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Germany1

Introduction

Both demographers and historians are consistently reminded of the need to
pay particular attention to the specific conditions under which official morta-
lity data were generated before seeking to analyse or interpret the patterns
they seem to reveal.2 Data quality is a critical factor in mortality studies, but
the  construction of vital statistics is socially conditioned and political factors
often determine the configuration and policy priorities of administrative sys-
tems. Within a contemporary context, reliable cause-of-death statistics are
important not only for identifying and monitoring health problems, but also
for developing appropriate programmes for disease prevention and health
promotion. Although it is widely recognized that the accuracy and reliability
of death certificate information has a significant impact on public and corpo-
rate policy, there are continuing concerns over the extent to which the Inter-
national Classification of Diseases (ICD) reflects real trends in pathological
processes, while national systems of cause-of death registration still suffer
from errors and inaccuracies.3 The ICD, even after ten revisions, is still arran-
ged on the basis of several classification axes reflecting both anatomical and
aetiological criteria as well as specific life events, despite evidence that a
more consistent classification procedure only using aetiological factors

1 This paper is the result of research undertaken for project funded by the Wellcome Trust,
London, in conjunction with Barbara Leidinger and Peter Marschalck, for whose assistance
I am very grateful. 

2 G. Emery, Facts of Life: The Social Construction of Vital Statistics, Ontario 1869–1952
(Montreal and Kingston, 1993).

3 H. M. Rosenberg, ,Death data as input to policymaking’, Statistical Bulletin, 72, 1 (1991),
pp.29–34; F.  Meslé, ,Classifying causes of death according to an aetiological axis’, Popula-
tion Studies, 53 (1999), pp.97–105.
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would generate a different picture of mortality trends.4 Recent studies of ad-
ministrative procedures in individual states have also highlighted the persis-
tence of a wide range of problems, including deficiencies in the registration
system itself, the impossibility of distinguishing between direct causes of
death and underlying or contributory conditions involving complex diseases
or uncertain pathogenesis, as well as bureaucratic impediments to the produc-
tion of high-quality data.5

From the mid-nineteenth century onwards there was increasing concern
among statisticians and medical practitioners over the accuracy of cause-of-
death registration systems and the reliability of individual classification sche-
mes. In general, the development of more sophisticated approaches to the
analysis of mortality data in the second half of the nineteenth century was de-
pendent on a number of factors, including important transitions in medical
theories of disease, the implementation of obligatory post-mortem examina-
tion and improvements in cause-of-death classification systems. The adopti-
on of the ICD in 1893 finally provided a basis for improving the quality of
national data and for generating comparative mortality statistics. Although
Germany, in general, had a good reputation as far as the quality of its demo-
graphic data was concerned and German representatives played an important
role in the deliberations of the International Statistics Institute, it was not until
1905 that a standardized scheme for classifying individual causes of death
was adopted and it was only in 1932 that Germany finally accepted the ICD.
To a large extent, the delay in implementing a uniform approach to the colla-
tion, analysis and publication of mortality data was due to the persistence of
a federal state framework in Germany, even after the achievement of political
unification in 1871, which facilitated the continuation of local practices and

4 J. Vallin, ,La evolucion de la mortalidad por causas en Francia desde 1925: problemas y
soluciones’, Boletin de la Asociacion de Demografia Historica, 8, 2 (1990), pp.11–35; F.
Meslé and J. Vallin, ,Reconstructing long-term series of causes of death: the case of France’,
Historical Methods, 29, 2 (1996), pp.72–87.

5 D.G. Hoel, E. Ron, R. Carter and K. Mabuchi, ,Influence of death certificate errors on can-
cer mortality trends’, Journal of the National Cancer Institute, 85, 13 (1993), pp.1,063–68;
J. Ashley and T. Devis, ,Death certification from the point of view of the epidemiologis’,
Population Trends, 67 (1992), pp.22–28; M.-H. Bouvier-Colle, N. Varnoux, P. Costes and F.
Hatton, ,Reasons for the underreporting of maternal mortality in France, as indicated by a
survey of all deaths among women of childbearing age’, International Journal of Epidemio-
logy, 20, 3 (1991), pp.717–721. Widespread political changes can also affect the quality of
demographic data, see B Anderson, K. Katus and B.D. Silver, ,Developments and prospects
for population statistics in countries of the former Soviet Union’, Population Index, 60, 1
(1994), pp.4–20.   
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administrative arrangements. This paper will examine the historical develop-
ment of cause-of-death reporting in nineteenth-century Germany within the
context of a federal system of health administration. It will assess the extent
to which the quality and comparability of demographic data was compromi-
sed by the federal structure of political power and by institutional rigidities in
individual states, while persistent difficulties in implementing a standardized
cause-of-death classification scheme, in turn, affected not only the analysis
and interpretation of mortality trends, but also the specific focus and direction
of public health policy. Within a wider context, the difficulties encountered
in improving the reliability of German mortality data, even after the creation
of the Empire, illustrate the continued powers of the individual states to resist
any move to more centralized structures and the substantial transaction costs
associated with a constitutional framework which guaranteed a high degree
of federal autonomy.6 

