
Solving statistical problems by committee

The United States National Committee
on Vital and Health Statistics

JOHN STORCK, Ph.D.

THE FIRST World Health Assembly at its
June-July 1948 meeting in Geneva recom-

mended that countries establish national com-

mittees to coordinate their activities in vital and
health statistics and serve as links with the as-

sembly's Expert Committee on Health Statis¬
tics. An expressed purpose was to decentralize
studies of certain statistical problems of public
health importance to interested national groups.
Accordingly, the U.S. National Committee on

Vital and Health Statistics was established in
1949 by former Surgeon General of the Public
Health Service Leonard A. Scheele. About 50
countries now have national committees or their
equivalents, variously organized and active.

Origins of National G>mmittee System
The national committee idea was a byproduct

of an international collaboration in solving a

difficult problem in health statistics accom-

plished in 1948. The UJ3. Committee on Joint
Causes of Death had collaborated with experts
from the United Kingdom, Canada, and the
Health Section of the League of Nations in pre-
paring a disease classification for coding both
morbidity and mortality data. The previous
classification was suitable for coding deaths
only. The combined classification was adopted
in 1948 by the Sixth International Conference
for the Revision of the International Classifica¬
tion of Diseases.
A national committee had here been instru-

mental in developing an important statistical
tool.a classification of diseases.through inter¬
national collaboration. The revision confer-
ence therefore adopted the recommendation of

Dr. Halbert L. Dunn, chief, National Office of
Vital Statistics, and head of the U.S. delegation
to the conference, that countries establish na¬

tional committees on vital and health statistics
to seek further technical developments in the
field of health statistics. The First World
Health Assembly approved this recommenda¬
tion in 1948.

Functions of United States Committee

Although the World Health Assembly did in-
vite some countries to study particular prob¬
lems, it laid no restrictions on the membership,
organizational structure, working methods, or

methodologies to be used by national commit¬
tees. In most countries the primary function of
the committee has been to coordinate the efforts
of agencies that collect and compile vital statis¬
tics. In not a few countries the new committee
has been hardly more than another aspect of the
official health apparatus. Nothing in the man-
date, however, required this. In effect national
committees were given a broad opportunity to
study any technical question in vital and health
statistics.
The lines of interest of the U.S. committee

were early formulated in "Functions and Pol-
icies of the National Committee on "Vital and
Health Statistics" (1) :

a. Delineate statistical problems of public health
importance which are of national or international in¬
terest;
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b. Stimulate studies of such problems by other or-

ganizations and agencies whenever possible, or make
investigations of such problems through subcommittees
appointed for the purpose;

c. Review findings submitted by other organizations
and agencies, or by its subcommittees, and make rec-

ommendations for national and/or international
adoption;

d. Cooperate with other committees or organizations
concerned with public health statistics in the United
States so as to serve as a clearinghouse for activities
dealing with public health statistics problems;

e. Serve as a link between the organizations in the
United States engaged in public health statistics and
the statistical secretariat of the World Health Orga-
nization, and other international agencies concerned
with public health statistics; and

f. Cooperate with national committees of other coun¬
tries in the study of problems of mutual interest.

Committee Organization and Procedures

Typically the U.S. committee has had 11 mem¬
bers. While the secretary and a few other mem¬
bers have held official positions in the Public
Health Service, most committee members, in¬
cluding the chairmen, have had other back-
grounds.
As a principle in selecting members of the

committee, it was early decided "that members
should not represent organizations or agencies
but rather that they should be chosen to repre¬
sent a point of view, an area of interest, or a
field of knowledge essential to the carrying out
of the committee's responsibilities" (2). Ini¬
tially committee members were appointed for
indeterminate terms, but in 1958 a staggered
4-year term of service was initiated. Meetings
are usually held twice a year, for the most part
to consider subcommittee reports and to decide
on future activities. The committee conducts
practically all of its studies through specially
appointed subcommittees.
Unlike typical subcommittees, these groups

