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Mortality statistics in Belgium 1980-1997
Quality of coding

by

Aelvoet W1,3, Molenberghs G2, van Sprundel M3

Abstract

Aim: To determine to which extent and how coding errors affect the
Belgian mortality statistics.

Methods: According to rules and notes of the ICD-9 Classification,
an automated programme was developed and applied to the Belgian
1980-1997 mortality data. In addition to this, a recoding exercise has
been carried out in collaboration with the French WHO Coding Reference
Centre on a systematic sample of 566 certificates.

Main findings: The number of errors decreased significantly over
time (from about 100 °/°° errors to 10 °/°°), but the pattern of errors
changed in time and in magnitude, according to region of residence and
age group (higher error rates in the higher age group, lower error rates

1 Federal Public Service Health, Food Chain Safety and Environment, Directorate-
General for the Organisation of Health Care Establishments

2 Universiteit Hasselt, Centrum voor Statistiek, Diepenbeek 
3 Universiteit Antwerpen, Vakgroep Epidemiologie en Sociale Geneeskunde, Antwerpen

Correspondence address: W. Aelvoet, Federal Public Service Health, Food Chain Safety
and Environment, Directorate-General for the Organisation of Health Care Establishments,
Eurostation II, Victor Hortaplein 40 bus 10, 1060 Brussels, Belgium. 
E-mail: willem.aelvoet@health.fgov.be.

8578-06_APH_05-3_2Aelvoet  24-01-2006  11:27  Pagina 127



128 Aelvoet W, Molenberghs G, van Sprundel M

in Brussels). The high proportion of certificates, mentioning only one
cause of death, prevented to study these phenomena according to type
of pathology. Moreover, we found that the real error rate is much higher
than that established by the automated programme as shown by the
recoding exercise, which determined a four times higher error rate.

Principal conclusions: Notwithstanding the improved quality of our
mortality data, a continuous effort of quality assurance and of the timely
availability of the statistics is mandatory. It aims essentially at the
accuracy of the coding, in which comparisons with other registers are
essential, and at the allocation of the necessary resources. Due to short-
comings of the past, one has to be cautious by the interpretation of our
older mortality data and of time trends. 

Key words: Coding, Mortality Statistics, Editing, Death Certificates.

Introduction

Mortality statistics are a major source of information regarding pub-
lic health (1-7). Between- and within-country differences in patterns of
mortality have been studied. They revealed marked variations regarding
very important categories of diseases, for instance diseases of the
circulatory system, neoplasms and diabetes (6,8-13). Although interna-
tionally agreed instructions regarding certification and coding exist, 
it remains difficult to interpret these variations due to differences in
certification and coding practices (14-21). Both of them have been
assessed for Belgium (20). In our country additional problems consisted
in the long-lasting decentralisation of the coding and the use of a
certificate not in conformity with the internationally agreed upon WHO
model (22,23). Whereas the latter consists of two parts with five lines to
describe the immediate, intermediate, underlying and contributory
causes-of-death (CODs) and provides in addition a time sequence of
the onset of the different causes, the former consists only of two lines
allowing the mentioning of the mere immediate and underlying CODs
(Figure 1). 

The ‘Ninth Revision of the International Classification of Diseases’
(ICD-9) contains an important chapter entitled ‘Medical Certification and
Rules for Classification’, which is devoted to the completion and the
coding of death certificates (22). The primary objective of public health
in the domain of mortality being to prevent the precipitating cause from
operating, the main focus of that chapter concerns the identification of
the underlying cause-of-death (COD), which is defined by the WHO as
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‘(a) the disease or injury which initiated the train of morbid events lead-
ing directly to death, or [in case of an unnatural death] (b) the circum-
stances of the accident or violence which produced the fatal injury’ (24).
The rules for classification naturally lend themselves to the automation
of coding. Thus, at the National Center for Health Statistics of the US,
an automated system for coding mortality, called Automated

