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Counting births and deaths 4

Towards universal civil registration and vital statistics 
systems: the time is now
Carla AbouZahr, Don de Savigny, Lene Mikkelsen, Philip W Setel, Rafael Lozano, Alan D Lopez

The health and development challenges of the coming decades cannot be tackled eff ectively without reliable data for 
births, deaths, and causes of death, which only a comprehensive civil registration and vital statistics (CRVS) system 
can deliver. Alternative methods such as surveys, censuses, or surveillance are not adequate substitutes from a 
statistical perspective, and do not provide individuals with the legal documentation they need to benefi t from services 
and participate fully in a modern society. Research is needed to generate and disseminate evidence about which 
CRVS strategies work best in which contexts and to ensure that the potential benefi ts of innovation are successfully 
scaled up, and that possible pitfalls are avoided. Research fi ndings need to be compiled and made readily accessible to 
users for policy making, programming, and practice. Modernisation of CRVS systems necessitates new, broad-based 
national and international coalitions. The global architecture for CRVS, so far dominated by UN agencies, should 
extend to include bilateral donors, funds, foundations, non-governmental organisations, the private sector, academic 
institutions, and civil society. This change is essential to ensure that further development of CRVS systems is 
inclusive, participatory, multisectoral, and has a strong evidence base.

Introduction
The other papers in this Series describe the momentum 
and sense of urgency of civil registration and vital 
statistics (CRVS), show that investments in CRVS result 
in measurably improved health, and propose an 
accountability framework to track improvement in the 
performance of CRVS systems. In this Series paper, we 
argue that improved CRVS will be key to tackle the 
health and development challenges of coming decades 
and to monitor progress towards country, regional, and 
global goals.

Monitoring challenges of the post-2015 
development agenda
The world is facing complex challenges that will need 
to be addressed as part of the post-2015 development 
agenda.1 In health, these challenges include: the 
so-called unfi nished agenda of preventable mortality in 
infants and children;2,3 the burden of infectious 

diseases and threats to health associated with 
epidemics and antimicrobial resistance;4,5 the toll of 
premature mortality in adults;6 and the shift of causes 
of death from communicable, maternal, and perinatal 
conditions to non-communicable diseases.6,7 Further 
challenges include: inequities in health outcomes and 
preventable mortality among poor and marginalised 
populations, including in high-income settings;8 
people’s expectations for health equity and universal 
coverage of health care;9 calls for accountability of civil 
society, donors, and development partners;10,11 demands 
for incorporation of human rights principles—
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Search strategy and selection criteria

The search strategy included a search of websites of 
international health and development agencies with mandates 
covering aspects of civil registration and vital statistics, a search 
of relevant electronic databases (PubMed and Google Scholar), 
scanning of reference lists from relevant published studies, 
study of conference proceedings, and direct contacts with 
technical and in-country experts for references to relevant 
publications and grey literature. Preference was given to papers 
with a focus on low-income and middle-income countries and 
that addressed CRVS in a systemic way. Exclusion criteria were a 
reference period before 2000 and production of vital statistics 
from sources other than the civil registration system. 

Key messages

• Ability to monitor and steer progress towards the Sustainable Development Goals will 
crucially depend on the availability of comprehensive civil registration and vital 
statistics (CRVS) systems; suboptimum data collection methods, such as surveys, and 
reliance on indicators derived from statistical modelling are inadequate to meet the 
needs of decision makers, who require continuous, timely, and locally relevant 
statistics for births, deaths, and causes of death

• Historical models of CRVS development cannot be relied on to achieve accelerated 
progress; innovative strategies are needed that build on examples from countries that 
have achieved rapid progress, harness opportunities off ered by new technologies, and 
bring together research evidence and implementation experiences

• The global development architecture at present has failed to provide the leadership 
and coordination needed to support country CRVS development; UN agencies and 
development partners should coordinate and collaborate with each other and, 
crucially, with partners beyond the international system and non-state actors—only 
through such an approach will eff ective, coordinated support aligned around country 
needs and priorities be possible

• Nationally, bold vision, leadership, and authority to initiate and harmonise the 
mandates and activities of diff erent players and compel collaboration and coordination 
will be needed for the potential contribution of CRVS to development to be realised

http://crossmark.crossref.org/dialog/?doi=10.1016/S0140-6736(15)60170-2&domain=pdf
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participation, equality, and non-discrimination—into 
health and development strategies;12 and limited 
national budgets and fragmented development assis t-
ance for health and statistics.13–16

Civil registration systems and the vital statistics they 
generate have a crucial role in the response to these 
challenges. This role was recognised in 2011 by the 
Commission on Information and Accountability for 
Women’s and Children’s Health, which called on 
countries to establish systems to record and register 
births and deaths (with causes of death) as the most 
effi  cient source of data to monitor child and 
maternal mortality.3 Progress in implementation of these 

recom  mendations is tracked by an independent expert 
review group (iERG), which reports to the UN Secretary-
General.17 The iERG has called for investment in CRVS 
systems, alignment of partner actions with country and 
regional leadership, positioning of CRVS improvements 
at the forefront of partner activities, and inclusion of 
CRVS as a goal in the post-2015 development framework.18

