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SOURCES OF DATA

Death ml fetaldeath statistics

Motiality statistics for 1979 are again, as for all
previous years except 1972, based on information
from aU death records received by the National
Center for Health Statistics (NCHS). The records are
furnished by all the States, the District of Columbia,
and the independent registration area of New York
City. As a result of personnel and budgetwy restric=
tionq mortality statistics for 1972 were based on
information obtained from a S&percent sample of
death records instead of from all records. Fetal-death
statistics for all years are based upon 100 percent
of the records.

Although the United States vital statistics system
covers the 50 States, the Disttict of Columbia, Puerto
Rico, the Virgin Islands, and Guam, in this report the
term United Stares refers only to the aggregate of the
50 States (including New York City) and the District
of Columbia.

Death statistics for Puerto Rico, the Virgin
Islands, and Guam were not included for 1972 but
are included in section 8 of the reports for each of
the years 1973-78 and in section 9 for 1979. The
Virgin Islands was admitted to the “registration area”
for deaths in 1924; Puerto Rico, in 1932; and Guam,
M 1970, Tabulations for Puerto Rico and the Virgin
Islands have been regularly shown in the annual
volumes from the year of their admission through
1971 except for the years 1967 through 1969.
Tabulations for Guam have been included for 1970
●nd 1971. Information for 1972 for these three areas
is published in the respective annual vital statistics
repons of the Department of Health of the Common-
wealth of Puerto Ricol the Department of Health of
the Virgin Islands, and the Department of Public
Health and Social Sewices of the Government of
Guam.

Another change from procedures for prior years,
kgun for 1971 and continued for 1972 through
1979, is that tabulations of deaths are based on infor-
mation from two sources. Before 1971, tabulations of
deathsand fetal deaths were based solely on informa-
tion obtained from copies of the original certificates.
The information from these copies was edited,
classified, and tabulated. For 1960 and for each year
~Aereafter through 1970, all mortality information
taken from these records has been transferred by
NCHS to magnetic tape for computer processing.

Beginning with 1971, an increasing number of
States have provided NCHS with computer tapes of
data coded according to NCHS specifications and
provided to NCHS through the Vital Statistics

Cooperative Program. The year in which use of
Stateaded demographic data was begun is shown
below for New York City, Puerto Rico, and each of
the 42 States now furnishing demogwhic dam.

1971

Florida

1972

Maine
Missouri
New Hampshire

1973

Colorado
Michigan

1974

Illinois
Iowa
Kansas
Montana

1975

Louisiana
Maryland
North Carolina
Oklahoma

1976

Alabama
Kentucky

%finnesota

1977

Alaska
Idaho
Massachusetts

1978

Indiana
Utah

1979

Connecticut
Hawaii
Mississippi

Rhode Island
Vermont

New York (except
New York City)

Nebraska
Oregon
South Carolina

Tennessee
Virginia
Wisconsin

Nevada :
Texas
West Virginia

New York City
Ohio
Puerto Rico

Washington

New Jersey
Pennsylvania
Wyoming

For the remaining eight States. the District of
Columbia, the Virgin islands, and G :.z. monality
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s~ati~tk; f~; 1~~?~-a!E b~Stj (2); kifO~d~tiOrl d_Jtakd

directly from COPI=: of the oiigirlal certificates
received from the re~istration offices.

Medical data, c;ded by the Stat$s according to
NCHS specifications, have been used by NCHS
since 19_74 for two States (Iowa and Michigan);
and since 1975 for five additional States (Louisiana,
Nebraska, North Carolina, Virginia, and Wisconsin).

Fetal-death data are obtained directly from copies
of original reports of fetal deaths received by NCHS.

Standard certificate and reports

The standard certificate of death and the standard
report of fetal death, issued by the Public Health

i

S:,~ice, have served for many
means of attaining uniformity

years as the principal
in the content of the

documents used to collect information on these
events. They have been modified in each State to t@
extent necessitated by the particular needs of the
State or by special provisions of the State vital
statistics law. However, the certificates or reports of
most States conform closely in content and arrang-
ement to the standards.

The fust issue of the Standard Certificate of
Death appeared shortly before the formation of the
registration area. Since then, it has been revised
periodically by the national vital statistics agency
through consultation with State health off~ers and
regist~an; Federal agencies concerned with vital statis-
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tics; national, State, and county medical societits;
and others working in such fields as public health,
social welfare, demography, and insurance. This
revision procedur~ has assured careful evaluation of
each item in terms of its current and future usefulness
for registration, identification, legal, medical, and
research pIJrposes. New items have been added when
necessary, and old items have been modified to
ensure better reporting, or in some cases have been
dropped when their usefulness appewed to be
Mnited.

New revisions of the standard certificate of death
and report of fetal death were recommended for
State use beginning January 1, 1978. The Standard
Certificate of Death and Report of Fetal Death are
shown in figures 7-A and 7-B. The certificate of death
shown in figure 7-A is for use by either a physician or
a medical examiner or a coroner. Two other forms of

FIGtJRE

the Stimciarci Ccr[iflca:r of Death m available; they
are similar to the one shown except that the section
on certification is designed for the physician’s signa-
ture on one while the other is designed for the
medical examiner’s or coroner’s signature.

Among the changes in the new revision is the
addition of ( 1) an item asking “lf Hosp. or Inst.,
Indicate DOA, OP/Emer. Rm., inpatien~” and (2) an
item “Was Decedent Ever in U.S. Arqied Forces?”
which was previously on the certificate but was
deleted during 1968-77. An item on whether autopsy
findings were considered for determining cause of
death was dropped.

HISTORY

The fust death statistics published by the Federal
Government concerned events in 1850 and included
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the entire United States. These statistics were based
on information collected during the decennial census
of that year. Similar decennial collections were made
by census enumerators at each census up to and
including the census of 1900, but because of the time
internal between the occurrence of a death and census
enumeration, these reports were inaccurate and in-
complete.

In 1880 the U.S. Bureau of the Census established
a national “registration area” for deaths. This original
area consisted of two States–Massachusetts and New
Jersey-the District of Columbia, and several large
cities having efficient systems for death registrations.
By 1900, eight other States had been admitted to the
death-registration area. For 1880, 1890, and 1900,
mortality data were received from the States and
cities included in this expanding area, but the figures
for the entire count~ were still compiled from the
reports of census enumerators.

Beginning with 1900, mortality statistics were
collected annually for the death-registration area.
In 1902 the U.S. Bureau of the Census, which had
previously functioned only in census years, was made
a permanent agency by an act of Congress. This act
authorized the Director of the U.S. Bureau of the
Census to obtain annually copies of records filed in
the vi[al statistics offices of States and cities having
adequate death-registration systems, At that time not
all States had enacted laws requiring death registra-
tions, and in many States the existing laws were
poorly enforced. The growth of the registration area
is indicated in table 7-1.

The death-registration area for 1900 consisted of
10 States, the District of Columbia, and a number of
cities located in nonregistration States. In 1900 the
registration area included 40.5 percent of the popula-
tion of the continental United States. The original
registration area was predominantly urban and was
characterized by a high proportion of white persons.
If the reporting cities located in nonregistration
States are excluded, the population coverage of the
death-registration States is much lower, only 26.2
percent of the total population of the United States.

Statistics of fetal deaths (the term “stillbirth” was
used for many years) were first published for the
birth-registration area in 1918. However, they were
not included in the reports issued for the succeeding
3 years. Beginning with 1922, statistics of fetal deaths
have been published each year for the birth-registration
area.

Table 7- I presents for each year through 1932 the
estimated midyear population of the United States
and the estimated midyear population of the birth-
and death-registration States. Both registration areas
included the entire United States for the first
time in 1933.

Before 1940 most of the national mortality

tabulations published by the ,U.S. Bureau of the
Census were based on data collected from the regis-
tration areas. However, beginning with 1940 all
published material given in statistical series for the
United States before the death-registration area was
completed omits data for registration cities located in
nonregistration States and includes only statistics for
the registration States. This change decreases the
mortality statistics coverage of the United States by
excluding cities in nonregistration States, but it

has advantages in that more reliable population
estimates are available for the registration States than
for smaller registration areas

Rates for the expanding group ofdeath-registration
States are approximations of rates for the entire
Nation, and general comparisons over a long period
of time can be made. More exact trends for parts of
the United States can be secured by using some
constant area such as the original registration States
or the registration States in 1920.

CLASSIFICATIONOF DATA

The principal value of vital statistics data is
realized through the presentation of rates, which are
computed by relating the vital events of a class to the
population of a similarly defined class. Vital statistics
and population statistics must therefore be classified
according to similarly defined systems and tabulated
in comparable groups. Even when the variables
common to both, such as geographic area, age, race,
and sex, have been similarly classified and tabulated,
differences between the enumeration method of ob-
taining population data and the registration method
of obtaining vital statistics data may result in signifk
cant discrepancies.

The general rules used in the classification of geo
graphic and personal items for deaths and fetal deaths
are set forth in two NCHS instmction manuals. IF*.

Following is a discussion of the classification of
certain important items.

Cladfication by occumence and residence

Tabulations for the United States and specified
geographic areas in this repoti are by place of resi-
dence unless stated as by place of occurrence. Before
1970, resident mortality statistics for the United
States included all deaths occurring in the United
States, with deaths of “nonresidents of the United
States” assigned to place of death. “Deaths of non-
residents of the United States” refer to deaths that
occur in the United States of nonresident aliens,
nationals residing abroad, and residents of Puerto
Rico, the Virgin Islands, Guam, and other possessions
of the United States. Beginning with 1970, deaths of
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nonresidents of the United States are not included in
tables by place of residence.

Tables by place of occurrence, on the other hand,
include both deaths of residents and nonresidents of
the United States. Consequently, for each year during
1970-79, the total number of deaths in the United
States by place of occurrence is somewhat greater
than the total by place of residence. For 1979 this
difference amounts to 2,935 deaths.

Mortality statistics by place of occumence are
shown in tables I-10, 1-18, 1-19, 1-28, 1-29, 1-30,
3-1,3-8,8-1, and 8-7.

Before 1970, except for 1964 and 1965, deaths
of nonresidents of the United States occurring
in the United States have been treated as deaths of
residents of the exact place of occurrence, which in
most instances was an urban area. In 1964 and 1965
deaths of nonresidents of the United States occurring
in the United States were allocated as deaths of
residents of the balance of the county in which they
Uccurled.

Residence error. -Results of a 1960 study show
that the classification of residence information on the
death certificates corresponded closely to the resi-
dence classification of the census records for the
decedents whose records were matched-s

A comparison of the results of this study of
deaths with those for a previous matched record
study of birthd shows that considerable improve
ment in the quality of residence data had taken place
since 1950. The results were the same–an overstate
ment of events in urban areas by NCHS compared
with the U.S. Bureau of the Census classification. The
magnitude of the difference was substantially less for
deaths in 1960 than it was for births in 1950. Two
factors contribute to this difference in magnitude.
The first factor is an item that was added to the
Standard Certificate of Death in 1956, asking if
residence is inside or outside city limits. This new
item aided in properly allocating the residence of
persons living near cities but outside the corporate
limits. The second factor is that there is more like-
lihood of movement for hospital utilization for
births than for deaths.

Geographic classification

The rules followed in the classification of geo-
graphic mess for deaths and fetal deaths are con-
tained in the two instmclion manuals referred to
previously.

The geographic codes assigned by the National
Center for Health Statistics during data reduction of
source information on birth, death, and fetal-death
records are given in another instruction manual. 5

Stan&rd metropolitati statistical areas. –Except
in the New England States, a standard metropolitan

statistical area (SMSA) is a county or a group of
contiguous counties containing at least one city of
50,000 inhabitants or more, or “twin cities” with a
combined population of at least 50,000 in the 1970
census. In addition to the county or counties contain-
ing such a city or cities, contiguous counties are
included in an SMSA if, according to specified
criteria, they are essentially metropolitan in character
and are socially and economically integrated with the
central city or cities.6

In New England the U.S. Office of Management
and Budget uses towns and cities rather than counties
as geographic components of SMSA’S. The National
Center for Health Statistics cannot use the SMSA
ciassitication for these States because its data are not
coded to identify all towns, Instead, NCHS uses the
metropolitan State economic area (MSEA) made up
of county units, as established by the U.S. Bureau
of the Census.7

For tables 84 and 843 in this report, the SMSA’S
and their component counties are those established
by the U.S. Office of Management and Budget as of
1970 (except in the New England States) and used by
the U.S. Bureau of the Census.