Figure 1. The Belgian Certificate and the WHO model
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Classification of Medical Entities (ACME), was developed (25-28). 
It aimed to introduce a consistent and rapid assignment of the underly-
ing COD as well as to allow for multiple COD statistics. The core of the
system consists in a number of ‘decision tables’ according to which the
codes are assigned in a consistent way. These tables became ‘de facto’
the international coding standard (27,29). Inspired by the ACME expe-
rience and adapting it to their situation, several European countries 
initiated automated coding and in Belgium the first steps towards
automated coding were taken as well (28,30). 
In Belgium too, the quality of mortality statistics has improved by auto-
mated screening of impossible or improbable codes, given age or gender
of the deceased. Unfortunately, our national screening programme does
not exploit the full possibilities of the coding rules (31). The above-
mentioned shortcomings in coding and certification practices made our
mortality statistics rather unreliable for the study of health problems such
as myocardial infarction, respiratory diseases and diabetes (18,20,32). 
In this study we try to determine to which extent coding errors may affect
our mortality statistics. To do so we identified coding errors through edit-
ing techniques, which test the consistency of the assigned codes.
Indeed, to be valid, a code has to belong to the list of ICD codes, has
to be compatible with the deceased’s gender, has to be eligible to be
used as underlying cause of death, according to the appropriate lists,
and has to obey to the rules of the classification (28). This validation
exercise is carried out for the period of 1980 to 1997 on our national
mortality statistics. As this approach may not detect all coding errors, we
investigate its discriminating potential through the comparison in a
systematic sample of 566 certificates of the codes assigned by the
Flemish Community in 1988 and reassigned by the French WHO coding
reference centre.

Material and methods

The National Institute of Statistics and the Administration of Health
Care of the Ministry of the Flemish Community provided us with the
1980-1997 mortality data for Belgium, for people aged 1 year and older.
The data included gender; age groups, expressed as less than 25 years,
25 to 64 years, and 65 years and more; residence; and the underlying
and immediate CODs. According to the existing rules the death
certificates are to be destroyed once the data are processed. As a
consequence we had to rely exclusively on the coded data. 

The rules and notes sections of the ICD-9 manual contain instructions
specifying how to select the underlying COD between several reported
causes (22). Since the national certificate in force at that time consisted
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of merely two lines, which were often insufficient to describe the causal
chain leading to death as well as possible contributory causes, coders
had to select and code an immediate and underlying COD between all
by the physician mentioned CODs. In addition, the original death certifi-
cates are to be destroyed once the definitive codes have been assigned,
so that the study of the quality of coding has to be carried out on the
registered immediate and underlying CODs. This provision prevents the
comparison of the original death certificates with the recorded CODs,
restricting the field of investigation to the assessment of the correct
implementation of a limited number of rules, namely those specifying
how to choose the underlying cause of death between categories or
sequences of causes. To do so we checked the recorded immediate
and underlying CODs against the modification rules of ‘Senility’ and 
‘Ill-defined conditions’. These rules stipulate that if the selected under-
lying cause is classifiable to 780-799, codes belonging to the chapter
entitled ‘Symptoms, signs, and ill-defined conditions’, and a condition
classifiable among codes other than 780-799 is reported, one has to
reselect the underlying cause as if the senility or the ill-defined conditions
had not been reported. For instance if the code of senility is recorded
as underlying cause and the code of heart failure as immediate cause
it is clear that the above mentioned rule of ‘Senility‘ has not been
applied. Similarly, we checked the application of the modification rule
on linkage and the thereby referred ‘Notes for use in underlying cause
mortality coding’ as well as the ‘Notes for interpretation of entries of
causes of death’. These are intended to help the coder to apply the
rules, especially in situations of less consistent or less complete certifi-
cation. An example of this type of misclassification would be a code of
atherosclerosis as underlying cause and a code of acute myocardial
infarction as immediate cause. 
The ICD-9 classification consists of 17 chapters and a supplementary
classification for external causes. They are broad anatomical or etiologic
categories encompassing the diseases. Most of these chapters are
further subdivided into subchapters or blocks. According to ICD-9, the
CODs are coded in three or four digits, from which the first two digits
determine the chapter and subchapter to which the cause belongs,
whereas the third and fourth digit are further increasingly specific descrip-
tions of the cause to be coded. 
Having programmed these selected rules and notes, it was possible to
compare the published statistics with their corrected version. We rated
coding disagreements as follows: 0: complete agreement between
coding and re-coding; 1: error on the level of the fourth digit; 2: error
on the level of the third digit; 3: error on the level of a subchapter; and,
4: error on the level of a chapter. An example hereof is given in table 1. 
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Since only one COD is mentioned in a considerable proportion of
records, two types of analyses are carried out: a first one on the entirety
of the data and a second one on the set of records mentioning more than
one COD, which will from now on be referred to respectively as ‘whole
dataset’ and ‘subset’ in text and tables. The automated programme is
almost unable to flag records mentioning a unique COD for non-appli-
cation of the coding rules – a code of metastasis as underlying COD
being an example of the contrary – and underestimates the proportion
of errors if a COD mentioned on a certificate has been considered unduly
a contributory cause by the coder and thus has not been recorded.
Conversely, an analysis of the subset may overestimate the proportion
of errors since it seems sensitive to assume that in a considerable part
of those records no coding error has been made, e.g. in case of a
certificate mentioning only acute myocardial infarction or lung cancer. 
Apart from these automated approaches on both the whole dataset and
subset, we present a recoding exercise, carried out in collaboration 
with the French coding Reference Centre on the original certificates,
including the causes of death written by the physician, in a systematic
sample of 566 certificates. The sampling was carried out as follows: 
we randomly selected the first certificate from the then available stock
of 1998 Flemish certificates and afterwards we drew each next eighth
certificate. This approach, allowing to check both the assignment of the
codes and the implementation of the whole arsenal of coding rules,
makes it possible to appreciate the discriminating ability of the auto-
mated programme. 
Mainly graphical analyses are carried out, completed by more formal
statistical modelling in order to synthetically reflect determinants of
coding errors as well as time trends, and to draw conclusions regarding
our national and regional statistics. For this purpose, polychotomous
logistic regression is used. Herein, due to the small numbers in the age
group of less than 25 year, this age group and age group 25 to 64 year
have been collapsed. Overdispersion, as a consequence of the correla-
tion within the data, is corrected for by rescaling the standard errors 
(33-35).