The potential of CRVS systems to generate reliable data 
for levels and patterns of mortality is especially relevant 
to position health within the Sustainable Development 
Goals. An overarching health goal—“ensure healthy lives 
and promote well-being for all at all ages”—has been 
proposed by the Open Working Group of the UN General 

Target Potential monitoring indicators

Overall goal

Ensure healthy lives and promote wellbeing for all at all 
ages

Increase healthy life expectancy by 6 years in 
developing countries and by 2 years in developed 
countries

Life expectancy at birth (including 40% reduction 
in premature deaths before age 70 years)

Subgoal

Reduce the global maternal mortality ratio (MMR) Reduce global MMR to <70, and no country to have 
MMR >140

Maternal deaths per 100 000 livebirths

End preventable newborn deaths All countries to reduce neonatal mortality to 
<12/1000

Neonatal mortality per 1000 livebirths

End preventable under-5 child deaths All countries reduce under-5 mortality to <25/1000 Under-5 mortality per 1000 livebirths

End epidemics of AIDS 90% reduction of new adult HIV infections; no new 
infections among children; 90% reduction of 
AIDS-related deaths

HIV incidence per 100 person-years; HIV deaths 
per 100 000 population

End epidemics of tuberculosis 80% reduction in tuberculosis incidence (<20 cases 
per 100 000 population); 90% reduction of 
tuberculosis deaths

Tuberculosis incidence per 1000 person-years; 
tuberculosis deaths per 100 000 population

End epidemics of malaria 90% reduction of worldwide malaria incidence; 90% 
reduction of worldwide malaria mortality

Malaria incident cases per 1000 person-years;
malaria deaths per 100 000 population

Combat hepatitis 90% reduction in hepatitis B and C incidence rate Technical discussions about hepatitis monitoring 
indicators under way

Reduce premature mortality from non-communicable 
diseases (NCDs)

One-third reduction of premature mortality from 
NCDs

Probability of death from cardiovascular disease, 
cancer, chronic respiratory disease, or diabetes 
between ages 30 and 70 years

Strengthen prevention and treatment of substance 
abuse, including narcotic drug use and harmful use of 
alcohol

10% reduction of alcohol per capita consumption Alcohol per capita consumption

Reduce deaths and injuries due to road traffi  c accidents Halve the number of global traffi  c deaths (from 
1·2 million to 600 000)

Number of deaths due to road traffi  c accidents

Ensure universal access to sexual and reproductive 
health-care services, including for family planning, 
information, education, and integration of reproductive 
health into national strategies and programmes

Ensure universal access to sexual and reproductive 
health-care services

Adolescent birth rate; contraceptive prevalence 
rate; unmet need for family planning; antenatal 
care use (four or more visits)

Achieve universal health care, including fi nancial risk 
protection, access to quality essential health-care 
services, and access to safe, eff ective, high-quality, and 
aff ordable essential medicines and vaccines for all

All populations, independent of household income, 
expenditure, wealth, place of residence, or sex, have 
at least 80% essential health service coverage; 
everyone has 100% fi nancial protection from 
out-of-pocket payments for health services

Coverage with a set of tracer interventions* for 
prevention and treatment; fraction of population 
protected against impoverishment by out-of-
pocket health expenditures; fraction of 
households protected from incurring catastrophic 
out-of-pocket health expenditure

Substantially reduce number of deaths and illnesses 
from hazardous chemicals and air, water, and soil 
pollution and contamination

No specifi cs Mortality attributed to household air pollution, 
outdoor ambient pollution, and unsafe water and 
sanitation

*The tracer interventions might vary by country, but all should include for prevention—family planning, antenatal care (four or more visits), immunisation (full or 
diphtheria-tetanus-pertussis [DTP3]), non-tobacco use, and adequate water source and sanitary facilities—and for treatment—skilled birth attendance, tuberculosis 
treatment, antiretroviral therapy, and diabetes and hypertension treatment.

 Table 1: Main health-related goals and targets proposed by the Open Working Group for the Sustainable Development Goals, and potential 
monitoring indicators



Series

www.thelancet.com   Vol 386   October 3, 2015 1409

Assembly, along with subgoals and targets (table 1).19,20 
Other proposals have come from the High-Level Panel of 
Eminent Persons and the Sustainable Development 
Solutions Network.21,22

To monitor progress towards this health goal and 
targets will need an overarching summary indicator and 
indicators for each of the subgoals and targets. 
Suggestions for the overarching indicator include the 
following: life expectancy; healthy life expectancy; 
premature mortality (years of life lost before age 70 years); 
and preventable mortality (deaths preventable by health 
interventions) (table 1).23,24 Interest is increasing in 
monitoring of avoidable deaths amenable to primary 
prevention or health-care interventions such as universal 
health coverage. Although discussions about goals, 
targets, and indicators will continue during 2015, 
monitoring of health-related targets will need better data 
for mortality by age, sex, and cause. Only CRVS systems 
can comprehensively meet these information needs.