Tables 1-17 and 2-9, however, are limited to the
50 largest SMSA’S and MSEA’S (in the Ncw England
States), established by the Office of Federal Statistical
Policy and Standards for 1979. These 50 largest
units for 1979 are the same as those for 1978.

The list of 50 largest units for 1979 differs
from the list for 1970. Moreover, the county com-
ponents for some of the SMSA’S and MSEA’S that
appear on both lists are different for 1979 from
the components for 1970.

As a restdt, sometimes the number of deaths
shown for the same-named SMSA or MSEA in tables
84 and 8-8 based on units established for 1970 will
differ from the number of deaths shown in tabJes
1-17 and 2-9 based on units established for 1979.

Slandard consolidated areas .-For the metro-
politan complexes around New York and Chicago,
several contiguous SMSA’S and additional counties
that do not appear to meet the formal integration
criteria for SMSA’S, but do have strong interrelation-
ships of other kinds have been combined into the
New York-Notiheastem New Jersey and the Chicag&
Northwestern Indiana Standard Consolidated Areas.G

Metropolitan aod nonmetropolitan counties.–
Counties included in SMSA’S or in New England
MSEA’S for 1970 are called metropolitan counties; all
other counties are classified as nonmetropolitan.

Population-size groups (jormeriy “urban” and
“rural” areas) .-Vital statistics data for cities and
certain other urban places in 1979 are classified
according to Ihe population enumerated in the 1970
Census of Population. In this report ‘gPopulation-size
groups” refer to two groups, “Urban places” and
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“Balance of area. ” “Urban places” consist of the
following places:

1.

2.

3.

Each incorporated city and other urban
places of 10,000 inhabit&ts or more.
Each town iq New England and each
township in New Jersey and Pennsylvania
that had no incorporated municipality as
a subdivision and had either 25,000
inhabitants or more, or a population of
10,000 to 25,000 and a density of 1,500
persons or more per square mile.
Each county in States other than the New
England States, New Jersey, and Penn-
sylvtia that had no incorporated munici-
pality within its boundary and had a
density of 1,500 persons or more per
square mile. (Mington County, Virginia,
is the only county classified as urban
under this rule,)

“’Balance of area” consists of all other places.
Before 1964, places were classified as “urban” or

“rural.” The Teclmical Appendixes for earlier years
discuss the previous classification system.

State or country of birth

Mortality statistics by
(table 1-32) are published

State or country of birth
in 1979. State or count~

of birth of a decedent is assigned to I of 50 States or
the District of Columbia; or to the territorial posses-
sions of Puerto Rico, the Virgin Islands, or Guam-if
specified on the death certificate. The place of birth
is also tabulated for Canada, Cuba, Mexico, and
for the Remainder of the World. Deaths for which
infon-nation on State or country of birth was un-
known, not stated, or not classifiable accounted for
a srhall proportion of all deaths in 1979, about 0.5
percent.

Early mortality reports published by the U.S.
Bureau of the Census contained tables showing
nativity of parents as well as nativity of decedent,
The publication of these tables was discontinued in
1933. Mortality data showing nativity of decedent
were again published in annual reports for 1939-4 I
and for 1950.

Age ‘

The age recorded on the death record is the age at
last birthday. With respect to the computation of
death rates, the age classification used by the U.S.’
Bureau of the Census is also based on the age of the
person in completed years.

For computation of age-specific death rates,
deaths with age not stated are excluded. For life

table computation, deaths with age not stated tie
distributed proportionately.

Race

For vital statistics in the United States in 1979,
deaths are classified by race-white, black, Indian,
Chinese, Japanese, Filipino, other Asian or Pacific
Islander, and other races, This is the fmt time mofial-
ity data for Filipino and other Asian or Pacific
Islander have appeared in this repofi.

The white category includes, in addition to per-
sons rtmorted as white, those reported as Mexican,
Puerto ‘Rican, Cuban, and aU other Caucasians The
Indian catego~ includes American, Alaskan,
Canadian, Eskimo, and Aleut, If the racial entry on
the death certificate indicates a mixture of Hawaiian
and any other race, the entry is coded to Hawaiian. If
the race is given as a mixture of white and any other
race, the enhy is coded to the appropriate other race.
If a mixture of races other than white is given (except
Hawaiian), the entry is coded to the fnt race listed.
This procedure for coding the f~st race listed has
been in use for the period 1969-79. Before 1969 if
the entv for race was a mixture of black and any
other race except Hawaiian, the entry was coded to
black,

Most of the tables in this report, however, do not
show data for this extended classification by race. In
about half of all the tables the divisions are white, all
other (including black), and black separately. [n other
tables by race, where the main purpose is to isolate
the major groups, the classifications are simply white
and all other.

Race not stated.- For 1979 the number of death
records for which the race was not stated was 1,311,
or 0.1 percent of the total deaths. Death records
with race ent~ not stated were assigned to a racial
designation as follows: If the preceding record were
coded white, the code assignment is made to white; if
the code is other than white, the assignment is made
to black. Before 1964 all records with race not stated
were assigned to white except records of residents of
New Jersey for 1962-64.

A’ew Jersey, 1962-64, –New Jersey omitted the
race item from its certificates of live birth, death, and
fetal dea[h in use in the beginning of 1962. The item
was restored during the latter part of 1962. However,
the certificate revision without the race item was used
f6r most of 1962 as well as 1963. Therefore fiiures
by race or CO1O: for 1962 and 1563 exclude New
Jersey. For 1964, 6.8 percent of the death records in
use for residents of New Jersey did not contain the
race item,

Adjustments made in vital statistics to take into
account the omission of the race item in New Jersey
for part of the certificates filed during 1962-64 are
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described in the Technical Appendix of Vital Statis-
tics ofthe LWed States for each of those data years..

Marital status

Mortality statistics by marital status (table 1-31)
are published in this report for the first time since
1961. Previously they had been published in the
annual reports for the years 1949-51 and 1959-61.
Several reports specifically analyzing mortality by
marital status have been published including the
special study based on 19S9-61 data.a Reference
to earlier reports may be found in the appendix
of part B of this special study.

Mortality statistics by marital status are tabulated
separately for never married, married, widowed, and
divorced. Certificates in which the mmiage was
specified as being annulled are classified as never
married. Where marital status was specified as separa-
ted or common-law marriage, it was classified as
married. Of the 1,848,270 resident deaths 15 years
of age and over, 8,383 (0.5 percent) certificates had
marital status not stated.

Place of death and status of decedent

For the fust time since 1958, mortality data for
1979 are shown by place of death (tables 1-28 and
1-29). In addition, mortality data are shown for the
fust time for the status of decedent when death oc-
curred in a hospital or medical center (table 1-28).
These data were obtained from the following two
items that appear on the U.S. Standard Certificate of
Death:

Item 7c) Hospital or other institution–
Name (if not in either, give street
and number)

Item 7d) If hosp. or inst. Indicate DOA,
OP/Emer. Rm., Inpatient (Specify)

All of the States and the District of Columbia
have item 7C (or its equivalent) on the death certifi-
cate. For the 42 States in the Vital Statistics Cooper-
ative Program (VSCP), NCHS accepts the State
definition, classification, or codes for hospitals,
medical centers, or other institutions. For the remain-
ing eight States and the District of Columbia not in
the VSCP, NCHS classifies and codes to a hospital or
medical center according to whether the terms
“hospital” or “medical center” are entered as part of
the name in item 7C or its equivalent. If the terms
“hospital” or “medical center” are not entered as
part of the name, then the entry is coded appropri-
ately to one of the following: ( 1) other institutions,
(2) all other reported entries, or (3) unknown, not

Table 1-28 shows mortality data for the total of
the following 39 States that have item 7d or its
equivalent on their death certificates:

Alaska New Hampshire
Arizona New Jersey
Arkansas New Mexico
Colorado New York
Florida North Carolina
Georgia North Dakota
Hawaii Ohio
Idaho Oregon
Illinois Pennsylvania
Indiana Rhode Island
Iowa South Carolina
Kansas South Dakota
Kentucky Tennessee
Maine Utah
Michigan Vermont
Mississippi Virginia
Missouri West Virginia
Montana Wisconsin
Nebraska Wyoming
Nevada

Mortality by month and
date of death

Deaths by month have been regularly tabulated
and published in the annual report for each year
beginning with data year 1900. For 1979, deaths by
month are shown in this report in tables 1-19, 1-20,
1-23, 1-30, 2-11,2-12, 2-13, and 3-9.

The year 1972 was the first data year for which
date of death was published (table 1-30). Unpublished
data for selected causes by date of death for 1962
are available in NCHS.

Number of deaths by date of death in this report
are shown for 1979 for the total number of deaths
and for the number of deaths for the following three
causes, for which the greatest general interest in date
of occurrence of death has been expressed: Motor
vehicle accidents, Suicide, and Homicide and Iegal
intewention.

These data in table 1-30 show the frequency dis-
tribution of deaths for the selected causes by day
of week. They also make it possible to identify
holidays with peak numbers of deaths from specified
causes.

Report of autopsy

Before 1972, the year 1958 was the last year for
which autopsy data were tabulated. For 1972=79 all
registration areas requested information on the death
certificate as to whether autopsies were performed.
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For 1979 autopsies were reported on294,182 death
certificates (15.4 percent of the total, table 1-26).

Information as to whether the autopsy findings
were used in determining the causes of death were
tabulated for 1972-77 for all but eight or nine
registration areas. The item “autopsy findings used”
was deleted from the 1978 Standard Certificate of
Death.

For eight of the cause-ofdeath categories shown
in table 1-27, autopsies were reported as performed
for 50 percent or more of all deaths (Shigeliosis and
amebiasis; Whoopingcough; Meningococcal infection;
Acute poliomyelitis; Pregnancy with abortive out-
come; Other complications of pregnancy, childbirth,
and the puerperium; Homicide and legal intervention;
and All other external causes).

There were eight other categories for which 40
percent or more death certificates reported autopsies.
Autopsies were reported for 9.4 percent of the M~or
card iovascular diseases. Among all causes other than
the major cardiovascular group, autopsies were re-
ported for 21.3 percent of ail deaths.

~USe of death

Gwse-ofdeath classification.-Since 1949, cause-
ofdeath statistics have been based on the underlying
cause of death which is defined as “(a) the disease
or injury which initiated the train of events leading
directly to death, or (b) the circumstances of the
accident or violence which produced the fatal
inju~. ”9 For a given death the underlying cause is
selected from an array of conditions given in the
cause-of-death section on the death certificate.
These conditions are translated into medical codes
through use of the classification structure and selec-
tion and modification rules contained in the appli-
cable revision of the International Ciassij2cationof
D&eases (lCD) published by the World Health Orga-
nization (WHO). Selection rules guide the coder in
systematically identifying the underlying cause of
death in terms of the format of reported conditions
and their causal relationship. Modification rules are
intended to improve the usefulness of mortality
statistics by giving preference to certain classification
categories over others and/or to consolidate two or
more conditions on the certificate into a single clm-
sification category.

As a statistical datum, the underlying cause of
death is a simple, one dimensional statistic, which is
conceptually easy to understand, and is a well W,
cepteci measure of mortality. [t identifies the initiat-
ing cause of death and is therefore most useful to
public health officials in developing mci.wures to
prevent the chain of events leading to death from
starting. The rules for coding underlying cuuses of
death are included with the ICD as a mcuns of st.im,k

ardizing classification which contributes toward
unifonrnity in mortality medical statistics among
countries.

Beginning with data year 1979 the cauaeofdeath
statistics published by the National Center for Health
Statistics have been classified in accordance with
the 197S Revision of the International C?assijlcation
of Diseases (ICD-9).9 In addition to specifying that
the Classification be used, WHO-in an effort to
promote international comparability-recommended
a basic list for tabulation of mortality data. This is
in contrast to the several special lists recommended
by WHO for use under the Eighth Revision. The
system recommended under the Ninth Revision is
more flexible, allowing for the construction of
tabulation lists from the rubrics of a basic list. The
recommended Basic Tabulation List (BTL) under
the Ninth Revision consists of S7 twtii@ rubrics
that add to the ‘*aUcauses” totaL Within each twe
digit rubric, up to 9 three-digit rubrics numbered
from O to 8 are identified, but these do not add to
the total of the twedigit mbric. The residual of each
two-digit rubric, the difference between the two-digit
total and the sum of its three-digit rubrics, is given
the number 9. The WHO Mortality List, a subset of
the titles contained in the BTL, consists of 50 mbrics,
which are a minimum for the national display of
mortality data. The twodigit rubrics of the BTL
01 through 46 provide for the tabulation of non-
violent deaths to lCD categories 001-799. Rubrics
relating to chapter 17 (nature-of-injury causes 47
through 56) are not used by NCHS; rather, preference
is given to rubrics E47 through E56. The 57th two-
digit rubric VO is the Supplementary Classification
of Factors Influencing Health Status and Contact
with Health Services and is not appropriate for the
tabulation of mortality data.

