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Presenter Notes
Presentation Notes
Good afternoon.  [Introductions]  My name is John Hough [surname pronounced like “Huff”], and I represent the National Center for Health Statistics, NCHS, which is part of the Centers for Disease Control and Prevention.  NCHS is located in Hyattsville, Maryland.  I work in the NCHS Division of Vital Statistics, Statistical Analysis and Surveillance Branch.

I’m truly honored to participate in today’s A.B.F.S.E. Town Hall, and I want to thank Mr. Robb Smith for this opportunity.

This presentation is about Vital Statistics, and the Vital Role played by Funeral Directors.

It is also about efforts by NCHS and several partner organizations, including NFDA, and our sister agency, the CDC National Institute for Occupational Safety and Health, NIOSH, designed to improve the accuracy and completeness of national mortality data.

These activities focus on the demographic information about a decedent typically recorded by Funeral Directors or other personnel at any stage of funeral planning or arrangement.


B
Goals

A Listening Session — toward building partnerships.

The overall goal is improving national mortality statistics.
N.C.H.S. seeks information from Mortuary Science Educators and
Funeral Directors about their experiences recording decedents’

race category and, on behalf of CDC’s N.I.O.S.H., also occupation.

Embark on strategies to raise and maintain awareness about the
connection between the Death Certificate and Vital Statistics.


Presenter Notes
Presentation Notes
This slide shows my Goals for this Town Hall presentation.

First, it is designed as both a Workshop and a Listening Session.  On behalf of N.C.H.S. and N.I.O.S.H., I need to listen and learn from you.  We hope you will help us build a partnership.  So please ask questions and participate in the Discussion, and know that I am listening to your perspectives, too.

The overall goal is improving national mortality statistics.

N.C.H.S. seeks information from Mortuary Science Educators and Funeral Directors about their experiences recording a decedent’s race and occupation.  If you’ve had barriers or problems, please mention them.  Neither N.C.H.S. nor N.I.O.S.H. can solve them here, but we can work on them together with you.

Finally, we hope to embark on strategies to raise and maintain awareness about the connection between the Death Certificate and Vital Statistics.  In the future, that might translate to curricular or continuing education resources about death certification and Vital Statistics.
.


.

Learning Objectives

By the end of today’s Town Hall, Learners will be able to:

State the contribution made by Funeral Directors to the National
Vital Statistics System (N.V.S.S.).

Interpret the contribution made by Funeral Directors to the
National Occupational Mortality Surveillance (N.O.M.S.) Program.

Describe race misclassification as a source of bias that contributes
to systematic underestimation, thereby limiting our understanding
about mortality trends and life expectancy.


Presenter Notes
Presentation Notes
I am both an Epidemiologist and a Health Educator, therefore I can’t give a presentation to this group of Esteemed Educators without encouraging all of us to meet some Learning Objectives!

By the end of today’s Town Hall, I think you Learners will be able to:

State the contribution made by Funeral Directors to the National Vital Statistics System (N.V.S.S.).

Interpret the contribution made by Funeral Directors to the National Occupational Mortality Surveillance (N.O.M.S.) Program.

And finally, you’ll be able to describe race misclassification as a source of bias that contributes to systematic underestimation, thereby limiting our understanding about mortality trends and life expectancy.

In this case, “Bias” is used in its epidemiologic or statistical sense.  Bias is any systematic error that results in an incorrect estimate of the association between exposure and the health outcome.  Bias occurs when a frequency count or an estimated association, such as a difference in means between groups, deviates from the true count or true association.
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Why Is This Important?

State and national Vital Statistics have multiple uses:

® Civil Registration

® Public Health Programs and Surveillance

® Administrative Uses

Vital Statistics are not derived from a sample or survey.

Data are reliably collected and formatted with consistency.

Mandatory reporting increases the completeness of reporting.


Presenter Notes
Presentation Notes
This slide answers the question, “Why is this important?”  Why should Funeral Directors care about Vital Statistics, specifically the quality of national mortality statistics?

The short answer is that Vital Statistics are important.  Vital Records serve as the permanent legal record of the fact of a birth, death, marriage, or divorce.

State and national Vital Statistics have multiple uses: Civil Registration, Public Health Programs and Surveillance, and Administrative Uses.  For the Death Certificate, it is the legal proof of the date and place of a death, the causes and circumstances surrounding that death, and the date and place of interment.

Vital Statistics are usually complete.  They are not derived from a sample or survey, which are valuable sources of data, but which are always incomplete.

Vital Statistics data are reliably collected and formatted with consistency, and with electronic submission, we have nearly real-time information.

And mandatory reporting increases the completeness of reporting, but we still have to keep our eye on the quality of reported data.


B
Both Quality Assurance and Quality Improvement

Quality Assurance:

® National mortality data are already very accurate.

® Funeral Directors and businesses are already doing an
outstanding job and contribute substantially to data quality.

® NCHS research shows the overall degree of accuracy of
decedents’ race categorization has improved since 1979.


Presenter Notes
Presentation Notes
This slide show our purposes.  We are interested in both Quality Assurance and Quality Improvement.

In terms of Quality Assurance, we want to assert that national mortality data are already very accurate.  This is a genuine achievement of which we can be proud.

Pertinently, Funeral Directors and businesses are already doing an outstanding job and contribute substantially to data quality.  Therefore, we want to say a big “Thank You!”  We want to encourage you and your students to continue to uphold these high standards.

NCHS conducts research about the quality and accuracy of Vital Statistics data.  In mortality data, that research shows the overall degree of accuracy of decedents’ demographic information, including their race categorization, has substantially improved since 1979.



Both Quality Assurance and Quality Improvement

Quality Improvement:

® |Inaccurate race categorization still exists, among Asian
Americans (~3%), Hispanic Americans (~3%), and Native
Americans (~40%).

® N.LLO.S.H. Guidelines and Training Videos are available to
assist Funeral Directors with entering more accurate
descriptions of a decedent’s Occupation and Industry.


Presenter Notes
Presentation Notes
At the same time, there is also room for Quality Improvement.

For example, although race categorization has improved, we still have a long-term problem with inaccurate race categorization.

Specifically, although Whites and Blacks are almost always accurately classified by race, among Asian Americans about 3 percent of decedents’ race is misclassified.  Among Hispanic Americans that rate is also about 3 percent.

But among Native Americans, that rate is persistently about 40 percent.  That suggests that 4 out 10 Native American decedents have a race entered on their Death Certificate other than Native American race.

Then, in terms of Occupation and Industry information entered onto the Death Certificate, our colleagues at CDC’s National Institute on Occupational Safety and Health have embarked on a full-scale quality improvement initiative, working with Funeral Directors to improve the accuracy of Occupation and Industry information, including a training manual and a set of really cool instructional videos.

So, we hope our partnerships with Funeral Directors will aim toward cooperatively working to improve the quality of national mortality data.


B
What are “Vital Records” and “Vital Statistics”?

® “Vital Records” are certificates or reports of birth, death,
fetal death, marriage, or divorce.

® “Vital Statistics” are data derived from those certificates and
reports of birth, death, fetal death, marriage, or divorce.

® The National Vital Statistics System (N.V.S.S.) is a partnership
between the 57 state-and-local vital records jurisdictions and
the CDC National Center for Health Statistics (N.C.H.S.).


Presenter Notes
Presentation Notes
This slide distinguishes between “Vital Records” and “Vital Statistics.”  I’ve already used both terms, so let’s tease them apart.

“Vital Records” are certificates or reports of birth, death, fetal death, marriage, or divorce.

“Vital Statistics” are data derived from those certificates and reports of birth, death, fetal death, marriage, or divorce.

Vital Records turn into Vital Statistics through the involvement of the National Vital Statistics System (N.V.S.S.).  It is a partnership between the 57 state-and-local vital records jurisdictions and the CDC National Center for Health Statistics (N.C.H.S.).

Pertinently, Funeral Directors are also part of the N.V.S.S., in fact, you and your students play an integral part.  Without Funeral Directors doing a great job, we wouldn’t have such accurate Vital Records, and as a consequence, we’d have biased Vital Statistics.



B
National Vital Statistics System (N.V.S.S.)

® Recording of vital events is the responsibility of the jurisdiction in
which the event occurs.

® Jurisdictions include the 50 States, District of Columbia, New York
City, and 5 U.S. Territories.

® Eachjurisdiction:
® Collects a core set of data including demographic and health-
related information;
® Sends a standardized set of data to N.C.H.S. for review, editing,
compilation, and creating national data sets for release.


Presenter Notes
Presentation Notes
This slide describes the N.V.S.S. in a little more detail.

The recording of vital events is the responsibility of the jurisdiction in which the event occurs.  That’s important to remember.  Recording the vital event is not a federal responsibility in any way, shape or form.  Instead, the 57 jurisdictions that have Vital Registration Offices do the collecting from various reporters of the data, including Funeral Directors.

The jurisdictions include the 50 States, District of Columbia, New York City, and 5 U.S. Territories.

Each jurisdiction collects a core set of data including demographic and health-related information; then they send a standardized set of data to N.C.H.S. for review, editing, compilation, and creating national data sets for release.  When the data are released, any researcher in the U.S. or around the world can access thee data for their own research studies or reports.  The data are always freely available and ready for use in many popular statistical software formats.
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Presenter Notes
Presentation Notes
This slide shows a big diagram of the N.V.S.S.  It also shows the role of the Funeral Director in contributing to the N.V.S.S.

The N.V.S.S. is database.  It involves electronic reporting of vital statistics records by the states and territories.  Whenever you hear in the news about changes in life expectancy, or the number of deaths due to opioid overdoses or Covid-19, the data at the heart of that research probably had come from the N.V.S.S.

Let’s start on the left.  These contributors provide the information that completes the death certificate.

Of course, there are physicians, who know the decedent’s medical history.  Their job is certifying the cause of death.  Then, Medical Examiners and Coroners are called in when required by law, to certify the circumstances surrounding the death.

Funeral Directors are in the lower left of the diagram.  Look for the yellow boxes.  Funeral Directors report the decedent’s demographic data, including race and occupation and industry.