The alternatives are no longer suffi  cient
In developing countries, during the past 50 years, 
mortality statistics have been produced from various data 
sources, such as the census, household surveys, health 
facility information systems, and mortality surveillance 
in sample or sentinel sites.25 These methods have proved 
their worth as interim solutions in settings in which the 
CRVS system does not generate useable data.26 However, 
none of these methods matches functional CRVS 
systems in terms of production of the essential health 
intelligence needed for policy on all-cause and cause-
specifi c mortality, for the whole country, on a continuous 
basis, and at subnational levels (table 2).

When CRVS systems are strengthened, the need for 
alternative data sources to track mortality diminishes.27 
Figure 1 compares estimates of under-5 child mortality 
from household surveys and censuses in Egypt, Mexico, 
Thailand, and Turkey with data from civil registration.28 
The trends show the high level of under-reporting of 
deaths in the CRVS system in the early period and the 
progressive convergence of values in the past 10–15 years 
as CRVS coverage increased in all four countries. As the 
CRVS system strengthens and generates indicator values 
close to those produced from surveys and censuses, 
CRVS becomes the most useful, effi  cient, and 
advantageous method to monitor progress.

With purposeful investment, sustained commitment, 
and technical and organisational leadership, substantial 
improvements in the coverage and quality of CRVS can 
be achieved in an impressively short period of time. 
Countries and development partners should reject 
continuing dependence on suboptimal data sources to 
monitor mortality and fertility. Investment in the CRVS 
platform will provide a strong evidence base for country 
health and development policies and free household 
surveys and censuses to concentrate on what they do 
best, such as production of information about behavioural 

characteristics, socioeconomic diff erentials, disease 
prevalence, and biomarkers, which are especially 
important in the context of the worldwide increase in 
non-communicable diseases. Furthermore, only a CRVS 
platform can provide the legal documentation needed for 
individuals to participate fully in a modern society.

Civil 
registration 
system

Demographic 
surveillance sites

Sample 
registration 
systems

Population 
censuses

National 
household sample 
surveys

Births

National Yes No Yes Perhaps* Yes

Subnational Yes Limited to specifi c 
sites

Limited† Perhaps* Limited†

Socioeconomic 
diff erentials

Limited‡ Limited to study 
population

Limited† Perhaps* Yes

Continuous 
trends

Yes Limited to study 
population

Yes Partly, if 
intercensal 
projections 
available and 
reliable

Partly, if surveys are 
conducted regularly

Child mortality

National Yes No Yes Yes§ Yes§§

Subnational Yes Limited to specifi c 
sites

Limited† Yes§ Limited†

Socioeconomic 
diff erentials

Limited‡ Limited to study 
population

Limited† Yes§ Yes

Continuous 
trends

Yes Limited to study 
population

Yes Partly, if 
intercensal 
projections 
available and 
reliable

Partly, if surveys 
conducted regularly, 
but problem of wide 
CIs

Adult mortality

National Yes No Yes Perhaps*¶ Weak

Subnational Yes Limited to specifi c 
sites

Limited† Perhaps*¶ Weak, but might be 
possible with new 
techniques

Socioeconomic 
diff erentials

Limited‡ Limited to study 
population

Limited† Perhaps*¶ Weak, but might be 
possible with new 
techniques

Continuous 
trends

Yes Limited to study 
population

Yes No No

Cause of death

National Yes, ICD|| No Yes VA** Perhaps VA††‡‡ Yes**

Subnational Yes Yes VA** limited 
to study 
population

Limited† Perhaps VA Maybe VA but 
sample sizes 
generally too small 
for stable estimates

Socioeconomic 
diff erentials

Limited‡ Limited to study 
population

Limited† Unlikely Possibly, using VA

Continuous 
trends

Yes Limited to study 
population

Yes Unlikely Possibly if surveys 
with VA conducted 
regularly but sample 
size problem

ICD=International Classifi cation of Diseases. VA=verbal autopsy. Adapted from Hill and colleagues.26 *With assessment 
and possible adjustment: methods do not always work. †For high-level administrative areas (eg, regions and 
provinces) only. ‡Possible if registration records can be linked to socioeconomic data. §For a recent period by indirect 
estimates. ¶For an intercensal period. ||Medical certifi cation by ICD rules generates individual and population-based 
causes of death. **Use of VA generates population cause-specifi c fractions only. ††If VA applied in post-censal 
follow-up study. ‡‡Only for maternal mortality and road traffi  c accidents. §§Where mortality is high.