Five cause lists have been developed for tabula-
tion and publication of mortality data by NCHS: The
Each-Cause List, List of 282 Selected Causes, List
of 72 Selected Causes, List of 61 Selected Causes of
Infant Death, and the List of 34 Selected Causes.
These lists were designed to be as comparable as
possible to the NCHS lists more recently in use under
the Eighth Revision. However, in several instances,
comparability could not be achieved. The Each-
Cause List is made up of each threedigit category of
the WHO Detailed List and each four-digit subcate-
gory to which deaths may be validly assigned. The
list is used for tabulation for the entire United
States. The published each-cause table does not show
the four-digit subcategories provided for Motor
vehicle ticcidents (E8 10-E825); however, these
subcutcgories, which identify persons injured, are
shown in the uccident tubles of this report (section
5J. An unpublished ciwh-uause table includes these
ubctitciroric~- *( 1411., ,’- “ t Ctlh.(.. t,-mnrio.
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also used in the accident section to identify place of
accident when deaths from nontransport accidents
are shown. These are not shown in the each-cause
table.

The List of 282 Selected Causes of Death is
const rutted from BTL rubrics 0146 and E47-E56.
Each of the 56 BTL titles can be obtained either
directly or by combining titles in the List. At the
threedigit level, however, the BTL is modified more
extensively. For some causes more detail was desired
and new three-digit rubrics have been added to- the
list. Where less detail was needed, three-digit rubrics
were combined. Moreover, each of the 50 rubrics of
the WHO Mofiality List can be obtained from the
List of 282 Selected Causes of Death. The List is
used in tables published for the United States and
each State.

The List of 72 Selected Causes of Death was
constructed by combining titles in the List of 282
Selected Causes of Death. 1t is used in tables pub-
lished for the United States and each State, and for
standard metropolitan statistical areas.

The List of 61 Selected Causes of Infant Death
shows more detailed titles for Congenital anomaJies
and Certain conditions originating in the perinatal
period than any other list except the EachCause
List.

The List of 34 Selected Causes of Death was
created by combining titles in the List of 72 Selected
Causes. A table using this list is published to show
detailed geographic areas.

Ej~ecr of decennial list revisions. -The Inter-
national Lists, in use in this country since 1900, have
been revised decennially so that the disease classi-
fication may be consistent with advances in medical
science and with changes in diagnostic practice. Each
decennial revision of the lntemational Lists has
produced some break in comparability of causeof-
death statistics. For the first five revisions the conti-
nuity in the mortality trends is not considered a prob
Iem of great concern. Van Buren described some of
the mqior shifts in the cause-of-death statistics up to
the Fifth Revision ( 1938) due to chan~es in the clas-
sification of causes of death.lo Dunn and Shackley
measured the change in mortality statistics by cause
due to the Fifth Revision.11

This was done by coding mortality records for
1940 by the 1929 and 1938 revisions. The results of
the study have been useful in evaluating the effects of
the Fifth Revision and changes in the joint-cause
selection procedure.

Sixth Revision. –The Sixth Revision of the inter-
national Lists of Diseases and Causes of Death was
adopted by the World Health Organization in July
1948 and used for mortality data in the United States
from 1949 through 1957. This revision represented a
more sweeping change than any previous revision.

The classification scheme was expanded considerably
to provide specific categories for nonfatal diseases
and injuries to provide a classification which could be
used for coding morbidity as well as motiity
records.

In addition to the expanded scope of the Sixth
Revision of the International Classification, there was
a major change in the method of selection of the
cause of death for primary tabulation. A large propor-
tion of death certificates filed annually in the United
States reports two or more diseases or conditions ●s
causes of death. General statistical practice requires
that cases involving more than one cauw of death be
assigned to a single cause, making it necessary to
select the one cause to which the death will be w
signed. The method of selection has an important
effect upon the resulting statistics.

In 1948 the World Health Assembly adopted,
along with the Sixth Revision of the International
Lists, a fonm of medical cefiification and nks for
classification of the underlying cause of death for
international use. The form of medicaJ cetiification in
the Standard Cefiificate of Death is shown in f~re
7-A. It is designed to facilitate the selection of the
underlying cause of death when two or more causes
are recorded. In general, if the certification is com-
pleted properly, the underlying cause of death em
tercd by the physician is the cause to be tabulated.
This procedure, used in the United States beginning
with deaths in 1949, differs markedly from that used
in previous years. Fomerly, definite priority relatiom
ships were set up for combinations of causes reported
on the death certificate. The single cause to be tabu-
lated was chosen according to these fixed rules.

Cbmparabiiity between the Sixth and Fifth
Revisions. -To maintain a time series of mortality
rates for comparable causes, the International Com
ference for the Sixth Revision of the International
Lists recommended that deaths for a country as E
whole in 1949 and 1950 be coded according to both
the Sixth and Fifth Revisiorm Jn the United State&
t 950 motiality data were used for the dual coding.
The differences resulting from the use of the two
revisions are expressed by a factor termed the com-
parability ratio. This is the number of deaths assigned
to a particular cause under the Sixth Rwision divided
by the number of deaths assigned to that cause usiIu
the Fifth Revision.12’13

Sevenrh Revision. -Changes in the Swenth
Revision were held to a minimum because of the
relatively short experience with the Sixth Revision. In
compliance with a recommendation of the Expert
Committee on Health Statistics, the changes were
limited to essential ones and amendments of errcm
and inconsistencies. Provisions previously contained
in an addendum14 were integrated into the manual,ls
Since these provisions had been used with the Sixth
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Revision, they did not represent classification
changes. The only change made in three-digit cate-
gories consisted of rewording a few’ titles. in a few
caszs the rewording included redefinirw morbid
conditions classifiable to these categories and trans-
ferring certain terms from one category to another.
The three-digit categories which were affected arc
listed in section 1, volume 1, of ViralStatistics of the
Uni/ed States. 2958. There were alsa a number of
changes in four-tiigit st!bca(egorics, cc)r!jistio~ mostij
of the addition of subdivisions to provide more
detailed classification of malignant neoplasms of
specified sites. The threedigit categories for which
there were additions, deletions, or changes in the
four-digit” subcategories are aIso listed in section 1
of the 1958 report.

The international rules for selecting the cause of
death for primary mortality classification were recast
for use with the Severith Revision to simplify them
and to organize them from the viewpoint of the coder
making the cause-of-death assignment. The intent of
the rules remains the same, that is, to code the cause
which the medical certifier judged to be the under
lying cause starting the trairt of events leading directly
to death. In recasting the rules. some interpretations
were modified -ma~ly those involving selection of
the underiyi~~ cause for improperly compiettd ccr
tificztions. lrt adapting coding procedures to reporting
practices in the United States, some additional
changes in interpretations were made.

In the majority of cases, application of the rules
for the Sixth and Seventh Revisions resulted in the
same code assignment. There were some differences
in individual assignments affecting a number of
categories. .Many of these individual assignments were
compensatory and resulted in nc detectable discon-
tinuity}’ of trends for various cauws cf death, : the
comparability of a number of categories was affected
to a limited extent.

Comparability ben+wen the Seven [/; cnd SLYI),
Reufsions. -To estimate the magnitude of the effect
of the Seventh Revision upon the comparability of
mortality trends for various causes, a 10-percent
sample of deaths in 1958 was classified using both the
Sixth and Seventh Revisions. The comparability
ratios for selected causes and a discussion of the
results of this study are published in ●’Compa~-
ability of Mortality Statistics for the Sjxth and
Seventh Revisions, Uni!~~ States, 19s8.”16

Eighth Revision, –Luring the data year> 1968-78
the cause-of-death statistics published by the hTationa!
Center for Health Statistics were classified in ac-
cordance with the Eighth Rewsion international
Cimsijication OJ Disemes, Adapted for Use in the
United Stores (ICDA)17 which was based on the 1965
Revision of the [nternationa] C]assif]catlon Of pis-

eases (ICDJ.1~ The !LrJ~. ~p~p ~rej!r.r CI<:J.;! :!!;,;

specificity in some categories than
the Eighth Revision of the ICD.

was provided by
Complete corre-

spondence between these two classifications was
main: fined ~! the three-digit level, but new four-
digit subdivisions were created in various parts
of the ICDA. Where necessary, existing four-
digit subdivisions were renumbered to accommodate
the additional subcategories in logical sequence. In
the ICDA, subdivisions which did not comespond
exactly with the [CD were identified by asterisk In
VW Statistics of the Uis#@ States for each of the
years 1968-78 those fourdigit subcategory numbers
which differed from those in the lCD were also
shown with asterisks.

The Eighth Revision contained m~or modifica-
tions in several sections of the rnortafity tabulation
lists. Also, the international rules for seiectiilg the
underlying cause were simplified. In addition, changes”
were introduced in the special tules and decisions
which adapted the coding procedures to reporting
practices in the United States. The important changes
are summarized for each of these sections in the
introduction to the lCIIA, pages xxiv-xxviii. Follow-
ing are some of the many changes made:.

Infective and parasiric direases. -In the Seventh
Revision, list titles for dm-rheai conditions were
scattered over several sections of the classifica-
tion. In the Eighth Revision all the Seventh Re-
vision subdivisions for these conditions, including
those for infants, were brought together under
one category, Diarrhea] diseases (009).

Diseases of the nenous system and sense organs. -
Vascular lesions affecting centlai rie~ous system
(330334) in the Seventh Re~.isicfi wei: trans-
ferr~ci ui the Eighth Rei’isiGri to ‘.section VII,
Diseases of the circul~toi> sys;eri.,” where
they appeared as Cerebrovasakr diseases (430
438).

Certain causes of pennaral morbidity and mop
tahty, –This section represented an integration
of “Section XV, Certain diseases of early infancy”
and Classification of causes of stillbirth (Y30-Y39)
in the Seventh Revision. The age qualifications
used in previous revisions to classify the same
conditions in or outside this section were deleted.
For example. Pneumonia of newborn (763) of
the Seventh Revision was no longer in this section.
Instead. it was included in the Eighth Revision
with Pneumonia (480-486), to which pneumonias
are assigned without regard to age.

Accidents, poisonings, and violence. -A new sub-
section (E980-E989) was introduced for the
classifica!:on Gf deaths where It was not possible



SECTION 7 - TECHNICAL APPENDIX - PAGE 11

for the certif~r to determine whether the injuries
were ●ccidentally or pusposely inflicted.

- (hnpambffity between the Eighth and Seventh
Rev&ions. -To measure the degree of discontidt y in
cause+fdeath statistics resulting from the intre
duction of the Eighth Revision, provisional esti-
mates of selected comparability ratios based on dual
coding of a stratified sample of 1966 death certifi-
cates by the Seventh and Eighth Revisions of the
International Classification of Diseases were com-
puted. Theie ratios appeared in the Monthly Vital
Stafisrics Report of the National Center for Health
Statistics, Volume 17, Number 8, Supplement; and in
Comparability of Mortality Statistics for the Seventh
●nd Eighth Revisions of the International Classifica-
tion of Diseases, United States, Vital and Hea!th
Statis;i% ‘ ‘.:S 2, No. 66, DHEW Pub. No. (HRA)
7f&134L”

Significant coding changes during the Eighth
Revision. -Beginning with 1969 a special four-digit
subcategory, Chronic obstructive lung disease
(*5 19.3), was added to obtain the number of certi-
ficates on which medical certifiers had entered this
more general term rather than a more specific diag-
nosis of chronic bronchitis, emphysema, or asthma
The number of certificates assigned to (*5 19.3)
increased from 2,704 for 1969 to 28,613 for 1978. It
is necessary to add together the number of deaths
assigned to this new four-digit category and the
number of deaths assigned to Bronchitis, emphysema,
and asthma (lCDA Nos. 490493) to obtain a measure
of mortality from all chronic obstructive lung dis-
eases.