Now, move to the middle.  When complete, the death certificate can be electronically reported to the State Vital Registration Office.

The State Vital Registration Office compiles and electronically submits these data to N.C.H.S. and the N.V.S.S.  Now, move to the far right.  The N.V.S.S. is represented by the picture of the data storage discs.  It’s a database.

From that database come many products, shown on the bottom.  There’s mortality surveillance, from which N.C.H.S. and N.I.O.S.H. publish analyses and reports about mortality trends.  It is also part of N.C.H.S.’s Mission to provide the raw data for anyone to use, especially researchers.  All the data are freely available on the Internet.  But before releasing the data, N.C.H.S. and N.I.O.S.H. put in tight protections to preserve the absolute highest standards of data confidentiality.  There are Public Use Files with de-identified data, and restricted data files.  Finally, there is the National Death Index, enabling researchers to collect cause-of-death information, to support research on mortality trends associated with specific diseases or occupational exposures.

The N.V.S.S. is a national treasure, a “silent servant” operating in the background.  It gives us to a clearer picture about our nation’s health status.  And Funeral Directors already do a great job contributing to it.


B
Electronic Death Registration Systems (E.D.R.S.)

® E.D.R.S. projects provide seamless web-based electronic
registration and efficient processing of death records.

® Checks and balances in an E.D.R.S. save time and provide more
accurate data to state and national vital statistics offices.

® Funeral Directors are integral to the success of E.D.R.S.s.

® E.D.R.S.sfacilitate quick hand-offs between reporters (e.g., “split
reporting” by Medical Examiners and Funeral Directors).


Presenter Notes
Presentation Notes
So much of this is made possible by the new Electronic Death Registration Systems.  E.D.R.S. projects provide seamless web-based electronic registration and efficient processing of death records. During the first COVID-19 year, 2020, a total of 3,383,729 resident deaths were registered in the U.S., an increase of more than half a million over 2019.  We could have accommodated volume that only by using our E.D.R.S.s

Checks and balances in an E.D.R.S. save time and provide more accurate data to state and national vital statistics offices.

Funeral Directors are integral to the success of E.D.R.S.s.  It’s time for another big “Thank You!”  Your profession has helped bring E.D.R.S.s into the mainstream.

E.D.R.S.s facilitate quick hand-offs between reporters (e.g., “split reporting” by Medical Examiners and Funeral Directors).

E.D.R.S.s came about because of partnerships.  In addition to CDC, our partners included the National Funeral Directors Association, N.F.D.A., the National Association for Public Health Statistics and Information Systems, N.A.P.H.S.I.S., the Association of State and Territorial Health Officials, the National Association of Medical Examiners, and the Public Health Accreditation Board.  Other federal agencies including the Social Security Administration and Department of Justice also contributed.  It’s time for another big “Thank You!” to this partnership.
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Presenter Notes
Presentation Notes
This slide simply shows the home page for the website of a new partnership spearheaded by N.C.H.S., called the Collaborating Office for Medical Examiners and Coroners, C.O.M.E.C.

Medicolegal death investigations conducted by medical examiners and coroners are crucial to understanding causes of death.  The C.O.M.E.C. brings together resources from across CDC to support the work of medical examiners and coroners.

For example, there are resources about the National Violent Death Reporting System, the syndrome we used to call S.I.D.S. now called Sudden Unexpected Infant Death, and preparing for fatalities that are anticipated from disasters.

C.O.M.E.C. doesn’t directly address Funeral Directors, but it does acknowledge the direct connection between Funeral Directors and M.E.s when necessary.





Questions or Comments?

e



Presenter Notes
Presentation Notes
Invitation for Questions or Comments – Pause One Minute

Here I’ll pause to check whether you have any questions or comments to this point.


Mortality Profile of the U.S., 2021

Life expectancy for the U.S. population in 2021 was 76.4 years, a
decrease of 0.6 year from 2020.

The age-adjusted death rate increased by 5.3% from 835.4 deaths per
100,000 standard population in 2020 to 879.7 in 2021.

Age-specific death rates increased from 2020 to 2021 for each age group
1 year and over.

Heart disease, cancer, and COVID-19 remained the top 3 leading causes.

Infant mortality rate: 543.6 infant deaths per 100,000 live births in 2021.


Presenter Notes
Presentation Notes
Thank you for those questions.  Alright, that’s enough background.  Let’s take a look at some of the national mortality statistics into which Funeral Directors have already contributed.

This slide summarizes a “Mortality Profile of the U.S. in 2021.”  Reviewing death certificate data from that year, N.C.H.S. determined that life expectancy for the U.S. population in 2021 was 76.4 years, a decrease of 0.6 year from 2020.  That means a child born in the U.S. in 2021 would have a long lifetime, but about six-tenths of a year shorter than a child born in the U.S. in 2020.  We’re going in the wrong direction on life expectancy.

The age-adjusted death rate increased by 5.3 percent, from 835.4 deaths per 100,000 standard population in 2020 to 879.7 in 2021.

Age-specific death rates increased from 2020 to 2021 for each age group 1 year and over.

Heart disease, cancer, and COVID-19 remained the top 3 leading causes.  Obviously COVID-19 only entered the mortality picture in 2020.

And infant mortality rate: 543.6 infant deaths per 100,000 live births in 2021.  Sadly, this rate is also increasing, too, going in the wrong direction.


Life Expectancy at Birth and Age 65, by Sex: U.S., 2020 and 2021

At birth
77.0
Both sexes 6.4
Male
79.9
Female 70.3
At age 65
Bl 2020
Both sexes

Bl 2021

Male

Female
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Life expectancy (years)
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Presentation Notes
This slide shows a bar graph illustrating the comparison of life expectancy between 2020, shown in the black bars, and 2021, shown in the green bars.

The difference in life expectancy between females and males was 5.8 years, an increase of 0.1 year from 2020.

In 2021, life expectancy at age 65 for the total population was 18.4 years, a decrease of 0.1 year from 2020. For females, life expectancy at age 65 decreased 0.1 year from 19.8 in 2020 to 19.7 in 2021. For males, life expectancy at age 65 was 17.0 years in 2021, unchanged from 2020.

Yes, this news is bad and getting worse.  But the saving grace is that we have the Vital Statistics that are already very accurate, so we are gaining a clearer picture of our nation’s overall health, even if the news is bad.


Death Rate for Ages 1 Year and Over: U.S., 2020 and 2021
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Presentation Notes
This slide show a bar graph illustrating categories of age-specific death rates in 2021, and how they changed from 2020.

From 2020 to 2021, death rates increased for each age group 1 year and over.

Think about that: all age groups from the youngest to the oldest perished a faster clip in 2021 compared to the year before.

Frankly that does not happen very often.  A lot of it can be attributed to COVID-19 mortalities, of course, but we also hear a lot about “deaths of despair” today, including suicides and drug overdoses which are increasing.

Our Town Hall meeting today is not about solving those causes of death, though.  We are here to acknowledge the very high degree of accuracy in these mortality data, which make it possible for researchers to draw conclusions about the causes of those deaths and these trends.


Age-Adjusted Death Rates for the 10 Leading Causes of Death in 2021:
U.S., 2020 and 2021
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Presenter Notes
Presentation Notes
This slide shows another bar graph, illustrating age-adjusted death rates for the 10 leading causes of death in 2020 and 2021.

CDC has compiled the leading causes of death for many years, and there has been some variability.  The leading causes can change.

Of course, COVID-19 became a leading cause only after its emergence in 2020.

But even in 2021, Influenza and Pneumonia, which had been in the top 10, dropped out, replaced by chronic liver disease and cirrhosis.

The top 3 causes were Heart Disease, Cancer, and COVID-19, and rates for each of those increased.

In fact, the 2021 rates for all the top 10 causes of death increased, compared to 2020.  That’s also not good news for our nation.


NATIONAL CENTER FOR HEALTH STATISTICS m
National Vital Statistics System

Funeral Director’s Handbook:

Death Registration and
Fetal Death Reporting

2019 Revision
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PARTMENT OF HEALTH AND HUMAN SERVICES » CENTERS FOR DISEASE CONTROL AND PREVENTION



Presenter Notes
Presentation Notes
Now, shifting gears a bit, to N.C.H.S. as a source for guidance in completing the Death Certificate.

This slide shows the cover of the N.C.H.S. Funeral Director’s Handbook [on] Death Registration and Fetal Death Reporting. I’m holding a copy and I can provide the web address for everyone later.  It’s 65 pages long, and was revised in 2019, so as to be updated for the Electronic Death Reporting era.

The best part is that the Handbook is tailored for use by and for Funeral Directors.

N.F.D.A. contributed to the Handbook, too, so it, too, is a product of a partnership.

But the Handbook can’t cover every situation.  That’s why we need to hear from you.  What are the barriers or problems you face in your day-to-day operations when reporting race and occupation?


Excerpts from the 2003 U.S Standard Death Certificate:
“Items to be Completed by the Funeral Director”

To Be Completed By:
FUNERAL DIRECTOR

51. DECEDENT'S EDUCATION-Check the box
that best describes the highest degree or level of
school completed at the time of death.

o 8th grade or less

0 Sth - 12th grade; no diploma

0 High school graduate or GED completed
0 Some college credit, but no degree

0 Associate degree (e.g., AA, AS)

O Bachelor's degree (e.g., BA, AB, BS)

0 Masters degree (e.g., MA, MS, MEng,
MEd, MSW, MBA)

o Doctorate (e.g., PhD, EdD) or
Professional degree (e.g., MD, DDS,
DVM, LLB, JD)

52. DECEDENT OF HISPANIC ORIGIN? Check the box

that best describes whether the decedent is
Spanish/Hispanic/Latino. Check the “No” box if
decedent is not Spanish/Hispanic/Latino.

