns and the obsolete and ill-
defined terms that were being reported.

With the adoption of the Sixth Revision of the International Statistical
Classification of Diseases and Causes of Death in 1949 in the USA, the
vital statistics offices were faced with two major problems: the coding of
causes of death according to the new procedure, and educating the prac-
tising physicians in making the medical returns properly. It was recognized
at that time that the task of instructing the physicians on medical certification
procedure was the more important. However, it was a job that could not be
completed immediately. In the meanwhile, the vital statistics offices were
faced with the task of coding causes of death by a new procedure, regardless
of the quality of reporting. Therefore, most of the initial efforts were directed
towards the amplification of coding rules adapted to the needs in the USA
and towards the training of coders in the various vital statistics offices. For
the latter purpose, training material was devised for the systematic group
instruction of coders.

Two other steps were taken concurrently. The first was to revise the
Physicians' Handbook on Death and Birth Registration, and the second was to
inform the medical practitioners of the revision of the International List
and of its significance through an article in the Journal of the American
Medical Association. At a later date, a film strip on medical certification
of causes of death was prepared for showing at local medical society
meetings, hospitals, and medical schools.
A comprehensive programme planned to bring about better under-

standing of medical certifications by physicians has not yet been developed
in the USA. However, with the experience and knowledge acquired over
the past four years with the new coding procedures, certain ideas concerning
the problem are beginning to crystallize.

The approach to the training of medical certifiers can be made in two
ways. The first is by instruction in medical certification procedures through
pamphlets; articles in medical journals; and talks or lectures before medical
societies, hospitals, and medical schools, with or without illustrative material
such as the film strip on medical certification. The material used may be
general or specific in nature. However, this approach is to a general audience
with the hope of getting the ideas across to as many people as possible.
The second method is to work in specific areas where medical certifications
are defective. This method includes the procedure of querying incomplete
or inconsistent returns. It may also include discussions with individuals,
using the medical returns sent by them as a basis for discussion.

It would seem that both approaches are essential. The first was certainly
necessary when the new certification procedure was introduced. However,
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there is no information as to the effectiveness of the material which was
prepared and distributed for the instruction of physicians. Nevertheless,
there is a definite feeling that the mere distribution of the Physicians'
Handbook to the medical certifiers in the United States is not sufficient to
bring about the desired results. A many-sided approach needs to be taken
to hit at the general, as well as the specific, problems. Before this approach
can be developed, however, there needs to be a satisfactory determination
of some of the questions concerning the attitudes and behaviour of the
medical certifier toward vital statistics in general and to medical certifica-
tions in particular. Without insight into the factors that motivate the
respondent, it is exceedingly difficult to develop an effective educational
programme.

With this end in view, a start has been made on an exploratory study to
find answers through personal interviews to questions such as: " What is
the level of the physician's interest as he turns to the medical certification?
Is he aware of the ultimate uses of cause-of-death statistics ? How much
responsibility does he feel ? What instructional sources or reference guides
does he use, if any ? Are these sources and references written in terms that
are clearly understood ? Is there possibly some block in his mind, such
as a feeling that the methodology behind the certification process is illogical ?
Does he understand the present medical certification procedure ? Is the
terminology used in the certificate form or instruction manual clearly
understandable to the physician ?"

While the exploratory study is not designed to obtain a cross-section
of attitudes and beliefs, the results of the few interviews obtained to date
are encouraging. It is hoped that sufficient information can be collected
to serve as a guide in the solution of this difficult problem.

The direct approach to the actual " problem cases " through inquiry
appears to give great promise in influencing the general quality of medical
returns. However, the usual medical inquiry method needs to be modified.
In the past, the primary objective of the inquiry was to secure missing
information or obtain more specific information. Additions and corrections
were made and these were reflected in the statistics. In the years when the
federal vital statistics office queried the physician directly, the number of
queries ran to about 10,000 per year (less than 1% of all death certificates
filed). No information is available as to the number of medical certifications
queried by the vital statistics offices of the different States, which took the
primary responsibility for making the inquiries about 20 years ago. How-
ever, in a survey conducted in 1951, an average of about 3% of the death
certificates was being queried as a matter of routine.

It has been the experience in the USA that, except for the low-frequency
causes of death, the corrections resulting from the inquiries did not signifi-
cantly affect the statistics. Furthermore, the routine queries did not seem
to have any beneficial effects on subsequent reporting of causes of death.
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These conclusions led to a change in emphasis in the query programme. It
is now recognized that querying should be for the purpose of education rather
than for correcting statistics. Also, if accurate information is to be obtained,
the questions must be specific and phrased in a clear, unambiguous manner.
For example, it does no good to ask " What was the underlying cause of
death ?", when the certifier obviously did not understand what was called
for when he originally filled out the medical certification.

Experimental studies conducted in two offices demonstrated that a
substantial improvement in the general quality of medical certifications
may be brought about by evaluating the medical returns by individual
certifiers and concentrating efforts upon the physicians making defective
certifications. In one of these offices in particular, it was found that the
problem was localized in a large municipal hospital, in the coroner's office,
and among a handful of physicians. The difficulties and the proper pro-
cedures were explained by letter or telephone. Evaluation of the medical
returns again at a later date indicated that the major part of the medical
certification problem was cleared up by working with a few sources present-
ing the difficulties. The solution is not always as simple as this when there is
a large numnber of medical practitioners certifying only a few deaths each year.

One of the most frequently suggested solutions of the medical certifica-
tion problem is the training of medical students. This suggestion has
considerable merit as a long-range proposal, but it is not enough at this
time to train a handful of potential medical certifiers each year. While
the introduction to the subject of vital statistics should certainly come in
medical schools, there is a real question of the effectiveness with which
this can be accomplished. For one thing, it is difficult to inject non-clinical
subjects into the already crowded curricula of medical schools. In most
medical schools in the USA, it would be fortunate indeed if more than
three to four nours during the entire course could be freed for vital statistics
and registration problems. Therefore, other means for instruction must
be sought. Perhaps the most effective single means of instruction would
be the adoption of a form similar to the medical certificate form by medical
schools and hospitals for the presentation of summary results of clinical-
pathological conferences. This method is being tried in one of the medical
schools. A summary in terms of the etiological and pathological relation-
ships of diseases and conditions provides an effective teaching tool in
medicine as contrasted with the usual summary consisting of a listing of
diseases and conditions without regard to their relationships. This would
also provide an effective means of instruction in medical certification
procedures.
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