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Morbidity Statistics
A Report on Current Practice in Member States of the World Health Organization

ALWYN SMITH 1

This paper is based on an analysis of questionnaires sent to the health ministries of
Member States of WHO asking for information about the extent, nature, and scope
of morbidity statistical information. It is clear that most countries collect some statistics of
morbidity and many countries collect extensive data. However, few countries relate their
collection to the needs of health administrators for information, and many countries collect
statistics principally for publication in annual volumes which may appear anything up to
3 years after the year to which they refer. The desiderata of morbidity statistics may be
summarized as reliability, representativeness, and relevance to current health problems.

Over the past 150 years, the development in many
countries of national governmental responsibility
for health and medical care has naturally been
accompanied by an interest in the development of
methods for measuring, evaluating and monitoring
the state of community health. In the early years of
this period, the major concern was with diseases
that usually culminate in death and with diseases
capable of occurring within the population in acute
epidemic form. It was therefore natural that early
developments in health statistics were devoted prin-
cipally to statistics of causes of death and of cases
of communicable disease. Considerations of public
order and safety reinforced those of a more scien-
tific nature, and legal requirements for the certifica-
tion of causes of death and for notification of infec-
tious disease led to the development in many
countries of reliable and representative statistics.
Many of the present-day techniques and concepts
employed in health statistical work were developed
in the context of these classical preoccupations.

Several different circumstances have changed the
major emphases in health statistical work in recent
years; the most important changes have been those
concerning patterns of incidence of diseases. In
many, if not most, of the countries of the world,
the importance of infectious disease is declining.
There are relatively few infectious diseases that
cannot, in principle, be controlled and throughout
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the world the problem of controlling them resolves
itself into the problems of adapting, augmenting
and deploying available resources. The major com-
municable diseases are, almost without exception,
better controlled by prevention than by treatment
and it is not fanciful to look forward to a world
in which, for all practical purposes, they no longer
occur. In those countries where this state of affairs
has essentially been realized, the patterns of morbi-
dity have changed and the problems that arise from
the different diseases that are now prevalent call for
different solutions. The control of the infectious
diseases was achieved mainly by control of the
external environment and it is therefore not surpris-
ing that the main effect has been a striking reduction
in mortality and grossly disabling morbidity among
the young, since it is among this group that external
environmental causes ofmorbidity would be expected
to be most important. The morbidity that remains
is that which so far has remained relatively unaffected
by environmental manipulation; it is therefore
likely that it is determined less by the external
environment and more by characteristics of man
himself. The principal characteristics of this residual
morbidity are its chronicity, its progressive nature
and its greater prevalence among the older members
of the population. This kind of morbidity, which at
present is largely unpreventable, makes very heavy
demands on medical care and occasions a frequent
need for rehabilitational care to mitigate the effects
of the long-term residual disabilities that are com-
monly sequelae. Health statistical workers have

2323 569-



570 A. SMITH

therefore become relatively less concerned with
problems of measuring the incidence of disease
conditions and relatively more concerned to study
the prevalence and course of diseases and to measure
the disability to which they give rise among different
people and in different circumstances.

These changes in the patterns of disease have
also influenced governmental acceptance of a new
kind of responsibility for national health. When the
infective diseases predominated, governmental health
activities were largely directed towards prevention
and protection. Now that the more chronic and
progressive diseases predominate, governments are
increasingly accepting responsibility for the treat-
ment of disease and for the minimization of its residu-
ally disabling effects by the provision of rehabilita-
tion, re-training and related kinds of services. This
tendency is also being augmented by more general
changes in prevalent attitudes to the role of govern-
ments in modem societies and by technological
advances that are beginning, for the first time,
to provide effective means of intervention in the
course of established disease. When medical care
was relatively ineffective, its unequal availability
within a society was not so important. Now that
medical care is beginning to be effective but expen-
sive, governments are inevitably involved to a greater
or lesser extent in influencing its distribution among
those in need of it. In many countries this involve-
ment has taken the form of national governmental
responsibility for the provision of a comprehensive
system of medical care for all inhabitants. But even
where governmental responsibility falls short of this,
there are few countries where the national govern-
ment does not accept a substantial responsibility for
medical care and related services and where govern-
mental interest in the distribution and course of
diseases is not considerable.
The changing patterns of morbidity and the chang-

ing role of governments in relation to health and
medical care have been reflected in the development
of health statistics at national levels. Although it
cannot be claimed that health statistical services
usually meet the needs of health administrators for
numerical information on community health, nor
that health administrators themselves have usually
recognized these needs, it can be said that statistical
information is now available on a much wider range
of aspects of morbidity than it was formerly, and
that developments are proceeding in many countries
of the world. In 1951, the World Health Organiza-
tion convened an expert committee on morbidity

statistics which reported in 1952 and presented a
general survey of the types of morbidity statistics
then current, indicating their applications in coun-
tries at various stages of social and economic devel-
opment, and making recommendations concerning
practice and nomenclature. Since then, development
has proceeded and at a number of conferences
organized by regional offices of WHO, progress has
been reviewed and problems discussed. From the
reports of these conferences and from the published
material now assembled and presented in annual
publications of WHO, it is clear that most countries
now collect and tabulate statistics on morbidity.
These generally include data on patients admitted to
hospitals, data on the incidence or prevalence of
such specific diseases as are nationally important,
data on related matters such as claims made on
social insurance for sickness benefits or data from
specific health and medical programmes of national
governmental agencies. These data are not always
published and are not always widely available.
Indeed, since they are often collected specifically
for local administrative purposes they are often not
suitable for general publication because of their
limited interest. For this reason, and for others,
there has hitherto been little comprehensive infor-
mation available from which to build a picture of
activity in morbidity statistics throughout the world.

SURVEY OF CURRENT MORBIDITY STATISTICS

The present communication represents the first
stage in a programme of inquiry into the extent
and detailed organization of morbidity statistics
procedures among the Member States of WHO.
It is based on replies received to a general question-
naire on morbidity statistics which was circulated
by WHO to the governments of Member States
early in 1965. The questionnaire was intended to
elicit basic information about national collection
and publication of morbidity statistics. 1 It was
prepared originally in English but versions were
distributed in English and French and a special
translation into Spanish was made by the Pan-
American Health Office for use in Central and
South America.

1 The full data may be seen in the unpublished working
document WHO/HS/NAT COM/69.243 in which the ques-
tionnaire is reproduced in Tables 2-23 together with received
data. A limited number of copies of this document is avail-
able to persons officially or professionally interested on
request to Distribution and Sales, World Health Organiza-
tion, 1211 Geneva, Switzerland.
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Questionnaires were returned by 98 countries.
Many countries sent additional material which
included specimens of statistical reporting docu-
ments and copies of publications containing tabu-
lated statistical information. This additional infor-
mation was frequently very informative and has
been used not only to interpret replies to question-
naires where occasionally these were ambiguous,
but also as a general source of background informa-
tion against which to comment on the results of
the analysis of replies to the questionnaire.
A preliminary difficulty which has to be consid-

ered concerns the completeness of response and the
representativeness of the replies. Only a little over
two-thirds of the questionnaires sent out were
returned and it is likely that countries that did not
respond differ from those that did. Although the
difference is generally likely to be that non-respond-
ing countries have less to report, there is no doubt
that several of them have quite advanced procedures
for morbidity statistics and that several of the
responding countries employ rather modest systems.
But the importance of representativeness should not
be overemphasized since the purpose of the inquiry
was not to collect a completely representative body
of data but, rather, a reasonable variety of informa-
tion. The fact that all regions of WHO were well
represented among the replies, and that replies were
received from both developing and developed coun-
tries, suggests that this aim was achieved.

In this paper, the responses to the questionnaires
are discussed and, finally, general conclusions are
drawn on the current world state of morbidity
statistics. Responses to questionnaires are presented
section by section in the same order as the various
types of statistics were arranged in the questionnaire.
A problem which had to be considered was that
many countries failed to reply to various items in
the questionnaire, either because they overlooked
them or could not understand them. Accordingly,
the responses were tabulated so that each table 1

presents the questions that were asked and the
number of countries answering "yes" to each
question. Many of the questions were subdivided,
usually into either 2 or 3 items, but occasionally
more. Although many countries answered " yes "
to only 1 of the items within a question group,
the items were usually not mutually exclusive and
many countries collect statistics of a particular kind
in more than one way. For example, data are

11In working document WHO/HS/NAT COM/69.243.

collected by means of both individual returns and
tabular returns, and many countries use both 100%
coverage and smaller samples.

RESULTS OF THE SURVEY

The accompanying table summarizes the mor-
bidity statistics that are available in the various
countries that completed and returned question-
naires. No very clear pattern emerges. Most coun-
tries collect hospital statistics while some use sepa-
rate procedures in relation to the different types of
hospital. Apart from hospital statistics, most coun-
tries collect some data on specific diseases that may
be of particular interest to them. Nevertheless,
there is a tendency for countries to be divided into
2 main groups: those that collect few morbidity
statistics and those that collect a comprehensive
range. There is less tendency than one might
expect for the particular health needs and state of
development of countries to be reflected in their
choice of statistical data collection. It is interesting
to speculate on the reasons for this state of affairs.
One is forced to the conclusion that a country's
choice of what statistics to collect is determined
more by what other countries collect and by what
has been traditional than by a precise appraisal of
its own needs for numerical information on the
state of community health and the health services.