TO provide that deaths would not be assigned to
Chronic obstmctive lung disease (*5 19.3) if a mere
specific diagnosis such as chronic bronchitis, emphy-
sema, or asthma also appeared on the death certifi-
cate, the coding procedures were updated for 1971
and 1972 data years in accordance with ‘thefollowinz
linkages:

●519.3 Chronic obstmctive lung disease without mention
of Mhms, bronchitis,oremphysems

Excludes conditions in ●5 19.3 with conditions in:

490 Bronchitis (491 ) (Chronic bronchitis)
491 (Chronic bronchitis) (491 )
492 (Emphyaemd (492)
493 (Aathms)(493)

But the limitation imposed by these linkage pro
visions did not alter the upward trend in the number
of deaths assigned to Chronic obstructive lung dise?w
without mention of asthma, bronchitis, or emphy-
sema (*5 ]9.3). The number of deaths assigned to
(=.3) increased from 6,321 for 1971 to 8.210 fo:

Under the Eighth Iievisiori Cf the ICDA, deaths
assigned to chronic obstructive lung disease or
chronic ob~~r.,~ :;ve pu!r,?onzry dis$ase were as-
signed to Other diseases of iung \lCLJ1. Ro. 5 i9.2).
Despite the transfer of these deaths from this cate-
gory to the new catepo~ Chronic obstructive lung
disease (No. *519,3), the number of deaths assigned
to Other diseases of lung (lCI?A No. 519.2) also con?
tinued 10 hvew- r~~y. ],~1.-l,:,(j~p:j$ fur ~9f,9 rg

2,318 for J918.
Also beghming with 1971 a specja! four-digit sub-

category (*E854.8) wtis added to identify Awte
narcotism, not otherwjse specified, whether or not
the circumstances were undetermined. Also, a prefer-
ence was given to Drug dependence (?CDA No. 304)
when a Stateme:it of dr~g tie~enner.:: 01 a synony-
mous term appeared on the certificate with mention
of poisoning by certai~ adc!]ctn’e dn]g~,

in addition, beghning with 197J the term “cere-
bral sclerosis (generpl?.’ was classified to Generalized
ischemic cerebrovascular disease (ICDA No. 437)
rather than to Other demyelinatir-fi diseases of central
nervous system (ICDP. No. 34 1), As a result of this
transfer, the number of death,s assigned to this latter
category decreasc~ from 569 for 1970 to 96 for
1971.

For 1973 the sigtificrwt codirp chang;s were con-
cmned with the sudden infant detth syndrome
(SIDS) NCHS modified the lCD.4 zmd the procedures
for classifying information recorded ORW death cxx-
tificate to facilitate the identification, and analysis of
data related to known and suspected cases of SIDS.
Three fourthdiwt subdivision? were created under
KDA categow 795 (Suddsn d?ct3). These sub-
dwisions tofcti ;:r with the :nclus!c:. terms are as
fol!cw :

●795.O Sudden infant d?zt!i syndrome. uritiez 1 year of age

Acute fatal iIiiK.t syn<;i.~;
cause U.nkn3“J.?
Co: m crib cfe2t!J
Died without sign of ckkzs:. so g~vd
Found dead (in bed, CCL cradic, cric, etc.) (infant)
Infant found i!! M
Other urdcnown and unspecified causes, so stated
SDH, SID, SIDS, SW!, SUIR
Sudden death (in infancy) (infant) (syndrome)

(unattended) (unexpected) (unexplained)
Undetermined (cause] (in infancy) (infarst)
Unezpc:[:; iez:h (ix tiif:n:jj (infs:~;
Urle?pkimctiear)l().5ir:!?;!i>“)(lnix:’f; ‘
Unknown (cavwj

●795.1 Sudden death syndrome, 1 year of age
The same terms undc? “735.( I whe:. w k 1 year

●795.2 All other sudden deaths, age 2 years and eve:
Died sudden!y Feu d.%?
Dropped dead Sudden death

~infh /? f’t’i!io.Y –Causr o; de: ‘i’ s::.l!’.’irs begin-

ning with 1979 are classified by NCi-iS in accordance



SECTION 7 = TECHNICAL APPENDIX - PAGE 12

with the Ninth Revision.9 In the Ninth Revision, as
in the Eighth Revision, the Classification is arranged
in 17 main sections or chapters. The first chapter
deals with diseases caused by well-defined infectious
and parasitic agents. The next two chapters deal
with categories for Neoplasms and for Endocrine,
nutritional and metabolic diseases and immunity
disorders. Most of the remaining chapters are arrang-
ed according to the principal anatomical sites of
diseases with special chapters for Mental disorders;
Complications of pregnancy, childbirth, and the
puerperium; Congenital anomalies; Certain conditions
originating in the perinatal period; and a chapter for
Symptoms, signs, and ill-defined conditions.

The last chapter (XVII), Injury and poisoning,
represents a decided departure from the corr~
spending chapter in previous revisions. The role
of the E code for external causes was changed.
In the Sixth, Seventh, and Eighth Revisions, chapter
XVII-Accidents, pomnings, and violence-consisted
of two altemat ive classifications, one according to
the nature of the injury (the N code), and the other
according to the external cause (the E code). In the
Ninth Revision, chapter XVII consists only of titles
for nature of injury as part of the main classification.
The N prefm that was used before the category
numbers for these titles in the Eighth Revision has
been dropped. In the Ninth Revision the E code
is a supplementary classification. For underlying
cause of death, where both an E code and another
code are applicable, the E code is still used when the
other code is from chapter XVII. When the other
code is from chapters I-XVI that code and not the E
code is used.

In many ways, the Ninth and the Eighth Revi-
sions are similar. The essen!ial basis of the Eighth
Revision was retained as much as possible. 1g Thus,
overall blocks of classification num hers previously
allocated to each chapter were retained, The Ninth
Revision is, however, more specific. Thus, many
Eighth Revision catego~ numbem were split into
more fourthd igit subcategories. In addition, cate-
gories and subcategories not found in the Eighth
Revision were added to the Ninth Revision.

Following are some of the major changes between
the Eighth and Ninth Revisions, applicable to under-
lying cause coding in the United States. They are
arranged according to the chapters in the Ninth
Revision of the [CD.

1. Infectious and pararitic diseares.-Under the
Ninth Revision, colitis, diarrhea, mteritis, and gas-
troenteritis, without further specification, are as-
sumed to be of noninfectious Origin and are classified
to chapter IX, Diseases of the digestive system. In
the Eighth Revision, unless stated to be noninfectious
or due to a noninfectious condition, they were ass-

umed to be of infectious origin and were coded to
chapter 1, Infective and parasitic diseases. This
change transferred deaths that were assigned by the
Eighth Revision to Diasrhcal dise&es (ICDA No.
009) to the Ninth Revision title Other noninfec-
tive gastroententis and colitis (ICD No. 558).

A section pulling together all late effects of
infectious and parasiticdiseaseswasaddedto chapterI
in the Ninth Revision. In the Eighth Revision a
few conditions had special late effects codes; for
certain other conditions late effects wem coded to
the resulting chronic condition; for the remaining
conditions in chapter I, late effects were coded to
the regular code for the infectious or parasitic disease.

The mde span for tuberculosis included late
effects under the Eighth Revision but not under
the Ninth; pleural effusion was assumed to be tuber-
CUIOUSunder the Eighth Revision but not under the
Ninth; and erysipelas was combined with strep~
mccal sore throat and scarlatina but was excluded
from the most neariy comparable Eighth Revision
ause.

In the Eighth Revision, deaths from serum
hepatitis went to the condition being treated, if
known. Otherwise they were assigned to an E code,
usually to Complications and misadventures hi
other and unspecified therapeutic procedures in
infusion and transfusion (ICDA No. E93 1.2). Under
the Ninth Revision, because serum hepatitis does not
have a code in chapter XVII, deaths attributed
to this cause are assigned to Viral hepatitis B without
mention of hepatic coma (ICD No. 070.3).

Deaths from Septicemia (ICDA No. 038) that
occurred among the newborn were transferred in
the Ninth Revision from chapter I to chapter XV–
Certain conditions originating in the perinatal period
or, more specifically, to Other infection speafic to
the perinatal period (ICD No. 771.8).

11, Neoplasms. -A new section, Neoplasm of un-
certain behavior (ICD Nos. 235-238), has been added
to this chapter. Among the conditions transferred
to this new section are some of the conditions under
the Eighth Revision title Polycythemia vera (ICDA
No. 208) and Myelofibrosis (lCDA No. 209).

111.Endocrine, nutritional, and metabolic diseases
and immunity dirorders.-A new title-Disorders
of fluid, electrolyte and acid-base balance (ICD No.
276)-has been added to this chapter, Most of these
conditions were previously assigned to chapter
XVI, Symptoms and illdefmed conditions, but were
not coded as the underlying cause of death because
conditions in this chapter were not coded if another
codable condition was entered on the certificate.

VII. Diseases of the circulatory system. –In the
Eighth Revision, mitral and aortic incompetence,
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insufficiency, regurgitation, and stenosis were as-
sumed to be rheumatic unless stated to be non-
rheumatic or due to another condition that would
cause a valvular heart disease. According to the Ninth
Revision the conditions described by these terms are
assumed to be nonrheumatic unless specified as
rheumatic or due to a rheumatic heart disease, with
one exception-mitral stenosis. The condition de-
scribed by this term is assumed, as for the Eighth
Revision, to be rheumatic.

in the Ninth Revision there is no separate cate-
gory for malignant hypertension. The new fourth
digits for Hypertensive disease (ICD Nos. 401404)
indicate whether the hypertensive disease was spec-
ified as malignant, benign, or not specified as malig-
nant or benign. The Eighth Revision fourth digits
denoting the presence of hypertension in ischemic
heart and cerebrovascular diseases no longer exist,
making it irnpossibk to show hypertension with these
cmditions for underlying cause tabulations. Ac-
cording to the Ninth Revision, Cardiovascular dis-
ease, unspecified (ICD No. 429.2) has been separated
from Ischemic heart disease (ICD Nos. 410414),

Diseases of pulmonary circulation have been
brought together in a new group-Diseases of pul-
monary circulation (ICD Nos. 415-417). These
pulmonary diseases have been separated from those
in the group title Diseases of veins and lymphatic,
and other diseases of circulatory system (ICD Nos.
4514s9).

The Ninth Revision transferred Heart failure,
unspecified (ICD No. 428.9) to this chapter-Diseases
of the circulatory system-from the Eighth Revision
chapter XVI, Symptoms and illdefined conditions
(ICDA Nos. 780796), where it appeared as Acute
hem failure, undefined (lCDA No. 782.4).

W]. Diseases of the respiratory system .-New
titles have been added for respiratory conditions
including Pneumonitis due to solids and liquids
(lCD No. 507); and Chronic airways obstruction,
not elsewhere classified (lCD No. 496). Most of the
deaths assigned by the new Ninth Revision title
Pneumonitis due to solids and liquids (ICD No. S07)
were transferred from the Eighth Revision title
Pneumonia, unspecified (ICDA No. 486), more
particukuly from aspiration pneumonia, which was
an inclusion term under lCDA No. 486.

The deaths assigned by the Eighth Revision to
Chronic obstructive lung disease without mention of
asthma, bronchitis, or emphysema (*5 19.3), a sub-
title fmt introduced by NCHS for deaths occurring
in 1969, have been transferred to the new Ninth
Revision title Chronic airways obstruction, not else-
where classified (ICD No. 496).

There was a change in the linkage provision that
.~.~ -Ak. d -~e- nf’ the. resniratnn

system. In, the Eighth Revision, asthma linked with
bronchitis and emphysema. The Ninth Revision does
not provide this linkage.

The Ninth Revision ti~le Bronchiectasis (ICD
No. 494) has been plamd in the section Chronic
obstructive pulmonary disease and allied conditions
(ICD Nos. 490-496). According to the Eighth Revi-
sion Bronchiectasis (ICDA No. 518) was a title
rncluded in the group Other diseases of respiratory
system (ICDA Nos. 510-5 19).

IX. Diseases of the digestive system. -The instruction
in the Eighth Revision was to code ulcer, site un-
specified, and peptic ulcer, site unspecified, reported
due to, with, or causing gastrointestinal hemorrhage
to gastrointestinal ulcer which was an inclusion term
under ICDA No. 534. This instruction was changed
for the Ninth Revision to provide that these condi-
tions be coded to Peptic ulcer (ICD No. 533). -

Another change involved the transfer of an
rnclusion term, congenital diaphragmatic hernia,
under Diaphragmatic (ICDA No. S5 1.3), a subtitle
under Other hernia of abdominal cavity without
mention of obstruction (lCDA No.551 ) to Anomalies
of diaphragm (ICD No. 756.6).