The case for convergence and reform

During the nineteenth century wider debates on the political desirability of
German unification reinforced concern over the continued diversity in cause-
of-death classification schemes and underlying deficiencies in the registration
procedures of individual states. The case for convergence in managing cause-
of-death registration was reinforced by a number of factors. Firstly, develop-
ments in medical theory, reinforced by the publication of research-based jour-
nals and a growing emphasis on specific disease entities, contributed to
professional dissatisfaction with a symptom-based classification and culmi-
nated in the defeat of ancient humoralism. Instead of attributing diseases to a
wide range of sufficient causes, medical practitioners increasingly sought to
establish a universal necessary cause for each disease.7 From the mid-nine-
teenth century onwards, physicians and their professional associations in Ger-
many advocated the introduction of standardized cause-of-death statistics as
a prerequisite for the scientific understanding of illness and disease. Although
the medical reform movement initially lost some of its momentum after

6 D. Blackbourn, The Long Nineteenth Century. Fontana History of Europe 1780–1918
(London, 1997),  pp.265–266.

7 T.H. Broman, The transformation of German academic medicine 1750–1820 (Cambridge,
1996); G. Alter and A.G. Carmichael, ,Reflections on the classification of causes of death’,
Continuity and Change, 12, 2 (1997), pp.169–174; G.  Risse, ,Cause of death as a historical
problem’, Continuity and Change, 12, 2 (1997), pp.175–188; K.C Carter, ,Cause of disease
and cause of death’, Continuity and Change, 12, 2 (1997), pp.189–198.
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1848–49, Friedrich Beneke, personal physician to the Grand Duke of Olden-
burg and founder of the Association for Joint Activities for the Promotion of
Scientific Therapeutics, submitted a paper to the German states in 1857 which
emphasized the need to introduce standardized mortality and morbidity stati-
stics, including a uniform cause-of-death classification scheme. The proposal
met with a mixed response. It served as the starting point for the preparation
of a new cause-of-death classification scheme in Prussia (introduced in 1858),
but the Bremen authorities, while accepting that the existing cause-of-death
data were 'completely illusory', felt unable to introduce a system of compul-
sory post-mortem examination which was accepted as a precondition for any
meaningful improvement in mortality statistics.8 

Secondly, public health protagonists, whether individually or collectively,
reinforced the case for the compilation and publication of uniform cause-of-
death statistics in the belief that they would confirm the efficacy of sanitary re-
form. A better understanding of disease was associated directly with notions of
prevention and therapy and a belief that predisposing causes were normally
controllable.9 Various hygiene associations and societies for medical statistics
played an active role in petitioning the North German Confederation and, after
1871, the Reichstag with proposals for creating central state institutions which
could standardize mortality statistics and improve public health policy. From
1869 onwards, one of the leading public health journals (the Deutsche Viertel-
jahrsschrift für öffentliche Gesundheitspflege) regularly published articles that
highlighted the need for a uniform cause-of-death classification scheme. Con-
tributors to the journal condemned the ,many deficiencies’ of existing practices,
the lack of statistical training among medical officers, and the unreliable mor-
tality data of ,national’ statistical offices.10 Public health experts, like many
physicians, also explicitly preferred a classification scheme based on ,real aeti-
ology’ as the most effective means of establishing coherent pathological pro-
cesses and confirming the efficacy of sanitary reform measures.11  

8 H. Ploss, Über das Gesundheitswesen und seine Regelung im Deutschen Reiche (Leipzig,
1882), p.20; Staatsarchiv Bremen, 4, 21–3.

9 C. Hamlin, ,Predisposing Causes and Public Health in Early Nineteenth-Century Medical
Though’, Social History of Medicine, 5, 1 (1992), p.55.

10 H. Wasserfuhr, ,Zur Organisation der Sterblichkeitsstatistik’, Deutsche Vierteljahrsschrift
für öffentliche Gesundheitspflege, 4 (1872), pp.185–199; idem., ,Die Organisation der Sterb-
lichkeitsstatistik in Elsass-Lothringen’, Deutsche Vierteljahrsschrift für öffentliche Gesund-
heitspflege, 7 (1875), pp.356–361.