Tradition is possibly the most important deter-
minant of statistical procedures. In newly emerged
countries, the traditions that are followed are often
those of older countries, many of whom have health
and medical problems that are totally dissimilar
from those of a new country. Part of the reason
for this is that many new countries have formerly
been colonial territories and therefore they often
inherit an administration established by the colonial
power which in turn based its colonial government
on the pattern that had been developed in the home
country. That these traditions might be unsuitable
has only quite recently become apparent.
A more important influence in determining the

adoption of unsuitable procedures may be the efforts
of international agencies to assist in the develop-
ment of new countries by facilitating the dissemina-
tion of information concerning current advances
being developed in the older-established countries.
These efforts include sponsoring programmes of
technical assistance which often depend heavily on
the temporary appointment of expert advisers. Fre-
quently, such experts are relatively inexperienced
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TYPES OF MORBIDITY STATISTICS AVAILABLE IN DIFFERENT COUNTRIES
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Afghanistan 1 1 1 1

Algeria 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Argentina 1 1 1 1 1 1 1 1

Austria 1 1 1 1 1

Brazil11

BulgariaI

Burma 1 1 1 1 1 1 1 1 1 1 1 1

Cambodia 1 1 1 1 1 1 1 1 1

Canada 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Central African Rep. 1 1 1 1 1

Ceylon 1 1 1 1 1 1 1

Chad ( 1 1 1 1 1 1 1

ChileIII

China(Taiwan)I

Colombia 1 1 1 1

Congo (Brazzaville) 1 1 1 1

Costa Rica 1 1 1

CubaI

CyprusI

Czechoslovakia 1 1 1 1 1 1

Denmark 1

Dominican Republic 1 1

Ecuador

EireI

El Salvador 1 1

Finland 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

France

Germany 1 1 1 1

Greece 1

Guatemala 1 1 1 1 1

Honduras 1 1 1

Hungary 1 1 1

Iceland | 1 | 1
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TYPES OF MORBIDITY STATISTICS AVAILABLE IN DIFFERENT COUNTRIES (continued)
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India, States and Ter-
ritories

Andhra Pradesh 1 1 1 1 1 1 1 1 1 1 1

Assam 1 1 1 1 1 1 1 1 1

GoaI III I

Himchal Pradesh I 1 1 1 1 1

Kerala 1 1 1 1 1 1 1 1 1 1 1

Laccadive and
Minicoyls. 1 1 1 1 1 1

Madhya Pradesh 1 1 1 1 1 1 1 1 1 1 1 1

Mararashta I I I I 1 1 1

Manipur1 11 1 1

Mysore 1 1 1 1 1 1 1 1 1 1

Orissa 1 1 1 1 1 1 1 1 1 1

Punjab 1 1 1 1 1 1 1 1 1 1 1 1

Rajasthan 1 1 1 1 1 1 1 1 1 1 1 1

West Bengal 1 1 1 1 1 1 1 1 1 1 1 1

Indonesia 1 1 1 1 1 1

IraqI I I I I I II 1 1

Israel 1 1 1 1 1 1 1 1 1

Jamaica 1 1 1 1 1 1

Japan 1 1 1 1 1 1 1 1 1 1 1

Korea, Republic of 1 I I I 1 I I I 1 I I 1

Kuwait 1 1 1 1 1 1 1 1 1 1 1 1

LaosI I111 1 1

Lebanon 1 1 1 1 1 1 1 1 1 1

Libya111 1

Madagascar I 1 1 1 1 1 1 1 1 1 1 1

Malaya 1 1 1 1 1 1 1 1

Mall

MauritaniaI I III I I I

Mexico I 1 1 1 1 1 1 1 1 1 1

Mongolia I 1 1 1 1 1 1 1 1 1 1 1

Morocco 1 1 1 1 1 1 1 1 1 1 1
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TYPES OF MORBIDITY STATISTICS AVAILABLE IN DIFFERENT COUNTRIES (concluded)
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NepalI 11 111 1

Netherlands 1 1 1 1 1 1

New Zealand 1 1 1 1 1 1 1 1 1

Niger 1 1 1 1 1 1 1 1

NigeriaI I I I I I IIII I I

Norway 1 1 I 1 1 1 I I1

Pakistan 1 1 1

PanamaI I II II I I I I I I I I

PeruIII II I

Philippines I 1 I1 1 1 I I I

Poland 1 I I1 I I1 1 I1

Portugal 1 I I I1 I I I I1 1 I I

Rumania 1 1 I I I1 I I I I I

RwandaI II I

Spain 1 1 1 1 1 1 1 1 1 1

Sudan 1 1 1 1 1 1

SwedenI I II III I I I I I I

Switzerland 1 1 1 1 1

Syria 1 1 1 1 1 1 1 1 1 1

TanzaniaI I I I I 11 1 1 1

Thailand 1 I I1 I I I

Trinidad and Tobago I I I I I 1 1 1 1

Turkey 1 1 1 1 1 1 1 1 1 1

United Arab Republic I I I1 1 1 1

Uganda 1 1 1 1 1 1 1 1 1 1 1

United Kingdom

England and Wales I I I1 I I 1 1 1

Northern Ireland I I 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Scotland I I I I I1 I I 1 1 1

USA 1 I I I1 1 1 I I

USSR 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Western Samoa 1 1 1 1 1 1 1

Venezuela I I I 1 1 1 1 1 1 1 1 1 1

Yugoslavia I1 | I1 I 1 | 1 I I
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in the problems of developing countries and often
far too complacent about the value of the systems
with which they are associated in their own countries.
As we shall see, there are very few countries which
have reason to be satisfied with their procedures for
collecting morbidity statistics.

General hospital in-patient statistics

All but 5 of the countries that completed ques-
tionnaires reported the existence of national statis-
tics on general hospital in-patients. This is perhaps
not surprising in view of the fact that most national
governments accept some responsibility for the pro-
vision of hospitals or for insured or other access to
hospital for part or all the population. Coverage
of the whole country was less frequently reported;
78 of the 93 countries with general hospital statis-
tics reported that coverage was country-wide. Coun-
tries with less-than-complete coverage were either
those where hospitals are not yet provided to cover
the whole country or where responsibility for provid-
ing hospitals is vested in more than 1 national
agency. In some of the countries reporting less-than-
complete coverage, the availability of statistical
information from the covered areas was particularly
good and one recognizes the relative ease with
which good statistical data can be collected from a
relatively circumscribed field. For many of these
countries, it will be interesting to see how well the
quality and detail of the information will be main-
tained as the coverage is extended.

All but 1 of the countries collecting general hos-
pital statistics reported that they collected data from
government hospitals and 44 reported the collection
of data from private hospitals also. A number of
the reporting countries stated that there were no
private hospitals in their country and it seems
likely that there are others where the number of
such hospitals is small and possibly unimportant.
In a number of countries the procedures for collect-
ing statistical data differed in the various types of
hospital, public hospitals reporting, for example,
on individual patients while private hospitals sub-
mitted tabular returns only.

In reply to a question on whether statistics were
collected continuously, periodically or occasionally,
only 4 countries reported occasional collection and
this was in addition to continuous or periodical
collection. Altogether, 64 countries reported a con-
tinuous collection and 10 of these reported periodic
collection also. Periodic collection was the only

system reported by 28 countries. Frequently, the
use of periodic collection was associated with the
use of tabular returns where the statistics are initially
prepared at peripheral levels and compiled nationally
from the tabular returns.
The type of statistical return employed was the

subject of a question which distinguished between
returns made individually for each patient, tabular
returns and returns involving lists of patients in
which each patient is represented by a line of the
list. Although the latter method effectively repre-
sents a series of individual returns it was particularly
specified, first, because it is a common method in
South America, and second, because it represents
a practical and economical method for conveying
simple data to a central agency which can then
handle the data as though it consisted of individual
records. The commonest method of reporting is by
tabular returns. Altogether, 57 countries reported
the use of this method; in 45 of them it was the
only method employed; it was used in combination
with individual returns in 11 countries, and with
both other kinds of returns in 1 other. The use of
individual returns was reported by 39 countries of
which 25 used no other method. The use of list
returns was reported by 12 countries.
Any of the methods of reporting may be em-

ployed whether all patients, selected patients or a
representative sample of patients are included in the
statistical returns. A question was included which
distinguished between these 3 types of coverage.
Most countries reported that their statistics covered
all patients. A total of 88 countries reported such
coverage and for 86 of them it was the only method
used. Only 7 countries reported the use of repre-
sentative samples and 5 use samples as their only
source of data. Generally, details were not available
on the sampling methods but information from
other sources makes it clear that they usually
involve simple proportionate sampling. One country
(USA) employs a complex stratified sampling sys-
tem in which first hospitals and then patients within
hospitals are sampled in a 2-stage procedure. It is
surprising that sampling methods and occasional
surveys are not more often employed.
A question invited countries to state whether they

collected data on admissions, discharges or residents
in hospital; all 3 types of data were common.
As would be expected, data on discharges are the
most common since in hospital statistics it is usually
necessary to analyse data on the duration of hospi-
talization. More than half (52) of the countries
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collected all 3 types of data and 12 collected only
1 kind available (10 discharges only; 2 admissions
only).
Only 2 items from the content of statistical returns

were the subject of questions in the questionnaire;
these related to the recording of names, or other
patient identification, and diagnosis. Patient iden-
tification is important if a system of linked records
is to be established so that, for example, re-admis-
sions may be analysed. A total of 57 countries
reported that their statistical returns contained
names or other patient identification. However, it is
not clear whether this question was correctly under-
stood since in 17 replies, the countries concerned
compiled their national statistics from tabular returns
only and it is difficult to see how tabular returns
could include patient identification. In the light of
this possible misunderstanding it seems reasonable
to assume that no more than 40 countries record
patient identification data, and the number may
well be less. The question is taken up again later
when mental hospital statistics are discussed.
The great majority of countries (76) report that

they record diagnostic data on statistical returns
and most of them (71) list the diagnoses in their
published statistical reports. A question was asked
concerning the diagnostic list in use for published
statistics. Only 39 countries reported that they use
the detailed list in the International Classification
of Diseases (ICD);1 31 use list A and 28 use other
lists, but a number of countries use more than 1 list
and the total number of countries using either or
both of the ICD lists is 51. Countries were invited to
specify the other lists they used, and although the
specification in many cases is not detailed it seems
evident that modifications of the ICD lists are
common.
The question on the use of diagnostic lists has

evidently been interpreted as applying to unpub-
lished as well as to published statistics. Although
70 countries indicated the use of a diagnostic list;
only 61 of these had indicated that their published
data showed diagnosis. Of these, 35 used the ICD
list either alone or in combination with other lists;
26 used list A, either alone or in combination,
while 21 used other lists.

