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The  dual o b jec tives of the morbidity reporting 
system , (1) immediate recognition of communicable 
d isease  as i t  occurs in the population and, (2) 
compilation of data for adm inistrative planning and 
epidem iological a n a ly s is , although w ell known, 
often fa il to be adequately considered in d iscus
s ions of morbidity r e p o r t i n g  problems among 
ep idem iologists, s ta tis t ic ia n s , adm inistrative 
health  o fficers, and others who use the d a ta  for 
one purpose or another. The public health  nurse 
h as  the individual case  as her primary interest» the 
s ta tis tic ia n  and public health  adm inistrator give 
f irs t attention to population differences in inci
dence, and the ep idem iologist, although v ita lly  
in terested  in a ll a sp ec ts  of reporting, often cannot 
give the long range functions of reporting the 
attention they deserve.

Although the reporting system  in i ts  p resen t 
form, desp ite  many inadequacies, appears to be 
su c c e ss fu l in providing suffic ien t no tifica tions 
to a ssu re  the health  officer that he can reliably 
appra ise  the current communicable d isea se  s itu a 
tion in h is c o m m u n i t y ,  these same data  have 
lim ited u sefu lness for measurement of variation 
in trends, geographic and seaso n a l d istribu tion , 
and other factors involved in the epidem iological 
analysis  of communicable d ise a se . The da ta  now 
obtained serve a s  effectively  as they do because 
the local health  officer and s ta te  epidem iologist 
can supplem ent the reported figures in various 
w ays by means of informal reports of field workers, 
conversations with p h y sic ian s, and other b its of 
m iscellaneous information. F o r an a ly sis  of d a ta , 
however, only the reported figures are left; the 
in tang ib les which the health officer or epidemi
o lo g is t used to supplem ent the morbidity reports 
in meeting daily program needs are no longer av a il
ab le , and even if they were, would not be su itab le  
for quantitative s tu d ie s .

D ETECTION OF S I N G L E  CASES AND OUT
BREAKS

In examination of factors which explain the
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general accep tance of the p resen t reporting system  
as adequate in detection  of sing le  cases  and out
b reaks, three come immediately to a tten tion .

F irs t , the sen se  of adequacy ac tually  extends 
only to certain  of the more severe  d ise a se s  for 
which (a) there is an accepted  public health  action 
to be taken, or (b) there is a high degree of public 
health , m edical, or popular in te rest. D iphtheria, 
poliom yelitis, s y p h i l i s ,  and Rocky Mountain 
spotted  fever are examples of such d isea se s .

A second reason for reassurance  re su lts  from 
the fac t that in practice  the reporting system  is 
supplem ented by many other sources of informa
tion , e .g ., leads obtained from public health and 
school nu rses, h o sp ita ls , informal conversations 
with physic ians, laboratory reports, and even 
new spaper clippings.

In the third p lace, death certifications afford 
confirmatory evidence that no severe  outbreaks 
p ass  unrecognized. The continuing decline in the 
annual death ra te  for many communicable d isease s  
ind ica tes that even though a ll c a se s  may not be 
recognized, a su ffic ien t number of them come to 
the attention of health  authorities to enable main
tenance of a moderate to low incidence level. 
Again such confirmation is  re s tr ic ted  to certa in  
d ise a se s .
MEASUREMENT OF CHANGES IN INCIDEN CE

T he sen se  of adequacy which re su lts  from the 
reasonably  good performance of the morbidity 
reporting system  with re sp ec t to detection of 
c a se s  and outbreaks cannot be extended to the use 
of reported morbidity in measurement of geographic 
d ifferences in incidence; in time trends; and in 
changing incidence by sex , age, and race.

The w eaknesses of our p resen t system  become 
immediately evident when comparative m easure
ments of incidence are attem pted. For th is  pur
pose , the i n c o m p l e t e  reporting, varying from 
d isea se  to d ise a se , from time to time, and from 
place to p lace, cannot be supplemented by the 
diverse tip s , lead s, and clues which enable the 
reporting system  to function as a detection  m echa
nism. For a few notifiable d ise a se s , the reported
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data  serve as a reasonably accept
able index over periods of time dur
ing which concom itant factors have 
not caused a marked change in the 
reporting system  itse lf . Thus sm all
pox, typhoid fever, and diphtheria 
have a long history of severity; 
the s e t  of symptoms which give rise 
to c lin ica l d iagnosis have remained 
e ssen tia lly  the same for a long 
period of time; and public health 
action  in case-finding has been 
in tensive for many years. As a re
su lt of the relative stab ility  of these 
fac to rs, the time trends of morbid
ity  ra te s  for these d isea se s  reflect 
changes in incidence in a manner 
th a t appears in accord with related  
information.