Results

Study population

In table 2 the age and gender distribution of the study population is
given for both the whole dataset and for the subset. This distribution is
quite similar in both datasets and is characterized by the predominance
of the older age groups. We notice an irregular evolution of the propor-
tion of death certificates with a unique COD, globally and according to
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pathology, as well as quite dissimilar proportions of such certificates
according to pathology (Figure 2). 

Figure 2. Evolution of the proportion of death certificates with a unique COD, 
globally and according to pathology, expressed as a chapter of the ICD-9 classification. 
Belgium, 1980-1997.

Source: National Institute of Statistics and Ministry of the Flemish Community

Evolution over time of coding errors according to residence, gender 
and age

The number of errors seems to decrease over time but the pattern
of errors changes in time and in importance, according to region of res-
idence (Figures 3, 4 and 5), gender and age group (Figure 6) and
according to the study population (dataset or subset (Figures 3 and 4)):
higher error rates in the subset analyses, higher error rates in the higher
age group and dissimilar pattern of error rates according to region of
residence but globally decreasing since 1986-7 and a marked improve-
ment between 1992 and 1993. 
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Figure 3. Evolution of coding errors over time, whole dataset. Belgium, 1980-1997.

Chapter_rate: rate of errors at chapter level; Block_rate: rate of errors at subchapter level;
Third_rate: rate of errors at the third digit level; Fourth_rate: rate of errors at the fourth digit level;
Total_rate: rate of errors 
regardless their importance. 
Source: National Institute of Statistics and Ministry of the Flemish Community

Figure 4. Evolution of coding errors, subset. Belgium, 1980-1997.

Chapter_rate: rate of errors at chapter level; Block_rate: rate of errors at subchapter level; Third_rate:
rate of errors at the third digit level; Fourth_rate: rate of errors at the fourth digit level; Total_rate:
rate of errors regardless their importance. 

Source: National Institute of Statistics and Ministry of the Flemish Community
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Figure 5. Evolution of coding errors, according to region. Whole dataset. Belgium, 1980-
1997.

National_rate: rate of errors regardless their importance, Belgium; Brussels_rate: rate of errors regard-
less their importance, Brussels; Flanders_rate: rate of errors regardless their importance, Flanders;
Wallonia_rate: rate of errors regardless their importance, Wallonia. 
Source: National Institute of Statistics and Ministry of the Flemish Community

Figure 6. Evolution of coding errors, according to age and gender. Whole dataset. 
Belgium, 1980-1997. 