No, not Spanish/Hispanic/Latino

Yes, Mexican, Mexican American, Chicano

Yes, Puerto Rican

Yes, Cuban

Yes, other Span ishIHispanicJLat ino
(Specity)

53. DECEDENT'S RACE (Check one or more races to indicate what the

Ooooooooooon oon

decedent considered himself or herself to be)

White:

Black or African American

American Indian or Alaska Native

‘&Name of the enrolled or principal tribe)
sian Indian

Chinese

Filipino

Japanese

Korean

Vietnamese

Other Asian (Specify)

Native Hawalian

Guamanian or Chamorro
Samoan

Other Pacific Islander (Specify)

Other (Specify)

54, DECEDENT'S USUAL OCCUPATION (Indicate type of work done during most of working life. DO NOT USE RETIRED).

53. KIND OF BUSINESS/INDUSTRY



Presenter Notes
Presentation Notes
The next three slides show excerpts from the 2003 version of the U.S. Standard Death Certificate, labeled “Items to be Completed by the Funeral Director.”

In your businesses, you probably have software that imitates this set of items.  You might have state-specific questions, too.  These pictures are from the paper copy of the Standard Death Certificate, so they might not be what you see in your business or teach in your School.  Obviously, everything is electronic now.  But in the long run, these are the essential demographic data items designated for collection by the Funeral Director.

This slide shows Boxes 51 through 55, covering [51] the decedent’s level of education, [52] whether they were of Hispanic origin, [53] their race category, [54] the decedent’s usual occupation, and [55] the kind of business or industry in which they worked.

Keep in mind that race is different from ethnicity.  Hispanic or Latino origin is not a race; it is a characteristic of ethnicity, referring to a group of people who share a common history and culture.  Hispanic ethnicity is distinguishable by territory or country of origin.  For our Workshop purposes, we’re generally referring to “non-Hispanic American Indians” as the targeted race category.  Correctly assigning both ethnicity and race are equally important.

And these are not categories that NCHS decided on for its own convenience.  These are the ethnicity and race categories stipulated by the Office of Management and Budget since 1997.  Keep your eye on this topic, though, because the O.M.B. is currently working on a new set of race categories, which might come out in the next few years.


52. DECEDENT OF HISPANIC ORIGIN? Check the box
that best describes whether the decedent is
Spanish/Hispanic/Latino. Check the “No” box if
decedent is not Spanish/Hispanic/Latino.

L No, not Spanish/Hispanic/Latino

O Yes, Mexican, Mexican Amencan, Chicano

O Yes, Puerto Rican

O Yes, Cuban

O Yes, other Spanish/Hispanic/Latino
(Specify)



Presenter Notes
Presentation Notes
This slide shows an enlargement of Box 52 from the standard Death Certificate, reflecting Hispanic ethnic origin.


53. DECEDENT'S RACE (Check one or more races to indicate what the

decedent considered himself or herself to be)

O White

O Black or African American

O American Indian or Alaska Native
(Name of the enrolled or principal tribe)

O Asian Indian

O Chinese

O Filipino

O Japanese

O Korean

O Vietnamese

O Other Asian (Specify)

O Native Hawaiian

O Guamanian or Chamorro

O Samoan

O Other Pacific Islander (Specify)

O Other (Specify)



Presenter Notes
Presentation Notes
This slide shows an enlargement of Box 53, for the decedent’s race, with the standardized racial categories shown.

Pertinently, the Funeral Director’s Handbook points out that “American Indian or Alaska Native refers only to those native to North and South America (including Central America) and does not include Asian Indian,” with the additional instruction to “Specify the name of the enrolled or principal tribe (e.g., Navajo or Cheyenne) for American Indian or Alaska Native.”  This is designed to reduce “confusion misclassification” when either informants or recorders are using the term “Indian” inaccurately for purposes the death certificate.


Questions or Comments?

e



Presenter Notes
Presentation Notes
Invitation for Questions or Comments – Pause One Minute

Here I’ll pause to check whether you have any questions or comments to this point.


Hot Off The (Digital) Presses

MUeQ Vital Statistics Rapid Release
WA

Fetal Mortality in the United States: Final 2020-2021 and
2021-Provisional 2022

Elizabeth CW. Gregory, MLPH., Claudia P. Valenzuela, MPH., and Joyve 4. Martin AMCEH.
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United States Life Tables, 2021

by Elizabeth Arias, Ph.D., Jiaguan Xu, M.0., and Kennsth Kochanek, M.A

MueQ Vital Statistics Rapid Release
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Infant Mortality in the United States: Provisional Data
From the 2022 Period Linked Birth/Infant Death File

Danielle M. Ely, Ph.D.. and Anne K. Driscoll. Ph.D.
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Rusult—Botamen 2021 and 222 tha

the 2021 lie @bles for all other groups was first implemented
with data year 2008.
Resuits—in 2021, the overall expectation of s at birth

hypothetical conort that s subject throughout its Ifetime to the
age-specific dsath ratss prevailing for the actal population in
2021 Consequenty, the period life tabls may b characterized

‘based on 100% of birth certificates and

data are collected through the National
Vital Statictics System. Findings are
based on all linked birth/infant death

- oo an mm was 76.4 years, decreasing 0.6 year ffom 77.0 in 2020. Ffom a5 rendering a "snapshot’ of current mortality experience by records received and procsssed by the
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Presenter Notes
Presentation Notes
Alright, it’s time to take a Victory Lap!  This is the first of several slides showing the first pages of recent N.C.H.S. reports using Mortality Data from the N.V.S.S.

These reports are made possible by nearly real-time Mortality Data, which in turn are made possible by you, Funeral Directors and your students, who are doing a great job with death certification.  It’s time for another big “Thank You.”

This slide shows 3 reports that are literally hot off the digital presses.  All three were released just last week.  In fact, by my count, during 2022 and 2023, N.C.H.S. has released 42 reports using Mortality Data, with a few more before year’s end, too.

Last week, the reports included Fetal Mortality in the United States, released November 8th.  The U.S. Life Tables, an annual publication, were released November 7th.  And Infant Mortality in the U.S. was released November 1st.  Unfortunately, that last report showed a 3.0 percent increase in Infant Mortality in 2022 compared to 2021, which is a serious problem.
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Deaths: Final Data for 2020

September 22, 2023

by Kenneth D. Kochanek, M A, Sherry L Murphy, B.S., Jiaquan Xu, M.D., and Elizabeth Arias, Ph.D.

Ahslracl
nm—ﬂus report presents final 2020 data on US.

Highlights
Mortality i in 2020

danmx death rat
and trends by eced coracte i s as age, sex, Hispanic
‘origin and race, state of residence, and cause of death.
Meifods—information reported on death cerificates s
tabulations. tiled
in statz registration ofies. Statsial mformaton is sompied
in a national databass thiough the Vital Statistics Gooperative
Program of the National Center for Health Statistios. Causes of
death are proessed acoording to the Inernational Classification
of Diseases, 10th Revision. Beginning in 2018, all states and
the District of Columbia were using the 2003 revised cerificate
‘of death for the entire year, which includes the 1997 Office of
Management and Budget revised standards for race. Data based
on these revised standards are not complately comparable o
previous years.

Resuits—in 2020, a total of 3383729 deaths were
reported in the United States. The age-adjusted death rate was
835.4 deaths per 100,000 U.S. standard population, an increase
of 16.8% from the 2019 rate. Life expectancy at birth was
77.0 years, a decrease of 18 years from 2019, Age-specific
‘death ratss increased from 2019 1o 2020 for age groups 15 ysars
and over and decreased for age group under 1 year. Many of the
15 leading causes of death in2020 ehanged from 2019, COVID-19,
 new cause of death in 2020, became the third leading cause in
2020. The infant mortalty rate decreased 2.9% fo a historic low
‘of 5.42 infant deaths per 1,000 live births in 2020.

Conclusions—in 2020, the age-adiusted death rate
increased and lfe expectancy at birth decreased for the total,
male, and female: populations, primarily duz to the influence of
deaths from COVID-19

Keywords: mortaiity * cause of death * lfe expectancy +
National Vital Statistics System

* 12020, atotal of 3,383,729 resident deaths were registered
in the Unitsd States, an increass of 528 891 deaths comparad
With 2019 (2,854 836). Th 1-year increass in the numbsr of
deaths was a record high, primarly driven by the GOVID-19

pandermic

The crude death rate was 1,027.0 deaths per 100,000

population. The age-adjusted death rate, which accounts for

the aging of the population, was §35.4 deaths per 100,000

U.S. standard population

* The age-adiusted death rate for the American Indian or Alaska

Native:non-Hispanic_population (subsequently, American

Indian or Alzska Native) .2) was 12 times greater

than for the White non-Hispanic population (subsequenty,

White) (834.7)

The age-adjusted death rate for the Black non-Hispanic

population (subsequently, Black) (1,119.0) was 1.3 times.

greater than for the White population (834.7)

* The age-adjusted death rate for the White population (334.7)
was 1.5 fimes greater than for the Asian non-Hispanic
population (subsequently, Asian) (457.7) and 12 fimes.
greater than for the Hispanic population (723.6).

Life expectancy at birth was 77 0 years.