In other reportable d isea se s , great 
variation in reported incidence may 
re su lt from such factors as: (1) the 
a ttitude of the private physician 
toward reporting; (2) incomplete e ti
o log ical definition of reportable d is
ea se  en titie s ; (3) variation in clin
ica l d iagnosis according to local 
experience with infectious d isease ; 
(4) variation in  follow-up and verifi
cation of ph y sic ian s’ reports; (5) 
variation in use and verification of 
supplem entary reports, e .g ., school 
and public health  n u rses’ reports, 
laboratory reports, and others; (6) 
v aria tions in laboratory procedures 
and in the crite ria  s e l e c t e d  for 
querying physicians for case  reports 
a s  a re su lt of laboratory findings.

In some c a se s , the e ffec t of ex
ternal factors in the reporting sy s
tem is  readily apparent. In others, 
the influences may be detected  only 
ind irectly  or through co lla tera l 
information. Some exam ples of the 
effec ts  of various influences on 
morbidity r e p o r t s  are shown in 
figures 1-3.

S yph ilis R ates in I llin o is . In I lli
no is, as in other S ta te s , the venereal 
d isea se  control program developed 
during the la te  th irties was given a 
great deal of attention during the 
war years. R ecent morbidity ra te s  for

Figure I

REPORTED CASES OF PRIMARY AND SECONDARY SYPHILIS 
ILLINOIS, 1 9 4 0 -1 9 5 0

SOURCE OF DATA: CASES -  ILLINOIS DEPARTMENT OF PUBLIC HEALTH 
POPULATION- U.S. BUREAU OF THE CENSUS

FSA PHS COC ATLANTA, GA. SEPT. ¡951

F ig u re  2

ANNUAL REPORTED INCIDENCE OF MALARIA 
MISSISSIPPI, 1940-1950

SOURCE OF DATA: CASES-MISSISSIPPI STATE BOARD OF HEALTH 
POPULATION-U.S. BUREAU OF THE CENSUS

FSA PHS COC ATLANTA, GA. SEPT 1951
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Figure 3

REPORTED INCIDENCE OF HOOKWORM 
GEORGIA, 1937-1950

SOURCE OF DATA: CASES -  GEORGIA DEPARTMENT OF PUBLIC HEALTH 
POPULATION-US. BUREAU OF THE CENSUS

FSA PHS CDC ATLANTA, GA. SEPT. 1951

primary and secondary syphilis are 
shown in figure 1. From these rates 
i t  appears that infectious syphilis 
was a t a low leve l in 1940 ,increased 
markedly from 1940 to 1946, and 
declined from that date to the pres
en t. During th is en tire  period (1940
1950) control m easures had been 
in tensified .

Those acquainted with the recen t 
history  of syphilis in Illino is recog
nize tha t increased  incidence occur
red during the war years, and a lso  
believe that the current low level of 
infectious syph ilis  may be accepted 
as approaching the true incidence.
The low lev e l in 1940 is  attributed 
to under-reporting which diminished 
during the in tensive control program 
period of subsequent years, and thus 
induced a change in reporting prac
tic e s  which p r e v e n t s  a precise 
appra isa l of the effect of the program 
in Illin o is ,

Reported Incidence of Malaria in 
M ississipp i. Prior to 1945 in M iss
iss ip p i, as in some other S ta tes, the 
physician ’s case  report form w as designed to per
mit reporting of total number of cases  by d iseases  
but not by individual pa tien ts . On January 1, 1947, 
th is form was replaced by an individual case  
report giving the p atien t’s name. The dramatic 
e ffec t of th is  change on the reported m alaria case  
ra te  is  shown in figure 2. In January 1948, a pro
cedure w as in stitu ted  for field investiga tions to 
enable i n d i v i d u a l  appraisal of d iagnosis 
of reported m alaria c a se s , and a second notable 
reduction in the annual incidence rate resu lted .

Hookworm in Georgia . The incidence ra tes for 
reported c a se s  of hookworm in Georgia during the 
period 1937-1950 are shown in figure 3. Accurate 
in terpretation of the changing incidence depends 
on aw areness of (1) changing em phasis of the 
health  departm ent on ca se  finding, and (2) chang
ing procedures in the method of counting c a se s .

According to the Georgia Department of Public 
H ealth , “ the break between 1940-1941 represen ts 
the difference between the 1934-1940 policy of 
counting reports from all sources and the policy 
adopted in 1947, and now projected backward to 
1941, of c o u n t i n g  only positives reported by 
S tate laboratories. F luctuations since  1941 reflect

the decrease  of case  finding ac tiv itie s  during the 
war years and a subsequent return to  normal levels 
in the post-war period. A completely new reporting 
system , based  entirely  on d irect tabulations from 
laboratory reports w as p laced in e ffec t on January 
1, 1951 and r e p o r t i n g  of hookworm by health  
departm ents and physicians w as d iscon tinued .”