11 Meslé, ,Classifying causes of death’.
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Thirdly, the pressure to standardize mortality data and create a uniform cau-
se-of-death classification scheme in Germany was reinforced by collaboration
amongst statisticians at an international level. Statisticians were increasingly
aware of the deficiencies in national classification systems and had an explicit
professional interest in encouraging a concerted move towards greater standar-
dization. The International Statistical Congress in Brussels in 1853 initiated a
wider discussion of this issue, and the first draft of an international register of
causes of death was produced at subsequent congresses in Paris (1855) and Vi-
enna (1857). These proposals, however, remained contentious: they attracted
considerable criticism from individual European states and were subject to a
lengthy process of amendment and modification. The achievement of a clear
consensus proved to be problematic even among the various German Länder.
Prussia had not sent an official representative to the Vienna Congress and many
of the smaller German states failed to participate in a subsequent meeting in
September 1857 convened to discuss the foundation of a German Statistical As-
sociation.12 It was not until 1891 that the International Statistics Institute (at
Bertillon’s suggestion) convened a commission to review the cause-of-death
classification scheme which led to the acceptance in 1893 of three schemes ba-
sed on 44, 61 and 91 disease categories.13 In 1900 an abbreviated scheme with
36 major headings and a more detailed list of 179 individual causes of death
were published following deliberations at the Paris International Conference,
while a further scheme for use in hospitals was drawn up with 198 specific hea-
dings.14 The fact that the new ICD scheme was adopted by a number of German
cities further reinforced the case for standardization, at a time when urban sta-
tisticians (organised in the Verband deutscher Städtestatistiker) were increa-
singly active as a pressure group which demanded further improvements in the
classification of causes of death.15 

Finally, the unification of Germany in 1871 provided the necessary political
context for the eventual standardization of mortality statistics and the introduc-
tion of a uniform cause-of-death classification scheme, particularly as the new
constitution envisaged the creation of a central health service. Despite continu-
ed adherence to a federal framework which allowed constituent states a signifi-

12 Generallandesarchiv Karlsruhe, 236/10177.
13 M. Huber, ,Rapport sur les modes to Constation des Décès et de leurs causes’, Bulletin de

l'Institut International de Statistique, 22, 2 (1926), pp. 23–66.
14 B. Leidinger, W. R. Lee and P. Marschalck, ,Enforced convergence: political change and

cause-of-death registration in the Hansestadt Bremen, 1860–1914’, Continuity and Change,
12, 2. (1997), p. 233.

15 Staatsarchiv Bremen, 3–M.1.d.8.
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cant degree of autonomy in configuring public health policy, the establishment
of the Imperial Health Office (IHO) in 1876 was an important step towards the
eventual introduction of standardized medical and mortality statistics. Fol-
lowing the International Statistical Conference in Budapest (29th August–11th
September, 1876), the IHO requested in October of the same year the submis-
sion of mortality data from all towns and cities with a population of 15,000 in-
habitants or more, despite the fact that this involved a number of additional
calculations by state statistical offices.16 It was increasingly recognised that the
level of variation in disease classification by individual states was too prono-
unced and a commission was convened in 1890, consisting of representatives
of the federal states, as well as statisticians and representatives of the legal and
medical professions, with the explicit aim of constructing a uniform cause-of-
death classification scheme. This came into operation in 1892, but it was only
adopted by ten of Germany's federal states.17 Moreover, the scheme (known as
the ältere System) retained several classification axes with causes of death de-
termined both on the basis of aetiological criteria and the localized site of spe-
cific diseases. Specific causes of death were restricted to particular age groups
(so that 'weakness' was restricted to infants dying within their first year of life),
while neoplasms were restricted to the age group 15–60.18 Only primary causes
of death were to be recorded, despite the relevance of contributory conditions
for establishing actual causation, and potential biases were introduced because
contemporary political and public health concerns led to a special emphasis on
infant deaths and infectious diseases. More importantly, no attempt was made
to impose a uniform registration procedure. 