need not include members from the parent body,
although the committee secretary is entitled to
meet with all of them. Selecting subjects to
study and persons to study them are among the
more difficult tasks of the committee. Some 10
or 12 subcommittees with average memberships
of around 7 specially chosen experts usually are
active at any given time. Each subcommittee
works on a charge framed by the parent body.
Experience seems to suggest both that fairly
definite charges can be helpful even to an

energetic and able subcommittee, and that there
is merit in giving most groups considerable lee-
way. Most subcommittees have met twice
yearly, and most have reported regularly to the
parent body.
In addition to subcommittees engaged in more

formal studies, the committee has made con¬

siderable use of ad hoc groups, frequently drawn
from its own ranks, to make recommendations
on more limited matters, such as proposals for
future study. Between 1949 and 1964 the com¬

mittee established approximately 16 ad hoc
groups and 31 subcommittees. Although the
categories, and even the total number of groups
employed, leave room for judgment, a liberal
use of ad hoc groups is indicated.
The average lifespan of a subcommittee, from

appointment to discharge, has been a little under
4 years, giving an average effective working life
of about 3 years. There is considerable vari¬
ation, however. Six studies have been con¬

ducted by two fertility and population statistics
subcommittees that have served in succession
since 1949.
The subcommittees that worked on the Eighth

Revision of the International Classification of
Diseases constitute a special case, and not
simply because they were supported by a co-

ordinating subcommittee. Each had an aver¬

age term of service of over 7 years; most
constructed several drafts involving close con-
sideration of details; several had to assay results
of field tests and to absorb quite extensive com-

ments from many sources; and the proposals
of all had to be considered in the light of the
sometimes quite different viewpoints of experts
from other countries.

Notable Committee Achievements
The task of accomplishing a 10-year revision

of the International List makes long-continu-
ing heavy demands on the experience, wisdom,
and sometimes the political skill, of scores of
experts from many countries, including those
who serve the World Health Organization.
The U.S. National Committee developed clas¬
sification proposals for the Eighth Revision
of the List in the areas of mental disorders;
cardiovascular diseases; congenital defects; ac¬

cidents, poisonings, and violence, by external
cause (E code) and by nature of injury (N
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code); and causes of perinatal morbidity and
mortality (3-8). No other task took as much
committee time over the 6 years ending in 1965.
Even now, although the eighth revision is not
due to come into use until January 1,1968, and
a new revision is not expected for 10 years, the
committee must soon be assessing the unfinished
classification business still facing health statis¬
tics and the new problems that probably will
emerge in relation to the ninth revision.
The new directions that can be opened up by

International List revisions are illustrated by
another achievement of the committee. As
previously mentioned, the 1948 sixth revision
had introduced a combined morbidity-mortality
classification. The committee concluded that
the International Classification of Diseases
could also provide an efficient basis for the
diagnostic indexing of hospital records. An
adaptation of the classification for indexing hos¬
pital records based on the Sixth Revision of the
International Classification of Diseases was

subsequently developed, tested, and published in
1959 and then revised in 1962 (9).
Early in its career the committee developed

definitions of live birth and fetal death which
the World Health Assembly adopted in 1950
after slight editing. The United States en-

dorsed these definitions the same year, and they
are currently accepted by more than half of the
country's registration areas. The definitions
previously recommended by the United States
were somewhat less explicit than the commit-

tee's definitions, which applied "irrespective of
the duration of pregnancy." The previous defi-
nition of stillbirth had required at least 28 weeks
of pregnancy.
As another aspect of its continuing interest

in fetal-death and perinatal-death statistics, the
committee sponsored studies which led to a re¬

vision of the fetal death certificate in 1955 that
makes it agree more nearly with the birth certifi¬
cate so far as personal particulars are concerned,
and with the death certificate in establishing a