X. Diseases of the genifourinary system.-SeveraJ
changes occurred in this chapter between the Eighth
and Ninth Revisions. Acute renal failure deaths were
transferred from Acute nephritis (lCDA No. 580)
to the new Ninth Revision title Acute renal faihre
(ICD No. 584). Deaths from chronic renal failure
were transferred from Chronic nephritis (ICDA No.
582) to the new Ninth Revision” title Chronic renal
failure (ICD No. 585). In addition, the fofJowi.ng
reassignments occumed: (1) Renal failure, NOS, from
Other renal disease (lCDA No. 593.2) to the new
Ninth Revision title Renal failure, unspecified (ICD
No. 586); (2) Uremia (ICDA No. 792) to the new
title Chronic renal failure (ICD No. 585), and to
Renal failure, unspecified (ICD No. 586); and (3)
Acute tubular nephosis (ICDA No. 593.1) to the
new Ninth Revision title Acute renal failure, with
ksion of tubular necrosis(ICD No. 584.5).

Xl. Complications of pregnancy, childbirth, and the
puerperium. –The most nearly comparable Eighth
Revision title to the Ninth Revision title Pregnancy
with abortive outcome (ICD Nos. 630-638) is Abor-
tions (ICDA Nos. 640-645). A major change is that
deaths from Ectopic pregnancy (ICDA No.631 ) have
been transferred from Complications of pregnancy
(ICDA Nos. 630-634) to Pregnancy with abortive
outcome (ICD Nos. 630-638).

XV. Certain conditions origittatittg ir~ the perinatal
swkd.- Tti.Ehapter was extensive] y revised, includ -
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ing the change in title. In the Eighth Revision the
comparable title was Certain caus& of perinatal
morbidity and mortality. Conditions that were
class~mble to other chapters according to the Eighth
Revision are now included in this chapter if they
tise during the perinatal period.

Some of the conditions that were previously
classified by the Eighth Revision to Anoxic and
hypoxic conditions not elsewhere classifiable (ICDA
No. 776) were transferred by the Ninth Revision
to Other respirato~ conditions of newborn (ICD No.
770). The title Birth trauma (ICD No. 767) of the
Ninth Revision does not include all types of intra-
cranial hemorrhage; it excludes intraventxicular
and subarachnoid hemorrhage.

XVI. Symptom. signs. atd ill-dcfl)lcd ccmiitiotls.-
Many inclusion terms for this chapter were transfemed
to chapters [-XV. Some of the most important of
these transfers were the following: Acute heart
failure, undefined (ICDA No. 782,4) to Heart failure,
unspecified (lCD No. 428.9); Uremia (ICDA No. 792)
to Chronic renal failure (lCD No. 585) and to Renal
failure, unspecified ([CD No. 586); Electrolyte
disorders (lCDA No. “788.0) to Disordem of fluid,
electrolyte and acid-base balance (lCD No. 276) and
to Late metabolic acidosis of newborn (ICD No.
775.7): Encephalopathy ([CDA No. 781 .7) to
Encephalopathy, unspecified ([CD No. 348.3);
Pylorospasm (lCDA No. 784,2) to Other (ICI) No.
537.8) under Other disorders of stomach and duo-
denum; Hematemesis (ICDA No. 784.5) to Hem-
atemesis (lCD No. 578.0); Me]ena (not of newborn)
(ICDA No. 785.7) to Melena (ICD No. 578.1);
Hematuna (ICDA No. 789.3) to Hematuria (ICI) No.
599.7); and Depression (lCDA No. 790.2) to De-
pressive disorder, not elsewhere classified (ICD No.
311).

Compurubility bctivcc)l [he .Vitltll uHd Eigh[li

Revisions. -As between the Eighth and the Seventh
Revisions, a dual coding study was undertaken
between the Ninth and the Eighth Revisions to
measure the extent of discontinuity in cause-of-death
statistics resulting from introducing the new Revision.
An initial study has been published for the list of
72 causes and the list of 10 infant causes, both of
which appear in the M(JIIIJI1)S Virul S[utis\ics Re-

wrf.20 The 72<ause list is also a basic list used in
this volume.

Codi//g itl /979.–The National Center for Health
Statistics prepares for its cause-ofdeath coding
clerks an instruction manual that contains d~cisions
and interpretations that apply each year. These
manuals are revised annually, chiefly to bring coding
procedures into alignment with new developments in
reporting practices and in medical opinions m to the

etiology and causal relationship of diseases and to
eliminate inconsistencies in coding procedures.zl
Due to implementation of the Ninth Revision sub-
stantial coding changes occurred for 1979.

Medical certification.-llte use of a standard clas-
sification list, although essential for State, regional,
and international comparison, does not assure strict
comparability of the tabulated figures. A high degree
of comparability between areas could be attained
only if aU recmds of cause of death were reported
with equal accuracy and completeness. The medical
ccfiification of death can be made only by a qualified
person, usually a physician, a medical examiner, or a
coroner. Therefore, the reliability and accuracy of
cause-ofdeath statistics are, to a large extent, gov-
erned by the ability of the medical attendant to make
the proper diagnosis and by the care with which he or
she completes the death cefiificate.

A number of studies have been undertaken on
the quality of medical certification on the death
certificate, In general, these have been for relatively
small samples and for delimited geographic areas. A
bibliography, prepared by NCHS, covering 128
references over a period of 23 years indicates that
no definitive conclusions have been reached about the
quality of medical certification on the death certi-”
ficate,2* No country has a well defiied program for
systematically assessing the quality of medical cert-
ifications repofied on death certificates or for meas-
uring the emor effects on the levels and trends of
cause-ofdeath statistics.

One index of the quality of reporting causes of
death is the proportion of death certificates coded to
the Ninth Revision ICD Nos. 780-796, 798-799,
which are the rubrics for Symptoms, signs, and other
ill-defined conditions. While there are cases for which
it is not possible to determine the causes of death,
this proportion indicates the case and consideration
given to the certification by attending physicians. It
may also be used as a rough measure of the specificity
of the medical diagnoses made by the physicians in
various areas and, to a small degree, the extent to
which autopsies are performed and their findings used
in determining the underlying cause of death entered
on the death certificate. In 1979, 1.4 percent of all
reported deaths in the United States were assigned to
ill-defined or unknown causes. However, this per-
centage varied among the States, from 0.2 percent for
Rhode Island to 7. I percent for Mississippi.

.-tHIOIWILYI selwIioll of umh’rl!’illg cum’ oJ.

&w/h. -Beginning with data year 1968. NCHS began
using a computer system for assigning the underlying
cause of death. It IMS been used every year since then,
including 1979, to select the underlying cause of
death. The system used is called “Auton~ated Class-
ific~tion of Medical Entities.’ (ACME).

The ACME system applies the same rules for
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selecting the underlying cause as applied by a nosolo-
@st; however, under this system, the computer
consistently applies the same criteria, thus eliminating
interceder variation in this step of the process.

The ACME computer program requires the coding
of all conditions shown on the medical certification.
These codes are matched automatically against deci-
sion tables that consistently select the underlying
cause of death for each record according to inter-
national rules. The decision tables provide not only a
comprehensive relationship between the conditions
classifiable by ICD when applying the rules of se-
lection and modification, but also decisions used
when the underlying cause of death is assigned by
ACME.

Decision tables were developed by NCHS staff
on the basis of their experience at coding underlying
causes of death under the earlier manual coding
system and as a result of periodic independent
.vahdationa. These tables are periodically updated
to reflect additional new information on the relation-
ship among medical wnditions. For 1979, the deci-
sion table instruction manual was updated to reflect
Ninth Revision codes, and selection and modification
mles.~

Gwse-of-llearh Ranking. -Cause-of-death ranking
(except for infants) is based on the List of 72
Selected Causes of Death. Cause-ofdeath ranking for
infants is based on the List of 61 Selected Causes of
Infant Death. The group titles Major cardiovascular
diseases and Symptoms, signs, and illdefined con-
ditions are not ranked from the List of 72 Selected
Causes, and Certain conditions originating in the
petiatsl period and Symptoms, signs, and i.lldeflmed
conditions are not ranked from the List of 61 Se-
lected Causes of Infant Death. In addition, catego~
titles that begin with the words “Other” or “All
other” are not ranked to determine the leading causes
of death. When one of the titles that represents a sub-
total is ranked (e.g., Tuberculosis) its component
parts (in this case, Tuberculosis of respiratory system
and Other tuberculosis) are not ranked.

Maternal deaths

Maternal deaths are those for which the cefiifying
physician has designated a maternal condition as the
underlying awe of death. Maternal conditions are
those assigned to Complications of pregnancy, child-
birth, and the puerpenum (ICD Nos. 630676).
In contrast to previous revisions which did not define
maternal death, under the Ninth Revision, WHO
has defined a maternal death as follows:

“A matemal death is defined as the death of a
woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the

duration and the site of the pregnancy, from
any cause related to or aggravated by the
pregnancy or its management but not from
accide~tal or incidental ~uses.”g

Under the Eighth Revision, maternal deaths were
assigned to category title “Complications of preg-
nancy, childbirth, and the puerpenutn” (ICDA
Nos. 630-678). While WHO did not define maternal
mortality, there was a classification rule which
limited a maternal death to a death within a year
after termiiiaticn of pregnmcy from any “maternal
cause,” thst is~-any cause within the range of ICJ)A
Nos. 630-678. This rule applied only if a duration of
time for the condition was given. If no duration was
specified and the underlying cause of death was a
maternal condition, then the death was coded by
NCHS as a maternal death. The change from an under-
I-year limitation on duration under the Eighth
Revision to an under42days limitation is not ex-
pected to have much effect on the comparability
of maternal mortality statistics. However, compar-
ability is affected by a number of changes under the
Ninth Revision, including the expansion of wuses
considered ak maternal. Under the Ninth Revision,
Indirect obstetric causes (ICD Nos. 647-648) are
incIuded. These causes include infective and parasitic
conditions and other cwent conditions in the
mother classifiable elsewhere but complicating
pregnancy, childbirth, and the puerperium, such as
syphilis, tuberculosis, diabetes mellitus, chug de-
pendence, congenital cardiovascular disorders, and
other conditions. For additional discussion of com
parability of maternal deaths between the Eighth
and Ninth Revisions, see the cause-ofdeath section.

Fetal deaths

In May 1950 the World Health Organization
recommended the adoption for intematioml use of
the definition of fetal death as “death prior to the
complete expulsion or extraction from its mother of
a product of conception, irrespective of the duration
of preqancy; the death is indicated by the fact that
Zfier such sepzmtion, the fetus does not breathe or
show any other evidence of life such as beating of the
heart, pul=tion of the umbilical con!, or definite
movement of voluntary muscles.”lx The term “fetal
death” was defined on an all-inclusive basis to end
confusion arising from u=ge of such terms as still-
binh, abortion, and misctiage.

Shortly thereafter, this deftition of fetal death
was adopted by the National Center for Health
Statistics as the nationally recommended standard.
Currently, of the 55 registration areas (including the
50 States, the District of Columbia, New York City,
Puerto Rico, the Virgin Islands, and Guam), a total of
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40 registration areas use this definition. Of the re-
maining 15 areas, 14 use a shortened definition, and
1 (Puerto Rico) has no formal definition. (See table
A.)?s

- As another step toward increasing the comparabil-
ity of data on fetal deaths for different countries, the
World Health Organization recommended that in
classifying fetal deaths for stat istical purposes they be
grouped as early, intermediate, and late. These groups
are defined as foUows:

Less than 20 completed weeks of gestation
(early fetatdeaths) . . . . . . . . . . . . . . . . . . Group I

20 completed weeks of gestation but less than
M (intermediate fetal deaths) . . . . . . . . . .Group H

28 completed weeks of gestation and over
(late fetal deaths) ... . . . . . . . . . . . . . ..Group1II

Q Gestation period not classifmble in groups I, [1,
and 111. . . . . . . . . . . . . . . . . . . . . . . . .. Group IV

Note that in table 3-13, group IV consists of fetal
deaths with gestation not stated but presumed to be
20 weeks or more gestation.

Until 1939 the nationally recommended proce-
dure for registration of a fetal death required the
filing of both a live-birth and a death certificate. [n
1939 a separate Standard Certificate of Stillbirth
(fetal death) was created to replace the former
procedure. This was revised in 1949, 1955, 1956, and
1968. In 1978 the Standard Certificate of Fetal
Death was replaced by the Standard Report of Fetal
Death (figure 7-B).