Age01y24: rate of errors regardless their importance, age group 1-24 y; Age25y64y: rate of errors
regardless their importance, agegroup 25-64 y; Age65y+: rate of errors regardless their importance,
agegroup 65 y+; Females_rate: rate of errors regardless their importance, females; Males_rate: rate
of errors regardless their importance, males. 
Source: National Institute of Statistics and Ministry of the Flemish Community
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Statistical analysis

Our modelling explored a main effects model as well as several mod-
els with one or more interactions. These models were fitted using con-
ventional maximum likelihood. The main effects model did not achieve
a good fit (Likelihood Ratio: chi square of 10,213.63; df 2000 and prob.
<.0001). From the models with interactions, the model with all pair-wise
interactions of the explanatory variables (age group, gender, year, chap-
ter of the classification, region of residence) achieved the nicest fit
(Likelihood Ratio: chi-square of 4335.77, df 10,000 and prob. 1,000) and
showed extremely significant pair-wise interactions (all with prob. <
.0001). These significant interactions denote a dissimilar error pattern
according to residence, age group, gender, time and type of pathology.
To disentangle this complex pattern we present the main results of the
main effects model. From this model the main results for each explana-
tory variable, adjusted for the other explanatory variables, can be sum-
marized as follows: no remarkable gender divide; less errors in the
younger age groups; less important errors in Brussels as compared with
Flanders and Wallonia; decrease of errors over time (a categorisation
of time in three six-years groups yielded a much better fit than a model
with a unique time trend); and a huge amount of coding errors in the car-
diovascular and symptoms chapter (data not shown). 

Recoding exercise

The age and sex distribution of this sample is quite similar to that of
our study population (data not shown). For both the whole dataset and
the subset the number of errors detected by the automated programme

TABLE 3. 
Distribution of errors according to the automated programme or to the reference centre

and to the presence or absence of more than one coded cause of death. 
Flanders 1988. 

Error Pgm (%) PgmNU (%) Reference (%) RefNU (%)

0 504 89.0 167 77.7 315 55.7 95 44.2
1 1 0.2 1 0.5 36 6.4 14 6.5
2 14 2.5 2 0.9 74 13.1 27 12.6
3 28 4.9 28 13 66 11.7 45 20.9
4 19 3.4 17 7.9 75 13.3 34 15.8

Total 566 100.0 215 100.0 566 100.2 215 100.0

Pgm: automated correction applied to the dataset; Reference: reference centre 
recoding applied to the dataset 
PgmNU: automated programme applied to the subset; RefNU: error rating by the 
reference centre applied to the subset
Source: Ministry of the Flemish Community
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was far less, with a factor of about five, than that determined by the
Reference Centre (Table 3). Several chapters and subchapters of the
classification were substantially over- or underestimated. The symptom
chapter (ICD-9:780-99) and the blocks of ‘other forms of heart disease’
(ICD-9:420-9), ‘diseases of arteries, arterioles and capillaries’ (ICD-
9:440-8) are largely overestimated whereas the ‘external causes’ chap-
ter (ICD-9:E800-E999) and the blocks of ‘ischaemic heart disease’ (ICD-
9: 410-4), ‘cerebrovascular disease’ (ICD-9: 430-8) and ‘chronic
obstructive lung disease’ (COLD) (ICD-9:490-6) are seriously underes-
timated. Apart from older age the most prominent factor that facilitated
the emergence of errors, appeared to be the difficulty to conveniently
complete the then applicable Belgian Death Certificate (23). 

Effects of the automated recoding on the Belgian mortality statistics

At chapter level and for both genders, the automated recoding led to
a considerable decrease of the importance of the Symptoms chapter
mostly in favour of the chapters regarding the ‘respiratory and circula-
tory systems’ (Table 4). At subchapter level and for both genders, one
sees the disappearance of the subchapter on ‘ill defined and unknown
causes’ within the leading subchapters and the appearance of the
subchapter devoted to ‘pneumonia and influenza’. ‘Ischaemic heart
disease’ and ‘cerebrovascular diseases’ increase in both genders as
well (Table 5). These over- and underestimations gradually disappear
(Figures 7, 8). The recoding influence on both the ‘treatable’ and ‘pre-
ventable’ components of ‘avoidable mortality’ is rather small (maximally
25‰) and vanishes completely in the course of time. 