sequential arrangement of conditions designed
to identify the underlying cause of death (10).
In 1960 the committee published guidelines

for obtaining uniform statistics on medicolegal
deaths (11). From 300,000 to 450,000 deaths
each year (20-30 percent of all deaths) come

under the jurisdiction of a coroner or medical
examiner, as the law may direct. These are

deaths requiring an official determination of
the cause and mode of death. The committee
enumerated the kinds of deaths that medicolegal
authorities should investigate to decide whether
they should assume jurisdiction. It also elabo-
rated other steps that should be taken to im-
prove medicolegal death statistics.
After a brief 1951 study of what was indis-

pensable for preparing national vital statistics,
the committee published in 1957 a more exten-
sive investigation of the objectives and program
in that area (12). Among a number of more
specific recommendations relating to registra¬
tion completeness and other methods of improv-
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ing the quality of vital statistics, the committee
advised against obtaining the data in pretab-
ulated form or through puncheards supplied
by the registration areas, since doing so would
prevent the national agency from controlling
the quality of its tabulations and limit use of
the records for research.
The committee has been responsible for four

thorough studies of fertility and population
questions in the United States setting, carried
out in 1952, 1956, 1959, and 1965 (13-16).
These investigations as well as two studies justi-
fying the need for national marriage and
divorce statistics done in 1957 and 1962 (12,17)
have helped demographers remain in contact
with current national statistical needs and possi-
bilities in areas of special interest to them. The
1965 reoommendation that the national govern-
ment engage in "sample collection of data on

planned completed fertility" was only one of the
many factors that led the National Center for
Health Statistics, Public Health Service, to pro-
pose a national fertility survey program that
would start in fiscal year 1968.
One achievement of the U.S. committee was

the development in 1953 of the basic design for
a continuing national health survey (18). It
was in terms of the committee's study that the
survey established in 1956 under Public Law
652, 84th Congress, was modeled. The 1953
recommendations outlined and gave details for
nearly all of the fundamental features of the
present health interview and health examina-
tion activities of the National Center for Health
Statistics. These recommendations, tested in
operation, could well have been influential in the
deliberations that led to creation of the center in
1960.
In 1964 the committee enumerated areas re-

lating to the economics of health where data
were not available or not adequate for national
health planning (19). The report covered phy-
sicians' and dentists' services, general and spe¬
cial short-term hospital services, long-term in-
stitutional services, drugs and appliances, and
other services for noninstitutionalized patients.
Categories considered were resources, use, price,
costs, and quality.

It should not, however, be concluded that the
committee's efforts have been immediately or

uniformly successful. The records of the com¬

mittee exhibit instances of repeated attacks on

a problem before a satisfactory solution was at-
tained and include a few aborted projects.
Anniversary Conference Recommendations
On December 14-15,1964, 22 of the 30 former

and present committee members met to celebrate
the committee's 15th anniversary by assessing
its record in order to plan for its future. The
author prepared a background document for the
meeting as well as a summary of it (20, 21).
The committee had benefited previously from
two less formal 5-year reviews.
The 1964 conference reviewed the committee's

substantive activities in demographic, health,
and health resource and service statistics. Two
discussants developed each subject under the
chairmanship of a moderator. The discussions
produced close to 100 suggestions of widely
varied scope for the committee to consider, a

good many of which have already been put into
effect.
Most of the anniversary discussions were cen-

tered on problems needing investigation, rather
than on exact studies that the committee might
initiate if it decided to investigate problems.
It was recognized that committee investigations
are methodological rather than substantive.
The following are summaries of those dis¬
cussions.
Demographic statistics. The discussion em-

phasized that the country's vital statistics are
a byproduct of administrative statistics, and
that they are produced by a loosely organized
Federal-State relationship involving the rela¬
tively free cooperation of many units with vary-
ing interests and resources. Mention was fre-
quently made of problems raised by the confi-
dentiality of the personal information on vital
records, legal problems that may arise when in¬
dividual records are used for research purposes,
and additional load placed on State vital sta¬
tistics offices from increased use of the records,
whether for research or for establishing per¬
sonal facts.
A population register system was suggested

