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Vital registration addresses multiple  needs of
administration and record-keeping of a society that go beyond the
applicability or usefulness of information on individuals at
their birth and at their death for health care systems.® It is

a commonplace to note that birth and death are not only the

fundamental biological transitlons, but also profoundly social
events. Indeed, interest in noting their advent was prompted by
the need to regulate society long before the human lifespan
became an object of description and study. There existed a civil
registration system in China already many "hundreds of years
before the christian era, a household civil registry in Korea
before the 10th century, 'a population recording system in pre-
Columbian Peru, and parish registers were introduced in England

l-and in France in the 16th century and in Northern Europe in the

17th century, but modern secular civil registration of vital
events was not implemented as known today until the 19th century

(United Nations, 1991:3-11).

It is likely that as the importance of the person evolved
in various cultures, so they became societies of laws that, among
other things, required accurate identification and situation of
each individual, with attribution of rank and property, in order
to regulate human affairs. Thus rightful inheritance, for
example, became critical to determine, and depended on birth and
death registration. It is probable also that the only health
gain from early vital registration was with respect to the public
health improvement afforded by regard given to disposal of
bodies. .

Legal provisions for vital registration, however, have not
always served the cause of registration well: a need to maintain
registers of the population for taxation, labour, or military
conscription purposes, for example, has typically led to poor
compliance, as has the imposition of fees with or without
compulsory registration. Where compliance is now high, vital
registration is generally essential to establish identity for
civil rights, such as school enrolment, issuance of a passport,
voter registration, social entitlements, and so on, as well as
responsibilities. It well may be that poor registration of vital
events results as much from the absence of any associated benefit
in certain societies as from the absence of sufficient social and
economic means to support a better system: these may be dlrect
and indirect effects of the same phenomenon, as improvements in

the standard of living raise the demand for - as well as the

availability of - such benefits.

The applicability of fertility and mortality measurement to
the study of health broadly can provide a useful backdrop to

*. For purposes of discussion, registration of only births
and deaths will be addressed in this paper: marriage, divorce,
adoption, and other subjects of civil registration undoubtedly .
have some bearing on health, but their relevance is more remote,
and they are omitted for the sake of brevity. Accordingly, we
will be more often speaking of vital than civil registration.



The applicability of fertility and mortality measurement to
the study of health broadly:can provide a useful backdrop to ‘
situate and-discussithe more narrow.role of vital reglstratlon 1n;
health management. Accordingly this brief paper. will first review
fertility measurement and contributions that are made by civil®
registration to that end, and then will address similar.. 1ssues
regardlng mortallty measurement and. the role. of reglstratlon in
improving not only measurement,-but the.base for.health pregramme
and service intervention. .  Finally, ..the - paper will .address.
alternatives to civil reglstratlon, and descrlbe _one partlcular
alternative: . that would. ' focus. administrative. . and - medlcal
reglstratlon efforts on the youngest age group, chlldren up to they
age of flve years. o , ,

The measurement of fertlllty and birth reglstratlon
h

The: flrst table brlefly outllnes the optlons to measure
fertlllty, arranged from those with least to those with most data
requirements, the features of each source, and its usefulness in
the -field of health., ' It.is -assumed, for simplicity, that ‘the
increasing data requlrements more. or less follow what emerges from .
birth information systems of increasing sophlstlcatlon, and the
discussion necessarily ignores problems of coverage and reliability
of reglstratlon that may occur at all 1evels of system reflnement.

CoLiae .

One can note in Table 1 that, broadly, registration of births
offers more potential scope for understandlng the determinants and
health correlates of birth. The first two options do provide some
information that is useful to health management, namely the total
burden of fertility?, and the age pattern of childbearing of women.
Moreover, specific measures mentioned in the first two options may
be derived from census or survey data, and by indirect methods.
This presents distinct advantages: estimates may be easily derived,
_census data often allow for substantial analysis by subnational
region, political subdivision, or other subgroup (ethnic group, for
example) because of the size of the data base, and, while
sacrificing size, surveys offer the advantage of a wider scope of
enquiry, often including in-depth items on social and economic
factors. Information from census and survey-based measures that
can assist 'in health management includes dgross analysis of
fertility trends and differentials - knowledge on where and in what
subgroups of women fertility is greatest and most "burdensome" to