Indeed, it was not until 1905 that Germany finally implemented a scheme
that incorporated a standardized system of classifying individual causes of
death (the so-called jüngere System). The new scheme included a detailed re-
gister of 335 causes of death, which were incorporated into 23 disease groups
with nine sub-headings. As in 1892, emphasis was placed on infectious diseases
(particularly tuberculosis) and the various causes of both infant and violent dea-
ths. Important changes were introduced in relation to specified age-groups: the
adult age-group 15–60 was now sub-divided into two separate categories
(15–30 and 30–60), while a clearer distinction was drawn in recording deaths
amongst the elderly between those aged between 60 and 70 and those of 70
years or more. The 1905 scheme reflected an overriding concern to improve the

16 Staatsarchiv Bremen, 4,57/4–6.
17 Generallandesarchiv Karlsruhe, Justizministerium 234/6401.
18 Leidinger et al., ,Enforced convergence’, p. 231.
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quality of cause-of-death registration and included a wide range of detailed in-
structions. If other causes of death were registered, general, symptom-based de-
scriptions (such as ,weakness of the heart’ or ,paralysis of the lungs’) were
simply to be omitted. Priority was to be given to acute rather than chronic
illnesses and in cases of multiple causality, the probable original disease was to
be registered. 19 Apart from the inclusion of appendicitis as an additional cause
of death in 1907, this classification scheme was retained until 1932, when Ger-
many finally adopted the ICD system.20 Prior to the outbreak of the First World
War, however, no further progress was made towards the introduction of a com-
pulsory system of post-mortem examination. Indeed, by the late-1920s the Ger-
man system of cause-of-death registration was increasingly regarded as
defective: it was unsystematic, too detailed in its treatment of infectious di-
seases and too summary in listing diseases of specific organs.21

Despite the achievement of political unification in 1871 and a growing
awareness in many quarters of the importance of standardized cause-of-death
data for the analysis of mortality trends and for the formulation of appropriate
public health measures, Germany did not introduce a uniform classification
scheme until 1905; deficiencies were still evident in the management of the
registration process in the 1920s; and a final decision to adopt the ICD was
not made until 1932.
The remaining sections of this paper will examine the factors that undermined
the attempt to generate uniform cause-of-death statistics and restricted both
the comparability of cause-of-death data and the quality of contemporary mor-
tality analysis. The significance of institutional rigidities at the federal state
level will be analysed with particular reference to the city-state of Bremen.

Federalism and state health administration 

Despite the territorial re-configuration of Germany as a result of the Napoleonic
Wars, there were still 39 separate states in 1815. Many states sought to reinforce
their 'national' legitimacy and pursued different policies in relation to a wide
range of developmental issues. Federalism reinforced the 'monarchical prin-
ciple' and, with few exceptions, there was no support for the centralization of
political power, either in the Constitution of 1848/49 or at the creation of the

19 F. Prinzing, Handbuch der medizinischen Statistik (Jena, 1906), p. 332.
20 E. Würzburger, Die Bearbeitung der Statistik der Bevölkerungsbewegung durch die Statis-

tischen Ämter im Deutschen Reiche (Allgemeines Statistisches Archiv, Ergänzungsheft 7,
1909), p. 46.

21 Generallandesarchiv Karlsruhe, Justizministerium 234/6401.
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North German Confederation in 1867. Moreover, political power in Germany
remained fragmented even after unification in 1871. The new constitution was
superimposed on a collection of previously independent states: it recognized
their continued status as territorial entities; granted them their own constitutions
and state parliaments; and confirmed their extensive legislative and executive
powers. Only Alsace-Lorraine was to be administered directly from Berlin.22

The retention of a federal constitutional framework throughout the nine-
teenth century had important implications for the structure of state administra-
tion, the direction of health policy, as well as the range and quality of
demographic statistics. Following the creation of both the North German Con-
federation and the German Empire, various arguments were advanced in favour
of a central coordination of health administration and the collation of uniform
medical and demographic data. Imperial agencies would be able to develop
more effective solutions to contemporary health issues than individual states
acting in isolation, and a central authority would be better placed to implement
medical policing measures in a more successful manner. Given the continuing
deficiencies of parish register data, there was a clear need for an effective reor-
ganization by the state of mortality statistics, based on a common classification
and registration system.23 However, it was quickly apparent that the Reich was
unable to assume responsibility for health administration, as it was simply ,not
feasible to proceed against state legislation or local administration or the rights
of individuals by federal decree’ (Virchow, 1985, pp.77,85). Even the proposal
in the autumn of 1871 to create a Central Institute for Medical Statistics proved
to be contentious, as it reflected persistent differences between the various ad-
vocates of public health reform.24 Although the IH0 was established in 1876, it
only exercised a ,passive monitoring role’, and responsibility for the enactment
and implementation of health administration remained the responsibility of the
individual states.25 The Imperial government in Berlin was certainly responsib-
le for a number of important initiatives, including the Vaccination Law of 1874

22 H. Boldt, ,Federalism as an Issue in the German Constitution of 1849 and 1871’, in H. Wel-
lenreuther, C. Schnurmann and T. Krueger (eds.), German and American Constitutional
Thought. Contexts, Interaction and Historical Realities (New York, Oxford and Munich,
1990), pp.259–292; J. Roesler, ,Die misslungene Integration Elsass-Lothringens in das
Deutsche Reich nach 1871 als warnendes Beispiel’, Basler Zeitschrift für Geschichte und
Altertumskunde, 96 (1996), pp. 127–145.