The 1977 revision of the Model Stare Viral Sta-
tistics Act and Model State Vital Statistics Regula -
fions,zs implemented in 1978, recommended that
spontaneous fetal deaths of 20 weeks or more ges-
tation and all induced terminations of pregnancy
regmllesa of gestational age be reported and further
that they be reported on separate forms. These forms
are to be considered Iegally-requhed stat istical
reports rather than legal documents. ~

Because the health implications are different for
spontaneous fetal deaths and induced terminations
of pregnancy, and because the Nationa! Center for
Health Statistics began receiving increasing numbers
of reports on induced terminations of pregnancy,
beginning with 1970 fetal deaths, procedures were
implemented that attempted to separate reports on
spontaneous fetal deaths from those on induced
terminations of pregnancy, based on reported in-
formation on each report. These procedures are
stil[ in use.

Cotnpuruhility UIUIc(mll)lctcltcss o]”du tu .-St3tc

of the States require registration of fetal deaths
of gestations of 20 weeks or more. Table 3-1 in
section 3 shows the minimum period of gestation
required by each State for fetaldeath ~gistration.
There is substantial evidence that not all fetal deaths
for which registration is required are reported.27

Underregistration is more of a probkm near the
lower limit for States having a minimum gestation
period requirement. Failure to register fetal deaths
near the lower limit results to a large degree from
underestimating the gestation period. This is illus-
trated by the fact that for areas requiring registration
of all fetal deaths, the total number reported for
20-23 weeks is higher than the numbers reported for
24-27 and 28-31 weeks. For most of the other areas,
however, the opposite is ttue.

To maximize the comparability of data by year
and by State, most of the tables in section 3 are based
on fetal deaths occurring at gestations of 20 weeks or
more. These tables also include fetal cleatha of not
stated or unknown gestation for those States requir-
ing registration at 20 weeks or more only. Beginning
with 1969, fetal deaths of not stated gestation were
excluded for States requiring registration of all
products of conception except for those with a stated
birth weight of 500 grams or more. In 1979 this rule
was applied to the following States: Colorado,
Georgia, Hawaii, New York, Rhode Island, and
Virginia. Each year there are some exceptions to this
procedure. In 1979 Arkansas was one such exception;
this State required the reporting of fetal deaths of all
periods of gestation in 1979; however, all fetal deaths
of not stated gestation were assumed to be of 20
weeks or more gestation.

The data in table 3-3 include only fetal deaths to
residents of those areas in the United States which
report all periods of gestation. The areas are Arkan-
sas, Colorado, Georgia, Hawaii, New York, Rhode
Island, and Virginia. However, Arkansas is excluded
from this table because of individual reporting
problems explained below. None of these reporting
problems, however, should appreciably affect the
data for fetal deaths of 20 weeks or more gestation.

In States requiring the reporting of fetal deaths
of all periods of gestation, generaily at least half of
the reported fetal deaths are less than 20 weeks
gestation. Only 7.7 percent of all fetal deaths reported
for Arkansas in 1979 were of less than 20 weeks
gestation. Beginning with data year 1971. Arkansas
introduced a form for confidential reporting of
abortions. It is believed that most spontaneous
fetal deaths of under 20 weeks gestation are reported
on this form and not on the report of fetal death. The
National Center for Health Statistics only receives
fetul-deat h reports from Arkansas.

Sotne Iivcborn in~~nts who die shortly after birth.
requirenien ts for-registration” of.fgtiti~yww IIQrt.idar!v three horn sxuuxturelv who dkkfQre
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T*lm A. A- d~t~ mfmrdmrddmflrrltiond fofmldmdt and rsporthtgd! Kids of ~tmtlott, *W tat twmxl mmwtrtd ~id b-n LMF]. bti
woi@tt in pourrdm●d ourtow,wqrtxw hrntory,●td mmrirnlamtus:EmmhStmtm,197S

Armm

Almbmnu . . . . . . . . . . . . . . . . . . . . . . .
Alxika . . . . . . . . . . . . . . . . . . . . . . . .
Arizorw, . . . . . . . . . . . . . . . . . . . . . . .
Arkmm . . . . . . . . . . . . . . . . . . . . . . .

Cmlif-ia . . . . . . . . . . . . . . . . . . . . . .
CemrUio . . . . . . . . . . . . . . . . . . . . . . .
Conrrmcticut . . . . .. m....... . . . . . . .
DmI~ . . . . . . . . . . . . . . . . . . . . . . .
Di8trict of Wumbim . . . . . . . . . . . . . . . .
Fbridm . . . . . . . . . . . . . . . . . . . . . . . .
&or@x . . . . . . . . . . . . . . . . . . . . . . . .
-ii . . . . . . . . . . . . . . . . . . . . . . . .
~ho . . . . . . . . . . . . . . . . . . . . . . . . .

Illinoti . . . . . . . . . . . . . . . . . . . . . . . .

Indiana . . . . . . . . . . . . . . . . . . . . . . . .

ha . . . . . . . . . . . . . . . . . . . . . . . . .

Kormmt. . . . . . . . . . . . . . . . . . . . . . . .
Kmtuky . . . . . . . . . . . . . . . . . . . . . .

Lwisimru . . . . . . . . . . . . . . . . . . . . . . .

Mmii . . . . . . . . . . . . . . . . . . . . . . . . .

Mxrylmd.. . . . . . . . . . . . . . . . . . . . . .

M9xxchwte . . . . . . . . . . . . . . . . . . . .
Mimh~n . . . . . . . . . . . . . . . . . . . . . . .
Minrrmmts . . . . . . . . . . . . . . . . . . . . . .
Miwimippi . . . . . . . . . . . . . . . . . . . . . .
Miuouri . . . . . . . . . . . . . . . . . . . . . . .
Montmw. . . . . . . . . . . . . . . . . . . . . . .
Ncbmkn . . . . . . . . . . . . . . . . . . . . . . .
N- . . . . . . . . . . . . . . . . . . . . . . . .
New-rrpahim . . . . . . . . . . . . . . . . . . .
khrwy . . . . . . . . . . . . . . . . . . . . . .
N-M=ico . . . . . . . . . . . . . . . . . . . . .

Ncw York . . . . . . . . . . . . . . . . . . . . . .
NmYork City . . . . . . . . . . . . . . . . . . .

Nmthtiokna. . . . . . . . . . . . . . . . . . .
North Dmkotm . . . . . . . . . . . . . . . . . . . .

Wlo . . . . . . . . . . . . . ..m. . . . . . . . .
Okltimz . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . .
F9nwlwlim . . . . . . . . . . . . . . . . . . . . .
Rh~islmd . . . . . . . . . . . . . . . . . . . .
SOulittiolin z . . . . . . . . . . . . . . . . . .
south Dakom . . . . . . . . . . . . . . . . . . . .
T~ . . . . . . . . . . . . . . . . . . . . . .
T@xss. . . . . . . . . . . . . . . . . . . . . . . . .
Huh . . . . . . . . . . . . . . . . . . . . . . . . .
Vmnmrll . . . . . . . . . . . . . . . . . . . . . . .
V~nlm . . . . . . . . . . . . . . . . . . . . . . .
w*rn@ton . . . . . . . . . . . . . . . . . . . . .
WmztVireinim . . . . . . . . . . . . . . . . . . . .
Wkauruin . . . . . . . . . . . . . . . . . . . . . .
Wvontins., . . . . . . . . . . . . . . . . . . . . .

PwmRis . . . . . . . . . . . . . . . . . . . . .
vir@nlBlmndI . . . . ..m . . . . . . . . . . . . .
Gin . . . . . . . . . . . . . . . . . . . . . . . .
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the umbilical cord is severed or while the placenta is
still attached, may be erroneously r~ported as fetal
deaths, This type of error may be more of a problem
in States lacking a prec~e definition of fetal deaths.

Georgiu. -Be@ming with data year 1975, fetal
deaths occurring in Georgia are reported only to the
State and county level. This affects the figures con-
cerning fetal deaths in tables 3-6, 8-1, and 8-2. In
tables 34 and 8-2 all fetal deaths occurring in Georgia
are assigned to “Balance of area” and not to “Urban
places.” Consequently, reported fetal deaths and
fetaldeath ratios for the United States and Georgia
for “Urban Areas” are lower than they would be if
needed residence information were available for
fetal deaths occurring in Georgia, Also, the figures
for “Balance of area” are higher than they would be
if this ~me information were available. In table 8-1
all fetal deaths occurring in Georgia are assigned to
“Balance of county” and not to specified urban
places. Fetal deaths that are. assigned to specified
urban places are those occurring outside of Georgia
to residents of Georgia.

Maine-Beginning with data year 1978, Maine
changed its reporting requirements for spontaneous
fetal deaths from “all periods of gestation” to “20
weeks or more.” This change affected the tabulation
of fetal deaths with not stated gestational age, includ-
ing trend data in table 3-7. Whereas data for 1974-77
includes fetal deaths of not stated gestational age
only if birth weight was stated as 500 grams or
more, data in 1978 and 1979 include all fetal deaths
of not stated gestational age.

South Dakoru. -Begh-sing in 1979, South Dakota
changed its reporting requirements for spontaneous
fetal deaths from “20 weeks or more gestation” to
a weight of “500 grams or more.”

Te~nessee.–Beginning in 1979, Tennessee
changed its reporting requirements for spontaneous
fetal deaths from “20 weeks or more gestation”
to “22 weeks or more gestation or a weight of 500
grams or more.”

Period of gestation .–The period of gestation is
the number of completed weeks elapsed between the
fust day of the last menstrual period and the date of
delivery, irrespective of whether the product of
conception was Iivebom or born without evidence of
life. The f~st day of the last normal menstmal period
(LMP) is used as the initial date since it can be more
accurately determined than the date of conception,
which usuauy OCCUn 2 w’eeks after JJIP. Data on
period of gestation are computed from information
on “date of delivery” and “date last normal menses
began.” If “date last normal menses began” is not
on the record or the ca]cu]ated gestation falls beyond
a duration considered biologically plausible, “gesta-
tion in weeks” or “Physicians estimate of gestation”
k u~d. When the period of gestation is reported in

months on the report, it is
internals in weeks as follows:

allocated to gestation

1-3 months to under 16 wseks
4 months to 16-19 wda
5 months to 20-23 weeks
6 months to 24-27 weeks
7 months to 28-31 weeks
8 months to32-35 weeks
9 months to 40 weeks
10 month md over to 43 weeks and over

The areas reporting LMP in 1979 are shown in table
A.

Birfh weight.-Of the 55 registration areas (in-
cluding the 50 States, the District of Columbia,
New York City, Puerto Rico, the Virgin Islands, and
Guam), 26 do not specify how weight should be
given; 16 specified that weight should be given in
pounds and ounces; 6 specified grams; and the re-
maining 7 areas specified weight should be given
either in pounds and ounces or in grams (see table
A).

In tabulating and presenting these data, the metric
system (grams) has been used to facilitate comparison
with other data published in the United States and
internationally. The equivalents of the gram intervals
in pounds and ounces are as follows:

I..cwthan 350 grams
350-499 grams
500-999 grams
I,000-1,499 grams
1,500-1,999 gxams
2,000-2,499 grams
2,500-2,999 gZMS

3,000-3,499 grams
3,500-3,999 gmms
4,000-4,499 grams
4,500-4,999 grams
5,000reamsor more

= Olb 120zorleas
= Olb 1302 - 1 lb
= 1 lb 202 - 2 lb
= 21b 402 - 3 lb
= 31b 502 - 4 lb
= 41b 702 - 5 lb
= 51b 902 - 6 lb
= 61b 1002 - 7 lb
= 71b 1202 - 8 lb
= 81b 1402 - 9 lb
= 91b 1502 - Illb
= lllb 102 or more

102
3 Oz
402
6 02

802
902

11 02
13 02
1402

002

With the introduction of the Ninth Revision,
International Classification of Diseases, the birth-
weight classification intervals for perinatal mortality
statistics were shifted downward by one gram, as
shown above. Previously, the intervals were, for
example, 1,001-1 ,500; 1,50 1-2,000; etc.

Race.–The race of the fetus is ordinarily class-
ified to the race of the parents. If the parents are of
different races, the following rules apply: (1) When
only one parent is white, the fetus is assigned the
other parent’s race. (2) When neither parent is white,
the fetus is assigned the father’s race with one ex-
ception: If the mother is Hawaiian or Part-Hawaiian,
the fetus is classified as Hawaiian.

When the race of one parent is missing or ill-
defined, the race of the other determines that of
the fetus. When race of both parents is missing, the
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race of the fetus is allocated to tie specific race of
the fetus on the preceding record.