 Table 2: Potential of alternative approaches to measure key population health indicators
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Is there a place for estimates?
The weakness of CRVS systems in many low-income 
and middle-income countries, and the need to make 
sense of the patchwork of non-comparable statistics 
derived from several data sources, has led to reliance on 
model-based estimates of overall and cause-specifi c 
mortality developed by international agencies and 
academic institutions.20–31 Use of modelled estimates to 
fi ll data gaps can have unintended adverse eff ects, 
diminish country ownership, mislead users to think 
that empirical data are available, reduce pressures on 
governments to fi x broken information systems, and 
discourage development partners from support to 
strengthen statistical systems, including CRVS. 
Furthermore, original sources of data and the methods 
used are not always available to enhance comparability 
across defi nitions and data collection methods. The 
growing sophistication of estimation methods should 
not blind users to the need for more reliable and regular 
empirical data generated through country statistical 
and health information systems. The foundation for 
such systems is CRVS.

Estimation brings together and critically assesses data 
from several sources to synthesise best estimates for key 
indicators (fi gure 1). Application of these kinds of analytical 
methods is mostly confi ned to international agencies and 
academics. Development of similar skills in country 
institutions and experts would increase transparency and 

confi dence in the quality of their statistical outputs, 
enabling them to be “masters of their mistakes” and 
empowering them to correct them.32 In turn, this 
development would enhance the relevance of worldwide 
estimates and help to build country ownership and 
participation.33 In the fi nal analysis, any estimate is only as 
good as the underlying data on which it is based. Estimates 
off er a succinct way to summarise the state of health 
around the world, but they cannot replace or replicate the 
policy value of high-quality, detailed, and timely vital 
statistics generated subnationally and nationally.

What works? The need for a research agenda for 
CRVS
The resurgent interest in CRVS should be matched by 
innovative approaches to implementation. Historical 
examples of CRVS development in Sweden, the UK, and 
other high-income countries off er inappropriate models 
in a world of rapidly increasing urbanisation, education, 
interconnectedness, and connectivity. The opportunity 
for innovations through the digital revolution has been 
mostly untapped by the registration, statistical, and health 
communities, but has the potential for major acceleration 
of improvements in data availability and quality of CRVS 
performance.

Progress will depend on knowledge and evidence of 
what works.34 Evidence and experience is accumulating, 
as shown by increased numbers of regional meetings 

Figure 1: Comparison of child mortality fi gures from surveys and censuses compared with civil registration and vital statistics (CRVS): Mexico, Turkey, Egypt, 
and Thailand
Based on data and estimates from Wang and colleagues.28 
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and peer-reviewed publications about CRVS (fi gure 2). 
However, long-term neglect of CRVS has left substantial 
knowledge gaps and, although research into specifi c 
aspects of CRVS is being done, it is not always well 
documented or accessible.35

What would a step change in the coverage and quality 
of CRVS systems cost? A framework designed to respond 
to this question has been developed, but has not been 
populated with country data.36 A comparative costing of 
diff erent ways to obtain information about births and 
deaths concluded that household surveys are fairly 
expensive compared with continued surveillance of vital 
events.37 However, major methodological challenges exist 
in comparison of costs across sources because of 
diff erences in the scope of data collection, frequency, and 
population coverage. Further research is under way to 
estimate costs and develop a solid investment case 
for CRVS in terms of comparative costs and cost-
eff ectiveness.38

What are eff ective ways to incentivise individuals and 
families to register vital events? Conditional cash 
transfers have been shown to increase birth registration,39 
but more evidence is needed for the long-term 
sustainability of such approaches and their potential for 
extension to registration of deaths. A promising pathway 
is to link registration authorities with other sectors, for 
example, by use of health service platforms to increase 
notifi cation of events and promote registration and 
certifi cation (see panel for defi nition of terms). Vital 
events occurring in health facilities should be recorded 
and notifi ed to the registration authorities. Maternal and 
child health visits—especially for immunisation—are 

likewise opportunities for notifi cation and delivery of 
certifi cates. Health outreach workers can report 
community births and deaths and inform families about 
the importance of registration.40 Community health 
workers are increasingly acting as vital events reporting 
and registration agents—a role that improves CRVS 
system coverage, and provides local areas with real-time 
health information for planning and improvement. As 

Figure 2: Trends in peer-reviewed publications indexed in the ProQuest database, 1966–2013
Publications addressing the keyword search term “civil registration” either alone or in combination with “vital statistics”. Approximately 10% of such publications 
across this time period address both civil registration and vital statistics. 