23 Wasserfuhr, ,Zur Organisation der Sterblichkeitsstatistik’. 
24 R. Virchow, Collected Essays on Public Health and Epidemiology, Vol.1 (Canton, 1985),

pp. 77, 85.
25 G. Varrentrapp, ,Werden wir ein deutsches Centralgesundheitsamt erhalten?’, Deutsche

Vierteljahrsschrift für öffentliche Gesundheitspflege, 4 (1872), p. 145.
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and the introduction of compulsory health insurance in 1883, but the IHO was
denied executive powers and other legislation (such as the Foodstuffs Law of
1879 and the Law on Contagious Diseases of 1900) simply sought to standar-
dize existing state regulations.26 Indeed, even the limited objective of achieving
greater uniformity in medical statistics remained problematic, as both Meck-
lenburg-Strelitz and Mecklenburg-Schwerin continued to refuse to cooperate
with the relevant Reich authorities (the Imperial Statistical Office and the IHO)
until 1924. There was no consolidated health legislation in Germany prior to
1914; health administration in the individual states continued to reflect operati-
onal structures which had their origins in the late-eighteenth and early-nine-
teenth centuries; and a uniform health service for Germany as a whole was only
adopted in 1934.27

By the end of the nineteenth century, there was some similarity in the gene-
ral framework of medical administration at the federal state level which re-
flected a shared ideological tradition moulded by the concept of medical police
with its primary emphasis on coercive, individual-based measures. In reality,
the management of medical affairs varied substantially among the individual
states and the overall system of medical administration was condemned by a
contemporary observer as ,chaos without form or life’.28 Medical issues in
Prussia were dealt with by a special department within the Ministry of the Inte-
rior between 1808 and 1849, when they were transferred to the Ministry of Re-
ligious, Education and Medical Affairs; in Baden, Bavaria, Saxony and
Württemberg the Interior Ministry retained responsibility for all aspects of me-
dical administration and health policy, whereas in most smaller states, such as
Mecklenburg-Schwerin or Sachsen-Weimar, this function was carried out by
either the Ministry of Justice or a central State Ministry. Prussia had four levels

26 P. Weindling, ,Bourgeois Values, Doctors and the State: the Professionalization of Medicine in
Germany 1848–1933’, in D. Blackbourn and R.J. Evans (eds.), The German Bourgeoisie
(London, 1991), p.205; O. Rapmund, Das öffentliche Gesundheitswesen (Allgemeiner Teil)
(Leipzig, 1901), p.64; B. Witzler, Großstadt und Hygiene. Kommunale Gesundheitspolitik in
der Epoche der Urbanisierung (Stuttgart, 1995).  

27 W. F. Kohler, ,Quellen zur Statistik des Gesundheitswesens in Deutschland (1815–1938)’, in
W. Fischer and A. Kunz (eds.), Grundlagen der Historischen Statistik von Deutschland. Quel-
len, Methoden, Forschungsziele (Opladen, 1991), p.280; L. Sachs, ,Versuch eines Gesetzent-
wurfs zur Reorganisation des Medizinalwesens in Preußen’, Deutsche Vierteljahrsschrift für
öffentliche Gesundheitspflege, 11 (1879), pp.505–551; Alfons Labisch and F. Tennstedt, Der
Weg zum 'Gesetz über die Vereinheitlichung des Gesundheitswesens' von 2.Juli 1934. Ent-
wicklungslinien und -momente des staatlichen und kommunalen Gesundheitswesens in
Deutschland (Schriftenreihe der Akademie für öffentliches Gesundheitswesen, Bd.13 I/
II)(Düsseldorf, 1985).