Tofal-birfh order.–The number of a live birth or a
fetal death in the total birth order is the sum of the
live births and fetal deaths” which a mother has had
including the birth being recorded. For example, if a
mother has previously given bjrth to two live babjes
and to one born dead, the next event to occur,
whether a live birth or fetal death, is counted as
number four in the total-birth order.

In the 1978 revision of the Standard Report of
Fetal Death, total birth order is calculated from four
items on pregnancy history: number of’ prevjous live
births, now living; number of previous live births,
now dead; number of other terminations (include
both spontaneous fetal deaths and induced ter-
minations of pregnancy) before 20 weeks; and
number of other terminations (include both spon-
taneous fetal deaths and induced terminations)
aft er 20 weeks, Of the 55 registration areas (in-
cluding the 50 States, the District of Columbia,
New York City, Puerto Rico, the Virgin Islands,
and Guam), 31 areas have adopted the 4 standard
items on pregnancy history as shown in table A.

Eighteen areas have information on the number
of previous live births, now living; number of previous
live births, now dead; and number of previous fetal
deaths any time after conception. Four areas request
information on the number of previous live births,
now living; number of previous live births, now
dead: and number of prevjous fetal deaths; these
areas also specify a gestational age for including
information on previous fetal deaths.

Two areas (Colorado and New York State)
ask for information on number of previous live births,
now living: number of previous live births, now
dead; and nurn ber of other terminations, sponta-
neous and induced. Total birth order for all 55 areas
is calculated from the sum of the available informa-
tion. Thus information on total birth order may not
be completely comparable for all 55 registration
arezs.

MaritaJ sfafus. -Table 3-4 shows fetal deaths
by marital status, Only fetal deaths to residents of
States which provided for reporting this item on both
their certificate of live birth and report of fetal death
in 1979 are included. The areas shown in table A are
reporting areas.

There are no quantitative data on the characteris-
tics of unmarried women who may misreport their
marital status or who fail to regjster fetal deaths.
Undcrregistration may be greater for the unmarried
group than for the mamied group.

Age of molher. –The fetal-death report asks for
the mother’s “age (at time of delivery],” and the
ages are edited in NCHS for upper and lower limits.
When m.:r!, ~ .?rc reported to be under 10 years of

age or age 50 years and over, the age of the mother
is considered not stated and is assigned as follows:
Age on all fetal-death records with age of mother not
stat ed is allocated according to the age appearing on
the record previously processed for a mother of iden-
tical race and having the same total-birth order (total
of fetal deaths and live births).

Perinatal mort.dity

Pennatal definitions, -Be@nning with data year
1979, perinatal mortality data for the United States
and each State are published in section 4. The World
Health Organization in the Ninth Revision of the
International Classification of Diseases (ICD9)
recommended that “national perinatal statistics
should include all fetuses and infants delivered weigh=
ing at least 500 grams (or when birthweight is utw
available, the comesponding gestational age (22
weeks) or body length (25 cm crown-heel)), whether
alive or dead ....” It was fufiher recommended that
“countries should present, solely for international
comparisons, ‘standard perinatal statistics’ in which
both the numerator and denominator of all rates are
restricted to fetuses and jnfants weighing 1,000 grams
or more (or, where birth weight is unavailable, the
cofiesponding gestational age (28 weeks) or body
length (35 cm crown-heel) ).” Because birthweight and
gestational age are not reported for infant deaths in
the United States, NCHS was unable to recommend
the adoption of these definitions. Three definitions of
perinatal mortality are currently in use in the United
States: Perinatal Definition I, which is generally used
for international comparisons, includes fetal deaths of
28 weeks or more gestation and infant” deaths of less
than 7 days; Perinata] Definition 11 includes fetal
deaths of 20 weeks or more gestation and infant
deaths of less than 28 days; and Perinata.1 Definition
111 includes fetal deaths of 20 weeks or more gestx
tion and infant deaths of less than 7 days.

Not srared. –Fetal deaths with gestation not
stated are presumed to be of 20 weeks gestation or
more if (a) the State requires reporting of all fetal
deaths of gestation age 20 weeks or more or (b)
the fetus weighed 500 grams or more, in those States
requiring reporting of all fetal deaths regardless of
gestational age. For Definition 1 fetal deaths with
gestation not stated but presumed 10 be 20 weeks or
more are distributed to the catcgoty 28 weeks or
more, according to the distribution of fetal deaths
with stated gestational age. For definitions II and 111
fetal deaths with presumed gestation of 20 weeks or
more are included with those of stated gestation of
20 weeks or more.

For all three definitions, following the distribu-
tion of gestation not stated described above. fetal
deaths with not-stated sex are allocalcd within gcs-
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tational age groups on the basis of the distribution
of stated cases.

QUALITY OF DATA

Completen- of registration

All States have adopted laws that require the
registration of births, deaths, and fetal deaths. It is
believed that over 99 percent of the births and
deaths occurring in this country are re@stered.

Reporting requirements for fetal deaths vary
somewhat from State to State. OveraU registration
completeness is not as good for fetal deaths as for
births and deaths; but it is believed to be relatively
complete for fetal deaths of 20 weeks gestation or
more. National statistical data on fetal deaths include
only those fetal deaths of 20 weeks gestation or
more.

Maswchusetts data

The 1964 statistics for deaths exclude approxi-
mately 6,000 events registered in Massachusetts,
primarily to residents of the State. Microfilm copies
of these records were not received by NCHS. Figures
for the United States and the New England Division
are also somewhat affected.

Quality control procedures

Demographic items on the death certificate.-As
previously indicated, for 1979 the mortality data for
these items were obtained from two sources: (1)
Microfilm images of the original certificates furnished
by eight States, the District of Columbia, and the
Virgin Islands, and photocopies from Guam; and (2)
records on data tape furnished by the remaining 42
States, New York City, and Puerto Rico. For the
eight States, the District of Columbia, the Virgin
Islands, and Guam that send only copies of the
original certificates, the demographic items on a
]O.Percent sample of the certificates were independ-
ently verified. For the 36 States, New York City, and
Puerto Rico that fum.ished records on data tape
before 1979, the demographic items on about 200
records per State per month were independently
verified. For the six States (Connecticut, Hawaii,
Mississippi, New Jersey, Pennsylvania, and Wyoming)
that furnished records on data tape for the fiit time
for 1979, the demographic items were independently
verified for a 50-percent sample for the first 3
months, and for about 200 records per area [or each
of the last 9 months of 1979.

The above-mentioned verification procedures
involve controlling two types of error (coding and
entering into the data record tape) at the SWIWtime,
and the error rates are a cornbincd mcasllrc of both
types. While it may be ussumed thdl IIJC wtcring

emors are randomly distributed across all items on the
record, this assumption cannot be made as readily for
COdingerrors. Systematic errors in coding infrequent
events may escape detection during sample veri-
fication.

Medical iterm on the death certijlcate.-The
ACME system for selecting the underlying cause of
death through computer application contributes to
the quality control of medical items on the death
certificate (se( the section on Automated selection
of underlying cause of death).

For the States that did not furnish State-coded
medicat data the medical items were coded for 100
percent of the death records. Then the medical items
on a 1@percent sample of the records were independ-
ently verified. For the seven States (Iowa, Louisiana,
Michigan, Nebraska, North Carolina, Vi@.nia, and
Wisconsin) that furnished State-coded medical data,
the medical items were independently verified for
about 200 records per State per month.

Since a new revision of the International Class-
ification of Diseases (ICD) was implemented in 1979,
NCHS and State coders were required to demonstrate
proficiency in coding under ICD9 before using this
verification scheme,za

For causeaf-death coding, systematic errors h
mding infrequent events are controlled by listing the
rare and impossible codes from the computer and
reverifying the cause~fdeath assignment. Similar
procedures are utilized to assure consistency between
cause-ofdeath and age and/or sex items.

Demographic items on the report of fetal death .-
For 1979, data on fetal deaths were coded by the U.S.
Bureau of the Census. Coding and entering informa-
tion on data tapes were verified on a 10&percent -
basis because of the relatively small number of
records involved.

Other control procedure.r.-After completing
coding and entering on data tape, reaxd counts are
balanced against control totals for each shipment of
records from a registration area. Editing procedures
ensure that records with inconsistent or impossible
codes are modified. Inconsistent codes are those,
for example, where there is contradiction between
cause of’ death and age or sex of the decedent.
Records so identified during the computer editing
process are either comected by reference to the
source record or adjusted by arbitrary code assign-
merit. zg All subsequent operations in tabulating
and in preparing tables are verified during the com-
pu[er processing or by statistical clerks.

Estimates of errors arising from
50-percent sample for 1972

l)cath statistics for 1972 in
Ictul-ctealh statistics) are breed

this report (excluding
on a 50-percent sam-
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ple of all deaths occurring in the 50 States and the
District of Columbia.

A description of the sample design and a table of
the percent errors of the estimated numbers of deaths
by size of estimate and total deaths in the area are
ahown in the Technical Appendix of Vital Statistics
of the United States, Volume 11,Part A, 1972.

COMPUTATION OF RATES
AND OTHER MEASURES

Population bmes

The death rates shown in this report were com-
puted on the basis of population statistics published
or made available by the U.S. Bureau of the Census.
Rates for 1940, 1950, 1960, and 1970 are based on
the populations enumerated as of April 1 in the cen-
suses of those years. Rates for atl other years are
based on the estimated midyear (July 1) population
for the respective years. Population estimates for
1971-79 are based on the results of the 1970 Census
of population, estimates of census coverage, and data
for components of change. The rates and life table
values for 1971-79 will subsequently be revised due
to the large difference between the 1980 census
enumeration and the previously estimated population
for 1980. Adjusted rates for 1979 may be computed
by multiplying the reported age-race-x rates by the
corresponding factors shown in table 74. A ratio
of less than 1.0000 indicates that the 1980 census-
consiatent estimate for 1979 was greater than the
1970 census-consistent estimate for 1979 and would
result in a corresponding decrease in the death rate.
Conversely, a ratio greater than 1.0000 indicates that
the 1980 census-consistent estimate for 1979 was less
than the 1970 census-consistent estimate for 1979
and would result in an increase in the death rate.
The ratios differ by age, race, and sex. Ratios depart-
ing substantially from 1.0000 characterize the age
fgoups 75-84 years and 85 years and over, especially
for the black population.

Revised death rates for 1971-79 wiff also be re-
flected in revised life table values, Generally, the re-
tised life tables would show higher life expectancy,
especially for the black population, and higher
survival probabilities.

Population estimates for 1979. -Estimates of the
total resident population of the United States by age,
race, and sex in 1979 are published by the Bureau of
the Census in (lrrozt Population Reports, Series
P-25, Number 870, and are shown in table 7-2. Total
estimated populations for States shown in table 7-3
are published in Series P-25, Number 876; popula-
tions by broad age grOUpS were prepared by the
Bureau of the Census for NCHS and do not appear in

The populations of the 50 largest SMSA’S and
their component munties for July 1, 1979 are
unpublished estimates prepared by the Bureau of
the Census,

Population estimates for 1971. -The rates by age,
race, and sex in Section 1 of Viral Statistics of the
United States, 1971, were based on provisional esti-
mates of the 1971 population; but the life table
values for 1971 in section 5 were based on revised
estimates of the 1971 population. These revised
estimates are shown in Current Population Reports,
Series P-25, No. 519, Washington, D.C., 1974. They
differed considerably from the provisional estimates
for a number of age-race-sex groups. Table 6-4 of the
report for 1971 shows, for example, that the revised
estimates are 7 to 25 percent lower than the pr-
visional estimates for persons other than white in the
youngest (under 10 years) and oldest (80 years and
over) age groups. The iimited number of statistics for
1971 shown in this report are based on the revised
populations. Also available in NCHS is a set of
unpublished trend tables for which the rates for 1971
are based on the revised population. These tables
include age-race-sex-cause specific death rates for
both the List of 69 Selected Causes of Death and the
List of281 Selected Causes of Death.

Population estimates for 1961-69.–Comparison
of revised populations for 1969 (and several earlier
years since 1960) with the provisional populations
which were used to calculate annual death rates for
these same age, race, and sex groups indicated a
similar problem. The rates shown in tables 1-1 and
1-2, the life table values in table 6-5, and the popu-
lation estimates in table 7-1 for each- year in the
period 1961-69 have been revised to reflect modified
population bases, as pubiished in the U.S. Bureau of
Census, Current Population Reports, Series P-25, No.
519. The data shown in table 1-10 for 196149 have
not been revised.