Discussion

The coding of death certificates improved appreciably during the
period 1980-1997. Several factors have contributed to this improvement.
External comparisons through the participation in international studies
(18,20); the contacts with the French WHO Coding Reference Centre;
the collaboration with researchers (23,31); and the comparison of vital
statistics data with those of specialised registers such as the cancer
register or the Ischaemic Heart Disease Register (MONICA) undoubtedly
played an important role (32,36). These efforts were completed by
coding supervision; collaboration of the persons in charge of coding of
the Communities (23); querying the certifiers about unclear items in the
by them completed certificates; and initial and continuing training of the
coders and centralisation of coding in Flanders in 1993 as well as sim-
ilar initiatives in Wallonia. The coding errors of the past, chiefly observed
in the older age groups, were largely due to a certificate not in confor-
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Figure 7. Effects of recoding on COD statistics. Ischemic Heart Diseases (IHD) and
Cerebrovascular Diseases (CVA). Whole dataset. Belgium, 1980-1997.

CVA_correct: rate of CVA after recoding
IHD_correct: rate of IHD after recoding
Source: National Institute of Statistics and Ministry of the Flemish Community

Figure 8. Effects of recoding on COD statistics. Other Heart Diseases (OHD) and athero-
sclerosis (ART). Whole dataset. Belgium, 1980-1997.

ART_correct: rate of ART after recoding
OHD_correct: rate of OHD after recoding
Source: National Institute of Statistics and Ministry of the Flemish Community
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mity with the international model; the inadequate initial training of the
coders; their multitask duties, with other priorities set than coding death
certificates; and, to a sub-optimal error screening programme (31). 

Overlay optimism regarding the effectiveness of our automated
programme and hence the real proportion of erroneous coded certifi-
cates is unwarranted. Indeed several coding rules require either the
conformity of death certificates to the WHO model or an access to the
original death certificate and could not be included in our automated
programme. Moreover, the presence of an important proportion of cer-
tificates that mention only one COD and that, by definition, are out of
scrutiny of our automated programme, may constitute another reason of
underestimation of the number of errors. The recoding exercise with the
French Reference Centre, showing a considerable underestimation of
the coding errors of all types, not only supports these hypotheses but
also allows a more realistic approach of the real error burden, which
was five times higher in 1988 than that estimated by the automated
programme. 
The important proportion of single COD certificates may not only lead to
an underestimation of the number of coding errors but the variability 
of its magnitude, according to type of pathology, may prevent a firm
conclusion regarding an association between type of pathology and
presence of coding errors as well. The higher error rates we found
regarding the ‘cardiovascular and symptoms’ chapters of the ICD-9
Classification may be due to this artefact.

The evolution of coding errors over time is dissimilar according to
region of residence and age groups. This phenomenon hampers epi-
demiological and evaluative studies, especially regarding time trends
and geographical patterns, as well as the planning activities of policy
makers both at the level of the communities and of the country.
Fortunately, an important health indicator such as ‘avoidable mortality’,
which focuses on younger age groups and is crucial for developing and
evaluating policies of preventive health (4,5,43,44) as well as for the
evaluation of the quality of curative health services (45), seems less
affected. 

As already mentioned in the introductory section, the problem of cod-
ing errors is not a Belgian exclusivity (14-21). They are not limited to
COD statistics either, as has been shown in several studies about hos-
pital discharge abstracts (40-44). From these studies it appears that the
number of errors increases by increasing detail of coding, for instance
when one wants a precision up to the fourth digit of the code in stead
of the third (42,43). In the European Union (EU), including our country,
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several initiatives regarding automated coding have been launched, and
are fostered by Eurostat (28,30). Such initiatives may contribute to over-
come the distrust regarding COD statistics health care workers often
have (45). 

Timely availability is another reason for disregarding COD statistics,
but this time from a policy makers’ viewpoint, and constitutes at the
same time an important characteristic of quality of data (46). Indeed,
recent data are needed if one wants to stimulate the use of COD
statistics as an instrument for policy making, which in turn may facilitate
the release of the necessary resources to be affected to the COD
statistics. The EU suggests an interval of about two years between the
year of collection and the release of the statistics (30). In that respect,
the backlog in the processing of the Walloon mortality data – the last
available data are from 1997 – is still a major reason for concern. 

Conclusions 

Despite their limitations, mortality statistics are still a cornerstone of
public health, necessitating a sustained effort with regard to their quality,
including their timely availability (6,7). Due to shortcomings of the past,
one has to be cautious with the interpretation of our older mortality data
and of time trends. Indeed, the quality of those data is such that, if the
older age groups are to be included in the research, we would advocate
not making use of data that are farther back in time than the early
nineties and to be very cautious when intending to carry out a study that
requires a precision up to the fourth digit.