28 J. Stoll, Staatswirtschaftliche Untersuchung über das Medizinalwesen (Vienna, 1842).
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of administration (central; provincial; administrative district; and local), but
other states were far less bureaucratic. In both Baden and Hesse local medical
officers were directly responsible to the central government ministry, while in
some smaller states, such as Schaumburg-Lippe and Schwarzburg-Rudolstadt,
there was simply no legislative framework for regulating medical affairs or se-
curing the collation of reliable cause-of-death data. As a result, there was a sig-
nificant degree of variation in the administrative structure of state medical
services, even after the achievement of political unification in 1871.29

Federal autonomy and cause-of-death registration

From the late-sixteenth century onwards, individual causes of death had been
reported in parish registers and this practice was made compulsory throughout
Prussia following the severe plague epidemic of 1708–10. Indeed, Prussia play-
ed an important role in the development of cause-of-death data throughout Ger-
many: the urban authorities in Berlin and Breslau began publishing bills of
mortality in the 1720s and 1730s and individual provinces reported causes of
death at a comparatively early date. By the second half of the eighteenth century
cause-of-death registration had become an official concern.30 Under the influ-
ence of Süssmilch and as a result of an increasing interest in medical topogra-
phy, important steps were taken to improve registration procedures in the
Circular of 1766 and the Allgemeines Landrecht of 1794, a process which was
reinforced by the creation of the Royal Statistical Bureau in 1805.31 Other Ger-
man states were more dilatory in their approach to the compilation of cause-of-
death data. Coburg, for example, adopted a basic classification system in 1781,
but it only contained fairly general, symptom-based diseases. It was not until
1803 that the Bavarian authorities required a yearly overview of ,dominating di-
seases’ based on parish register material which remained the main source of in-
formation on population statistics until 1875, despite the fact that local medical

29 A. Guttstadt, Deutschlands Gesundheitswesen. Organisation und Gesetzgebung des Deut-
schen Reiches und seiner Einzelstaaten (Leipzig, 1890); W.R. Lee and J.P. Vögele, ,The
Benefits of Federalism? The Development of Public Health Policy and Health Care Systems
in Nineteenth-Century Germany and their Impact on Mortality Reduction’, Annales de
Démographie Historique (2001/1) (Lutter contre la mort. Le rôle des politiques publiques),
pp.68–70. 

30 K. Kisskalt, ,Über historisch-medizinische Statistik’, Archiv für Geschichte der Medizin, 17
(1925), p.165; R. Boeckh, Allgemeine Übersicht der Veröffentlichungen aus der administra-
tiven Statistik (Berlin, 1863), p.5.

31 A. Guttstadt, ,Die Statistik der Todesursachen in Preußen’, Zeitschrift des königlichen
Preussischen Statistischen Bureaus (1879), p.153.
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officers were instructed to record all deaths by age, sex and cause from 1809
onwards.32 By the second half of the nineteenth century many German states
were in a position to publish cause-of-death data on a regular basis, but this ne-
ver became a uniform practice. Hesse consistently failed to issue a separate se-
ries of medical statistics and only ten federal state contributed data for the Reich
cause-of-death statistics from 1892 onwards.33 To this extent, the approach of
individual states to cause-of-death registration continued to vary significantly.

The persistence of state autonomy in many areas of health policy and admi-
nistration had important ramifications in terms of the development of a reliable
system of cause-of-death classification. Firstly, there was a continuing lack of
uniformity in the classification of causes of death, as well as significant defici-
encies in the schemes adopted by individual German states. In Prussia, the de-
cree of 1799 laid down 53 separate cause-of-death headings, a number that was
reduced progressively in the course of the nineteenth century to 33 (1810), 11
(1815), and finally to 10 (1861). Following the introduction of civil registration,
however, an important reclassification exercise was carried out which resulted
in 30 individual causes of death (without sub-headings). A similar process was
evident in Bavaria, where there was an initial reduction in the number of disease
categories from 18 (1815–39) to 11 (1855). By contrast, the classification
scheme utilized by the medical authorities in Baden in 1894 consisted of eight
major disease categories, covering a total of 136 individual diseases.34 Even at
the beginning of the twentieth century, the number of individual disease cate-
gories in ,national’ classification systems varied between 17 in Saxe-Meiningen
to 66 in Bavaria. To a large extent, the continuing absence of a uniform cause-
of-death scheme simply reflected the adoption in individual states of different
classification systems, whether developed by medical experts and demographic
statisticians (such as Bertillon, Flinzer, Lackner or Virchow), or advocated by
institutions and government agencies, including the IHO, the Prussian Ministry
of Culture, the Hamburg Conference of 1888, or the international community
(with the publication of the ICD in 1893).35 The extent to which this lack of uni-

32 F. Nicolai, Reise durch Deutschland und Schweiz im Jahre 1871 (Stettin, 1783);  J.von Ker-
schensteiner, ,Zur Geschichte der Mortalitätsstatistik in Bayern’, Münchener Medicinische
Wochenschrift, 31 (1886); L. Krinner, Bevölkerungsstatistische Erhebungen in bayerischen
Landgemeinden und Pfarreien (Deutsche Gau, Sonderheft 124), Kaufbeuren, 1928.