« Life expectancy in 2020 for the Hispanic population wes 0.5
year higher than for the White population

« The 15 leading causes of death in 2020 were:

Diseases of heart (heart disease)
Malignant neoplasms (cancer)
GOVID-19

Accidents (unintentional injuries)
Gerebravascular iseaszs [stroke)
Ghranic lower respiratos
Alzheimer disease

Diabetes me

s (diabet
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e Death Rates Among Youth and

‘Young Adults Aged 10-24: United States, 2001-2021

Sally C. Curtin, M.A., and Mathew F. Gamett, MPH

Key findings

Data from the National
Vital Statistics System

= Suicide rates for people aged

Deaths due to suicide and homicide, often referred to collectively as violent
deaths, have been a leading eause of premanure death to peaple aged 10-24
in the United States (1-3). A previous version of this report with data through
2017 showed that suicide and homicide rates for people aged 10-24 were
trending pward (4). This report updates the previous report using the mst
recent data from the National Vital Statistics System and presents frends from

National Vital

Statistics Reports

NEG

M el 2001 through 2021 i sicide and homicide raies for people aged 10-24 and
through 2021 (fmmﬁsﬂeams people g
‘per 100,000 to 11.0), while for age groups 10~14, 15-19, and 20-24.
homicide rates declined from
2006 through 2014, and then. Suicide rates for people aged 10-24 increased from 2007
increased through 2021. through 2021, while homicide rates increased from 2014
= For people aged 10-14, through 2021.
the suicide rate tupled from
2007 through 2018 (from
0.902.9). and then id not
i y th

2021, while the homicide Figurs 1. Suecice and homicde ceath rates ameng people aged 10-24: Unaed States, 2001-2021
Tate doubled from 2016
through 2021, 3®
. Fmpup]ngedlm S
the suicide rate H '
mzmm@zumm HE
the homicide rate decreased H o
from 2006 through 2013 g°
but then Increased. A
2021, surpassing the suicide H
Tate 10 2020, HE
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Autopsies in the United States in 2020

by Donna L. Hoyert, Ph.D., Division of Vital Statistics

Abstract

Objectives—This report presents information on autopsy
data by age, cause, place of death, and
Methods—Data presented in this report are based on
nformation ffom death certficates filed in siates and the District
of Golumbia and subsequently compiled into the National Vital
‘Statistics System. This report prasents the number of deaths,
number of autopsies, and autopsy rate (number of autopsies per
the number of deaths multiplisd by 100). Trends in the autopsy
rate were evaluated for years. 1972-1984 and 2003-2020, and
differences in the 2020 rate by age, piace of death, and cause of
death were examined.
Results—in 2020, the autopsy rate reached a low of 7.4%.
The autopsy rate varied by age, cause, and place of death. The
autopsy rate for thoss aged 15-24 years was 62.6%, and then
o nose . . .

as hospitalinpatient, hospice facility, and nursing home or long-
term cars were least ikely 1o be autopsied comparad with other
locations. Extermal causes such as assault {omicide) (38.7%)
were among the most frequently autopsied causes of death.
Ghanges in the autopsy rate over time have changed the profile
of those autopsied. In 1972, 79% of autopsies were performed
for Gl due o disases and 1% o geaths e (0 exercl
causes. By 21 of autopsies were performed for deaths
due to diseases and 60% due to external causes.

Keywords: autopsy rate * cause of deaih » National Vital
Statistics System

Introduction

An autapsy. a medical sxamination of a deceasad pusm_
may be performed under different circumstances and may

confirm clinical findings, provide more complete information o
describe cause of death, or uncover conditions not recognized
elinically befors death (1-3). Variation i autopsy rates between
groups, by cause of death, and over fime has implications for

which deaths may have a mors complete and conclusive cause-
of-death defermination. The autopsy rate, or percentage of
deaths that recsived this final assessment, was stable from the
19505 uniil the beginning of the 1970, when the autopsy rate
began to decline (4).

i abilty to track autopsy trends was hampered by the
temoual of the autopsy item from National Center for Health
Statistics (NGHS) data in 1995 in rasponse to budgetary
resiricions(5-8). This capacity was restored with the
teinstatement of reporting the autopsy item in 2003 1o NGHS
under a hew agresment with the Jurisdictions (8). Previous
analyses (4,5) examined data. from the early 2000s for years
when jurisdictions again reportzd the autopsy item. However,
due to variations in systems used by the states to report data to
NGHS, and other data processing-related issies, notall 50 states
and the District of
for each year throughout the next 2 decades. Now that reparting
has been complete for all 50 States and the District of Columbia
since 2016, this report revisits some of the previous analysas
(4,5), while focusing en age, cause, and place of dealh using
mortality data from the National Vital Statistics System {NVSS)
1or 2020. It also presents autopsy ratz rends n the Unitad States
to provide nearly 50 years of context for the 2020 analyses.

Methods

Data presented in this report are based on information from
dexth cartficates filed in states and tha District of Golumbia and
subsequenty compied nf nalloral daa, also known 2 NVSS
by NCHS (3). While two autopsy types are performed in the
United States: a) hospital of clinical autopsies. which family or
dostors request to olarify cause of death or assess care, and
b) medicolegal autopsies, which legal efficias order to further
investigate the circumstances sullounmnq a death (10,11),
autopsy type is not
uopey daa praseted in s eport
the death certicate that asked, “Was a

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Cantars for Disaasa Control and Pravantion
National Center for Haalth Statistics
National Vital Stafistics System

Deaths: Final Data for 2020
(Released Sept. 23, 2023)

Suicide and Homicide Death Rates
Among Youth and Young Adults
(Released June 15, 2023)

Autopsies in the United States in
2020
(Released May 24, 2023)
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Estimates of Drug Overdose Deaths Invelving Fentanyl,
Methamphetamine, Cocaine, Heroin, and Oxycodone:

United States, 2021

Merianne Rose Spencer, M.P.H., Margaret Warner, Ph.D., Jodi A. Cisewski, M.PH.,
Arialdi Minifio, MLP.H., David Dodds, Janaka Perera, and Farida B. Ahmad, M.PH.

Abstract

Objsctives—Using literal text from
the National Vital Statistics System,
iona] d

age-adjusted death rates for males were
than he rates for

all drugs analyzed. Among those aged
23-64, the highestrate uldﬂlgmm‘do:e

2001 ()

por

‘methamphetamine, cocaine, heroin,
and oxyeodone by sex. age, race and
‘Hispanic origin, and public bealth region.

similer e

those =gedM4vw- and 65 and over,

Methodo—The 1
1o o e Mol Vi i deaths for the race and Hizpanic-orizin
System mortality data for deaths groups analyzed Age-adusted rates of
occumring in the United States among drug overdose deaths varied by rezion.

‘US. residents. Dr . e 1n 2021, for Regions §
were linxited to those with Frtermarional 2310,

Classification of Disases. 10th Revision
(1(1110) el cae-of death

imvolved in drug overdose deaths (2-5).
Typically, deaths in the United States are
coded to the Iuernational Classification
quma_ﬂ 10th Revision (ICD-10) to
underlying and multiple causes
e oy -y e
System (NVSS) (6). However, ane
imitation of the ICD-10 classification
ystem is hat, with a few exceptions,

fentanyl were highest while druz
overdose deaths involving both fentanyl

1CD-10 code:
drugs, bt rather, broader categories.
For exampl, the ICD-! 210 cods o deag

),cww (euicide), X85 (bomicids), o Regions 8 and 10, opioids (T40.4) inchudes deaths invelving

Y10-Y14 (undetermined intent). Specific - fentanyl, tramadol, and nitazenes.

drugs - Keywords: drug selely based on ICD-10
difficult to

death certificates. Trends from 2016
throush 2021 were exzmined. a5 well a5
sex, age, race and Hispanie origiz, and
egion-specific estimates for 2021

urveillance » pois pec
and

Mational Vita Stat

i ek 35

To address the limitations of ICD-10-

Introduction coded mortality data, the National Center
Recults—From 2016 through 2021, ST St b el »
ded desth Drugov tobe literal ext of
¥ izai ic bealth burdenimthe  desth certif
and cocaine increased, while drug. United States. over ‘T e
overdose dexth res imolving the past 2 decades. From 2001 through ixvalved in the desth (7). Death
4 In 2020, the 2001, 2 certificate

Cantars for Disense

revention

eter
Healt statscs

NGHS reports cani
hitps e o govd

Fentanyl, Methamphetamine,
Cocaine, Heroin, Oxycodone
(Released May 3, 2023)

NCHS Data Brief

Drug Overdose Deaths in the United States, 2001-2021

Merianne Rose Spencer, M.PH., Arialdi M. Minifio, M.PH_, and Margaret Wamer, Ph.D.

Key findings

Data from the National
Vital Statistics System

+ In2021, 106,699 drug

Drug overdose deaths have been rising over the past 2 decades in the
‘United States (1—4). This report uses the most recent data from the National
Vital Stafistics System (NVSS) to update statisics on deaths from drug
overdose in the United States, showing rates by demographic groups and by
the types of drugs involved (specifically, opioids and stimulants), with a focus
on changes from 2020 through 2021

m'udmedexﬂlsncmn'ed,
ge-adjusted rate.
21314 per 100,000 standard The age-adjusted rate of drug overdose deaths rose more
‘population in the United States than 14% from 2020 through 2021 in the United States.
;md‘“ge"“l‘ ‘E‘:‘m il « 2021, 106,699 drug overdose deaths occumred. resulting in an age-
E‘m""‘*"‘;%zo ‘adjusted rate of 32 4 per 100,000 standard population (Figure 1).
through 2021 + Among the total population, the age-adjusted rate of drg overdose
+ Drug overdose death rates deaths increased from 6.8 1 2001 to 115 in 2006, was stable from 2006
increased for cach race and
c-origin & Foure 1. Age-adh by sex: Unitd States, 20012021
nonHispanic Asian
befween 2020 and 2021 cm
* The rate of drug overdose H
deaths involving synthetic g%
opioids other than methadone 1
increased 22%, whike the )
Tate of deaths imvolving H e
heroin declined 32% between &
2020 and 2021 g LEC
*+ From 2000 through 2021, i
the rate of drug overdose deaths =
increased for deaths involving - I Y B |
e e W3 WS W7 00 Wil WD N1 AT 00 202
‘psychostimulants with buse
potential
P
us. DEPARIMENT OF HEALTH AND HUMAN SERVICE
{ é = for Disease Control and Prevention
K Nnma Center for Health Statistics.
S

Drug Overdose Deaths in the U.S.,

2001 - 2021

(Released Dec. 22, 2022)

NCHS Data Brief m No. 455 = November 2022

Drug Overdose Deaths in Adults Aged 65 and Over:

United States, 2000-2020

Ellen A. Kramarow, Ph.D., and Betzaida Tejada-Vera, M.S.

Key findings

Data from the National
Vital Statistics System

« Between 2000 and 2020,
age-adusted rates of drug
overdose deaths for adults aged
65 and over mcreased from

2.4 to 8 8 deaths per 100,000
standard population.

« For men aged 6574 and
75 and over, rates of drug

cor
aged 75 and over, non-Hispanic
White women had the

highest rates.