1966
1969

1972
1975

1978
1981

1984
1987

1990
1993

1996
1999

2002
2005

2008
2011

0

10

20

30

40

50

60

70

80

90

N
um

be
r o

f p
ub

lic
at

io
ns

Year

Panel: Distinction between notifi cation, registration, and 
certifi cation of vital events

Notifi cation
Notifi cation is the issuance by an appropriate authority—such 
as a health worker—of a form confi rming that a birth or death 
has occurred. The notifi cation form can be used as evidence 
when reporting to the civil registration offi  ce. In the case of a 
death, a notifi cation form might be needed to obtain a burial 
permit. Notifi cation forms do not have the legal status of a 
birth or death certifi cate.

Registration
Registration is the act of formal registration of an event at a 
civil registration offi  ce. Details of the event are entered into 
the offi  cial civil register by the registrar. Registration is an 
essential step to obtain a birth or death certifi cate. 
Registration records are archived, thus enabling copies of 
certifi cates to be obtained when needed.

Certifi cation
Certifi cation is issuance by the civil registrar of a legal document 
certifying a birth or death and associated characteristics.
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regional initiatives such as the One Million Community 
Health Workers Campaign in Africa gain traction,41 
development of a cohesive research agenda focusing 
on issues of shared interest, including community 
empowerment, training, management and supervision, 
scalability, new technologies, health information system 
integration, and data quality would be prudent.

Strategies to link death registration to issuance of 
burial permits have proved successful in settings in 
which disposal of bodies is well regulated as a public 
health imperative, such as in Egypt, the Philippines, 
and Thailand. Examples of eff ective linkages between 
registration and religious authorities and funeral services 
need to be documented. Research is likewise needed 
to identify eff ective ways to improve cause-of-death 
certifi cation practices of physicians42 and to show how 
new verbal autopsy methods could be integrated into 
routine registration systems when physicians are not 
available to certify deaths.43,44

Several projects have introduced mobile com -
munication devices and short messaging services (SMS) 
to increase notifi cation of vital events from communities 
to health and civil registration authorities.45–47 However, a 
review48 of 58 studies of eCRVS or mCRVS interventions 
concluded that a rigorous assessment component was 
often absent from the projects, rendering them of limited 
usefulness. Many projects were implemented on a small 
scale at local levels, and issues of scalability and systems 
integration were rarely addressed. Moreover, the potential 
for error and deliberate fraud was rarely acknowledged.

Whereas several interventions have focused on use 
of mobile devices to increase notifi cation, very few 
investigated how notifi cation could be used to increase 
registration and certifi cation of vital events. Results of one 
study that addressed this issue showed that SMS 
intervention resulted in substantial improvements in the 
notifi cation step, and modest improvements in the 
registration step, but that notifi cations and registrations 
did not match the number of vital events identifi ed in the 

local demographic surveillance system (table 3).49 The 
study identifi ed systematic issues—rather than community 
hostility to, or ignorance of, registration—that accounted 
for the very low rates of both notifi cation and registration.

Proof-of-concept projects have a continuing role—
such as the Health Metrics Network’s Monitoring of 
Vital Events through Information Technology projects,50 
Plan International’s birth registration pilots,51 and 
demonstration projects by the US Centers for Disease 
Control and Prevention’s Global Program for CRVS 
Improvement.52 Lessons learnt from such projects 
encourage funding partners, such as GAVI, the Vaccine 
Alliance, the Global Fund, US President’s Emergency 
Plan for AIDS Relief, and the World Bank, to support 
country activities. Successes established on a small scale 
can achieve support for expansion.

The strength of the advocacy case for CRVS would 
benefi t from a solid evidence base showing links between 
registration, individual identity, citizenship, justice, 
democratic governance, and reduction of poverty and 
inequities.53–57 Studies in Bolivia, Brazil, Ecuador, and 
Guatemala have shown how not having a national identity 
can be a determining factor in the cycle of poverty.58–60 As 
interest expands in use of digital biometric identifi cation 
technologies such as fi ngerprints or iris scans to bypass 
traditional paper-based identity systems, an evidence base 
is needed of the possible benefi ts and risks of such 
approaches. Moreover, the introduction of these 
technologies needs to build on, and be clearly aligned 
with, the foundations provided by CRVS in terms of legal, 
policy, and statistical systems.61,62

If the potential of research to improve CRVS is to be 
exploited optimally, it will be important to create synergies 
and complementarities across national, regional, and 
global research eff orts, and to ensure the active 
contribution of academic institutions and think tanks as 
partners to undertake the needed research.63,64

Knowledge translation services—possibly hosted or 
coordinated by regional or worldwide partners—could 
help to ensure that research fi ndings and lessons learnt 
from countries are analysed and made readily accessible 
to users, especially those entrusted with maintenance 
and development of CRVS systems in resource-poor 
countries. The potential of engagement with journals 
across the specialty of development—statistics, govern-
ance, development, planning, health, and human 
rights—to solicit possible interest in CRVS studies, 
either on an individual basis or as part of a series about 
CRVS should likewise be investigated.