as a possible alternative to the present system
of generating vital statistics directly from rec¬

ords of individual events.births, deaths, mar-
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riages, and divorces. Other discussants urged
more use of sampling techniques in the vital
statistics area. The need to keep up to date
with respect to the possibilities of electronic
equipment was emphasized. Each of these sub-
jects was identified as a possible area of com¬

mittee methodological studies.
Suggestions were offered for improving the

quality of the data obtained from the present
vital statistics system, as, for example, through
verification studies of statements made on hos¬
pital and on vital records. There were many
proposals for getting better family, marriage,
and divorce statistics; natality measures that
are more sensitive to current fertility changes;
family-planning data; illegitimacy statistics;
ways of analyzing multiple causes of death;
and ways to focus on mortality differentials,
including the social and economic correlates of
mortality. In each case the committee was

encouraged to make feasibility studies and as¬

sess suitable techniques.
It was held that more attention should be paid

to internal migration, the chief demographic
variable undergoing change in many parts of
the country. Data are urgentJy needed for
many geographic areas that are larger or

smaller than those for which health statistics are
now generally provided, such as economic sub-
regions, standard metropolitan statistical areas,
and census tracts. It was held that more at¬
tention needs to be paid to census over- and un-

dercounts, to obtaining small-area estimates,
and to making population projections. Meth¬
odological studies are in order on these and
many other questions.
Health statistics. Several of the suggestions

for committee study in the field of health statis¬
tics were directly related to the National Health
Survey. Some proposed consideration of ex-

tensions of survey activities, while others called
for analyses of the feasibility of other tech¬
niques for developing health statistics.

It was held that the committee should investi-
gate the response-error problem in health sur¬

veys. Also suggested was identification of de-
sirable new areas of morbidity reporting, as

the reporting of leukemia and congenital mal-
formations. Also mentioned were ways to
measure the impact of medical care programs

on the incidence, prevalence, and prognosis of
chronic disease and new measures of the health
status of the aged.

Feasibility studies of local and regional
household health surveys modeled on and co-
ordinated with the National Health Survey
should be initiated. Inquiries were needed into
the possibility of model physician and model
hospital reporting areas. Ways of establishing
closer liaison in measurement, research, and
planning with schools of public health and other
health institutions should be developed.
Many epidemiologic uses of National Health

Survey procedures and analyses needed em¬

phasis, including the possibility of NHS rec-
ord-based epidemiologic studies.

Finally, investigation was suggested into the
need for, and the possibility of creating, "a
national archives of vital and health records"
enabling epidemiologists, in their enlarging
function of hypothesis testing, to make more
effective use of individual records and gain
access to material linked to individual records.
Health resource and service statistics. It

was recognized that routine reporting of health
resources, facilities, and personnel was as rea-
sonable as routine reporting of mortality and
morbidity information, but that much funda-
mental investigation would be needed to orga-
nize this relatively new area of health statistics.
It was suggested that this type of investigation
should be engaged in by the committee.
The functions to be performed by varying

types of institutions, such as short-stay hos¬
pitals, chronic disease hospitals, and nursing
homes, need clearer definition. The kinds of
information required by users of the various
types of medical services had to be more clearly
identified. Adequate specifications had to be
developed with respect to the interrelations of
professional and nonprofessional health serv¬

ices. Guidelines were required concerning re-

lationships between the private and govern-
mental sectors in providing health care. The
possibility of routine reporting, especially by
households, of expenditures for and utilization
of health-related services required analysis.

Suitable measures were lacking for measuring
the quality of health services, including medical
care and work standards in the medical field.
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How could one measure in what ways the orga¬
nization of medical services, as for example
with or without group practice, affected admis¬
sion rates, services rendered, results secured, and
costs incurred?