* The age-adfusted rate of

increased
2019 (1.9) and 2020 2.9).

o’

4

S
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102020, 5,209 drug overdose deaths in adults aged 65 and aver were recorded.
(1). Drug overdose death rates for older adults were lower than for other age
‘groups but have increased in the past 2 decades (1,2). This report preseats
age-adjusted trends in drug overdose death rates. including treads n the type
of opicid drug involved, for adults aged 65 and over for 2000-2020 wsing
‘mortality data from the National Vital Statistics System (NVSS). Age- and
sex-specific death rates for adults aged 63-74 and 75 and over are shovwn
race and Hispanic origin for 2019 and 2020.

Rates of drug overdose deaths for adults aged 65 and over
increased from 2000 through 2020
+ Between 2000 and 2020, age-adjusted rates of drug overdose deaths for
‘adults aged 63 and over 2.4 deaths per 100,
population fo 8.8 (Figue 1).

Figue | Age-ausis dug verdose death rate for s aged € and ove, by sex:
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Genters for Dissase Control and Praveniion
National Carter for Health Staiscs.

Drug Overdose Deaths in Adults
Aged 65 and Over: 2000 - 2020
(Released Nov. 30, 2022)



Presenter Notes
Presentation Notes
Sadly, we have a drug overdose crisis in the U.S.  This slide shows 3 more N.V.S.S. reports that describe various aspects of drug overdose deaths.

The first report referred to deaths attributed to Fentanyl, Methamphetamine, Cocaine, Heroin, and Oxycodone.  The second and third reports covered total Drug Overdose Deaths in the U.S., with the third report focusing on such deaths in Adults Aged 65 and Over.
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Identification of Deaths With Post-acute Sequelae of
GOVID-19 From Death Certificate Literal Text: United States,
January 1,2020-June 30, 2022

Farida B. Ahmad, M.P.H., Robert N. Anderson, Ph.D.. Jodi A. Cisewski, M.P.H., and

Rbstract
Objectives—Thiz study describes the
use of death certificate literal text to.

po:
(PASC), or long COVID, in the National
Vital Statisti

final azd

Paul D. Sutton, Ph.D.

Keywords: long COVID » Hispanic
origin » race » National Vital Statistics
System

Introduction

Data Source and Methods

Data and methods

‘This report analyzed final 2020 and
‘provisional 021-2022 NVSS death

Pecple with 2
COVID-19 illness
ae of COVID-19

Method:
provsoml \T\'SS et cerfiste cate

(PASC) and death (1). PASC, commonly
k

States
n‘lunnrkml:nl 2020 th 10“1

s long COVID, refers to lonz-
term symptoms experienced after
3 person hias

the I 'vl:
2020-Fane 30, 2022. The amalysts w
melmdm_wnhwﬂ(coxmm

Jnmmnmal Classification of Diseases,
1041 Revision (ICD-10) couse-of-death

code U1 and Literal text with keywords
efuring to PASC o long COVID. Data
are based

infection with SARS-CoV.2, the virus

that camses COVID-19 (2). In September

2020, the World Health Organization.
ved th i Classific

‘umder)
a.mhas) Long COVID deaths were

of Diseases. 10ih Revision (ICD-10)

‘processad by the National Center for
‘Health Statisties as of October 7, 2022.

‘mertality code U099 for coding and
reporting post- COVID conditions Linked

ui'CCﬁr‘lDlD m-mgdmkzy e
“chronie CC COVID” “long
Pt lmgmlucwm

COVID-19 (3.4). OVID-15." “post-

Recuitz—The 34 «code U099 CoV-2 infaction.”
deaths mentionng long COVID key ad mot been implemented for the coding  “PASC." “post COVID.” and “post COVID
terms and coded to U071, the ICD-10 and reporting of long COVID deaths in syndrome ™ The list of hey terms wsed
code for COVID-19,. the United . to categorize long COVID deaths was
oceurring in the United States from to assess long COVID developed by
Jamuary 1, 2020, through Tune 30, 2022 1CD-10 codss, Th by nd Centers for Disease Cantrol
The percentage of COVID-19 deaths of Ul d Pres i
with long COVID Fumed02l n the United States BASC ()

(1.2%) and in April 2022 (3.5%). The

literal text, or the words describing the.

v adted destht oo COVID. e of dsh o st i,
was 63 per 1 for the canbe
12-month period ending in me 3022 survellance beyond.

The long COVID desth rate from Faly

1, 2021, through Fune 30, 2022, was

hughest among odulsaged 65 and v
Ind lask:

class: .mpm-m-lbvlmlo
coding (5). This study describes the use
of death certificate literal text to identify

Natue people. and male: Hispame
Asian people bad the lowest death rate.

OVID-19 deaths with long
COVID in the Netion Vital Saisics
System (NVSS).

COVID-19 death counts and rates:
inchude deaths for which COVID-19
s listed cn the death certificate as an
underlying or confribmting cause of death.
The underlving cause of death s the

cov]
85.2%
the =rf
of el

NCHS Data Brief m No. 447 m October 2022

COVID-19 Death Rates in Urban and Rural Areas:

United States, 2020

Sally G. Curtin, MA., and Melonie Heron, P.D.

Key findings
+ In2020, the age-adjusted
death rate for COVID-19 was
Bighest in the most urban areas
ge central metropalitan)

‘metropolitan areas (75.0),
where the rate was the lowest.
= For males, the age-adjusted
COVID-19 death rate in 2020
‘was highest in the most wban
areas (129.3); for females, the
highest rates were i the most
‘urban (72.8) and the most rural
(moncore) (73.8) areas.

= For people under age 63
COVID-10 death rates for
males were highest among
those Living in the most trban
areas, but among females
Tates were highest in the most
rural aveas.

* For people aged 65 and
over, COVID-19 death rates for
‘males were highest in the most
‘urban areas; rates were highest
for females in the most urban
and the most rural aress

V)’

¢

-

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICI

Death rates in the United States are higher in rural than urban aress, and
the difference has grown over the last 2 decades (1). Death rates for all of
the 10 leading causes of death in 2019 were higher in rural than wban areas
(1). In 2020, deaths due to COVID-10 became the third leading cause of
death in the United States (2). This report presents COVID-19 death rates
for rural and urban areas in 2020 by sex and age group (under age 65 and 63
and over). Rates are presented for fhe six categories of whanicity according
to the decedent’s county of residence (3). Urban areas include large central
larze X . and small
areas inchude and

Age-adjusted COVID-19 death rates were highest in the most
urban areas.

[ 2 L) @ [ 100
Deaths per 100,000 U standard popuiation
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NCHS Data Brief m No. 446 m October 2022

COVID-19 Mortality in Adults Aged 65 and Over:

United States, 2020

Betzaida Tejada-Vera, M.S., and Ellen A. Kramarow, Ph.D.

Key findings

Data from the National
Vital Statistics System

« 102000, the deathrate:

for COVID-19 among adults
aged $ d over (16450 per
100.000 population) was 2.8
fimes ]ngltrﬂnnﬂm nate for
ages 75-84(589.8), and.

7 times higher than that for
ages 6574 (2343).

= Age-adjusted death rates
For COVID-19 were higher for
‘men than women for al race:
and Hispanic-origin groups
among adults aged 65 and over
+ In 2020, age-adjusted death
rates due to COVID-19 i the
population aged 65 and over
from 90.5 i Hawan to
872.0in New Jersey.

+ Among adults aged 85 and.
over 386% of COVID15
deaths occurred in a mursing
home or long.tem care facility
compared with 19.2% among
aduls aged 75-84 and 9.7%
among those aged 65-74.

e

"< -
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Certers forDisase Contland Frevesion I 4
ko e oo St

COVID-19 was the underlying cause of death for a total of 350,381 deaths
in the United States in 2020 (1). Although COVID-19 cam affect pecple of
any age. older adults were especially impacted dring the first year of the
pandemic: 81% of COVID-19 deaths in 2020 (282.836) occurred among

those aged 65 and over. In this age group, COVID-19 was the third leading
cause of death, affer heart disease and cancer (1). This report describes
COVID-19 mertality in 2020 by selected characteristics in the population aged
65 and over

How did death rates for COVID-19 vary by age group and sex
among adlults aged 65 and over in 20202

* The COVID-19 age-adjusted death rate for the age 65 and over

‘population was 533.5 per 100,000 standard population. The rate was
1.5 times Tigher for men (666.8) than women (433.0) (Figure 1)

Figure 1.
United Siates, 2020

. T N Men' W Vomen

Deams per 100.000 pepuiaten

Identification

. of COVID-19

From Death Certificate Literal Text
(Released Dec. 14, 2022)

COVID-19 Death Rates in Urban
and Rural Areas, U.S., 2020
(Released Oct. 25, 2022)

COVID-19 Mortality in Adults
Aged 65 and Over: U.S., 2020
(Released Oct. 14, 2022)



Presenter Notes
Presentation Notes
N.V.S.S. Mortality Data have been instrumental in our understanding of the new pathogen, COVID-19.  This slide shows some recent reports about deaths attributed to COVIV-19.

The first report demonstrated methods for identifying COVID-19 exposure and sequalae from literal text entered into the Death Certificate by medical certifiers.  The second report covered COVID-19 mortality rates in urban and rural areas in 2020.  The third report covered COVID-19 mortality in adults aged 65 and over in 2020.


