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various facilities, equipment, and supplies-particularly beds, drugs, and
other necessities-and on the hours lost by workers confined in institutions
will have to be reassembled to become really valuable.

TYPES OF HEALTH STATISTICS NEEDED IN COUNTRIES
WITH WELL-DEVELOPED HEALTH PROGRAMMES *

The determination of the efficacy of public-health programmes in areas
where mortality and morbidity from infectious and communicable diseases
are so high that the total death-rate is 25 or more per 1,000 of the popula-
tion does not require very precise statistical measures. This statement should
not be interpreted as implying that adequate statistics are not needed.
They are needed; but the kinds of statistics required, as well as their preci-
sion, are quite different from those required in areas where a well-organized,
efficient health programme has been in operation for several decades,
and the total death-rate is below 15 per 1,000 of the population. The
absence of epidemics of cholera, smallpox, plague, and yellow fever is not
difficult to determine. The widespread prevalence of malaria or of diarrhoea
and dysentery can be ascertained by rather simple methods of measurement.
Insanitary practices in the handling of food and water supplies and in
the disposal of garbage, sewage, and other waste products are easily detected
by observation, A reasonably complete registration of deaths, combined
with notification of cases of selected communicable diseases, the latter
usually quite deficient, have provided the principal statistical data available
to measure the improvement of health. This experience has given rise to
the development of complete registration and universal reporting of vital
events as the chief methods of collecting vital statistics.

In areas where almost all the common infectious and communicable
diseases, which historically have been the leading causes of serious morbidity
and mortality, have been either practically eliminated or are so well con-
trolled that they no longer menace the health of the population, the scope of
public-health programmes has been greatly expanded beyond the traditional
efforts to control communicable diseases, to provide a pure food- and water-
supply, and to improve environmental sanitation. Public-health activities
increasingly reflect the idea of health as " a state of complete physical,
mental and social well-being and not merely the absence of disease or
infirmity " given in the Constitution of the World Health Organization.

Any catalogue of the elements of public-health programmes is almost
certain to be incomplete. It will suffice to indicate here that these include

* Abridged from an unpublished communication by Harold F. Dorn, Ph.D., Chief, Office of Biometry,
National Institutes of Health, Bethesda, Md., USA.
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such diverse elements as the control of accidents, cancer, diabetes, and
cardiovascular diseases, medical care, industrial and occupational health
problems, atmospheric pollution, health and medical facilities and personnel,
geriatrics, hygiene of housing, the hazards of radioactivity, health education,
fluorine and dental health, maternal and child health, food and water
supply, sanitary facilities and practices, nutrition, and prevention and
control of communicable diseases. The diversity and inherent nature of
these activities make impractical an attempt to measure their efficacy by
means of complete registration or reporting of indices of ill-health. Even
assuming that satisfactory indices could be devised, the burden of reporting
on respondents would be so great that co-operation could not be expected.
Moreover, the expense of processing and analysing the reports would
become excessive.

At the same time the necessity for quantitative measures both of the
scope and nature of the problem and of the success of the efforts to combat
it has become greater. Before a specific programme is planned, information
is required concerning the magnitude of the problem, the characteristics
of the people affected, and the distribution throughout the country and in
different population groups. Mortality statistics alone are not satisfactory,
since the existence of many of the problems listed above is reflected in
various degrees of morbidity and can be detected only imperfectly, if at all,
by the analysis of death records. For the same reasons, a considerable
period of time may be required before the success of programmes designed
to eliminate these problems can be ascertained.

Finally, the annual cost of modern public-health activities may amount
to many thousands or even millions of dollars, depending upon the size
of the population covered. The wise administration of these funds requires
the development of quantitative information specifically designed to measure
accomplishments of every element of the programme. No longer can it be
assumed that, simply because money is being spent to promote and improve
health, no additional justification is required. It should be a fundamental
principle of public-health administration that a small percentage of the
budget should be allocated for the evaluation of existing activities and the
development of plans for new programmes.

There is no single statistical method or system of health statistics by
which this objective can be achieved. The increasing diversification of
public-health programmes requires a corresponding diversification of
statistical data. However, even though the type of health statistics required
cannot be discussed realistically without reference to a specific programme,
some general considerations may be pointed out.