Publication of general hospital in-patient statistics
was usual among those countries reporting their col-

1 World Health Organization (1967) International classifi-
cation of diseases: manual of the international statistical
classification ofdiseases, injuries, and causes ofdeath, Geneva,
8th revision.

lection, a total of 81 countries reporting publication.
Of these, 71 countries publish annually of which
55 report no other than annual publication; 17 coun-
tries report occasional publication and of this num-
ber, 10 publish annually in addition. The 10 coun-
tries that do not publish annually include 3 that
publish at other regular intervals which are quarterly
or half-yearly and 7 that publish occasionally. The
latter group consists mainly of countries where hos-
pital statistics are in the process of being established
and it is quite clear that countries with established
systems regard annual publication as the norm.
The pattern of general hospital in-patient statis-

tical procedures seems remarkably uniform through-
out the reporting countries. Two main types of
reporting are in evidence: the tabular return and
the individual patient return. In either case these
are usually collected routinely and generally refer
to all hospitalized patients. Tabular returns are
usually made at intervals (for example, monthly or
quarterly) and in the case of individual returns the
collection is more often continuous. Publication is
annual for the most part and examination of
examples of published reports suggests that the
form of these publications is generally relatively
unchanged from year to year. The publication date
varies but is commonly more than 1 year after the
year to which the statistics refer. This was a pattern
that was developed in handling mortality statistics
and seems to have been fairly generally adopted
for morbidity despite the rather different purposes
and applications of the latter. Remarkably few
countries rely on, or even use, ad hoc sampling and
special survey methods although there is some
evidence that such methods are beginning to be
developed.

General hospital out-patient statistics

Statistics of out-patient consultations at general
hospitals are less frequently reported as available in
Member States. This is not surprising, since the
documentation required for statistical reporting is
much less easy to establish when the patient contact
is of relatively brief duration. Nevertheless, 68 coun-
tries reported the existence of out-patient statistics
and in 59 countries these were reported as covering
the whole country. As in the case of in-patient
statistics, countries where coverage is partial are
mainly those where services are being developed.
In some countries with only partial coverage the
detail and completeness in the areas that are covered
seems particularly good.
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Of the countries that answered the question on
the availability of statistics from private and govern-
ment hospitals, 66 reported that they collected data
from government hospitals and 23 countries col-
lected data from private hospitals in addition. As
might be expected, no country collects data from
private hospitals only.
The majority (66 out of 68) collected data from

all patients; only 2 countries reported the use of
samples and only 1 of these relied solely on the
method. Returns were of the tabular type in 52 coun-
tries, 47 of which relied entirely on this method.
This is a higher proportion than for general hospital
in-patients, but it is interesting that so many coun-
tries find it possible to maintain a full reporting
procedure for out-patient statistics, and that even
when the tabular return is employed, the data
should usually be based on a 100% inclusion of all
patients.

Replies to the question concerning the items
included on the returns are less easy to interpret.
Although 37 countries reported that their returns
included identification data on individual patients,
19 of these countries had reported tabular returns
only. As was remarked during the discussion of a
similar item in relation to in-patient statistics, it is
difficult to see how such data could reasonably be
included on a tabular return. Accordingly, it seems
reasonable to conclude that no more than 18 coun-
tries have such data available, and the number may
well be less. Data on diagnosis was reported as
included on returns by 47 countries, about two-thirds
of the countries reporting national out-patient statis-
tics as being available. A similar number reported
the inclusion of data on hospital department or
specialty. Diagnostic data are included in published
statistics in only 28 countries.
The decision had been taken not to include any

further details of out-patient statistical procedures
so as to avoid complicating the questionnaire.
However, an examination of the published material
and the reporting forms sent by many countries as
additional information permits a few additional
comments to be made. It seems that relatively few
countries distinguish in their out-patient statistics
between the number of new cases and the number
of attendances, and even fewer analyse data on the
subsequent fate of patients attending out-patient
clinics.

In different parts of the world, out-patient depart-
ments of hospitals serve quite different functions.
In some countries out-patient clinics provide direct

access to medical care for the general population.
In others, such clinics are restricted to patients
referred for specialist attention or to patients being
followed up after in-patient treatment. Comparison
of statistical procedures is largely invalidated by
this diversity of function.

Mental hospital in-patient statistics

Rather fewer countries (79) than those reporting
general hospital statistics reported the national avail-
ability of statistics on patients admitted to mental
hospitals. This was partly due to the fact that a
number of countries reported that they did not
have mental hospitals. However, many countries
have an old tradition of mental hospital statistics
deriving from the need in former times, when
admission was usually compulsory, to safeguard
civil liberties and to avoid abuses. This need was
usually met by the institution of legal documenta-
tion maintained by a central agency whose functions
have often been transferred to a national health
agency in more recent times; such documentation
has formed a basis for the development of a system
of mental health statistics.

Altogether, 78 countries reported the collection
of statistics from government hospitals and in addi-
tion 36 countries reported their collection from
private hospitals. In 71 countries, the statistics are
reported to cover the whole country. The great
majority (76) of countries include all patients in
their statistics, and for most (74) this is the sole
basis of the statistical coverage, although 1 country
reported the additional use of representative samples
and another reported also the use of studies on
selected patients. One country reported relying
solely on studies of selected patients. The distribu-
tion of countries according to the type of returns
differs somewhat from that noted in respect of
general hospitals, relatively more frequent use being
made of individual and list returns and relatively
less of tabular returns. This, no doubt, reflects the
frequent origin of mental hospital statistics in legal
processes.

In mental hospital statistics it is more than usually
important to be able to link statistical records so
that the experience of patients may be analysed
through more than 1 admission. The practice is
growing of replacing the traditional long-stay admis-
sion by a series of shorter admissions for specialized
treatment or for the management of crises in a
chronic illness. Of the 79 countries reporting the
availability of mental hospital statistics, 38 reported
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that their procedures permitted such linkage of
data. This linkage is not always accomplished at
the national level since 9 of these countries employ
tabular returns only.
A simpler approach to the analysis of recurrent

admissions is to distinguish between first and sub-
sequent admissions and to tabulate data accordingly.
Such a distinction is reported by 55 countries.

Publication of mental hospital statistics follows
the pattern observed for general hospital statistics.
About two-thirds (52) of the countries report annual
publication only, and another 11 publish annually
as well as at other intervals. Only 10 countries
report occasional publication, of which 5 rely solely
on this. Of the 70 countries in all that publish
mental hospital in-patient statistics, 57 publish diag-
noses, 31 use the ICD detailed list, either alone or
in addition to shorter, or other, lists. In all, 65 coun-
tries report the recording of diagnostic data on
basic statistical returns.

Thus, mental hospital in-patient statistics follow
the pattern set by general hospital statistics, a
pattern predominantly characterized by being
mainly centred on the systematic collection of
routine returns from all hospitalized patients, and
by the annual publication of tabular results of their
analysis.

Mental hospital out-patient statistics

Collection of statistics on patients seen at mental
hospital out-patient clinics was reported by 47 coun-
tries of which 38 reported that these statistics covered
the whole country. All 47 reported the collection
of data from government hospitals and in addition
there were 16 countries that reported the collection
of out-patient statistics from private mental hos-
pitals. All 47 reported basing their statistics on
100% of all patients and 1 country reported the
additional use of representative samples and studies
on selected patients. Tabular returns were the sole
reporting method for 29 countries and were used
in addition to individual returns by 2 more; 12 coun-
tries relied solely on individual returns and 3 on list
returns. A total of 46 countries reported that col-
lection was either continuous or at regular intervals;
only 2 reported making use of occasional statistical
studies at the national level, and only 1 country
relied on this alone.
As many as 25 countries reported that names or

identification data were included on statistical
returns but of these 10 had reported the use of
tabular returns only and it is difficult to avoid the

conclusion that the question has not been correctly
understood. Diagnosis is reported as included on
returns by 31 countries.

Publication was reported as annual in 32 coun-
tries of which 2 also published at other intervals.
Diagnostic data were reported as published by
27 countries. The diagnostic lists in use were
predominantly the ICD detailed list (14 countries)
and other special lists such as that found in the
adapted version of the ICD published by the US
Public Health Service.
No specific question was asked concerning the

relationship of out-patient to in-patient statistics but
examination of the published material and blank
return forms sent as additional material by many
countries suggests that in-patient and out-patient
statistics are collected, analysed and published
independently of each other in most countries.

In the field of mental hospital statistics, the case
for departing from the simple methods traditionally
employed in other types of hospital statistics is
particularly strong. Inconsistency of diagnosis
means that analysis by other characteristics of the
patient is important, and attempts to study the
consistency of diagnostic terminology are particu-
larly required. Recent innovations in chemotherapy
and in the treatment of patients outside the hospital
for at least part of their illness call for studies of
changes in total duration of hospitalization. This
is required not only for purposes of evaluation of
these innovations but also for assessing their effect
on the future demand for psychiatric in-patient
accommodation. The replacement of the traditional
long hospitalization by multiple shorter-term admis-
sions associated with out-patient supportive treat-
ment renders simple statistics of admissions particu-
larly valueless. There is currently a need for statis-
tics which permit the analysis of episodes of illness
through in-patient and out-patient care. This is a
complicated process and may call for the use of
samples rather than total population statistics. Very
few countries seem to be conducting such studies
at the present time.