The global leadership vacuum
Although an improved evidence base for CRVS is 
needed, it will not be suffi  cient by itself to bring about 
lasting change. To ensure continuing visibility and 
sustainability needs institutions that “create, negotiate, 
promote and sustain”65 and that can help to overcome 
gridlock between institutions, harness a broad range of 

Births Deaths

Number Percentage Number Percentage

No specifi c reason 140 34% 0 0%

Transport issues 87 21% 15 31%

Cost issues 49 12% 3 6%

Household unwilling 49 12% 14 29%

Sickness 40 10% 1 2%

Household moved out of district 25 6% 16 33%

Household lost notifi cation 12 3% 0 0%

Child died before 90 days 7 2% ·· ··

Total 409 100% 49 100%

Reproduced from Kabadi and colleagues50 by permission of University of Queensland Health Information Systems 
Knowledge Hub. 

Table 3: Number and type of reasons for households’ failure to certify their events (pilot project in Rufi ji 
district, Tanzania, 2013)
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eff orts, and achieve rapid progress towards defi ned goals 
and targets. Examples of the importance of such 
institutions include UNAIDS (1994), the Roll Back 
Malaria Partnership (1998), the Stop TB Initiative (1998), 
GAVI, the Vaccine Alliance (2000) and the Expanded 
Program on Immunization, the Global Fund to fi ght 
AIDS, TB, and Malaria (2002), and the Partnership for 
Maternal, Newborn and Child Health (2005). No similar 
worldwide advocacy, action-oriented, and delivery-focused 
mechanism exists for CRVS. Worldwide, leadership for 
CRVS is lamentably absent, coordination of technical 
support to countries is inadequate, and coordination and 
alignment of development partner activities around 
country-led eff orts is poor.66

The contribution of UN agencies: a patchy history
Within the UN system, eff orts have been made in the 
past to address the weakness of country CRVS systems. 
The UN Economic and Social Commission (ECOSOC) 
established the World Programme for the Improvement 
of Vital Statistics in 1968 and the International 
Programme for Accelerating the Improvement of Civil 
Registration and Vital Statistics in 1991. These initiatives 
led to production of standards and handbooks and 
provision of technical and fi nancial support to several 
countries for CRVS assessment and planning.67 Support 
was provided (through UNFPA) to CRVS improvement 
projects in Africa, but was discontinued after an 
assessment that identifi ed a failure to mobilise high-level 
political commitment across all government departments 
and a scarcity of long-term vision needed to ensure 
sustainability.68 The results of these initiatives were the 
important series of guidelines that have provided 
international standards for CRVS. However, in terms of 
country progress, the legacy is mixed. Indeed, a 1993 
report to the UN Economic and Social Council alluded to 
the need for sustainability and specifi cally highlighted 
the need for improved coordination across sectors, 
including health.69

Although the UN Statistics Division continues to 
update (albeit slowly) its guidance documents, it off ers 
only limited technical or fi nancial support for country 
strengthening of CRVS.70 The UN Statistics Division 
does not maintain a high-quality database of birth and 
death registration completeness, but relies instead 
on intermittent and usually outdated reports from 
countries that do not have stringent criteria of quality 
and timeliness.71 Establishment of a UN inter-agency 
group for CRVS72 seems to be confi ned to information 
sharing and has limited ambitions for provision of 
support to country improvement eff orts.

The UN Population Division produces worldwide 
demographic estimates by combining mortality and 
fertility statistics from countries, but does not off er capacity 
development to enable countries to appraise and critically 
assess the quality of their vital statistics. The UNFPA, 
which is mandated to help countries to generate data for 

populations and provided project-based support to CRVS 
during the 1990s, pays scant attention to civil registration.73 
UNICEF has a laudable history of support for birth 
registration, but does not contribute to compilation of 
birth registration information into vital statistics and has 
only in the past 3–4 years recognised the need to register 
deaths and causes of death among children.74,75

Funding by the World Bank for statistical capacity 
building has not been directed to civil registration or the 
vital statistics it produces, although its engagement in 
eff orts to develop investment cases for CRVS suggests that 
a change might occur.38 The Paris 21 partnership focuses 
on support of countries to develop national strategies 
for development of statistics, but has, until 2014, been 
strangely silent about CRVS as an essential foundation 
on which to build a national statistics system.76 The UN 
Development Programme, which addresses development 
and governance, and is the lead UN agency responsible for 
coordination of UN support at country level, would seem 
an obvious choice for coordination of activities in countries 
but has not made the link with civil registration. The time 
has come to integrate CRVS into national strategies for 
development of statistics and into UN Development 
Assistance Frameworks as a central component of country 
development and poverty-reduction strategies. However, 
doing so will need more eff ective and proactive worldwide 
leadership than has been visible so far.