DISCUSSION
The foregoing examples illu s tra te  some artifacts 

in the notifiable d isea se  da ta  caused by changes 
in programs, diagnostic concep ts, laboratory crite
r ia , and reporting procedures. In the case of the 
m alaria or hookworm reports, it is unlikely that 
anyone acquainted with the problems of interpre
tation of reported d isease  data  would m iss the 
warning given by the abrupt annual change in 
ra te s . The inherent danger signal is  not so evi
dent in the reported case  da ta  for many other 
d is e a se s , and those fam iliar with reported morbid
ity data know tha t sn a re s , trap s , and hidden pit
fa lls  lurk in a ll the reportable d ise a se  records to 
entangle the unwary and to frustrate the informed. 
T his large body of data is ,  c o n s e q u e n t l y ,  of 
lim ited u se fu lness, even in pin-point s tud ies of
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situ a tio n s with which individual epidem iologists 
are familiar.

In improvement of death reg istra tion , the intro
duction of uniformity of reports and reporting pro
cedures served a s  a foundation on which to build 
toward complete and correct reporting. Morbidity 
reporting, however, is e ssen tia lly  a different 
procedure from death reg istra tion , and it should 
not be expected  that a sim ilar line of action w ill 
be of the same effec tiv en ess .

In m ortality reporting, the in itia l problem of 
defining the event on which the report should be 
made is a sim ple one, since in man, death i s  one 
of the most easily  recognized of b io logical phe
nomena, and therefore the firs t s tep  in e s ta b lish 
ing a reporting system , th a t of defining the event 
to be reported, is  c lear-cu t. C lassifica tio n  of the 
reported events can be taken  up as a separate  
problem. Once a record has been obtained of a ll 
the events and a c la ss ifica tio n  has been made, 
both in ternal and external evidence may be used 
to app ra ise  the re liab ility  of c la ss ifica tio n  and 
to  work toward its  improvement.

In morbidity reporting, however, the event of 
reporting, although defined for each reportable 
d ise a se , depends on a dec is io n , frequently com
plex, which m ust precede reporting of the event. 
Since c la ssifica tio n  precedes the event of report
ing , one has only a record of events c la ss if ied  
independently by a large number of individuals 
with different training, experience, in te re s ts , and 
w illingness to report.

In consequence, the to tal number of events 
reported depends upon a variety of facto rs, not 
readily  sub jec t to quantitative m easurement, which

can exert as  great an influence on the data as can 
the true fluctuations of incidence in the popula
tion . In planning improvement in the u sefu lness 
of reported morbidity da ta  for adm inistrative and 
epidem iological a n a ly s is , i t  must be realized  tha t, 
in effec t, improvement must be p lanned, not in one 
reporting system , but in a s  many system s as there 
are reportable d ise a se s , each with i ts  own prob
lems of m edical and public health importance; 
c lin ica l and laboratory d iagnosis; and the unknown 
effects of c u r r e n t  and future research , public 
health  ac tion , and popular in te re s t. A sim ultaneous 
a ttack  on a ll these fronts again st each of the 
communicable d ise a se s  cannot be considered a 
practical problem with the resources a t hand. 
Scrutiny of present-day epidem iological problems 
reveals  sev e ra l whose solution might be hastened 
if adequate and complete s ta tis t ic s  on incidence 
were availab le .

E fforts to concentrate immediate improvement 
of the reporting system  on a se lec ted  communi
cable d isea se  problem would, while serv ing  a s  a 
testin g  ground for further improvement of the whole 
system , provide a working area  of trac tab le  size  
and afford a so lid  s ta t is t ic a l  base for broader 
investigation  of a current epidem iological problem. 
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HAVE YOU READ. . . ?
(Continued fro m  page 14)

BIOLOGICAL WARFARE 
What you should know about biological warfare. 

U .S . Government P rin ting  O ffice, Washington, D.C. 
(February 1951). T h is official U. S. Government 
booklet po in ts out that “ B iological a ttacks could 
be made by enemy forces or by sec re t agents. 
The a ttacks could be aimed at people, anim als, 
or food crops. But — b i o l  o g i c a 1 warfare i s  no 
sec re t super-weapon. There are defenses against 
i t  and you should know what they a re .”  T h is  
booklet points out some of the th ings tha t should 
be done as defensive m easures.

INTERNATIONAL SANITARY REGULATIONS

International san itary  regulations (Editorial).

J.A.M.A. 147(1): 62-64 (1951). T h is editorial 
describes some of the WHO Sanitary R egulations,

pertaining to d ise a se s  such a s  p la g u e , yellow 
fever, and typhus, unanim ously approved by the 
Fourth World Health Assem bly on May 25, 1951. 

U nless modified by the F ifth  Wo r l d  Health

Assembly the regulations w ill go into force in 
a ll countries concerned on O ctober 1, 1952.
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