Maternity hospital statistics

Maternity hospital statistics were reported as
available by 79 of the countries that returned ques-
tionnaires and in 62 of these they were reported as
covering the whole country. A number of countries
do not distinguish maternity hospitals from other
hospitals and the statistical data collected resembles
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those for other hospitals. lThe remarks which follow
refer only to countries that have distinct statistical
reporting systems for maternity hospitals.
Of the 79 countries reporting maternity hospital

statistics, 75 reported collecting data from govern-
ment hospitals and of these 35 obtained data from
private hospitals in addition. The majority (72)
collected data from all patients and representative
samples or special studies of selected patients were
reported from 5 and 2 countries, respectively. The
tabular type of return predominates; 48 countries
employ this method, of which 42 use no other
method, but individual patient returns or list
returns are used by 33 countries, of which 26 use
one or other of these methods exclusively.

Questions were asked about certain basic items
which might be recorded on returns. None of the
items was universally recorded and in fact the most
commonly recorded item (complications of preg-
nancy, delivery and the puerperium)was onlyrecorded
in 63 of the 79 countries reporting the collection
of maternity hospital statistics. The name, or other
identification, of the mother was reported as being
collected by 50 countries and that of the baby by 39.
Since fewer than these numbers reported the use
of individual and list returns it is not possible that
these numbers are correct. In fact, 22 of the coun-
tries reporting that statistical returns included mater-
nal identification used tabular returns only. As in
other sections of the questionnaire there seems to
have been some misunderstanding of what was
meant by "name or other identification of the
patient" since its availability is often reported as
more common than is possible in view of the preva-
lence of tabular reporting which would preclude
such data being recorded. Indeed, some of the
countries that reported the availability of this infor-
mation sent reporting blanks which do not contain
a space for it. It is possible that there has been
confusion between the statistical return and the
basic patient record, despite the fact that it is
evident that all basic patient records would need
to record identification and the question would
therefore have been superfluous. What is disturbing
is that doubt is cast on the validity of other answers
which are impossible to verify.

Publication of maternity hospital statistics follows
the pattern already encountered in general and
mental hospitals. Annual publication is the rule
(57 countries); only 8 countries reported publica-
tion at any other regular interval, while 1 country
reported occasional publication.

In 32 countries the statistical unit was reported
to be an admission to hospital and this was an
additional unit in a further 19 countries. Of 29 coun-
tries using the pregnancy as a statistical unit, 15 used
it in addition to some other unit. It is interesting
that as many as 14 countries use pregnancy as the
sole unit for statistical study of maternity hospitals.
Although it is the logical unit if the epidemiology
of maternity is being studied, it poses a number
of organizational problems that have resulted in
most countries in the choice of the hospital admis-
sion as the main unit. The situation is also influenced
by the fact that in most countries the primary
purpose of morbidity statistics is the study of the
utilization of hospital resources rather than the
study of medical problems of morbidity. Examina-
tion of examples of published maternity hospital
statistics confirms the impression gained from the
questionnaires that simple tabulation of hospital
utilization data is the principal preoccupation of
most countries that publish maternity hospital
statistics.

Other hospital statistics

The questionnaire included 2 pages for the report-
ing of statistics from other kinds of hospitals; these
were very variously used by responding countries.
By some they were used for specialized hospitals
which in other countries had been reported under
the heading of general hospitals. Generally speaking,
countries from tropical areas reported on tuber-
culosis and leprosy hospitals while countries from
temperate regions reported on paediatric hospitals
and occasionally on cancer hospitals. The definition
of what constituted a hospital not already catered
for under a specific heading varied so much that
the responses to this part of the questionnaire are
difficult to interpret. In brief, 69 countries reported
the existence of such hospital in-patient statistics
in relation to 1 " other " type of hospital while
40 countries reported on 2 types. In the out-patient
statistics, 34 countries reported the existence of
statistics from 1 " other " type of hospital and
19 reported on 2 types.
The responses to questionnaires thus indicate that

the majority of countries returning questionnaires
have 1 or more additional kinds of hospital statistics
available, both for in-patients and out-patients,
and that many countries collect hospital statistics
in relation to wide range of hospital types. The
patterns do not differ much between the types
of hospitals, the common procedure being the
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collection of tabular returns or sometimes of in-
dividual returns on 100% of all patients and their
presentation in annual publications presenting
simple diagnostic and other basic data. Very few
countries report sample or occasional data collection
or special publications; the common pattern is the
routine collection and publication of continuous
data at annual intervals.

SURVEYS OF GENERAL MORBIDITY

For the most part, it seems that statistics collected
from hospitals are not so much morbidity statistics
as service statistics that sometimes include diagnostic
data. This observation, as well as the fact that
much of the important morbidity in most com-
munities is not treated in hospitals, makes the devel-
opment of genuine morbidity statistics of particular
interest, and one of the most interesting develop-
ments in recent years has been in the technique of
general morbidity surveys.
Only 33 countries reported the availability of

statistics deriving from general morbidity surveys
carried out by national agencies; in 21 these were
reported as covering the whole of the country.
Unlike hospital statistics, such surveys are rarely
continuous and are much more usually occasional.
Occasional surveys alone were used in 15 countries
and a further 3 countries used them in addition to
continuous or periodic surveys and 7 countries
relied on periodic surveys alone while a further 4
used them in combination with other methods.

Surveys may be of several types but it is con-
venient to distinguish simply between those based
on interviews and those based on physical examina-
tions. Ten countries reported the use of interview
surveys alone and 16 countries reported physical
examination surveys; 4 countries reported using
both types of survey.

Interview surveys may be either simple retro-
spective inquiries into immediate past morbidity or
they may be of a more complex type in which some
such device as a calendar is distributed to families
or individuals who are asked to make records of
morbidity for a short period. Studies of this latter
type avoid the bias inherent in reliance on recollec-
tion of sickness, but they are much more difficult
to organize. They have been employed in several
countries and an experiment cafried out in Hungary
was recently described at the Conference on Health
Statistics organized by the WHO Regional Office

for Europe in Budapest in April 1965.1 Specially
designed morbidity reporting calendars were em-
ployed and public co-operation was fostered by
associating the exercise with a prize lottery.

Countries that have confined themselves to simple
interview surveys have often been disappointed by
the extent of public co-operation and by the spe-
cificity of the diagnostic information obtained. In
the United Kingdom, for example, a sickness survey
was abandoned. However, the experience of such
countries as the USA illustrates that intensively
organized systems can yield valuable data on total
community morbidity.

Surveys based on physical examination of samples
of the public avoid the difficulties of diagnostic
specificity but encounter those of public co-opera-
tion. Examination of material sent by countries to
supplement questionnaire replies suggests that co-
operation by the public presents no problems that
cannot be solved. The response rate can be of the
order of 80%. In the USA, considerable research
is made into the effects of non-response on the
representativeness of survey data.

Publication of the results of sickness surveys
reflects the pattern of data collection in that just
over half the countries reporting such surveys report
occasional publication. Many countries evidently
regard such surveys as an exercise apart from the
routine collection of morbidity statistics.

Despite the difficulties in such surveys of obtaining
classifiable diagnostic data, 23 of the 28 countries
reporting the publication of data report that their
published statistics show diagnosis. Somewhat sur-
prisingly, the ICD lists are reported as being used
by a total of 11 countries while 12 report the use
of other special lists, 9 relying on these exclusively.

Statistics ofgeneral practitioner consultations
In an attempt to provide themselves with a more

complete account of population morbidity than is
available from hospital statistics, most countries
will have contemplated the use of statistics from
the general practitioner services. The problems of
collecting such data are many and are reflected in
the relatively small number of countries reporting
the availability of such statistics. Only 25 countries
have such statistics and in only 19 do they relate
to the whole of the country. Of 22 countries replying
to the question only 17 stated that they had con-

1 WHO Regional Office for Europe (1965) European con-
ference on health statistics, Copenhagen (document EURO/
217.2).
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tinuous collection and 15 relied exclusively on
such data. Only 7 countries reported reliance on
periodic or occasional data collection, 2 of which
used such data in combination with continuous
collection.
Four countries reported that their statistics related

to both private and public service or insured patients
and 14 reported statistics relating to public service
or insured patients only. Surprisingly, 6 reported
that their statistics related to private patients only;
it may well be that the question had not been cor-
rectly understood. The term "private" in relation
to general medical practice may sometimes have the
meaning of " general " rather than the intended
meaning of " fee-paying ". It was recognized that
the question might pose difficulties of interpretation
and a note of explanation was included with the
questionnaire. Nevertheless, it is recognized that
those who complete questionnaires do not always
read the accompanying notes and there are, of
course, many problems of language involved in a
world-wide questionnaire.
The statistical unit for general practitioner statis-

tics may pose many problems. Altogether, 14 coun-
tries reported total reliance on statistics of consulta-
tions and 7 others used this unit as well as other
units. Eight countries used the episode of illness as
the unit, but only 2 relied on this exclusively. Four
countries reported the use of other units but no
information is available on the nature of these
units. Use of the episode of illness as a unit is
greatly facilitated in countries whose health insur-
ance schemes provide for remuneration to general
practitioners on this basis. Where wholetime salaried
or similar service arrangements exist it is easier to
use the consultation as the unit.
Of the 25 countries reporting general practitioner

statistics, 17 reported that these statistics were
published; 12 countries relied exclusively on annual
publication and a further 3 published annually in
addition to other regular and occasional publication.
Only I country relied exclusively on occasional
publication and 1 on publication at other regular
intervals than annually.