Although the quality of our mortality data has substantially improved,
a continuous effort of quality assurance is mandatory. It consists in a
whole of measures aiming at the improvement of the quality of the data
provided; the accuracy of the coding, in which comparisons with other
registers are essential; and the allocation of the necessary resources. 
Quality and use of COD statistics are mutually dependent. A better
awareness of its usefulness by physicians and policymakers has to be
fostered. In this respect, the several initiatives regarding the quality of
mortality data that have already been taken by the EU and the new ones
that are ongoing may contribute to a revaluation of our COD statistics,
provided they are communicated in an appropriate way (30). From these
initiatives, the implementation of automated coding in our country
deserves a special mention. It will achieve a better interregional and
international comparability as well as consistent coding practices over
time, prerequisites for a better approach of the health problems in our
country. 
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Samenvatting

Doelstelling: Bepalen in welke mate en hoe codeerfouten de Belgische doodsoorzaken-
statistiek beïnvloeden.

Methode: Een geautomatiseerd programmema, waarin regels en nota’s van de ICD-9
classificatie werden geïntegreerd, werd uitgewerkt en toegepast op de Belgische mortali-
teitsgegevens van 1980-1997. Daarenboven werd in samenwerking met het Franse WGO
Codeer Referentiecentrum een hercoderingsoefening uitgevoerd op een systematische
steekproef van 566 certificaten. 

Resultaten: Over de jaren heen verminderde het aantal codeerfouten significant (van
ongeveer 100°/°° tot 10°/°°). Verder veranderden in de loop der jaren de omvang en het
patroon van de codeerfouten in functie van het gewest van de woonplaats en de leef-
tijdsgroep (hogere foutencijfers in de oudere leeftijdsgroep, lagere cijfers in Brussel). De
aanzienlijke proportie certificaten waarin slechts één doodsoorzaak vermeld werd, maakte
een analyse in functie van het type pathologie onmogelijk. Ons baserend op de hercode-
ringsoefening stelden we daarenboven vast dat het geautomatiseerde programmema
slechts een vierde van de codeerfouten opspoort. 

Conclusies: Niettegenstaande de verbeterde kwaliteit van de overlijdensgegevens is een
volgehouden inspanning vereist, zowel op het gebied van de kwaliteitsbewaking als van
de tijdige terbeschikkingstelling van de gegevens. Het gaat hierbij voornamelijk over de
accuratesse van de codering, waarbij de vergelijking met andere registers essentieel is,
en het toekennen van de nodige middelen. Omwille van de tekortkomingen in het verle-
den dient men voorzichtig te zijn bij het interpreteren van oudere sterftegegevens en van
tijdsreeksen. 

Résumé

Objectif: Déterminer dans quelle mesure et de quelle façon les erreurs d’encodage
influencent les statistiques de décès belges.

Méthode: Un programme informatisé, dans lequel des règles et des notes de la
Classification Internationale des Maladies (CIM-9) ont été intégrées, a été élaboré et appli-
qué aux données de mortalité belges de 1980-1997. En outre et en collaboration avec le
Centre de référence français OMS pour la Classification des Maladies, un exercice de
réencodage a été effectué sur un échantillon systématique de 566 certificats de décès.

Résultats: Au fil des années, le nombre d’erreurs d’encodage a diminué d’une façon sig-
nificative (d’environ 100°/°° à 10°/°°). De plus, durant cette période, le nombre et le type
d’erreurs ont changé en fonction de la région du lieu de résidence et du groupe d’âge (un
taux d’erreurs plus élevé dans le groupe d’âge des 65 ans et plus, des chiffres plus bas
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à Bruxelles). La proportion importante de certificats de décès ne mentionnant qu’une
cause de décès a rendu impossible une analyse en fonction du type de pathologie. Nous
basant sur l’exercice de réencodage, nous estimons que le programme informatisé ne
permet le dépistage que d’un quart des erreurs de codage.

Conclusions: Bien que la qualité des données de décès se soit améliorée, un effort
soutenu est requis aussi bien dans le domaine du contrôle de la qualité que dans celui
de la mise à disposition des données en temps utile. Il s’agit avant tout de l’exactitude du
codage, dans laquelle les comparaisons avec d’autres registres sont essentielles, ainsi que
de l’attribution des ressources nécessaires. En raison des insuffisances du passé, la
prudence est de mise lors de l’interprétation des données de décès anciennes et des
séries temporelles. 
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