> The burden of fertility is an important criterion in
assessment of reproductive health. As it concerns pregnancies that.
result only in live births, however, it leaves aside reproductive
health problems of pregnancy wastage - or foetal death - as well as
stillbirths. Stillbirths can be captured in registration of late
foetal deaths, but there are few good nonclinical sources of
information on pregnancy wastage that can be utilized for health
management.



reproductlve health —and on the . age pattern of fertlllty -
knowledge on the fertility of women of potentlally hlgh—rlsk ages,
such as adolescents. a

Nevertheless, the dlsadvantage of small 51ze of surveys
remains, and censuses cannot be conducted at short intervals - they"
are generally carried out every ten years - so they are not ideal’
instruments to detect change over time. Moreover, whereas one
attractive feature of census-based assessment of fertlllty is the
fact that it can capture cumulative and completed fertility, a
drawback is that census fertility measures are period-bound, yét
give a summary of fertility performance as if women would 1live
their reproductive lives at successive ages in the same way as
women of all ages currently report doing so: although these
' measures are period measures, yet they do not allow precise timing
of .fertility behaviour, and change in fertility over time can be
gauged only- approx1mately; (see United Natlons, 1991:77-78; Ni
Bhrolchdin, 1992). Some timing of fertility is afforded, however,
by the measurement of observed fertility ‘over a retrospectlve
‘period in- the case of surveys w1th maternlty hlstorles.

JIn essence the survey and the census generally provide enough
1nformatlon to examine. -the interaction’ of health and - fertlllty at
-a demographic level, and they provide opportunities to collect
supplementary ... . ..




‘N

“characterlstlcs

Table 1. Sources of fert111ty<1ntormatlon, features and potential

for the health fleld

Source of fertility
assessment

Featufes

Use to the stﬁdy"df:;
health

Crude blrth rate,:n”

chlld-woman ratlo,
or general -
fertlllty rate L

Total fertility
rate; gross and net
reproduction rates

Registration of
live births with
time and place

Registrationof

live blrths w1th ;"

sex

‘Registration. of
live births with
circumstances;
‘multiple or not,
birthweight, where
and by whom - .
delivered

Registration of
live births with
“mother’s maternity

~history .

Reglstratlon of
live births w1th
maternal

»__Estlmates of
;Joverall fertlllty

Estimates of
fertility of women
by age at one
period -

Live birth counts;
gives differentials
with denominator
estimates

1Ailows for sex
ratios of declared -

1iVe'birthsbx'

T

Allows for
estimation of
condition of the
newborn

'Prov1des maternal

age, parity, and
survival of “prior:
live births

Provides marital .

status, education, -
and occupation of

. mother

Levels indicate
relative overall
burden of fertility:.
of populations:; o
gross .analysis of
trends and
differentials

- Age pattern of

fertility for women

Variation in birth
rates by time and: :
place; analysis of
trends and
differentials

Indication of sex
preference and
female risk of
neglect ‘

Causal analysis of
survival chances of
newborn

~ 'Causal ‘analysis of
fulsurv1val -chances of

newborn: estimates .
of child mortality
using the preceding

‘birth technique

Causal analysis of
determinants of .
child survival
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Reglstratlon of can brovide data T Causal analy51s of

live births with such as gestational blologlcal

additional medical age, interval since determinants of
information .~ last birth child survival
Registration of =" .. Can provide_data"onL Analysis of broad .
live births with ~ paternal factors, --—-determinants : in the -~

additional social “““social and“economic :social and economic ...
and - econonic - lfactors, .and so On:~-environment.of
information e : healthy birth and

o survival

i

information that can g1ve valuable information on the determinants
- and consequenceés - of reproductive health (see Shryock, Siegel,
et "al., 1971: 500).. They do not, however, allow for discrete

determlnatlon of fertlllty over ‘time, hor for analysis of"

differentials according to characterlstlcs of individual births
that cannot be ascertained in retrospect. Birth registration, on
the other hand, has far greater potential to assist health
management, although it may-be a statistician’s nlghtmare from the
point of v1ew of data collectxon.. 4

Some of the uses of blrth reglstratlon to health proqrammes
are listed in "the third column of the table. At the very first
level of. reglstratlon - a mere record of time and place of a birth
- and assumlng complete and prompt registration as well as speedy
processing, changes in the volurie of births can ‘be. determined at
the local level. This could allow programme and service-relevant
assessments such as the degree of success of contraceptlve
introduction, needs for prenatal, postnatal, maternity and vacc1ne
services, and sO on. . v