Diagnostic information was reported as included
in published statistics by 14 countries. The ICD
detailed list is used by 6 countries of which 1 also
uses list A. List A of the ICD is used exclusively
by 4 countries and 6 countries us- other lists
which are mostly special lists designed for general
practitioner statistics.

School health statistics

Statistics of school health were reported as avail-
able in 53 countries, 41 of which reported that they
covered the whole country. A total of 32 countries
reported that they covered both private and govern-
ment schools while 20 countries reported coverage
of government schools only. Several countries do
not have private schools.
The majority of countries base their school health

statistics on the findings of routine medical examina-
tions on schoolchildren but 13 countries reported
the existence of other sources of information.
Reporting to the central government agency is by
means of tabular returns only in 36 countries, by
individual returns only in 9 countries and by both
methods in 5 countries.

Publication of school health statistics is reported
by 43 countries. Of these, 36 publish annually,
3 publish at other regular intervals and 8 countries
publish occasionally. Only 5 countries reported the
use of more than 1 periodicity of publication.

Diagnostic data are published by 31 countries;
7 countries use the ICD detailed list and 1 of these
also uses list A. Three countries use list A only,
and 1 country reported using it in association
with another list. The majority of countries that
answered the question on diagnostic lists use other
lists than those in the ICD. Many of these lists are
selections from the ICD but many other special
lists have also been prepared. This is not at all
surprising; the ICD contains very many items that
are of no particular relevance to the problems of
school health and it is insufficiently specific on many
points of particular importance. For example, dis-
orders of refraction are a common and very impor-
tant problem in schoolchildren but they are all
grouped under one item in the ICD.

Social security statistics

In countries that have social security systems
affording benefit in respect of sickness, it is often
possible to exploit the documentation of the systems
to obtain statistics relating to community health.
Generally, such statistics have the limitation that
they refer only to the insured population and this may
be an unrepresentative part of the total population.
Nevertheless, subject to the exercise of appropriate
caution in their interpretation, they may reflect
important aspects of community morbidity.
Of the countries returning questionnaires, 46 re-

ported the availability of social security statistics
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but only 5 countries reported that they covered the
whole country. Incomplete coverage refers far more
commonly to exclusions of sections of the popula-
tion rather than to regions or districts. In 22 of the
countries reporting the availability of social security
statistics substantial sections of the working popula-
tion are excluded. In some cases this is because
social security systems are restricted to particular
industries or to government workers; in other
cases it is because eligibility for membership of social
security systems is restricted to workers in receipt
of less than some specified level of remuneration.
Relatively few countries have systems which cover
substantially the whole of the employed population.

Generally, the data available will be determined
more by considerations relevant to the operation of
insurance systems than to the needs of morbidity
statistics. However, one would expect that data
would generally be available on causes of sickness
absence and duration of absence. Surprisingly, there-
fore, only 29 countries reported the availability of
statistics on causes of sickness absence and a similar
number had data on sickness duration.

Publication of social security statistics follows the
pattern generally encountered in other fields of health
statistics. The majority of countries that publish
such data do so annually and some publish at other
intervals in addition; 27 countries rely solely on
annual publication and a further 10 publish both
annually and at other intervals. Only 3 countries
rely on publication at intervals other than annual.

Publications show diagnosis for 28 of the 40 coun-
tries that publish. The diagnostic lists employed
show no general pattern. The ICD detailed list and
list A are used alone or in combination with each
other or with other lists in 18 countries while 9 coun-
tries rely on other lists exclusively. List C, which
was devised for tabulation of social security statistics,
is little used.

Cancer statistics

Cancer is one of several groups of diseases that
were thought to be sufficiently often the subject of
special morbidity statistics to justify their considera-
tion in the questionnaire. Cancer statistics were
reported as available in 67 countries, in 53 of which
they were reported as covering the whole country.
The statistics were reported as based on cancer
registration in 50 countries and it is remarkable
that this procedure should have been so widely
adopted. It is interesting that cancer registration
systems are in operation in a number of countries

where cancer is not among the most important
morbidity problems and where other possibly more
relevant diseases are not the subject of special
statistical study. Cancer registration was originally
introduced in several countries on a voluntary basis
and the voluntary nature of cancer registration
remains a feature. Registration was voluntary in
25 countries and obligatory in 21 countries; 4 coun-
tries reported the co-existence of voluntary and
obligatory schemes.
Although cancer registration is relatively com-

monly reported, few countries (18) report the avail-
ability of follow-up data. It is difficult to see what
purpose is served by registration without follow-up
since, if simple incidence data are required, mortality
statistics are adequate for all but the very few sites
where a fatal outcome is not virtually the rule.
The details that are collected on cancer patients

reflect an interest in the study of incidence, rather
than survival. Details of tumour site are reportedly
collected by 58 countries, and details of histology
by 41. Information on method of treatment is
available in 34 countries but data on duration of
survival are available in only 25 countries.

Publication also reflects the essentially routine
nature ofmany cancer statistics. Altogether, 31 coun-
tries publish only annually and 6 publish at other
intervals in addition. Only 12 countries publish at
occasional intervals and there is other evidence to
suggest that several of these countries have very
efficient and sophisticated cancer registration sta-
tistics.
Of the 53 countries that publish statistics on

cancer, 47 publish diagnostic data; 32 report the
use of the ICD detailed list, of which 26 use only
this list. Eleven countries use list A, 5 use that
list only and 11 countries make use of other lists
and 2 of those do so in addition to using one or
other of the ICD lists.

Statistics ofparasitic diseases

Despite the fact that the parasitic diseases are of
profound importance in only a relatively restricted
part of the world, as many as 74 countries reported
the availability of statistics on them. Of these,
64 reported coverage of the whole country. How-
ever, in only 18 countries are the statistics based on
population surveys. In the remainder they derive
from notification and from statistics from treatment
centres.
The questionnaire asked specifically concerning

the existence of statistics on several of the parasitic
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diseases. The choice of a suitable list was difficult
and to defend the list actually chosen would pro-
bably be even more difficult. Nevertheless, the blank
spaces left for the addition of other diseases not
included in the list did not attract many entries and
many of the examples supplied were of diseases of
highly localized significance.

Malaria was the disease most commonly reported
as being the subject of national statistics; 64 coun-
tries maintain malaria statistics. The only other
commonly reported disease was amoebiasis (46 coun-
tries). Filariasis (32 countries), onchocerciasis (15),
schistosomiasis (23) and trypanosomiasis (20) were
reported as the subject of statistics. Among the
diseases entered in specification of the " other "
categories were trichinosis, echinococcosis, trachoma
and leishmaniasis. Since many countries indicated
the collection of statistics relating to " other" dis-
eases without indicating their nature it seems point-
less to enumerate the frequencies of the various
conditions.

Publication of statistics was most commonly
(35 countries) reported as annual only but 13 coun-
tries reported publication at other intervals as well
as annually.

Tuberculosis statistics

Tuberculosis is a disease which very nearly all
countries include among their past or present mor-
bidity problems. It is not surprising, therefore, that
88 countries report the availability of statistics on
tuberculosis. In 77 countries these statistics are
reported as covering the whole country. Only
21 countries rely exclusively on notification of the
disease as a basis for their statistics while 24 rely on
notifications, mass miniature radiography and other
surveys and 18 rely on notifications and mass
miniature radiography. In all, 66 countries based
their statistics partly on notification of the disease
while 45 supplemented notification by data from
other sources.
The centre of epidemiological interest in tuber-

culosis is on prevalence rather than on incidence
since control of the disease depends very heavily
on the detection and treatment of established cases
rather than on specific preventive intervention. Not
surprisingly, therefore, a total of 55 countries report
that prevalence statistics are available, while only
27 rely exclusively on statistics of incidence. Forty-
eight countries have both types of statistics available.
The concern with the study of national progress

in the treatment of this disease is reflected in the

predominantly regular publication of statistics.
Altogether, 49 countries report relying exclusively
on annual publication of statistics while a further
13 publish annual statistics in addition to publica-
tions at other intervals.

Statistics on congenital malformations
The epidemic of malformations attributed to

maternal ingestion of thalidomide during preg-
nancy has concentrated interest on the problem of
congenital malformations. It has been argued that
an effective monitoring system would have enabled
the outbreak to have been detected earlier. Many
countries have now attempted to establish such
monitoring systems. As many as 36 countries
reported the availability of statistics on congenital
malformations and 28 of these claimed that the
statistics covered the whole country.

Fourteen countries relied on individual returns
for the compilation of national statistics while 15
countries used tabular returns from regions or locali-
ties. Three countries reported both systems in use.

Questions were included on the details of the infor-
mation available from national statistics. Twenty-
five countries collected descriptive data on the mal-
formations but only 8 reported collection of data
on associated malformations. The age of the mother
and the number of her previous live- and still-births
is reported as available by about half the countries
with statistics on malformations.

Publication follows the familiar pattern of being
mostly annual (22 countries in all) although 7 coun-
tries publish at other intervals (2 in addition to
annual publication). If monitoring for the detection
of undue incidence is the object of the statistics, then
the periodicity of publication is unimportant.
A disturbing feature of the replies to question-

naires concerns the publication of diagnostic data.
Twenty-one countries reported that they publish
diagnostic data, but 28 countries answered the ques-
tion concerning the lists in use. Twenty-one coun-
tries stated that they used the ICD detailed list
despite its evident unsuitability for the purpose.
Among the 6 countries using other lists, 2 reported
using list A which divides congenital malforma-
tions into only 3 categories. It is difficult to believe
that publications of statistics on congenital malfor-
mations do indeed use list A, but equally difficult
to see how a misunderstanding could have arisen
that would cause such an answer to be given. It
seems likely that many questionnaires have been
answered carelessly.
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The question on the origin of the basic data is
interesting in this respect. Twenty countries reported
that their statistics were based entirely (14 countries)
or in part (6 countries) on notification of cases of
congenital malformation. Eighteen countries re-
ported basing their statistics wholly or in part on
routine screening of all births. This latter is a
credible statement in respect of some countries but
in respect of others it is frankly incredible. A national
system of statistics on congenital malformations
based on routine screening of all births poses
immense problems of organization, and calls for
large resources of medical and other personnel.