33 Kohler, ,Quellen zur Statistik des Gesundheitswesens’, p.295; Generallandesarchiv Karls-
ruhe, Justizministerium 234/6401.

34 Die Statistik der Bewegung der Bevölkerung sowie die medizinische und geburtshilfliche
Statistik des Großherzogtums Baden für das Jahr 1894, Jahrgang 13 (Karlsruhe, 1895), pp.
42–45.

35 Würzburger, Die Bearbeitung der Statistik:
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formity undermined the quality of statistical data was evident in Bremen. Until
1892 the city-state had utilized the Virchow system, which had then been re-
placed by the IHO’s new classification scheme. However, the Bertillon system
had been employed for processing local statistics, primarily for comparative
purposes. As a result, specific diseases were allocated to different categories
and it was increasingly difficult to maintain comparability with earlier data.36

The inherent problems of comparability were compounded by deficiencies
in national cause-of-death classification schemes. Most schemes in the early
nineteenth century were symptom-based, structured according to contemporary
nosologies, and they continued to reflect the traditional distinction between in-
ternal and external causes of death, despite the increasing condemnation of this
'superficial' division of human diseases.37 The names of individual causes of
death were also derived directly from contemporary vernacular language, or
even regional dialects, as the reference to ,chicken cough’ (Hühnerhusten) in
the death registers of Bremen indicates.38 Classification schemes often betray-
ed official concern over specific causes-of-death (including accidents and sui-
cide) or infectious diseases, such as cholera, which posed particular problems
in terms of public health and medical policing.39 They were also plagued by ter-
minological problems which undermined their reliability even within the fra-
mework of existing medical knowledge. The original classification scheme in
Bavaria suffered from overlapping disease categories, with tuberculosis deaths
also listed under consumption, dropsy, or suppuration, and an extensive reli-
ance on observed symptoms (such as ,inflammation’ and ,sclerosis’) which
may have been the result of a number of potential diseases.40 The Hamburg aut-
horities relied extensively on Latin terminology for individual diseases, while
the classification scheme in Saxony contained a number of disease categories
which were seldom replicated in other states.41 Even in the case of Prussia the
appearance of a uniform classification system was misleading and persistent
weaknesses were evident both in relation to medical diagnosis and categoriza-
tion. The cause-of-death statistics for the period 1820–34 essentially distingu-

36 Staatsarchiv Bremen, 4,21–566.
37 36. E. Lesky (ed.), A System of Complete Medical Police. Selections from Johann Peter

Frank (Baltimore, Maryland, 1976), p. 353.
38 Leidinger et al., ,Enforced Convergence’, pp. 223–224.
39 Zur Statistik des Königreichs Hannover, Heft 4 (Hannover, 1855).
40 F. Oettinger, ,Entwurf zu einem Schema der Todesursachen’, Allgemeines Intelligenz-Blatt,

III (1855),  pp. 13–16; F. Oesterlen, Handbduch der medicinischen Statistik (Tübingen, 1865),
p. 771.

41 Guttstadt, ,Die Statistik der Todesursachen’; Oesterlen, Handbuch der medicinischen Statis-
tik, p. 772.
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ished between acute and chronic causes of death, as well as internal and external
diseases, and included a separate category for cases of sudden death, while it
was officially accepted that the medical statistics for cities such as Berlin, based
on the classification scheme of 1858, were more reliable than cause-of-death
data from larger administrative areas.42

The continued adherence to a federal state framework meant that Germany
still maintained a variety of cause-of-death classification schemes even in the
late-nineteenth century. Any meaningful analysis of the available data, particu-
larly from a comparative perspective, was complicated by differences in classi-
fication procedures and the diagnosis of individual diseases. Although some
disease categories (such as dysentery, scarlet fever and whooping cough) were
common to all the states, there were substantial differences in terminology, in
the classification of individual diseases and in the overall coverage of national
classification systems. Whereas ,convulsions’ (as a cause of death in early
childhood) was linked with debility in Alsace-Lorraine, Prussia was the only
state to distinguish between pulmonary tuberculosis and other forms of tuber-
culosis. In the early decades of the nineteenth century there had sometimes been
a tendency to register a number of separate diseases under a common heading
so that ,internal acute disease’ in Prussia included deaths from measles, scarlet
fever, dysentery and Asiatic cholera.43 The final designation of a particular cau-
se of death was also the result of a complicated process of distinguishing
between primary and underlying causes, a task that was hampered by the con-
tinuing absence of standardized guidelines. In many cases, the diagnostic skills
of medical practitioners remained limited even at the end of the nineteenth cen-
tury. Errors were inevitably made in registering diseases such as tuberculosis
before the advent of reliable diagnostic tests, a tendency which was reinforced
by widespread belief that the disease was both hereditary and socially dama-
ging.44