The addltlon of the sex of the chlld on a birth reglstratlon
can provide information on the sex ratio of declared births. 1In
view of the fact that the sex ratio at birth is generally in a
narrow range of about 105-107 male to 100 female newborns,
departures can indicate such health concerns as underreglstratlon
of female newborns that may presage female 1nfant risk. of neglect
{see Das Gupta, 1987 COale, 1991) v Ce

When characterlstlcs of the blrth - such as whether a multlple
birth was involved,  the weight of the newborn, the place of
delivery, and by whom the infant was delivered - are available, the
reglstratlon process . beglns to serve not only broadly health—
related: . objectives, but medlcal and " clinical ends. - The
relatlonshlp 0f low blrthwelght can be determined in relation to
numerous possible outcomes - as well as to characteristics of the
mother that may be recorded in registered births, that is relevant
to defining both prenatal and postnatal health service needs.
Distributional patterns of low birthweight can point to cause-,
place- and risk group-specific service needs¢ ' Finally, the

-6
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information about delivery may be essential to determlnatlon of the

delivery profile for a lacallty,"and of . delivery covgrage,

1mprovements that are requlred.

When characteristics of the mother, such as her age, and the
mother’s prlor maternity history are also recorded at birth
reglstratlon, in particular her parity and the survival of her
previous births, after analysis, not only can child ‘mortality .be.
est;mated both directly and indirectly on the basis of the
precedlng birth technique?, but better indications can also Dbe

derived of the survival chances of newborns in relation to a range .

of possible determinants. ' For this purpose, -ideally, a rellable
linkage of birth and death registration would also be in ‘place.
Infants at higher risk can be programmatlcally 1dent1f1ed for
closer postnatal care and follow-~up. -

Further 1nformatlon about the mother, -such as her. marltal
status, level 6f education, and ‘her occupation, in conjunction with
rellable death reglstratlon and birth-death record linkage,. allows
for both 'broad study of social and economic determinants:of child
surv1va1, and 1dent1f1cat10q of individual newborns who are at risk
and require particular health service attention. Slmllarly, more
accurate blologlcal 1nformat10n, such as the- presumed gestational
age of the newborn, andfthe ‘interval*in months since last birth

make it posslble to imp ove our understandlng of the determinants
of child survlval gene &11ly, as well as” identify hlgh—rlsk infants_

at birth who cgn be qlven programmatlc attentlon. :
K R TS

The same may again be said of the ¢ inclusion . of paternal
characteristics that parallel and supplement the information
provided regarding the mother. Furthermore, the inclusion of true
birth order and of the interval since the last birth (or .since
marriage for primiparous women) also allows for a more accurate
assessment of period fertility to assess trends/changes in
childbearing over time (Ni Bhrolchdin, 1992:619), that can serve as
a better indicator of changes in the burden of fertility, the
degree of contraceptive practice, the success of targets, and of
any change in the need for reproductive health services of various
types.

In sum, the usefulness to health programmes of birth
registration, and of supplemental information provided on a birth
record is twofold: the data can serve the needs of scientific

* For a recent review that favours the use of this technique
(that was originally proposed by William Brass and Sheila Macrae in
1984 on the basis of Sheila Macrae’s 1979 doctoral dissertation),
and in other settings than civil registration, see David and Hill,

detractors (see, for example, Rutsteln, 1989) The David and Hill
paper offers a substant1a1 blbllography S ST I
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,ﬁUtlllzatlon of the precedlng birth technique also has its



analy51s that lnforms health management - and consequentﬁy ass1stS»
health programmes indirectly - and it can serve dlrectly to ‘inform
health programmes of health risks for particular newborh infants
and thelr mothers. .