Occupational Mortality Studies

National Vital

Statistics Reports

NES

Volume 72, Number 7

August 22, 2023

Drug Overdose Mortality by Usual Occupation
and Industry: 46 U.S. States and

New York City, 2020

Rachasl M. Billock, Ph D, Andrea L_ Stssge, Ph.D., and Arialdi Minifio, M PH_, Division of Vital Statistics

Abstract

Ojective—This report  des s from drug
overdoses in 2020 in LLS. residents in 46 states and New York
Gity by usual ogoupation and indust

Methods—Frequencies, death rates, and progortionate
mortality ratios (PMRS) are prasantsd using the 2020 National
Vital Statistics System mortality data file. Data were restricted
to decsdents aged 16-64 for rates and 1564 for PMRS with
usual occupations and industries in the paid ciilin workdorce.
Age-standardized drug overdose death rates wera estimated for
usual occupation and indusiry groups overall, and age-adjusted
drug overdosz PMRS wera sstimated for each ustal octupation
and industry group overall and by sex, race and Hispanic-origin
roup, type of drug, and drug overdose intent. Age-adiusted drug
overdose PMRS wiere also estimated for individual occupations
and industries

ults—Dr ose mortality varied by usual
oocupation and industry. Workers in the construction and
araction occupation s u 62.6 deaths per 100,000 workers,

group {1303, mwas m had the highest drug overdose
death rates. The highest Qroup-lsvel drup overdoss PMRs
were obsarved in decedents in the construction and extraction
eccupation group and the construction industry group (145.4,
1436-147.1 and 144.9. 1432146 5, respectvely). Differences
indrug overdose PMRs by usual occupation and industry group
were observed within each sex, within each race and Hispanic-
arigin group, by drug type, and by drug overdoss intsnt Among

PMRS were: 0bserved in decedents who worked as fishers and
elated fishing occupations and in fishing, hunting. and trapping
industris (1931, 166.6-2224 and 1865, 161.7-214.1,
respectively).

Conclusions—Varation in drug overduse death rates and

PMRs by usual occupation and indusiry in 2020 demansirates
the ongoing drug

‘o certain sectors of the .S, workforce.

Keywords: worker health « proportionate mortalty ratios *
census codes * National Vital Statistcs System

Introduction

Deaths from drup overdoses are a major public health
congem in the United States (1,2). particulary in the working-
age population (1). The drug overdose death rate increased in
most years from 1999 through 2020 {3). This trend intensified
during ths GOVID-19 pandemic; the LS. drug overdose deatn
rate in 2021 was 50% higher than in 2019 (1). Increases in drug
awerdose Geaths in 2020 and 2021 contributed 1o the overall
tise in deaths nvolving drug overdose, suiside, or alconol abuse
during the pandemit (4).

verdose mortality risks vary by occupation, industry,
and work-reiated characteristics, including workplace injury,
work-reted psychosogial sifess, precarious employment
emplayer-provided health insurance status, and access to paid
sick leave (5-8). Workers in sach ocoupation and industry also
experienced umuue stressors during the COVID-19 pandemic
that impacted prevalence and management of substance use
disorders (!HZ] This report describes LS. drug overdose
mortality by usual nccugation and industry for 2020 o expand
on and update historical estimates (5). Drug overdose deat
rates and proportionats mortlity ratios (PMRS) are estimated
for each occupation and industry group averall. Drug werduse
PMRs are also estimated for sach individual occugatior
industry and for ea:h ch capation and industry group e
sex. within each race and group. by drug type,

National Vital

Statistics Reports

AL

U.5. DEPARTMENT OF HEALTH AND HUMAN SERVICE]
Centers for Disease Control and Prevention
National Center for Health Siatistics
National Vital Stofistics Systam

n b g verdose et

Drug Overdose Mortality by Usual
Occupation and Industry
(Released August 22, 2023)

Volume 71, Number &

October 28, 2022

COVID-19 Mortality by Usual Occupation and
Industry: 46 States and New York City,

United States, 2020

by Rachael M. Bilack, Ph.D.. Andrea L Stesge. Ph.D., and Aialdi Mininio, M.PH., Division of Vial Sitistics

Abstract

Ojestives—This report describes COVID-18 mortality in
2020 among U.S. residents in 46 states and New York City by
usal secupaion and industry.

—Frequencies, death rates, and proportionate
mortality valm (PMIRS) are pressntsd using data from the 2020
National Vital Statisties Systemmortalty file. Data were restricted
to decedents aged 1564 (working age) with usual occupations
and industries in the paid, civilan workforse. Ags-Standardized
COVID-19 deaih rates were estimated for each usual occupation
and industry group overall, and age-adjusted COVID-19 PMRs
were estimated for each usual occupation and industry group
‘overall and within sach sex, race:and Hispanic-origin, and region
of residence group.

Resuits—COVID-1S death rates and PMRs showed
differences across usual ocoupations and indusiries in
2020 Workers in protective service Occupations (60.3 per
100000 workers, 85% confidence interval: 535-67.2) and

commodation and food services industries (55.0, 51.1-58.9)
experienced the highest deaih rates. The highest PMRs were
observed among decedents in community and sovial services
occupations (1585, 151.4-1657) and in transporiation and
warehousing (119.3, 116.3-122.2), healthcars and social
assistance (1187, 116.3-121.1), and administrative, support,
and waste services (118.3, 114.5-122 1) industries. Variabily
in COVID-19 PMRS by usual occupation and industry group was
also observed within demographic subgroups.

Conclusions—GOVID-19 mortality in 2020 varied by
usual occupation and industry overall and within demographic
subgroups.

Keywords: worker health » SARS-GoV-2 * death rates
proportionate mortaliy ratios * census codes » National Vital
Stalistics System

Introduction

id Heaith Organization (WHO) declared the 2019
novel coranavirus, or COVID-19, a public healih emergency of
international concern on January 30, 2020 (1). An Infemational
Glassification of Diseases, 10th Revision (1CD-10) emergency
cods (UD71) was immediataly created to consistantly
document this new corenavirus (2). The COVID-19 pandemic
has since impacted all LS. residents, with some populations
disproportionataly affected (3)

Work is a core social determinant of health and working
conditions, and job tasks influence transmission of severe acute
respiratory syndrome coronavirus 2 (SARS-GOV-2), he virus that
“This repart describes COVID-19 mortality
in 2020 by usual uommnnnandmdushy COVID-19 death e

(PMI
ocsupaton and indusiry groun ovral GOVID-19 PMRsmm
estimated for each occupation and industry group within each
sex, race and Hispanic-origin, and region of residence group

Data Sources

Morality data are from the National Center for Health
Statistics” National Vital Satisties System (NVSS) 2020 mortality
file. Data on usual pccupation and industry ars avalabla for 1%
of decedents aged 15 and over in the 2020 NVSS mortality
file and are reported by 46 states and New York City. Results
are oaly representative of decedznts in these 47 jurisdictions.
Occupation and industry data were also missing for substantial
portions of dcedents (6%~11%) in two partcipating statas (5).
See the Technical Notes for more information on partcipating
Jurisdictions and data availabil

Ty s ndard Certifcate of Death (6) records usual

dust
e Gosadent Spent moet o

U.S. DEPARTMENT OF HEALTH AND HUMAN SEI?V\CE
Canters for Dissasa Control and Preventi
Nafionel Ganter for Health Statiics
Natfional Vital Statistics System

{16

COVID-19 Mortality by Usual
Occupation and Industry
(Released Oct. 28, 2022)



Presenter Notes
Presentation Notes
I’ve mentioned Occupation and Industry coding on the Death Certificate several times, and also our CDC colleagues at the National Institute for Occupational Safety and Health, N.I.O.S.H.  This slide shows 2 reports using Occupation and Industry coding taken from Death Certificates.  Of course, it is the Funeral Director who adds the Occupation and Industry coding.

These reports covered drug overdose mortality in the U.S. by usual occupation and industry, and also COVID-19 Mortality by Usual Occupation and Industry.  It turned out that law enforcement and customer service workers experienced higher COVID-19 mortality than health care workers.


Guidance for

NATIONAL CENTER FOR HEALTH STATISTICS
National Vital Statistics System

ertifiers

Physician’s Handbook
on Medical
Certification of Death

2023 Revision
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Centers for Disease
Cantrol and Prevention
National Center for
Health Statistics

\ital Statistics Reporting Guidance §I

Report Ho. 3 - Released Anril 2020 - Exnanded February 2023

Guidance for Certifying Deaths Due to
Coronavirus Disease 2019 (COVID-19)

Expanded in February 2023 to Include Guidance for Gertifving Deaths Due to
Post-acute Sequelae of GOVID-19

Introduction

In December 2019, m outbredk of 3 respiratory disease
associated with 2 novel coronavirus was reported in the ciy of
Wahan in tbe Hubei province of the People's Republic of China
(1) The virus has spread worldwide and on March 11, 2020, the
World Health Organization declared Coronavirus Disease 2019

‘effects of this pandemic and appropriately direct public health
Tespomse.
Gause-of-Death Renorting

V.'hmrepmnrmanfdsﬁmaduﬂ:amﬁm e amy
edical hist

(COVID-19) 2 pandemic (2). OVID-19 i the
U

Tamniary 2020
in February 2020 (4), both in Washington State. Since then, the

her of reparted cases in the United States has increased and.
15 expected to continue to rise (3).

In public health emergencies, mortality surveillance provides

‘crucial imformation about population-level disease progression.,

25 well 25 guid

and assessment of their impact. Monitoring and. analysis of
y data allow dissemination of eritical information. to

the public and key stzkeholders. One of the most important

an autopsy repert, or other sowrces of relevant
information. Similar to many other diagmoses, 2 cause-of-death
statement is an informed medieal opimon thir should be based
on sound medical judgment drawn from clinieal waining and
experience, 2 well as knowledge of eument diseace states and
Tocal trends (6)

Partl

ofdmlha_»l!pudsdund.!ﬂhmhﬂcnﬁ Death certificates

stered for every death occuring in the Uited States,
g  ccuplete ieres of morlty saioowide The desdh
certificate provides essential mfonmation about the deceased
and the cawse(s) and circumstamces of death Appropriate

for use i epidemiologic analyses and public health reporting
A notable example of the utlity of death certificates for public
d

directly to death. The diste cause of
death, which is the disease or condition that directly praceded

and is et pecessarlly the wnderlying cawse of death
{UCOD), should be reported on Line 2. The conditions fhat led
to the immediate czuse of death should be reported in 2 logical
‘sequence in terms of fime and etiology below it

‘The UCOD, which is “(a) the disease or injury which ixitiated
the train of morbid events leading directly o death or (5) the
of the accident or violence which produced the

influenza deaths. Accurate and timely death certificate data are
integral to detecting elevated levels of infiuenza activity in real
time (htips:/worwcde. gov/fiu/reeky/index bim).