It was argued that explorations were needed
into the bearings on each other of demographic
facts, traditional health statistics, and the newer
statistics of health resources and facilities.

Assessment of Committee Activities

Can other study groups, which may be situ-
ated in areas of activity quite unlike the prov-
ince of the U.S. National Committee, learn
anything from the experience of the committee
that might be of use to them in conducting their
own investigations? The author feels that cer¬

tain characteristics of the committee's activities
may be relevant beyond the special situation in
which it has worked, and beyond also the per¬
sonal characteristics of those who have guided
its activities.
The committee studies only technical statis¬

tical questions, in total divorcement from spe¬
cific program responsibilities. It has no con¬

tinuing program axe to grind or spepial interest
to further or protect. The limitation to tech¬
nical, nonprogram-oriented problems appears to
be an indispensable ingredient of the commit¬
tee's success. In the case of other groups the
specific technical orientation need not be
statistical.
Great attention is paid to the selection of

committee and subcommittee members. They
are selected because they are fit to work with
their peers on the tasks at hand. This is a too-
little recognized aspect of the continuing task
of administering the affairs of the committee.
the submerged but balancing portion of the ice-
berg of administrative responsibility. This
high degree of attention to the people who are
selected to perform tasks lies within the reach
of other study groups.
The committee is located at two important

interfaces in public health: between national
and international concerns and, in the national
area, between public health and demographic
concerns that are expressed organizationally by
the Public Health Service and the Bureau of
the Census. The importance of this location

is suggested by the infrequency with which the
committee has considered conducting studies
on the country's regional public health prob¬
lems or on special U.S. public health ques¬
tions.as, for example, metropolitan areas, the
nonwhite population, and income or occupa¬
tional groups. The committee did, however,
appoint a subcommittee in January 1965 to out-
line statistics needed to delineate major health
problems of Ameriean Indians.
Another coordinating study group might well

seek to identify pertinent interfaces that could
serve to sharpen problems and suggest direc-
tions for their solution.
The committee works in terms of a layered or

buffering structure composed of the secretariat,
the committee itself, and the subcommittees.
This type of organization has considerable merit
when each of the layers combines competence
with objectivity and industry. Perhaps it
works best when professional people are dealing
with professional problems under conditions
where self-interest and other human frailties
are not too prominent. At the same time, how¬
ever, one of its examples is the balance of
powers within the national government and be¬
tween Federal and State interests. Neither the
committee nor the secretariat have interpreted
their responsibilities as being formal and per-
functory; nor have they or the subcommittees
grasped for power.
This manner of functioning stresses the im¬

portance of getting people who can work to¬
gether to solve problems without overempha-
sizing extraneous considerations.
The committee has unremittingly sought sug¬

gestions of study subjects, although it has never

delegated its responsibility for making decisions
to others. It has managed to attain a fairly
high level of self-awareness without incurring
a high degree of self-consciousness.

It would appear that the committee, like most
groups, cannot easily break entirely new

ground. It is at its best in lending support
and giving concrete form to ideas and purposes
that have begun to take shape but still need
some assistance in being realized. It has not
so much generated wholly new ideas in health
statistics as it has performed helpful services
in accomplishing the fulfillment of well-con-
ceived proposals.
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Summary

The U.S. National Committee on Vital and
Health Statistics was established in 1949 by the
Surgeon General of the Public Health Service
in accordance with a recommendation of the
First World Health Assembly to study tech-
nical statistical questions in its areas of
competence.
Some of the committee's achievements are

development of classification proposals for the
Eighth Revision of the International List of
Diseases, adaptation of the Sixth Revision of
that List for diagnostic use, definitions of live
birth and fetal death, and revision of the 1955
United States fetal death certificate. It has
also provided guidelines for obtaining uniform
statistics of medicolegal deaths, various studies
of vital statistics problems and needs, including
four analyses of fertility and population ques-
tions in the U.S. setting, the basic design for a
continuing national health survey, and needed
statistics in health economics.
At the 15th anniversary conference of the

committee in December 1964, suggestions for
studies in demographic, health, and health re-
source and service statistics were developed.
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Permits Required for Septic Tanks