The measurenent of“hortalityhaﬁd déath”fegistration: j

Table 2 presents 'a"synops1s of - sources of mortallty
information, the main characteristics of these sources, and thelr
: potentlal usefulness to health programmes and services.}f

At the very flrst level determination of the crude mortality
provides a very useful measure of overall health of a population,
and the crude death rate can be derived through indirect techniques
from census or survey data which presents the same advantages as
described earlier‘. The crude ‘death rate, while ‘a key summary
measure,-is, however, hlghly dependent on the age structure of the
population, .which makes it difficult to use' to compare two
populations (or even the same populathn over time if its age
structure is changing because of factors such as declining
fertility). . In most oases, fortunately,'the data needed to
provide an estimate of crude mortallty also prov1de estimates of
both. infant and child mortality ' - in the form of 1life table
probabllltles of surV1va1 - so that stralghtforward comparisons of
child mortality can also be made on' the basxs of" censuses (and
surveys) and indirect techniques of" estlmatlon. “Furthetmore, there
are. 1nd1rect ways of estlmatlng

- e .
Sbe Most often, data for fert111ty estlmatlon in conjunctlon
‘with further 1nformat10n on survival of- children born are used to

select a model populatlon that best fits, and wh1ch then prov1des
the associated intrinsic mortallty ‘parameters. oo

‘g



“Table 2.

‘Sources of mortallty 1nfornatlon,

potent1a1 for the health f1e1d

Source of mortallty
assessment

;Features i

features, and

od i

,Use to the Study of

Health

Crude death rate

Estlnate'of:overalr‘

mortality; can be

.. derived by indirect

; -.r“

Estlmates of

. mortality for
Lnfants, chlldren,
adults

Reqlstratlon of
‘dedths : '
‘with - date and place

Registration of
death w1th age and

sex.. . “:'i""

R 'lrf:r‘
Medlcal ’ :
certlflcatlon of
death ' :

"Registration with
certification:and
record linkage .

Prompt contlnuous
reglstratlon

B ;z T
Individual:.
‘so¢ioeconomic -
‘information

.Death,oounts:

_technlques

' Mortality by age,“
‘can be derived by

indirect techniques

differentials . with

denominator

estimates

_ _Mortality by age
fﬁand sex with

denominator’
estlmates '

Provides cause-~of-
-death

.L1nk to blrth

record, .
med1cal/work/soc1al
records .

Unlnterrupted

.complete and timely

Charaeteristics of
potential factors

gives

Levels 1ndi¢ate"'“

‘relative state of
health of N
- populations -

Provides =~ .. o e

comparative :
mortalityurates

Concentratlons of
deaths by time and
place; gross. ‘
epidemiology

Age and sex
patterns-of
moftglity‘;=»

Cause patterns of ,Mig
mortality; disease~' -

specific

epidemiology
Causal analyses -

Any deV1at10n fa
immediately T
flagged; allows for
immediate analytic
and reactive. :
responsejto
incipient or:
suspected epldemlcs

Analy51s of broad
determinants of
health, dlsease,
death

adult mortallty from enquiry on orphanhood and w1dowho & in

There are 51m11ar1y 1nd1rect methods to estlmate maternal

mortallty on the ba51s of s1sterhood (see Graham et al.,

9

:11988) .



censuses and surveys. In sum, therefore, surveys and censuses can
provide us with rough estimates of the relative health of
_populations by age than-can .provide .useful, information for health
management. In addition, the broad base- of. censuses allows for
substantial subnational analysis, and surveys often allow enquiry

of potential correlates of mortallty that can increase our

understandlng of 1ts determlnants.

As :With the optlons .for fertlllty assessment, however, the
pos51b111taes afforded by death reglstratlon, assumlng once again
reliability and satlsfactory coverage, are far superior to assist
health programmes and services. At the very first level, whereas
mortality estimation may be used to show long-term and secular time
trends, it necessarily smoothes out local and short-term var1atlon.
Registration of" deaths by time. and place does not smooth out
- geographical and temporal heapings due to localized or currently
evolving epidemics, and can therefore, if well conducted, do much
to document the wax1ng and wanlng - as we]l as transm1s51on - of
fatal, morpldlty. ' co

Incremental 1nformatlon further strengthens the value of death
registration. Age and sex information allows for the study of age
and sex patterns of mortality that can be highly. informative and
can be used to.gempare the experience of different populations.
Different age :and sex patterns of mortality are indicative of
different stages of the transition from high to low mortality
associated with econonic development and improved health
1nfrastructure.' Accordingly,"a great deal may be said about a
populatlon s health needs from observatiomr and analysis of its age
and sex pattern of’ mortallty, which provide the well-recognized
population “pyramid. " A probable side-benefit of age and sex
registration. of deaths also arises from the need to record this
information on infants: it is 1likely that both the health of
infants and the rellablllty and coverage' of reglstratlon benefit as
the 1mprovement in each is nudged by’ 1mprovement in the other, at
least in the 1n1t1al phases of a reqlstratlon systemn.