1. The method of universal registration or reporting exemplified by
death registration and communicable-disease reporting needs to be sup-
plemented. Except for relatively small populations, complete registration
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cannot be justified solely on statistical grounds. The complete registration
of the traditional vital statistics such as births, deaths, marriages, and
divorces is required for legal and administrative as weU as statistical
purposes. Complete registration is expensive and rather inflexible, so that
it is not a suitable method for the collection of many kinds of health statistics.

2. No single method of obtaining health statistics is universally appli-
cable. Registration, complete reporting, specific record systems, repetitive
population surveys, long-term longitudinal studies, and special ad hoc
surveys may be used under appropriate conditions. However, the first
step is to decide what kinds of data are needed. After that, a method of
collecting them may be devised.

3. There should be a close relationship between programme admi-
nistrators and statisticians. If statistics are to be used to plan and evaluate
programmes, statisticians should work closely with programme directors
at all times. The primary purpose of the statistics is to guide the health
administrator and not to give employment to statisticians.

4. Well-trained statisticians are required. It should not be expected
that every public-health statistician can be an expert in every field of health
statistics. Some need to be experts in the development and administration
of record systems or in the planning, organization, and execution of field
investigations; others need to be familiar with the modern theory and
practice of sampling or of experimental design and analysis. To be suc-
cessful, however, all should have the ability to visualize the statistical
requirements of diverse public-health activities.

5. Health statistics should be developed for well-defined purposes.
Many health programmes are directed toward specific groups in the popula-
tion. Consequently a system of health statistics must be capable of identify-
ing and providing quantitative data concerning such groups. Repetitive
sample surveys of the general morbidity of the total population should
not be expected to meet this requirement. Such surveys can provide useful
general information concerning selected health problems but are not suitable
for collecting the detailed, specific data required for the planning and
evaluation of specific elements of a programme.

This point may be illustrated by the kinds of statistical data which
would be useful in directing some aspects of a cancer-control programme.
The magnitude of the problem can be measured by the number of new
cases diagnosed and treated per unit of population, the location of the
problem by the geographical distribution of cases, the results of public
education and case-finding activities by the stage of disease at diagnosis,
improvements in diagnosis by the proportion of diagnoses confirmed by
histological or other standard methods, improvements in therapy by changes
in survival rates, adequacy of case-holding by the proportion of cases
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which return regularly for re-examination, and the general success of control
measures by trends in the incidence of different types of neoplasms.

One need feel no hesitation in recommending that health departments
promote the registration of all deaths and the tabulation and analysis of
statistical data derived from death certificates. There are few kinds of
morbidity statistics for which this would be true. The usefulness of health
statistics must be judged by the nature of the programme with which they
are associated, and the customs and practices of the community or nation
where this programme is to be carried out. A system that is highly successful
in one area may be ineffective or impracticable in another. The only
kinds of health statistics which can be recommended for general use are
those which are planned and administered to meet the needs of a specific
programme in a specific area.

NEEDS FOR BIRTH AND DEATH STATISTICS IN THE USA *

Immediate or long-term needs for particular types of birth and death
statistics and the deficiencies in the current series are subject to continuous
re-examination and definition in the USA. The discussion to follow is
principally in terms of the needed improvements in the quality of present
statistics, the extension of use of available data, and the development of
new information to serve better the present health and demographic needs.

The reporting of births and deaths in the various towns and settlements
of the USA goes back to the early colonial days; however, registration
laws for the centralized collection of vital records were not enacted by the
various States until the 19th century.

The federal collection of vital statistics was first made in 1850, when
several questions were added to the decennial population census schedule.
Similar decennial collections were made by census enumerators at each
census up to and including the census of 1900, but these reports were
inaccurate and incomplete. In 1880, a national registration area for deaths
was established because by that time some of the States had developed
efficient systems for the registration of vital events. This original area
consisted of only two States, the District of Columbia, and several large
cities, but by 1900 eight other States had been admitted. For the years
1880, 1890, and 1900, mortality data were received from the States and
cities included in this expanding area, and both birth and death figures for
the entire country were compiled from the reports of the census enumerators.

* Abridged from an unpublished communication by I. M. Moriyama, M.P.H., Ph.D., Chief, Mortality
Analysis Branch, and Sam Shapiro, B.S., Chief, Natality Analysis Branch, National Office of Vital Statistics,
Public Health Service, Washington, D.C., USA.
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