Statistics on blindness

In a number of countries blindness is a particu-
larly important public health problem, especially as
many causes of blindness are preventable and blind
persons usually require special services in respect
of employment. Twenty-six countries reported the
maintenance of statistics on blindness and in 25 the
statistics related to the whole country.

Statistics on blindness are derived from individual
returns made to the central authority in 15 countries
of which 2 also collect tabular returns. Tabular
returns only are reported from 9 countries.

Publication of statistics is undertaken in 21 coun-
tries, of which 9 publish annually, 3 publish at other
regular intervals and 10 publish occasionally. One
country publishes both annually and occasionally.
In 10 countries, published statistics show diagnoses.
Twelve countries specified the diagnostic lists they
employ; 7 use the ICD detailed list only, 4 use
other lists and 1 uses the ICD list as well as another
list. It is clear that the question concerning diagnostic
lists has not been interpreted as applying to pub-
lished statistics.

DISCUSSION

In the introduction, the applications of morbidity
statistics were discussed in general terms. In the
light of the findings of the present survey of national
morbidity statistics procedures, it may now be
appropriate to consider these applications in more
detail, to outline the requirements of an effective
morbidity statistics service in the light of these
applications, to consider briefly the extent to which
current systems meet these requirements, and to
make some general suggestions.

Applications of morbidity statistics
Applications of morbidity statistics may be con-

sidered under 3 heads: (1) provision of data for
planning health and medical services; (2) etiological
studies; (3) studies of the effects of medical and
social intervention.

In many parts of the world, available health
service resources fall far short of what is required
to meet clearly identifiable needs, and in all parts
of the world it is easily possible to envisage, and
therefore to desire, a better health service than can
currently be provided. The consequent necessity
to use available and likely future resources to
maximum effect imposes the obligation to plan
health service development as carefully as possible
and in the light of an adequate appraisal of the
problems with which the country is, and will be,
confronted.

This proposition would have seemed self-evident
to public health workers a century ago who took
steps to furnish themselves so far as possible with
the relevant data. Their problems were simpler than
those of today since the domain of their interven-
tion was restricted, and consequently the data they
required were easier to obtain. With the great
widening of the scope of public health responsibility
that has taken place during the past 100 years, the
range of data required has increased enormously
but facilities for their collection and analysis have
not kept pace. Thus, public health administrators,
faced at first with the virtual necessity of doing
without an adequate numerical basis for their deci-
sions, have now come to feel that they can dispense
with statistical information. The results of this may
be seen in many countries today where the available
services bear very little relation to the health needs
of the communities they are supposed to serve.
Although it should be recognized that long-term

detailed prediction of morbidity trends is subject
to all the hazards that beset any form of forecasting,
it is still the case that an adequate analysis of
relatively simple numerical data may often afford a
much clearer view of future needs than is available
from the exercise of mere administrative intuition.
It is possible, for example, to assess the likely
relative importance of preventive and curative medi-
cine in the coming decades and to base plans for
the training and placement of doctors accordingly.
Such planning is conspicuous by its absence in
many countries where medical education, in par-
ticular, is based on no sounder principle than the
resolution of competing interests.
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In the shorter term, a more detailed type of infor-
mation is required. For example, in some countries
of Western Europe there has been a change
in the patterns of reproduction in that the mean
age at marriage and at child-bearing is be-
coming lower. Although this inevitably produces a
short-term rise in the birth-rate, it is far from clear
whether there will be a longer-term rise from the
increased fertility to which an earlier start to child-
bearing may give rise. The question closely con-
cerns those responsible for the planning of maternity
services.
Another short-term application of statistical data

concerns the prediction of the effects of therapeutic
changes on the need for hospital beds. For example,
it has been argued that changes in psychiatric
practice have led to a shorter mean duration of
hospitalization for mental diseases and that this
will reduce the need for mental hospital accommoda-
tion. Since the rise in admission rates that has been
a feature of the mental health statistics of many
countries had previously been the basis for decisions
that more psychiatric beds were needed, the task of
providing an acceptable answer to the question of
what sort of mental hospital building programme
should be adopted is an urgent one.

Other examples include: the effect on the need
for gastro-enterological hospital acco'mmodation fol-
lowing the revival of vagotomy as a treatment for
peptic ulcer; the need for gynaecological beds aris-
ing from the widespread adoption of techniques for
diagnosis of pre-invasive carcinoma of the uterine
cervix, and changes in hospitalization practice aris-
ing from the increased use of other diagnostic
techniques such as mass urine-sugar analysis and
electrocardiography.
Data are also required by health administrators

on the related questions of health service personnel.
Interpretation of trends in morbidity and in the use
of services cannot validly be attempted without
taking into account trends in the availability of
services and of personnel. In the short term, such
studies involve collection and analysis of data on
the distribution of hospital beds and other facilities,
and on personnel deployed in the services. In the
longer term we need data on demographic trends
likely to influence such matters as nursing recruit-
ment, and we need detailed studies of the social
and psychological influences that determine career
preference if we are to plan rationally the recruit-
ment and training of medical and other personnel
requiring long training programmes.

It would not be at all difficult to multiply these
examples of the need for numerical information
for the planning and administration of health ser-
vices. Suffice it to say that the administration and
planning of services in most countries lack this kind
of basis to an extremely serious extent. That major
morbidity needs are met at all is due mainly to the
intuitive response of the medical profession to the
morbidity it encounters; that this is not an adequate
basis for an effective administration of services is
illustrated by the proliferation of extravagant devel-
opments in such fields as neuro-surgery in countries
where thousands of women wait many miserable
months before they can get operative repair of
uterine prolapse or of herniae.

Studies of the etiology and natural history of
diseases are less often conceded to be a responsibility
of national agencies concerned with morbidity sta-
tistics. But there are 2 reasons why such a respon-
sibility should be accepted. The first is that an
agency that is uniquely placed to collect the large-
scale data that are required for the solution of many
urgent etiological problems must be considered as
having an obligation to collect them; and since
the collection of such data must be followed by
their analysis, it seems natural that a single agency
should perform the 2 closely related functions. These
responsibilities have traditionally been accepted by
health statistical agencies as the work of such
pioneers as William Farr eloquently testifies. The
second reason for the acceptance by governments of
a responsibility for etiological inquiry is that the
preventive intervention, for which etiological studies
provide the basis, must nowadays usually be planned
and largely carried out at governmental level.
Examples of such studies are not difficult to find.

The most important areas in which they lie are:
investigation of the effects of our changing physical
environment, investigation of the effects of changing
patterns of human behaviour and the development
of methods for the earlier detection of disease in the
individual and of undue prevalence of disease in
communities.
The principal hazards in the current physical

environment are those deriving from industrial pro-
cesses, from traffic and from medical diagnostic and
therapeutic procedures. Their adequate study calls
for large-scale data over a long period and thus
falls within the natural domain of national health
statistical agencies. This is reinforced by the fact
that control measures based on knowledge of these
hazards are inevitably of a kind that can be applied
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only at governmental level. Legislation and admi-
nistration directed towards protection of the public
from such hazards requires a continuous study of
new and developing processes and of the morbidity
which may be associated with them. The example
of the association of carcinoma of the bladder with
exposure to aniline dyes illustrates the need for
such studies to be conducted on a scale only feasible
at a national level. The influence of pre-natal
exposure to diagnostic X-irradiation on the sub-
sequent development of malignant disease in children
is another example of the need for very large-scale
data, if the solution of such problems is not to
be delayed unnecessarily.
The study of the etiology of diseases having an

origin in human behaviour involves the need to
interpret population disease experience against a
background of knowledge of the social, cultural,
economic and political determinants of behaviour.
Such diseases are less likely to be controlled by
primary prevention than by measures directed to-
wards their earlier detection and involving the
screening of population groups identifiable as at
special risk. The development of such screening
procedures will inevitably be a governmental respon-
sibility and it is therefore desirable that governmental
agencies should be involved in the required studies
of the identifiable personal characteristics associated
with special risk.
Development of methods for detection of the

onset of epidemics is another natural responsibility
of the governmental statistical agencies that collect
the data on which such detection will necessarily be
based. In relation to the acute communicable dis-
eases, such detection posed relatively few problems
since episodes of undue prevalence could usually
be observed by relatively crude means. Detection
of changes in the frequency of rare but important
diseases, and in the frequency of common chronic
diseases remains very difficult and poses complex
problems of data organization and analysis.
The acceptance by governments of an increasing

responsibility for management of health and medical
services involves the duty not only to plan as effec-
tively as possible but also to subject the effectiveness
of health service developments to continuous
appraisal. Such appraisal may be of 2 kinds: first,
continuous scrutiny of current morbidity will permit
the evaluation of the broader trends; second,
periodic studies will be needed of the effectiveness of
specific programmes of service development. Such
periodic studies are often best designed together

with the developments they are intended to evaluate
and the data-reporting procedures that are required
are usually best established as part of the pro-
grammes themselves. Thus it is inevitable that such
evaluation is a government responsibility.