Monitoring the emerzence of COVID-19 in the United States
and guiding public bealth response will also require accurate
mmmm‘;mmﬂdmmum

fatal injury” (7), should be reported on the lowest line used in
Part]

Approximate inferval: Onsel lo death

For each condiion repated iz P . the e ervl beween

provide guidance to death certifirs on £-death
Ceraicsion for caseswher confrmed ot upecid COVID. 19
mfecumre:ulmlmdaxh.!\sdmual euidance on COVID-19

evolve:, this guidance may be updated, i mecessary. When
COVID.19 1 Seerumed 5o 5 o oF dash 4 2 moportnt

Us

ded\zsmpuﬂsd]lbzm

D

Vital Statistics Reporting Guidance Il

Report Ho. 4= March 2022

A Reference Guide for Certification of Deaths
Associated With Pregnancy on Death Certificates

Introduction

Death cartificate: are the primary sowree of datm for official
Data

'Wiho Gompletes the Death Certificate?

mmmmwmmmmmﬁummw
the medical certi

‘mortality statistics in the United States.

prevention. comparing trends across local, state, and mational
Ievels; and setting public health goals.

The statistical dats desived from death certifieates ae snly
& accwate 3 the mfomuaton provided on the reconds.
Consequently, all people imvolved in death certfication are
crucial to ensuring that the reporting of the circumstances and
cauze: of death is securste and complete. Comsct and spacific
imformation on the uderying cawe =d ober cootr

mdxmmmm;
general gwidance and are available on
bow to complete the death certificate (1.2), this reference

official matermal mertality statistes in the United States (3).
Appropriately cheracterizing dezths associated with pregmancy
death certii

quality
data and official matemal mortality statisties.

‘This refirence guide includes:

= Defailed instructions for complefing the death certificate for
deatlss associated with pregnancy.

.
pregnancy and sample certificanions (Appendix )

® Resowces and websites with addifional information
(Appendsx IT).

= Definition of terms (Appende IT).

Usl

g
pregnancy tanes. The medical portion of the desth carficate

of the stafe or locality in which the death occrs. The authority
for madical certification varies by state, but the certifier wally
15 one of the following:

B Physicim
= Medical examiner

= Coromer

In some states, certifiers may also include:
B Physician sssistant

8 Nurse practifioner

u Others

\Wlhat are “Deaths Associated With
Pregnancy” and “Maternal Deaths™
Deaths

during pregnancy, at the time of delivery, or within 1 year
Wmm.emm ‘of the cause, location of pregaancy, ar

O et from which materaal denth e dentified.

Orgam
{(WHO) and adopted by the National Center for Health Statistics
(NCHS)—is “the death of a woman while pregnant or within 4
days of termination of pregnancy, imespective of the duration
and the site of the prezmancy, from any cawse related to o1
aggravated by the pregancy o its management, but not from
accidental or incidental causes™ (4). Maternal deaths are a subset

of deaths associated with pm
associated with

et i s 1 9

Physician’s Handbook on Medical
Certification of Death - Revised
(Released Sept. 11, 2023)

Guidance for Certifying Deaths
Due to COVID-19 - Revised
(Released Feb. 27, 2023)

Reference Guide for Certification
of Deaths Assoc With Pregnancy
(Released March 21, 2022)



Presenter Notes
Presentation Notes
In addition to providing guidance for Funeral Directors, N.C.H.S. also publishes guidance documents for Medical Certifiers, who are usually physicians.  In fact, N.C.H.S. has a smartphone App that doctors can use to improve the accuracy of the data they contribute in certification.

This slide shows three recent guidance documents.  The Physician’s Handbook on Medical Certification and Death was recently revised and just released on September 1st.  There is also a 2023 update to the original 2020 “Guidance for Certifying Deaths Due to COVID-19.”  Finally, there is a “Reference Guide for Certification of Deaths Associated with Pregnancy.”

Even though Funeral Directors are not directly responsible for medical certification, I wanted you to see that N.C.H.S. is working with multiple partners to keep improving the quality of national mortality data.


Race Misclassification Is a Source of Bias


Presenter Notes
Presentation Notes
Let me return to the subject of statistical bias.  I mentioned that bias represents a systematic inefficiency in collecting or interpreting data.

It turns out that misclassifying the race of a decedent is an important source of bias.  That’s especially true among Native American decedents.


1999-2011 Misclassification Percentage

White (Reference Group)

Black

Asian / Pacific Islander

Hispanic

American Indian / Alaska Native

0 10 20 30 40 50

Source: Arias, Heron & Hakes, 2016
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Presenter Notes
Presentation Notes
This slide has a bar graph showing the misclassification percentage, compared among large race categories.  It should be as close to zero as possible.

These percentages come from a Validation Study conducted by researchers at NCHS.  They used data about a person’s race, reported during their lives by the persons themselves when they responded to a longstanding Census Bureau survey named the Current Population Survey, and also a sample of decennial Census respondents, who died between 1999 and 2011.  They compared the corroborating Census documentation about self-reported race, to the race information recorded on each person’s death certificate.  The result is a ratio that quantifies any level of disagreement.

Among White Americans, race categorization is very accurate, hence for statistical purposes, that group served as the Reference Group here.  The misclassification rate for Whites is almost zero percent misclassified.

During the period 1999 to 2011, for every 100 death certificates among Black Americans, one would have been misclassified according to race.

For every 100 death certificates among either Asian – Pacific Islander Americans, or Hispanic Americans, 3 would have been misclassified.

But for every 100 death certificates among American Indians, up to 40 will be misclassified.

A 40 percent error rate is very high, and of great concern when it does not exhibit improvement over time.

Survey information (Hahn, et al., 2002) suggested in the absence of information from documents or next-of-kin informants, Native American decedents were sometimes expediently misclassified as “White.”  Moreover, assigning a person of mixed race to one of the standard race categories is difficult.  We do not have a method for determining the accuracy of “enrolled or principal tribe,” either, even though a line exists on the standard death certificate for that information to be recorded when relevant.  So we know these are sources of bias.


Chart1
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		White (Reference Group)



Source: Arias, Heron & Hakes, 2016
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Table 1. Summary of Previous Research Reporting Estimated Misclassification Rates for Race
Categories, Various Methods and Authors Between 1969 — 2021.

Note: N.L.M.S. = National Longitudinal Mortality Study; References # 20 through # 25

Race Categories

Study Year or Period

(Reference) White Black A.P.l. Hispanic Al-AN
1960 C R ted
(Hamb:;zltj,s1969) 0.02 % 1.8 % “Other Niac-)\r/\/ehit:?: 9.1 % 20.8 %
s . 0.08 % 1.8 % 17.6 % 10.3 % 26.4 %
Rosenberg, et al, 1999) 0 % 0 % 13 % 7% 37 %
(Arias, of al. 2008) 0% 1% 7 % 5 % 30 %
(Arias, ot ol 2016) 0% 1% 3% 3% 40 %
2019 AI-AN Mortality Profile Not Reported 36.7 %

(Arias, et al., 2021)



Presenter Notes
Presentation Notes
This slide summarizes the previous research estimating race misclassification rates.

In the 1960s, researchers at NCHS and the Census Bureau identified the elevated misclassification rate among Native Americans.  In a 1969 study using data from the 1960 Census, shown on the first row, NCHS calculated a 20.8 percent misclassification rate.  That would turn out to be the lowest measurement among all these.  In the six decades since, the rate has ranged between 20.8 and 40 percent, as shown in the yellow cells.

Thus, the Bar Graph on my previous slide is a good representation of the misclassification rate problem, in any decade, not just the decade up until 2011.

This source of bias is old and familiar.  But is it intractable?  What can be done to reduce race misclassification?


Questions or Comments?

e



Presenter Notes
Presentation Notes
Invitation for Questions or Comments – Pause One Minute

Here I’ll pause to check whether you have any questions or comments to this point.


Funeral Directors and
the National Occupational Mortality
Surveillance (N.O.M.S.) Program


Presenter Notes
Presentation Notes
Now, I want to describe the important role played by Funeral Directors within the National Occupational Mortality Surveillance Program, known by its acronym, N.O.M.S.  My colleague at N.I.O.S.H., Dr. Andrea Steege, works on N.O.M.S., and prepared these next slides.
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Presenter Notes
Presentation Notes
This slide shows another picture of the U.S. Standard Certificate of Death.

Specifically, from Boxes 54 and 55, we obtain the data about the Decedent’s Usual Occupation and the Kind of Business or Industry.

N.O.M.S. uses occupation and industry text supplied by Funeral Directors as part of their work in death certificate reporting.

Occupational mortality studies depend on accurate information from Boxes 54-55.  A good example is a recent study published by the N.V.S.S. about Covid-19 mortality by usual occupation.

Here I want to refer to “missing data.”  As I mentioned earlier, race category data are very complete, even if sometimes misclassified.  Funeral Directors almost always enter something about race; there are almost no missing data.  But Occupation and Business / Industry data are sometimes missing, or of variable quality.

One problem is using the word “Retired.”  The N.C.H.S. Funeral Director’s Handbook even says it twice for line 54: “Do Not Enter Retired,” and “Never enter ‘Retired’.”


N.O.M.S.

*» Monitor changes in cause of death
by usual occupation or industry in
the United States.

* Having industry and occupation

enables researchers to:

- examine changes in cause of
death by usual occupation and
industry;

- identify new work-related
health hazards; and

» guide research and prevention
activities.



Presenter Notes
Presentation Notes
This slide shows images of three recent publications that used N.O.M.S. data.  Each of them involves workers in one or more Industry Groups.  The top one is the COVID-19 mortality study I just mentioned.  Another showed the leading causes of death among construction workers, not only among current workers but also retired workers, too.  The third image is the drug overdose mortality study.  All of these relied on N.O.M.S. data, which of course relied on the death certificate entries that Funeral Directors recorded in Boxes 54 and 55.

N.O.M.S. is designed to monitor changes in cause of death by usual occupation or industry in the United States.

Having industry and occupation enables researchers to examine changes in cause of death by usual occupation and industry, identify new work-related health hazards, and guide research and prevention activities.