Death reglstration and cause-of—death certlflcatlon P

" No .1ncrement ‘of information, however, has as great an

influence on potential usefulness to health programmes and services °

as the determination of causes-of-death on the basis of medical
certification’'at the time of death. The addition of cause-of-death
to death reglstratlon represents also a remarkable achievement of
coordination between the admlnlstratlve and medical 1nst1tutlons of
societies that have 1ntroduced it. : L

Unlike the fact of death cause-of-death determlnatlon had to
~wait upon the development of. medlcal d1agnos1s to become useful to
"health profeSSLonals and ”’ demographers " alike. Cause-of-death
classifications were attempted as early as the eighteenth century,
and by the mid-nineteenth century the first International
ME AT G e [ . , . L )



Statistical Congress commissioned the development of a uniform-
nomenclature of causes-of-death that could be used internationally.:.
A classmflcatlon originally. prepared by Wikliam Farr and revised
several tlmes.petween 1855 and 1886, although not universally
accepted eventually became’ the ‘basis for modern cause~of~death
class1flcatlops.', ‘The flrst moderm classificatian iprepared by

Jacques. Bertlllon fpr a meetlng of the Internatlonal Statistical: -

.Instltute‘gﬁ 1893 met ‘'with general approval ‘and. swas recomnended

for international "adoption: in 1899.  Known thereafter 'as ‘the
Internatlonal Clas51f1catlon of Causes of" Death, it has been:
revised 10 times, almost on a decennlal bas1s - flrst in 1900, then
in 190971910, in 1920, in 1929, in 1938, in 1948;%in 1955, in 1965,
in 1875, and most recently in 1985 and 1987: the most recent tenth
rev1slon was: publlshed in 1992 (United Nations, 1991; World Health
Organlzatlcn 1957 1967 1977 and 1992)

- ) et

‘ From the base of cause of-death certification, all: forms of
1ncreased sophlstlcatlon in 'the vital reglstratlon gsystem allow- for
substant1a1 and .rich quantum improvements-/ifi’ our understanding-of
the determlnant and’ natural ‘history offhealth and diseafe. - It
then.becomes P! ssliie to determlne caUS:~speC1flc mortallty, by age
and sex, . at a dbmographlc level, and tb study disease patterns;,
such as in env1ronmental studies and case-control ‘studies. - Record

,llnkage to, births and other data (medi¢al, employment and social

insurance. system records, for example) allow for more specifie
epldemlologlcal study, . and any supplemental information on social
and econonic factors. allows ‘for broad analy51s of determlnants of
health and disease. : IR

Advantages andflimitatiOns'cf“uhiversal‘régistration :

Once agaln, as for fertlllty, reglstratlon is superlor to
other. sources of information on mortality, because it prov1des a
richer base for analy51s in the study” of health, which in turn
provides innumerable indirect benefits through the improvement so
health programmes and services. But also, once again, registration
is of direct benefit to the management of health ‘interventions;
programmes and services. - As mentioned earller, the tlmlng and site
of increases in registered deaths can’ alert health systems -to
uhusual concentratlons of deaths: the addition of valid medical
certification of cause-of-death allows for good epidemiological
follow-up of such concentrations in time and- place. - -If
reglstratlon can be carried out in an uninterrupted, and prompt
manner, and assuming. hlgh reliability and coverage, deviations can
be also be picked up in a tlmely way, which allows not only for the
necessary epidemiological investigation, but rapid intervention to
identify and control epidemic problems. In conjunction with -an
associated level of morbid  diagnosis, good cause~of~death
information can lead. to sophlstlcated large-scale’ epidemiological
studies of dlsease transmission; 1nc1uding etlologlcal and causal

11



analysxs, and so on6

4
)

In sum, in the case dof mortallty as well as fertlllty,

registration is demographlcally, epidemiologically ~ and
medically/cllnlcally superlor .source of information for . both
research purposes: - .that serve health systems and- programmes

1ndirectly - and to address immediate, operational health service
prov151on issues related to 1nterventxons, day-to-day service, the
deployment of health manpower, -and.: other practical and/or
logistical factors related to health.: strategy development and
natlonal health management’. 7 P