The role of WHO
Leadership has been inadequate for production of 
cause-of-death statistics. WHO is responsible for the 
International Statistical Classifi cation of Diseases and 
Related Health Conditions (ICD), which is the inter-
national standard for cause-of-death data.77 However, 
WHO has prioritised development and updating of ICD, 
and has failed to mobilise either the political commitment 
or organisational resources to provide operational support 
to countries for ICD implementation. Indeed, the way the 
ICD has developed is an unfortunate example of 
generation of complexity out of simplicity. Initially 
conceived as a system for classifi cation of deaths, mostly 
for public health purposes, the ICD became a system for 
classifi cation of “diseases and related health problems”.77 
Although this expansion has been of substantial value for 
classifi cation of morbidity, it has made classifi cation of 
mortality more complex.

Furthermore, the need to regularly update the ICD in 
line with changing medical knowledge and administrative 
needs has created an unresolved tension between 
statistical and administrative uses of the ICD. Statistical 
users need continuity for trend analysis and broad levels 
of aggregation, consistent with diagnostic reporting on 
death certifi cates. Administrative users need up-to-date 
and detailed diagnostic terminology and specifi city.78 The 
ICD claims to meet both needs, but in practice falls short 
when it comes to generation of reliable time-series of 
statistics for causes of death.
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For countries in which implementation of ICD coding 
to three or four digits is not feasible, WHO has developed 
a simplifi ed, short list of cause-of-death groupings that 
will generate an overview of the health situation and 
emerging mortality trends, and enable comparisons 
between countries.79 This development is welcome, but 
needs to be followed by systematic support to countries 
for implementation.80

WHO has belatedly acknowledged the need to develop 
ICD standards appropriate to a range of country 
circumstances and capacities. In resource-constrained 
countries, physicians able to correctly certify cause of 
death are in short supply and poorly distributed.81 

Additionally, WHO should provide technical support to 
countries for routine implementation of verbal autopsy 
techniques in settings in which widespread medical 
certifi cation of causes of death is not possible. Although 
verbal autopsy cannot match the exactitude of medical 
certifi cation of cause of death at the individual level, it 
can produce cause-specifi c mortality fractions at the 
population level, thus improving the evidence base for 
public health decision making.82

Strengthening of its work to develop and implement 
standards and tools for cause-of-death ascertainment in a 
range of country settings is a matter of strategic choice 
for WHO. In view of the momentum to strengthen 
CRVS systems and generate better statistics, WHO 
urgently needs to provide worldwide leadership and raise 
awareness about the crucial public health importance of 
reliable monitoring of leading causes of mortality in 
populations and their implications for public health 
decision making.

The need for worldwide governance
International agencies have tended to work in the area of 
CRVS in an uncoordinated and intermittent manner. 
This fragmentation risks an instrumental approach to 
CRVS, with it being seen as a vehicle to meet specifi c 
programme needs, rather than as a mechanism with 
intrinsic value to individuals, the state, and several sectors 
and disease-specifi c programmes.83 Unfortunately, no 
global custodian for civil registration exists, and no 
mechanism exists for strategic leadership, collaboration, 
and co ordination of standard setting and technical 
support to countries. The International Institute for Vital 
Registration and Statistics (IIVRS) created in 1977 
provided, on a low budget, an informal coordination 
function for CRVS, and brought together 147 members—
including civil registrars and health and statistical 
experts—from 97 countries (Israel RA, personal 
communication). IIVRS generated many reports about 
technical methods and country experiences, but ceased 
its activities in 1998 owing to poor funding.84

Civil registrars from the Asia–Pacifi c region 
convened for the fi rst time in May, 2014, and established 
an Asia–Pacifi c Civil Registrars’ Network85 intended to 
enable sharing of ideas and experiences of the 

contributions of civil registrars to strengthening of 
CRVS. The Asia–Pacifi c Ministerial Conference on 
CRVS took place in November, 2014, bringing together 
stakeholders across sectors—including registrars, 
statistical offi  ces, the health sector, civil society, and 
the private sector—to mobilise high-level political 
commitment for CRVS in the region. The Africa 
Symposium for Statistical Development, a platform 
aiming to strengthen Africa’s statistical systems, has 
identifi ed CRVS as a key priority.86 As noted in the fi rst 
paper of this Series,87 three ministerial-level meetings 
have already taken place in Africa. These events, which 
bring together registration, statistical, and health 
ministers, with the African Development Bank and the 
Africa Union, have been key to mobilise political and 
fi nancial support for implementation of a regional plan 
of action for CRVS.88

The regional examples are indicative of the need to 
improve the development architecture for CRVS by 
creation of new mechanisms for cooperation, co ordination, 
and funding. These mechanisms are designed to foster 
collaboration across sectors, stakeholder involvement, and 
country capacity develop ment for CRVS implementation 
in Africa. Energy and commitment at regional levels needs 
to be matched by a similar engagement of worldwide 
partners.