Evaluative studies are required at many levels.
At their simplest, they may consist simply of the
comparison of suitable indices of morbidity at
appropriate intervals. For example, annual inspec-
ion of notification and mortality rates for tuber-
culosis will indicate the progress of a long-term
programme for the eradication of that disease.
A more difficult problem is encountered in the
evaluation of campaigns for the earlier detection of
cancer; for example by exfoliative cytology surveys
for cancer of the uterine cervix. Among the most
difficult problems in evaluating the success of pro-
grammes are those of measuring utilization of ser-
vices and of providing an explanation for the
variations in such utilization that are commonly
encountered and which profoundly influence the
success of programmes. Such studies call for the
development of indices of the quality of medical
care, for examination of social and psychological
influences which determine public acceptance and
uptake of care and for means of measuring the
relative importance of the many different influences
which may contribute to the outcome of complex
developments in the provision of health and medical
services. Relatively few countries have begun to
develop health statistical services able to undertake
studies of such complexity but the results of studies
undertaken in the few countries that are able to do
them indicate that important information relevant
to the management of services may be obtained in
this way.

Desiderata of a morbidity statistics service

The requirements of morbidity statistics capable
of meeting the needs inherent in the applications
outlined in the previous section, may be summarized
briefly as reliability, representativeness and relev-
ance. Relevance involves not only the choice of
statistical material for presentation but also its time-
liness and comprehensibility.

It is difficult to comment generally on the issue
of reliability of statistics since no information is
generally available on the reliability of different data
in the various parts of the world. It is likely that
for the most part, such data as are available are
reasonably reliable unless clear reasons exist for
supposing that distortion occurs. Such distortion
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most often occurs where use is made of data not
intended for statistical purposes. For example,
some countries exploit diagnostic data from medical
certificates intended to secure social insurance sick-
ness benefits for patients. If the purpose of the
certificates is regarded by the certifying doctors as
simply the justification of an absence from work,
it may well be that the diagnostic data will be
unsuitable for morbidity statistics. Studies in the
United Kingdom, for example, have shown quite
clearly that diagnostic data on such certificates
correspond poorly with diagnoses established by
careful examination of the patients to whom the
certificates refer. Generally, the defect lies in lack
of specificity of diagnosis; but in respect of serious
diseases, especially malignant disease, such certifi-
cates often falsify the true diagnosis. Reasons for
this are obvious; both the patient and others
who are not part of the doctor-patient situation
have access to the certificates, and doctors falsify
diagnostic data to protect the interests of their
patients.
Data derived from uncorrected notifications of

communicable diseases will usually be unreliable
because the function of such notifications is usually
to alert responsible authorities to the possibility of
a case of the particular disease rather than to report
its established occurrence. Other similar data-
producing procedures must always be subject to
the need for caution in interpretation of their data
if adequate procedures do not exist for amending
the basic information in the light of more mature
investigation.

Probably the most important kind of unreliability
that is commonly encountered is that of omission.
Data derived from surveys and screening procedures
are most conspicuously subject to such unreliability.
For example, comparison of data derived from
school health examinations with that available in
respect of the same individuals at examination for
military service has shown that, in the United
Kingdom at least, many important disease condi-
tions are missed at school health examinations. It
seems likely that this phenomenon is not confined
to the United Kingdom nor to school health exami-
nations. Diagnostic efficiency is obviously likely to
be lower in the absence of symptoms that are the
subject of specific complaint and for which the
doctor is obliged to provide some explanation.
Omission is also a characteristic of statistics based
on notification since it is easy to forget to notify
diseases especially when they are not regarded as

threats to the community (e.g., congenital malforma-
tions, measles).

Nevertheless, it seems generally likely that most
statistics are adequately reliable for the purposes to
which they are usually put. It is the statistics that
are least conspicuously valuable that are most sub-
ject to careless data recording, and if statistics are
not being put to use it scarcely matters whether
they are reliable or not.
The problem of representativeness of statistics is

tackled in most countries by requiring reporting
of 100% of all cases of occurrence of the disease
or service utilization in question. The success of
such an approach depends on how completely it is
enforceable. If reporting falls short of 100% it is
clearly likely that the cases not reported will be
unrepresentative since the decision to omit a case
is likely to be determined by its nature. In many
countries that attempt complete reporting it is
probable that unrepresentativeness of this origin
occurs. It is certain from the responses to question-
naires that unrepresentativeness also commonly
arises from known omissions in reporting since
data are frequently collected only from public service
or government sources and not from private ones.
Lack of data from private sources varies in impor-
tance with the proportion of all morbidity that is
involved in private care. The problem is very strik-
ing where the difference between public and private
agencies is marked, as it is, for example, in respect
of the patients admitted to public and private
psychiatric in-patient facilities in the USA. The
distribution by age, sex and diagnosis of admissions
to state mental hospitals in the USA differs pro-
foundly from the distribution of admissions to
mental hospitals in the United Kingdom. The dif-
ferences are, no doubt, substantially due to the
existence in the USA of extensive private psychiatric
hospital facilities which admit most cases of short-
term illness, leaving the state hospitals to deal
with the chronic disorders having a less favourable
prognosis.

Solution of the problem of representativeness by
recourse to 100% reporting generally raises the
issue of the detail that it is possible to record.
Although the practice of medicine involves exten-
sive documentation, it is usual for doctors to resist
attempts to require them to make detailed reports
for statistical purposes. As yet, methods for ab-
stracting statistical data automatically from patient
records are relatively little developed and even less
widely in operation. Insistence on 100% reporting
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therefore usually carries the penalty of scanty detail
in the reported data. It also carries the penalty of
making it very difficult to vary the nature of the
detail in response to current needs for information.
A number of countries have therefore adopted the
course of collecting sample statistics either in place
of, or in addition to, 100% reporting. Although
the number of countries is small, the development
is of great importance. Establishment of reliable
sampling procedures will permit much greater
flexibility in detail recorded and may greatly speed
up the processing of data.

Faster processing of data is almost certainly one
of the most needed requirements in health statistics
at the present time. Although it did not seem useful
to ask countries about dates of publication in rela-
tion to the period covered by reports, it was evident
from examples sent and from a study of volumes
in the WHO library that the interval before statis-
tical analyses are available is commonly very long.
This bears very strongly on the issue of relevance
in morbidity statistics. Analyses that are not avail-
able for months or even years after the period to
which they refer are of severely limited relevance
to the problems of health service management. For
many purposes annual availability of statistics is
quite inadequate and a more frequent or " on line"
availability is required.
A related issue is that of flexibility of analysis.

Many health statistical services are not in a position
to provide analyses to a specified format. It is quite
common for morbidity statistics to be available
only in the form of annual prepared tabulations
which are frequently of a form which does not lend
itself to adaptation of the data to ad hoc purposes.
The annual publication has acquired the sanctity of
long-continued tradition. It may well be that annual
reporting of statistical analyses serves a useful
purpose. But there is no doubt that a modern
morbidity statistics service must regard its major
output as the production of special studies of par-
ticular problems whose relevance is established in
the context of the current administrative or medical
situation. The format of annual publications can
then be revised in the interests of general readability
and conciseness, since the need for annual publica-
tions to serve as a general reference repository of
basic data is greatly reduced. The present inter-
national situation is an unsatisfactory one where
many morbidity statistical services exist mainly for
the purpose of producing annual volumes of tables
which, because of their tardiness and general indiges-

tibility of format, are never read and seldom
consulted.

CURRENT NEEDS

The great variety of the needs of the different
countries for statistical data on morbidity tempts
one to conclude that no general suggestions can
be made. It has been remarked that countries do
not require statistics, they require a statistician. The
force of the remark is compelling; the need is for
numerical answers to the questions of the day, and
for these answers to be delivered quickly and com-
prehensibly. Such answers must be obtained spe-
cifically if they are to be useful; it is inconceivable
that they could have been anticipated except in a very
few instances. For these reasons it is very much
easier to make suggestions about a statistical service
than about statistics. The conference organized by
the European Regional Office of WHO in Budapest
in April 1965 (op. cit.) addressed itself very sub-
stantially to the problems of how to establish useful
health statistical services, and how to ensure that
these enjoyed the relationships with the public health
administration that are required if the statistical ser-
vice is to meet the needs of administrators for rele-
vant numerical answers to their problems. The
report of the conference concludes with the words:
"The present limitations of the value of health

statistical services derive almost solely from lack of
communication. This has resulted in administrators fail-
ing to appreciate the scope of statistical enquiry into
community health and in statisticians sometimes failing
to appreciate what statistical studies would be particu-
larly relevant to the decisions the administrators have
to make."

Earlier in the report it is stated that:
" The full value of a health statistical service cannot be

reaped if its activities are confined to supervision of the
collection, analysis and interpretation of statistics.
Indeed, all the routine statistical work should be specifi-
cally designed to draw attention to the areas where
additional and more intensive investigation is required.
This is, of course, only worthwhile if facilities exist for
making the investigations that are indicated."

The corollary of these remarks is that morbidity
statistics should be produced by a service which is
in full communication with those whose problems
may be illuminated by the data and which has
the means to collect, analyse and present data
specifically designed to bear on those problems.
If these conditions were generally satisfied, specific
suggestions on procedures would be largely un-
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necessary. However, these conditions are generally
very far from satisfied and therefore some additional
suggestions may be generally useful.