To achieve their max1mal usefulness, however, registration
systems must meet several criteria; the coverage must be virtually
universal (or known to cover fairly completely a subnational
- ‘population of no known bias, unless the registration is wittingly
directed, or targeted at selected populatlons), the registration
must “be rellable (dependably free from any systematic voluntary or
involuntary error), medical certification of cause-of-death must be
valid (should lead to correct inferences regarding the cause,
because it is logical and justifiable), no untoward delays in
reporting to a central point should occur; linkage between birth
and death registries (and possibly other registries) must allow for
good correspondence, and a population register -must provide
denominator information to reduce birth- and death events to
comparative measures in the intercensal. period, or some other
sburce*6f~denominator data of equivalent quality.

The paradox of registration - and readers seasoned in this
field will likely find it a commonplace - is that the requirements
for an informative registration system are absent or seriously weak

specifically where the benefits of registration for both

improvement of knowledge about health and its determinants, and of
health’ programmes and services themselves are most needed. Indeed,
information forthcomlng from civil registration today essentially
comes from societies about whose health we know a substantial
amount from other sources, and who have a relatlvely good health
infrastructure. In a sense, the need for good vital and civil
reqlstratlon where it is absent begs the question.

Alternatives to universal reglstration. vertical and horizontal
sample registration ‘

. For a review of specific epidemiological milestone
studies achieved on the basis of cause-of-death certification and
death registration, see‘Moriyama, 1982.

7. Morlyama (1982) presents a very ‘clear elaboration of
these two major public ‘health applications of death registration
with cause-of-death certification, eiting spec1f1c examples (see,
especially, pages 3-4, 5, and 6-8).

12
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. If the establishment of 'd”well ‘functioning system of vital.
statlstlcs on ‘the’ basis of universal registration is not possible,

. however, there are alternatives’ that are perceived by some as

solutions, by other as steps intermediary to such an establlshment
They 1nclude contlnuous population registers, longitudinal panel
studles, anthropological style in-depth field work and partlclpant
observation of small populations, and populatlon “"observatories" or
"laboratories". "‘Q‘One method stands ‘out, however, as . superior
generally among these ‘alternatives, and that is the ‘sample
registratlon system (see also the dlscu5510n by Morlyama 1982:10-
12). ‘ , . .

;.vSample reglstratlon is 51m11ar in all respects to natlona;
registration, except -‘that it involves-: application.. of ‘the
conventional registration system to a limited area or areas of a
country. Sample registration presents all the training and quallty
control problems of a national registration system - although on a
far smaller scale - but it also introduces new ones, such as the
deflnltion and ~ rigorous: appllcatlon iof registration area
boundarles, 1oqlst1cs and expense of travel between areas. .Often

selected areas are in both rural and urban.zones. If the areas are
sampled on a statistical basis; they:' can be interpreted as
representatlve of the entire population, and conclusions regarding
the registration area may be extrapolated or generalized to the

entire population. It is necessary, however, to conduct surveys of

the same population inhdependently at 1nterva1s to improve coverage
and dquality by estimating the needed "“calibration" of the
registration system: to estimate over and undercount of .events,
ideally after matching individual records (see, for example, the

discussion of the Chandra Sekar and Deming formula in Shryock,

Siegel et al., pp. 834 836). All things considered, the sample
registratlon system is, nevertheless and attractive alternatlve to
assess a number of demographlc and epidemiological parameters. .
Local differencés in the progression of births and deaths, however,

‘and birth and death trends and the local epldemlology of areas that
are not. covered cannot 'of course; be deduced. Do

One approach ‘to sample reglstratlon that ‘has the potentlal ‘of

»offerlng a richer informational base : and.: a = more 1nclus1ve

definition of health problems and service needs is to establlsh the
registration sample on the basis of age ' _
rather than geographical area. - This requires targetlng of a

specific - or several spe01flc - age group(s) instead of areas of

-the country and to organize the registration along a horizontal
‘rather than vertical objective: of coverage. One obvious choice
‘would be children under five, who suffer a disproportional amount
of morbidity and'mortality,'in‘particular in countries that do not
‘have and need a better system of registration. In sum, the sample
of the population chosen for’' registration would be all births and

all deaths to children under five years. The bulk of deaths would

daccordlngly be uncovered in such a system, whether it were the
first phase of introduction of a larger system, or intended as the