A worldwide alliance for CRVS
No single agency can be expected to remedy the 
weaknesses in development architecture for CRVS and 
achieve sustained improvements in CRVS at country 
level. However, if each agency were to play its part fully 
in coordination with others, including partners outside 
the international system and non-state actors, support to 
country implementation would be more eff ective and 
coordinated than it has been so far. Several calls have 
been made for a global alliance for CRVS.89 The role of 
such a worldwide alliance could be: to advocate CRVS 
systems and bridge gaps between human rights, 
statistical, health, and development communities; to 
work with government agencies and non-governmental 
organisations (NGOs) to get CRVS messages across to 
policy makers and civil society; and to provide a platform 
for countries, multilateral agencies, funds and 
foundations, NGOs, academia, civil society, and 
businesses to support CRVS. Additionally, the alliance 
could also bring together academic institutions, 
demographers, epidemiologists, statisticians, public 
health specialists, researchers, and analysts to drive a 
strategic research agenda and generate the evidence 
base for CRVS improvements; provide a means to 
publish research about CRVS and country experiences, 
or support for a journal of CRVS studies; establish a 
knowledge repository to share experiences, lessons 
learnt, and good practices; work with development 
partners to prioritise, promote, and coordinate CRVS 
work; and engage with fi nancing institutions, donors, 

For the The Asia–Pacifi c 
Ministerial Conference on CRVS 

see www.getinthepicture.org

For the global alliance for CRVS 
see www.globalsummitoncrvs.

org
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funds, and foundations to gain support for strengthening 
of CRVS.90,91 The alliance would have a pivotal role to 
ensure that CRVS is appropriately positioned as part of 
the health, aid eff ectiveness, and post-2015 development 
agendas.

Although the functions of a global alliance for CRVS 
are fairly easy to identify, questions about the form such 
an alliance should take are more diffi  cult to answer. Does 
CRVS need an independent, overarching institution, 
with associated resources and transaction costs? Or 
should the CRVS community opt instead for a loose 
confederation or so-called creative coalition characterised 
by a strong collective vision and application of shared 
rules, norms, and strategies by individuals operating 
within or across organisations?92,93 Should the alliance be 
housed in a UN system agency, such as the UN 
Department of Economic and Social Aff airs or the UN 
Development Programme, or hosted by a funding 
body—for example, a development bank—that could 
harness resources across the development spectrum and 
build on expertise across sectors?

Country experiences of strengthening of CRVS show 
the importance of strategic alliances and decision 
making processes across many government sectors—
particularly registration authorities, health, and 
statistics—and active engagement of many non-state 
components, including civil society. The composition of 
a global alliance should be this inclusive. The 
governance structure should have the fl exibility and 
responsiveness to function eff ectively in a multifaceted 
and dynamic development context.94 Legitimacy and 
accountability will depend on involvement of civil 
society, NGOs, the private sector, academia, researchers, 
public health agencies, development partners, UN 
agencies, donors, funds, and foundations. Making a 
complex coalition such as this work in practice needs 
vision, leadership, and the authority to initiate and 
maximise the mandates and activities of diff erent actors, 
and compel collaboration and coordination.

Conclusions
Bold and visible leadership, and framing of CRVS as a 
public good and development imperative is needed to 
maintain the momentum that exists at present and to 
enable countries to overcome half a century of neglect. 
With discussions about the shape and content of the 
Sustainable Development Goals reaching a conclusion, a 
worldwide policy window exists to advocate an intensive, 
purposeful, and well funded focus to strengthen CRVS in 
ways that ensure country ownership and sustainability. 
CRVS systems can contribute to a range of development 
priorities, including the need for every individual to be able 
to document his or her identity, the progressive realisation 
of human rights, increased equity, increased targeting of 
policies and programmes, reliable vital statistics, eff ective 
monitoring of national and donor resources, and 
accountability between governments and citizens.

Correct registration and certifi cation of births and 
deaths, including age, sex, and cause of each death, is 
not only an appropriate recognition of all individuals 
and their fundamental human right to be counted, but 
is also good public policy. Vital statistics derived from 
functioning civil registration systems meet many 
development imperatives, but need to be reliable, 
compre hensive, and timely. The technical skills, 
political momentum, country, and donor interest to 
accelerate civil registration systems are now well 
aligned. Very substantial progress with this key, but 
much neglected, component of global health 
development is possible during the next 5–10 years, 
but will need bold, concerted, responsive, and 
sustained engagement from the major worldwide 
development partners. Signs are emerging that this 
progress is beginning to happen. Failure to capitalise 
on these encouraging developments would be a gross 
dereliction of duty to the billions of people worldwide 
who would benefi t, and would perpetuate the inertia 
and general scarcity of support for CRVS improvement 
that has characterised the past half century of 
worldwide development.
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