If specificity of statistical data is to be achieved
it is clear that there must be development of special
statistical inquiries. Such work is at present not
a common feature of morbidity statistics as des-
cribed by respondents to the general questionnaire.
Special inquiries will generally demand the use of
sampling and it is therefore clear that there is a
need for the development of sampling techniques.
The developments particularly required concern the
availability of suitable sampling frames and of
suitable methods for drawing samples. In order to
derive the maximum information from statistics
based on samples, stratified sampling procedures
may be required. This in turn involves the need
for suitable methods for analysing sample data
and for drawing valid inferences. Intensive develop-
ment of such methods is proceeding in several coun-
tries under the direction of national health statistical
services. Dissemination of such developments is
required and consideration is needed of the prob-
lems that may be encountered in applying the
methods to new national contexts.
The increasing need to investigate the long-term

experience of patients rather than the periodic
occurrence of simple unconnected events, involves
the need to develop methods of data linkage in
health statistical work. The term " record linkage "
has here been specifically avoided since it is used
in 2 different, although related, ways, and has
acquired highly specific meanings which may be
confusing. There seem to be 2 distinct practical
approaches to the problems of linkage of morbidity
statistical data on a national scale. The first involves
the creation of a series of files relating to individuals
and composed of all nationally reported events in
their medical and health histories. The files would
be kept and regularly up-dated by automatic means
and would similarly be subjected to such statistical
analyses as were needed. It would usually be
unpractical to maintain such files except by means
of electronic computers and the files would then
be stored on magnetic tape or some equivalent
medium so that maintenance, up-dating and analysis
could rapidly be accomplished. The advantages of
such a comprehensive system for epidemiological
research and for studies of the utilization of medical
care are so apparent as to need no illustration.
Unfortunately, the costs involved are difficult to
estimate and almost certainly very high.

A second approach is to ensure that all statistical
reports likely to be needed to be linked are per.-
manently maintained and suitably identified so that
linkage of particular items can be achieved as and
when such linkage should become desirable. Such
an approach can be tackled with much more modest
resources both of processing machinery and of
personnel than are required for the first system.
In either system it is necessary to employ highly
specific identification devices for individual records
and to develop procedures for linking data on
persons whose identity is reasonably certain but
whose identifying data contain the inconsistencies
that are inevitable from time to time in any record-
ing system. Development of such methods is
proceeding in several countries and dissemination
of relevant information on progress would be of
great value.

Applications of linked data that would currently
and in the near future be of considerable interest
include particularly the study of readmission to
hospital after various therapeutic procedures, link-
age of out-patient and in-patient data so as to permit
study of patterns of referral within the health services,
linkage of obstetrical data with records of morbidity
in the children resulting from the pregnancies and
simple linkage of data on births and child deaths
so that analyses of such mortality might more
conveniently relate cause of death to circumstances
of birth. Linkage methods could also be used with
profit to improve statistics of follow-up and survival
in cancer registration and similar statistics of the
outcome of disease.
An innovation that particularly seems to be

required concerns the development of statistics relat-
ing to morbidity not treated by hospitals. Rela-
tively few countries have such data available and
data on general population morbidity are particu-
larly scanty. The use of health surveys seems to
have received very little attention and has been
abandoned in more than one country on what do
not seem altogether adequate grounds. Statistics
of morbidity treated by general practitioners are
also uncommon. In view of the fact that a very
substantial amount of morbidity is so treated, this
is a serious deficiency in our knowledge. There are
undoubtedly many problems to be tackled, perhaps
particularly in relation to general practitioner sta-
tistics since few general practitioners have much
time to spare for making statistical returns. Never-
theless, it is possible to obtain statistics of morbidity
in general practice and a varidety of methods has
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been employed in experimenttl studies. These
include the use of running samples so devised that
each practitioner is required to report quite infre-
quently and for a very short period but so that the
collated data afford a picture of general practitioner
treated morbidity. Experiments in such methods
should receive wider reporting than at present so
that countries wishing to develop such systems
would have the experince of others on which to draw.
The increasing use of electronic computers in

medical record-keeping raises the possibility of new
developments in statistical reporting which would
largely avoid the need for human intervention in the
transcription of data from medical records to sta-
tistical reporting forms. A development of particu-
lar interest concerns the use of a common document
for statistical reporting from hospitals and for
providing the entry to a computerized hospital
index. Simple examples of such a document have
been designed in several countries where they are
about to be tried on a national scale. More complex
versions of the system depend on a totally compu-
terized medical record procedure. Such versions are
at present mostly experimental and on a very
limited scale, but there is reason to expect their
more widespread adoption in the near future. Pro-
gress in such developments should be more widely
reported than at present.
The use of electronic computers is not confined,

of course, to transcription of original data and is
already well established in data analysis. The advan-

tages of using computers for data analysis are mainly
the greatly increased speed of processing, the prac-
ticability of more frequent analysis of data, and the
greater data reduction that is possible. Advantages
that may confidently be expected in the near future
concern the use of more efficient techniques of
statistical analysis and inference and the develop-
ment of programmed analyses in which the form of
the final analyses may be made to depend on the
results of preliminary calculations of indices which
may determine the need for investigation of par-
ticular aspects of the data. These developments
will depend on the results of the very considerable
work that is needed to accomplish them, but there
can be little doubt that they will be achieved.
A problem that is raised by the question of the

use of electronic computers is that they are very
expensive, not only so far as the actual " hardware "
is concerned but perhaps even more from the point
of view of the " software" required in terms of
programming and personnel. Primary development
of computer application to morbidity statistics may
therefore remain for a long time beyond the means
of many countries. It may nevertheless be possible
for such countries to enjoy the advantages of com-
puter processing if computer centres can be devel-
oped on an international basis. Such centres, whether
developed by international agencies or by individual
countries, should be fostered intensively and every-
thing possible should be done to facilitate their
development.

RESUME

STATISTIQUES DE MORBIDITE: RAPPORT SUR LES MITHODES EN USAGE DANS LES ETATS
MEMBRES DE L'ORGANISATION MONDIALE DE LA SANTE

Au d6but de 1965, l'OMS a adresse un questionnaire
aux gouvemements des Etats Membres de l'Organisation.
Le but de cette enquete etait de recueillir des informations
de base sur les methodes utilis6es dans les differents
pays pour la collecte et la diffusion des statistiques de
morbidite.
Des r6ponses ont ete obtenues de 98 pays dont beau-

coup ont foumi un complement d'information compre-
nant des modeles de rapports statistiques et des exem-

plaires de publications pr6sentant les donn6es sous forme
de tableaux. Un tiers des pays interrog6s n'ont pas ren-

voy6 le questionnaire. Les renseignements obtenus
donnent probablement une idWe trop optimiste de la
qualit6 des statistiques de morbidit6 recueillies dans le
monde.

On peut distinguer parmi les pays deux grandes cat&
gories: ceux qui ne rassemblent qu'un faible volume
d'informations sur la morbidit6 et ceux qui, a l'oppose,
etablissent des statistiques completes. I1 est par ailleurs
remarquable que le type des informations recueillies dans
un pays determin6 ne reflete que rarement les problemes
de sant6 specifiques auxquels il doit faire face.
Tous les pays, sauf cinq, rassemblent des statistiques

relatives aux malades hospitalis6s, mais 78 seulement
precisent qu'elles portent sur l'ensemble du territoire. II
est de regle d'etablir des statistiques pour les hopitaux
gouvemementaux, mais moins de la moitie des pays
collectent des donn6es similaires au sujet des hOpitaux
prives. La plupart des statistiques hospitalieres de morbi-
dit6 font mention du diagnostic lequel, dans plus de la
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moiti6 des cas, est 6nonce d'apres l'une des listes de la
Classification intemationale des maladies. Quant aux

informations concemant les malades non bospitalis6s,
elles sont plus rares et presentees habituellement sous

forme de tableaux.
Un nombre relativement peu elev6 de pays (79)

etablissent des statistiques sur les hopitaux psychia-
triques. Certaines r6ponses signalent l'absence complete
de formations de ce genre. Dans de nombreux cas, les
donnees relatives aux malades mentaux sont recueillies
depuis longtemps en raison d'anciennes prescriptions
legales destinees a pr6server les libertes individuelles
a l'epoque ou l'admission dans un service psychia-
trique r6sultait habituellement d'une decision d'inter-
nement obligatoire. Quarante-sept pays disposent en
outre d'informations sur les malades mentaux non

hospitalis6s.
Des statistiques sur les maternites sont etablies dans

79 pays; dans 62 d'entre eux, elles portent sur l'ensemble
du territoire. On note une tres grande vari6te en ce qui
regarde la nature des renseignements recueillis ainsi que

le choix de l'unit6 statistique. Vingt-neuf pays utilisent
ai cet effet la grossesse, les autres l'admission a l'h8pital.
Des enquetes de morbidit6 g6n6rale sont men6es par

des organismes nationaux dans 33 pays, mais elles ne

portent sur l'ensemble de la population que dans 21

d'entre eux. Les consultations des praticiens de m6decine
generale font l'objet de releves statistiques dans 25 pays.
Cinquante-trois pays signalent que la situation sanitaire
dans les ecoles donne lieu a l'etablissement de statis-
tiques. Dans la plupart des cas, les donnees sont recueil-
lies a l'occasion des examens medicaux de routine pra-
tiqu6s chez les ecoliers. Les fichiers de la s6curit6 sociale
sont utilises dans 46 pays pour l'6tablissement de statis-
tiques de morbidit6 basees sur l'octroi d'indemnit6s en
cas de maladie.
Des statistiques sur le cancer sont etablies dans

67 pays; dans 50 d'entre eux, elles sont bas6es sur la
notification des cas. L'enregistrement statistique des
maladies parasitaires est pratiqu6 dans 74 pays, mais il
porte sur des affections tres diverses. Le paludisme est le
plus souvent mentionn6. La tuberculose, les malforma-
tions congenitales et la c6cit6 sont l'objet de releves
statistiques dans respectivement 88, 36 et 26 pays.

Les statistiques de morbidit6 sont g6n6ralement
publi6es a intervalles reguliers. Les services responsables
ne semblent guere entreprendre d'enqu8tes speciales en
vue d'etudier l'un ou l'autre probleme de sant6 publique.
Une des raisons de cette lacune semble etre le manque de
souplesse des m6thodes de collecte et de traitement des
informations. Les problemes r6sultant de cette situation
sont examin6s.
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