Population of the birth- and death -regi”stration
Slates and the United States. –The resident popula-
tion of the birth- and death-registration States for
1900-1932 and for the United States for 1900-
1979 is shown in table 7-1. in addition, the popula-
tion including Armed Forces abroad is shown for the
United States. Table B shows the sources for these
populations.

Rates and ratios based on live births. -Infant,
neonatal, and maternal mortality rates, and fetal
death and perinatal mortality rates and ratios are
computed on the basis of the number of live births
instead of the estimated population under 1 year of
age.

New Jersey. -As previously indicated, data by
race are not available for New Jersey for 1962 and
1963. Therefore for 1962 and 1963 the National
~.ni.r f- Health statistics ~tirnated a population by
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Ttil. B. Sources for rcsidont population and population includino Armed Foras abroad: Birth. snd dsath+o@stmtion States, 18W.1S32, and WtOd
. St?tes, WOO-1979

Year

1078.79 . . . . . . . . . . . . . . .

1977 . . . . . . . . . . . . . . . . .

1975.76 . . . . . . . . . . . . . . .

1974 . . . . . . . . . . . . . . . . .

1971.73 . . . . . . . . . . . . . . .

1970 . . . . . . . . . . . . . . . . .

1961.S9 . . . . . . . . . . . . . . .

19s0 . . . . . . . . . . . . . . . . .

?951-59 . . . . . . . . . . . . . . .

1940 -50 . . . . . . . . . . . . . . .

1930 -39 . . . . . . . . . . . . . . .

1920-29 . . . . . . . . . . . . . . .

1917.19 . . . . . . . . . . . . . . .

1900.16 . . . . . . . . . . . . . . .

Sours

u.S. Bwoau of tho GrrsuI, &rmnt ~/otion R-, Sorbs P-25, No. S70, Jsnwtv l=.

U.S. Burwu of tho Cornrn, Current ~lation R@ort8, &riot P.2S, No. 721, A~l 1S78,

U.S. Sumau of tfw Cwtsus, Currwrtkpuhtiorr R~, Sorks P.2S, No. 843, Jurwrv 1977.

U.S. Burosu of tho Ccnws, Currwrt hpuhtion Rwort$, 3orlos P+6, No. S28, &PW* 1974.

U.S. eumau of tho CMsua. Curmrt ~lation Rwort8, Swim P-25, No. S19, April 1974.

U.S. Burmu of tho Census, U.S tisuc of Population: t970, Number of hrMbifwrta, Final ROH PC(1 J-AI,
Unitad Statas Summary, 1971.

Sam9 m for 1971.73.

U.S. Bureau of tho Census, u.S Onw# of Population: IWO, Numbu of Intimnts, PC[l ).Al, Unit9d StSW$
Sumrrwrv, 1964,

U.S. SurNu of the C#nsu& CUrIWM Popu/#tiorr Rwortr, 3ori8s P-25, No. 31O, JW 30,1966.

U.S. Bureau of tha Corms, Current P~ulotion Reports, SoriosP.2S, No. 488, Mav 1973,

U.S. Eur.w of tho Cwrsus, Cwrsnf Population R@orrr, Sorios P.25, No. 488, Mav 1973, ond th. NatkIuI
Offim of Vitsl Statistics, Vital S~tistics Rata in tfro Unit8d SUrW, f- fm, 1847,

Natiorml Off icg of Vital Smtiais, Vitaj Sratirticr R#fv# in ~. unj~ s~~t~a. f~.f~, 1947.

*ma as for 1930-39.

Same as for 1920-29,

age, race, and sex excludrng New Jersey for rates
shown by race. The methodology used to estimate
the revised population excluding New Jersey is
discussed in the Technical Appendixes of the 1962
and 1963 repofls.

Net census undercount

Mofiality statistics may be subject to underregis-
tration of deaths and misclassification of the deme
graphic characteristics repotied on the death certifi-
cate. Another source of error in the death statistics
concerns the population figures used in computing
death rates. Intercensal population estimates are
affected by undercounts or overcounts in the decen-
nid census. The net census undercount is determined
by both undercount and by misclassification of
demographic characteristics. The effect of the net
census undercounts (or overcounts) on the death
rates also depends on the misreporting of age on the
death certificate,so While mortality statistics are not
adjusted for possible age misreporting, mortality rates
based on populations adjusted for net census under-
count may be more accurate than rates based on the
unadjusted populations, Thus it is useful to consider
the possible impact of net census undercount on

The U.S. Bureau of the Census has conducted ex-
tensive research to evaluate the completeness of
mverage of the U.S. population (including under-
count and misstatement of age, race, and sex) in the
last three decennial censuses– 1950, 1960, and 1970.
These studies provide estimates of the national pop
ulation that was not enumerated in the respective
censuses, by age, race, and sex, as well as a set of
exploratory estimates of coverage for States.3 l~sz The
reports for 1970 include ranges of estimates of net
census undercount based on alternative method-
ological assumptions for age, race, and sex subgroups
of the national population and illustrative estimates
for individual States.

These evakative studies indicate that there is
differential coverage in the census among the popula-
tion subgroups; that is, some age, race, and sex
groups are more completely enumerated than others.
To the extent that these estimates are valid, that the
net undercounts are substantia~, and that they vary
among subgroups and geographic areas, net census
undercounts can have consequences for vital statistics
measures .32

The impact of net census undercounts on vital
statistics measures can be of several types: ( 1) Effects
on levels of the observed rates, (2) effects on differ-

.—..- ~~~-~ -~~
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group differences shown by summary measures such
as age-adjusted rates and life expectancy.

Age-adjusted death rates

. Age-adjusted death rates shown in this report are
oomputed by using the distribution in 10-year age
intemk of the enumerated population of the United
States in 1940 as the standard population. Each fig-
ure represents the rate that would have existed if the
age-specific rates of the particular year prevailed in a
population whose age distribution was like that of the
United States in 1940. The rates for the total popu-
lation and for each raceax group were adjusted
separately, using the same standard population. It is
important not to cmmpare age-adjusted death rates
directly with crude rates shown in other tables. The
standard population, on the basis of one million total
population, is as follows:

AW Nmbr

Allqps. . . . . . . . . . . . . . . . . . . . . . . . . 1poo,ooo

Wrlyar . . . . . . . . . . . . . . . . . . . . . . . . .
14 VBW., . . . . . . . . . . . . . . . . . . . . . . . . .
&14wa11 . . . . . . . . . . . . . . . . . . . . . . . . . .
lb24yaan . . . . . . . . . . . . . . . . . . . . . . . . .
25-vasrc . . . . . . . . . . . . . . . . . . . . . . . . .
awn . . . . . . . . . . . . . . . . . . . . . . . . .
46-ti4v99n . . ..mm . . .. m...... . . . . . . . .
Miavall. .. m. . . . . . . . . . . . . . . . . . . . .
&74vmrB . . . . . . . . . . . . . . . . . . . . . . . . .
764n Y8ml. . . .. m. . . . . . . . . . . . . . . . . . .
=varsmd oar, . . . . . . . . . . . . . . . . . . . . .

15,343
64,778

170,355
181,677
162D66
139,237
117811

60294
48,426
17*3
2,770

Life tabk

United States abridged life tables are constmcted
by reference to a standard table.as Life tables for the
deccnrtial period 1969-71 are used as the standard life
tables in mnstmcting the 197079 ~bridged Jife tables;
life table values for 1970-73 appearing in this publica-
tion have been revised. Abridged life tables appearing
in Viral Statistics of the United States for 197073
were mnstmcted using the 1959-61 decennial life
tables as the standard tables, since the 1969-71
decennial life tables were not yet available. In addi-
tion, life table values for 195149 and 1961-69
sppearing in this publication are based on revised
Intercmmal estimates of the populations for those
years. As such, these life table values may differ from
the life table values for those years published in
previous volumes.

There has been an increasing interest in data on
average length of life (Fe) for single calendar years
prior to the initiation of the annual abridged life table
series in 1945, The figures in table 6-5 for the race
and sex groups for the following yearn were estimated
to meet these needs,ad

YearJ Race and
sex $Toup#

1900-1945 . . . . . . . . . . . . . . . . .. TotaI
1900-1947 . . . . . . . . . . . . . . . . .. Mu.Ic
1900-1947 . . . . . . . . . . . . . . . . .. FcImle
19001950 . . . . . . . . . . . . . . . . .. white
1900-1944 . . . . . . . . . . . . . . . . .. WMte. male
1900-1944 . . . . . . . . . . . . . . . . .. White. female
1900-1950 . . . . . . . . . . . . . . . . ..AJI other
1900 -1944 . . . . . . . . . . . . . . . . .. Allothcr. male
190&1944, . . . . . . . . . . . . . . . ..AU otk,fe male

The geographic areas covered in life tables before
1929-31 were hn.ited to the deathqegistration
areas. Life tables for 1919-21 were constructed using
mortality data from the 1920 death-registration
States–34 States and the District of Columbia. For
1900-1902 and 1909-1911, life tables were con-
structed using mortality data from the 1900 death-
registration States- 10 States and the District of
Columbia. The tables for the period 1929-31 through
1979 cover the conterrninous United States. United
States life tables include data for Alaska beginning in
1959 and for Hawaii beginning in 1960. Decennial
life table values for the period 1959451 were derived
from data which include both Alaska and Hawaii for
each year.

Random variation in numbers of deaths, death rites,
and mortality rat= and ratios

Deatk and population-bared ra!es.–Except for
1972, the numbers of deaths repofied for a com-
munity represent complete counts of such events.
As such, they are not subject to aampIing error,
although they are subject to emors in the registration
process. However, when the figures are used for
analytical purposes, such as the comparison of rates
over a time period or for different areas, the number
of events that actual] y occumed may be cuns.idered
as one of a large series of possible results that muld
have arisen under the same circumstances.ss Tlm
probable range of values may be estimated from
the actual figures according to certain statistical
assumptions.

in general, distributions of vital events may be
assumed to follow the binomial distribution. Es-
timates of standard emor and tests of significance
under this assumption are described in most standard
statistics texts. When the number of events is large,
the standard emor, expressed as a percent of the
nu.mk or rate, is usually sma!!.

When the number of e!-ents is small (perhaps
less than 100) and the probabiht y of such an event
is small. considerable caution must be obsemed in
interpreting the conditions described by the figures.
This is pmticukwly true for infant mortality rates,
cause-spwilk death r~les. and dmth rates for
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counties. Events of rare nature may be assumed to
follow a Poisson probability distribution. For this
distribution, a simple approximation may be used
to estimate the error, as follows:

If N is the number of registered deaths in the
population and R is the comesponding rate, the
chances are 19 in 20 that

1. N-2 fland N+2 O

coven the “tree” number of events.

R R
2. R-2— and R+2—

@ @

covers the “trite” rate.

If the rate R corresponding to N events is compared
with the rate S corresponding to M events, the
difference between the two rates may be regarded
as statistically significant, if it exceeds

2G

For example, if the obsemed death rate for
Community A was 10.0 per 1,000 population and if
this rate were based on 20 recorded deaths, then the
chances are 19 in 20 that the “true” death rate for

that community lies between 5.5 and 14.5 per 1,000
population. If the death rate for Community A of
10.O per 1,000 population were being compared
with a rate of 20,0 per 1,000 population for Com-
munity B which is based on 10 recorded deaths, then
the difference between the rates for the two com-
munities is 10.0. This difference is less than twice.the
standard emor of the diffcmnce

of the two rates which is computed to be 13.4. From
this, it is concluded that the difference between the
rates for the two communities is not statistically
significant .

SYMBOLS USED IN TABLES

Dammtiwallabk ------------------------- ‘--

Calr$arr mmnpplkak ---------------------- . . .

Qudty asm ---------------------------- -

QumWymam hmObmtk IhamO.05------------ @-~

Flswa &a SOI -HI nndsd of mllmblllty

Wpm’chlo m---------------------------- .
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Table 7.1. Populationof Birth. and DsaUvRegistrationStates, 1900.1932, and United SIales, 1800-1979
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Tabk 7.3, Esfirmes of Told ReaidarII Population,by Aw, for tha Wiled Statoa, Each OiWan and StatO,w Rico, Vi ~
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T- 74. Rafio of EWTWed 1970 Census-Consislenl Resident Pomzlation for 1979 to Estimated 19B0 Gsmus-Cenmslant Rosidanl
Population for 1979 by Age, Race, and %x: Umfed slEzleS, July 1.1979
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