N.O.M.S. Resources

The N.O.M.S. program has been
designed to provide more resources
for Funeral Directors, including:

Updated manual:
Guidelines for Reporting
Occupation and Industry on
Death Certificates

Updated Website:
Information for Funeral Directors

https://www.cdc.gov/niosh/topics/noms/funeral.html

Promoting productive workplaces / M.
through safety and health research /

National Occupational Mortality Surveillance (NOMS)

Espafiol (Spanish)  Print

Information for Funeral Directors
To ensure the best data are collected, it is important to
1) understand that occupation is different from industry,
2) collect usual occupation and corresponding industry, and
3) provide sufficient detail of the occupation and industry.

If the occupation and industry information on a death certificate is incomplete
or inaccurate, researchers will not be able to correctly identify links between a
cause of death and a specific occupation or industry.

Uses of Usual Occupation and Industry
Information

* Detect new illnesses or injuries occurring in relation to specific industries or
occupations.

* Monitor known associations between job hazards and illnesses (e.g., Black
Lung Disease, once thought to be on the decline within the coal industry,
reemerged in 2019).

Calculate burden of illness for specific industries or occupations to
prioritize research.

o Guide prevention efforts and more in-depth research on links between

Check out our series of
short training videos!

The following videos provide
guidance for recording usual
occupation and industry on death
certificates.

Part 1: Introduction

Recording Industry a
B QS
— la 4‘7 d

Part 2: Defining Usual Occupation
and Industry

Recording Industry a
Faresd
us.. v

26



Presenter Notes
Presentation Notes
The N.O.M.S. program recently updated its manual, entitled “Guidelines for Reporting Occupation and Industry on Death Certificates.”  It’s similar to the Funeral Director’s Handbook that N.C.H.S. published.

N.O.M.S. also has a website, entitled “Information for Funeral Directors.”  It is packed with useful information, designed specifically for and to assist Funeral Directors.

https://www.cdc.gov/niosh/docs/2012-149/default.html
https://www.cdc.gov/niosh/docs/2012-149/default.html
https://www.cdc.gov/niosh/docs/2012-149/default.html
https://www.cdc.gov/niosh/topics/noms/funeral.html

N.O.M.S. Resources

\/
0‘0

1)
2)
3)

4)
5)
6)
7)

New Training Video Series for Funeral Directors
Introduction

Defining usual occupation and industry

Common Occupation Responses and How to Improve
Them

Common Industry Responses and How to Improve Them
Special Issues

Looking at Occupation and Industry Over a Lifetime
Review

https://www.cdc.gov/niosh/topics/noms/funeral.html
T D 0


Presenter Notes
Presentation Notes
N.O.M.S. now has a set of seven (7) new training videos, specifically designed for and to assist Funeral Directors in completing Boxes 54 and 55.

All seven videos are short and all are available on the N.I.O.S.H. YouTube channel!

Here I’ll read the list of titles for these videos:
1)	Introduction
2)	Defining usual occupation and industry
3)	Common occupation responses and how to improve them
4)	Common industry responses and how to improve them
5)	Special Issues
6)	Looking at occupation and industry over a lifetime
7)	Review


N.O.M.S. Resources

IDC "Recotding Industry and Occupation oh'Death Certificates Video SeriesPart 1 2 ¢pc| 2,
) ) \{C | AR

Recording

Usual Occupation
and Industry on
Death Certificates

Part 1: Introduction

B £ Youlube S

: P o) 001/343

https://www.cdc.gov/niosh/topics/noms/funeral.html



Presenter Notes
Presentation Notes
This slide shows the first screen on the You Tube video for Part 1, the Introduction.  The visuals are designed to evoke daily work in a Funeral Business, working with clients and informants.


Conclusions and Next Steps


Presenter Notes
Presentation Notes
It’s time to draw some conclusions from my presentation, and predict some next steps.


.

Conclusions

Funeral Directors play an essential, integral, and therefore vital role in
our N.V.S.S. and the N.O.M.S. Thank You!

National mortality data are already very accurate, but there is room
for improvement among all data reporters.

Nearly real-time data in the N.V.S.S. enable researchers to understand
important mortality trends, such as COVID-19 and drug overdoses.

Race misclassification is an ongoing problem, for which solutions will
require partnerships among all data reporters.
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Presentation Notes
Funeral Directors play an essential, integral, and therefore vital role in our N.V.S.S. and the N.O.M.S.  Thank You!

National mortality data are already very accurate, but there is room for improvement among all data reporters.

Nearly real-time data in the N.V.S.S. enable researchers to understand important mortality trends, such as COVID-19 and drug overdoses.

Race misclassification is an ongoing problem, for which solutions will require partnerships among all data reporters.


D
Next Steps and Our Thanks

® Developing Curricular Modules or recorded lectures, for “off-the-
shelf” use in Mortuary Science educational settings.

® A Task Force or Working Group, to outline an educational initiative.

® Partnering with N.F.D.A. on website resources designed to accentuate
the role of Funeral Directors in vital statistics generally.

®  Working with state licensure boards to develop meaningful
Continuing Education resources.


Presenter Notes
Presentation Notes
Some potential next steps might involve N.C.H.S. assisting in the development of Curricular Modules or recorded lectures, for “off-the-shelf” use in Mortuary Science educational settings.

A short-term Task Force or Working Group among interested partners, to outline an educational initiative.

N.C.H.S. wants to partner with N.F.D.A. on developing a slate of website resources designed to accentuate the role of Funeral Directors in improving national mortality data and vital statistics generally.

Working with state licensure boards to develop meaningful Continuing Education resources focusing on improving the quality of national mortality data.


Questions or Comments?

e
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Here I’ll pause to check whether you have any questions or comments to this point.

Thank you for those perceptive questions.


References; Quiz Questions; Review of
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True-False Quiz Questions (1)

1) Funeral Directors are important contributors to both the National Vital
Statistics System and the National Occupational Mortality Surveillance
program.

2) Inits statistical sense, “Bias” refers to any systematic error that results in
an incorrect frequency count or estimate of the association between
exposure and the health outcome. Bias leads to systematic
underestimation, thereby limiting our understanding about mortality
trends and life expectancy.



True-False Quiz Questions (2)

3)

4)

State and national Vital Statistics have multiple uses, including Civil
Registration, Public Health Programs and Surveillance, and Administrative
Uses.

The Death Certificate is the legal proof of the date and place of a death,
the causes and circumstances surrounding that death, and the date and
place of interment.



True-False Quiz Questions (3)

5) Vital Statistics are derived from a sample or a survey, therefore Vital
Statistics are always incomplete.

6) National mortality data are already very accurate, but there is room for
improvement.



True-False Quiz Questions (4)

7)

8)

The number of reporting jurisdictions in the N.V.S.S. is currently 57,

representing all 50 states, the District of Columbia, New York City, and 5
U.S. Territories.

Electronic Death Registration Systems provide seamless web-based
electronic registration and efficient processing of death records.



True-False Quiz Questions (5)

9) Life expectancy in the U.S. decreased among both sexes in 2021,
compared to 2020.

10) When recording Usual Occupation and Kind of Industry, one problem is
using the word “Retired.” The N.C.H.S. Funeral Director’s Handbook even
says it twice for line 54: “Do Not Enter Retired,” and “Never enter

‘Retired’”



True-False Quiz Questions with Answers (1)

1)

2)

Funeral Directors are important contributors to both the National Vital
Statistics System and the National Occupational Mortality Surveillance
program.

TRUE

Refer to Slides 9 and 33.

In its statistical sense, “Bias” refers to any systematic error that results in
an incorrect frequency count or estimate of the association between
exposure and the health outcome. Bias leads to systematic
underestimation, thereby limiting our understanding about mortality
trends and life expectancy.

TRUE

Refer to Slide 3.



True-False Quiz Questions with Answers (2)

3)

4)

State and national Vital Statistics have multiple uses, including Civil
Registration, Public Health Programs and Surveillance, and Administrative
Uses.

TRUE

Refer to Slide 4.

The Death Certificate is the legal proof of the date and place of a death,
the causes and circumstances surrounding that death, and the date and
place of interment.

TRUE

Refer to Slide 4.



True-False Quiz Questions with Answers (3)

5) Vital Statistics are derived from a sample or a survey, therefore Vital
Statistics are always incomplete.
FALSE
Refer to Slide 4.

6) National mortality data are already very accurate, but there is room for
improvement.
TRUE

Refer to Slides 5 and 6.



True-False Quiz Questions with Answers (4)

7)

8)

The number of reporting jurisdictions in the N.V.S.S. is currently 57,
representing all 50 states, the District of Columbia, New York City, and 5
U.S. Territories.

TRUE

Refer to Slides 7 and 8.

Electronic Death Registration Systems provide seamless web-based
electronic registration and efficient processing of death records.
TRUE

Refer to Slide 10.



True-False Quiz Questions with Answers (5)

9) Life expectancy in the U.S. decreased among both sexes in 2021,
compared to 2020.
TRUE
Refer to Slide 13.

10) When recording Usual Occupation and Kind of Industry, one problem is
using the word “Retired.” The N.C.H.S. Funeral Director’s Handbook even
says it twice for line 54: “Do Not Enter Retired,” and “Never enter
‘Retired’”

TRUE
Refer to Slide 33.



Learning Objectives

By the end of today’s Town Hall, Learners will be able to:

® State the contribution made by Funeral Directors to the National
Vital Statistics System (N.V.S.S.).
Refer to Slide 9.

® Interpret the contribution made by Funeral Directors to the
National Occupational Mortality Surveillance (N.O.M.S.) Program.
Refer to Slides 33 to 37.

® Describe race misclassification as a source of bias that contributes
to systematic underestimation, thereby limiting our understanding
about mortality trends and life expectancy.
Refer to Slides 29 and 30.



Contact Information:

John Hough

National Center for Health Statistics

Division of Vital Statistics, Mortality Statistics Branch
Hyattsville, MD

jph7@cdc.gov

301-458-4437

For more information, contact CDC

1-800-CDC-INFO (232-4636)

TTY: 1-888-232-6348 www.cdc.gov

The findings and conclusions in this report are those of the authors and do not necessarily
represent the official position of the Centers for Disease Control and Prevention.
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