~13



sole objective of reglstratlon to begln with. The epidemiology of
childhood morbidity and mortallty - as"well’as the measurement of

infant and child mortallty = could be hlghly developed ‘and-adult:
mortality could then be estlmated on’ the basis -of - very: good

selection of . model life tables. . An asSoc1ated ~‘'smaller- scale

geographlcally-based vertical sample registration scheme -for ‘all’

ages might still be envisaged to supplement information on:adult
mortality. . Furthermore, -the need for a dual system to evaluate the
rellablllty and coverage of the reglstrat1on scheme;*and to - -help

regulate it could be met with possible 1less than 'a nationaly

statistically representatlve survey, as in the ‘case of -national
‘registration systems, for example with surveys of national sub-
samples,; on the basis of geographlc, ethnic, socio-economic, and
other: dimen51ons,u Consequently, the' registration would be:rather
national and the survey subnational, whereas for sample,
subnatlonal reglstratlon, national surveys are generally requlred
: Such a reglstratlon system would bring with: it a number .of
practical problems, while solving others, and would need to be
carefully thought out. But one could imagine a form of national
mobilization that included both registrar training and motivation
©of informants and the populatlon at large to focus on the very
youngest human resource -vlnfants and small chlldren. ' :

At first, the quality and coverage of such” registration would
likely be poor.. ‘A concerted effort by the entire medical
establishment and the. stat1st1ca1 authorltles could have a strong
.influence not only on the quallty of registration and the extent of
coverage; but also on child deaths themselves. In ‘effect,
 sensitization. .and awareness/educatlon " (akin ' to ‘information-
education and communlcation outreach efforts that are conducted 1n
connexion with family planning programmes) regarding the importance
- of registering. each child birth and each child death - and
consequently the 1mportance of each child - ‘could beneficially
,1nf1uence child surv1val in the course of 1mproving record keep1ng

In essence the establishment of such a system‘would represent
more than the creatlon and 1mplementatlon of civil registration and
wvital statistics; it could form part of a broader national campaign
-to foster and. to safeguard ‘the health of the very young, as a base
for the health of the entire socdiety.” 'In view of the fact -that
' resources for health programmes and serV1ces as well as resources
-for civil-registration are highly constralned ‘the focus in such a
scheme could help also to focus priorities and scarce resources.
In the case of the Western Asia region, it is notable that an
.1ndependent regional act1v1ty ‘that focusses on infant and child
.health - PAPCHILD - that is based in Egypt and sponsored by the
.League- ef Arab States demonstrates substantial regional capacity in
child health research that could be mobilized to consider the
.feasibility of a horlzontal ‘sample reglstration of v1tal ‘events and
athelr correlates in the under-flve populatlon. "

one practlcal aspect of suchv a’ system that could be

14

ER



[ 3

implemented is the broad use of lay reportingt of deaths, and.
reliance on; verbal autopsy? prOV1ded by householders and other
informants of . ‘dead children, particularly mothers, to obtain.
information on causes-of-death The utilization of verbal autopsy
and of lay reporting could serve not only the immediate ends of:
improving registration coverage and cause-of-death reporting of.
children under five, but also the eventual establishment of a
nationwide scheme of civil registration and - vital statistics.:
These approaches would tend to put far larger numbers of people in
the picture, and to implicate the population more broadly in. the
campaign .to focus on the healthy survival of the very young. Such
an . approach might also have a beneficial incidental influence on
the adoption of family planning, by emphasizing the role of
individual children and contributing to alter attitudes -and
behaviours with respect to family size desires.

. For a helpful review of issues raised. by lay reportlng,
and - a discussion of other technical issues - such as use of
cause-of-death data for comparative analysis,, difficulties . of
time-trend analysis in causes-of-death, and problems of u51ng
cause-of-death data to determine progress of health programmes in
small populations - see Ru21cka and Ldpez (1990), espe01a11y page

251. |

> For & recent review of verbal autopsy.with respecteto

.childhood - mortallty, see Ross, 1992. An earlier review that
i contributed to /development of the approach is Gray et al., 1990.

Shortcomlngs of thHe method with respect to non-specific. syndromes
are discussed in Snow et’ al., 1992.. " The blbliographles of -all
three papers are comprehensive. i
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