Property owners who install sep-
tic tank systems in Wisconsin are
now responsible for obtaining a per-
mit before the tank may be pur-
chased or installed. This is required
under a new law passed by the 1965
legislature and effective August 1,
1966. Installation of private sewage
disposal systems may be made only
by plumbers or restricted plumbers
licensed by the Wisconsin State
Board of Health.

Driver Improvement Course
The Wisconsin State Board of

Health sponsored its first driver im-
provement course for State em-
ployees in July. The motor vehicle
department safety division supplied
the instructors.

Maternity Clinics in Albuquerque
Weekly maternity clinics which

began on October 27, 1966, at the
Griegos Community Center in Albu-
querque, N. Mex., mark the second
phase of a cooperative program to
bring low-cost, quality care to moth-
ers of low-income families within
their own neighborhoods. A similar
program established during May
1966 at the South Barelas Com-
munity Center has an average at-
tendance of 32 patients weekly-
double the number anticipated when
the project was planned.
The Office of Economic Oppor-

tunity contributed the Griegos Com-
munity Center facility and helps pro-
vide funds for a nurse's salary. The

secretary of the center donates cleri-
cal services. The State health de-
partment's division of maternal and
child health serves as a consultant
agency and supplies the equipment.

Maternity Care for More Women
A recent study on the extent of

maternity care in the United States
in the period 1953-63 indicates that
increasing proportions of pregnant
women have been obtaining such
care. The study results included
these figures on the percent of preg-
nant women who saw a physician by
the end of various months of preg-
nancy:
Month 1953 1958 1963
1 ----------------- 38 51 52
3 ----------------- 65 77 78
4 ----------------- 79 84 88
6 ----------------- 92 96 96
9 ----------------- 97 99 98

If only women who saw a physi-
cian at least once during pregnancy
or delivery are considered, the pro-
portion receiving care early in preg-
nancy increased markedly between
1953 and 1958 and began to level
off in 1963--Progress in Health Serv-
ices, Health Information Founda-
tion, University of Chicago.

Laboratory Services After Tornado
The tornado that slashed through

Topeka, Kans., June 8, 1966, left a
swath about 15 miles long and 4
blocks wide.
The building housing the State

health department's laboratory serv-
ices was badly damaged. In less
than a week, however, after the

tornado, the laboratories resumed
services with temporary facilities.
The first employees entering the

laboratory building after the disas-
ter turned off all gases, including a
hydrogen tank, and salvaged what
equipment they could. Since some
tubes of tuberculosis cultures were
broken, the area was flooded with
disinfectant.

Neighboring State health depart-
ments offered their laboratory serv-
ices in the emergency. Kansas
health department personnel did
some tests in private laboratories.
Local public health laboratories were
also used.

W. Va. Health Referral Service
The Armed Forces rejected 3,339

young men in West Virginia for
medical reasons during fiscal year
1965-66. By October 11, 1966, the
staff of the State's health referral
service had interviewed 2,873 of
these men, explaining why they were
rejected and encouraging them to
seek medical care. In 10 months,
the health referral service had' also
completed followup on 697 cases.
Information that the health refer-

ral service has available enables its
personnel to direct the medically dis-
qualified men to the most appropriate
and conveniently located resources
in their own communities. The most
frequent diseases discovered among
West Virginia's disqualified youth
were diseases of the eyes and ears.

Items for this page: Health depart-
ments, health agencies, and others
are invited to share their program
successes with others by contributing
items for brief mention on this page.
Flag them for "Program Notes" and
address as indicated in masthead.
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