Secondly, individual classification problems were compounded by the dif-
ficulty of controlling the accuracy of cause-of-death registration. The quality of
mortality data in Germany remained very uneven because of federal differences
in registering causes of death. During the first half of the nineteenth century,

42 H. Eulenberg, Das Medicinalwesen in Preußen (Berlin, 1874, 3rd ed.), p. 240.
43 J.G. Hoffmann, Die Bevölkerung des Preussischen Staats nach dem Ergebnisse der am Ende
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there was a general reliance on lay reporting with attendant problems in relation
to biases arising from classification inconsistency and confusion between local-
ly defined illness and medically defined disease.45 In Bremen, for example, the
civil death registers contained information relating to the presumed cause of
death (,mutmaßliche Todesursache’) from 1834 onwards, but this remained to
some extent a matter of individual opinion. Although an oral notification of
death by two witnesses (preferably connected with the deceased) was necessary
in order to register a death, there was no general requirement to report the actual
cause of death or to produce a death certificate.46 Medical practitioners throug-
hout this period were concentrated in urban areas, where demand for their ser-
vices was primarily located. Cities and towns, such as Stettin, were therefore
able to adopt medical certification of cause of death, while the shortage of doc-
tors in rural areas necessitated a continued reliance on lay reporting which ex-
acerbated quality differences in cause-of-death data.47 In many rural areas of
Prussia the clergy registered a high proportion of all deaths. Although existing
procedures were improved by the appointment of local registrars, they re-
mained dependent for cause-of-death information on lay officials or ac-
quaintances of the deceased.48 In other states, such as Hesse, the intended
adoption in 1868 of the international cause-of-death scheme was compromised
by local non-compliance: individual registrars continued to accept incomplete
death certificates and priests in the 1870s still recognised causes of death not
contained in the official register.49 Prior to 1914, only 14 states required medi-
cal certification of cause of death and even the reliability of medical registration
was undermined by the continued use of symptom-based diagnoses. The Prus-
sian registration system, in particular, suffered from serious deficiencies, inclu-
ding questionable diagnosis and mistaken categorization, and exclusive
certification by medically-trained personnel was only undertaken in Bremen,
Hamburg and Lübeck.

45 For a discussion of similar problems within a contemporary context, see P. W. Stephens,
,Reliability of lay reporting of morbidity and cause-of-death data: an evaluation of reported
cases and deaths from measles in rural Senegal’, in: J. Vallin, S. D’Souza and A. Palloni
(eds.), Measurements and analysis of mortality: new approaches (Oxford, 1990),
pp.143–154; S. Zimicki, ,Approaches to assessment of cause structure of mortality: a case-
study from Bangladesh’, in J. Vallin, S. D’Souza and A. Palloni (eds.), Measurement and
analysis of mortality: new approaches (Oxford, 1990), pp.99–122.

46 Leidinger et al., ,Enforced Convergence’, p. 222.
47 Guttstadt, ,Die Statistik der Todesursachen’.
48 Wasserfuhr, ,Zur Organisation der Sterblichkeitsstatistik’.
49 Hessisches Staatsarchiv Darmstadt, G.13/243.
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A pre-condition for a systematic registration of death causation was the in-
troduction of an obligatory post-mortem examination. Initiatives in this area had
already been undertaken in the late-eighteenth century, specifically in parts of
Austria-Hungary, as a means of encouraging the population to seek medical ad-
vice. From 1822 onwards death certificates were filled out by local medical of-
ficers in Baden, while Bavaria attempted to introduce compulsory post-mortem
examinations by medical practitioners in 1839.50 Ultimately, legislation enacted
by the Elector of Hesse in 1824 served as a basic model for policy development
in Germany as a whole: post-mortem examinations were to be carried out by
physicians and surgeons in urban areas, but by laymen in rural districts, provided
they had been trained by physicians.51 In reality, however, the situation was far
from satisfactory. Particularly during epidemics there were insufficient doctors
even in urban areas to carry out post-mortems and they often registered causes
of death, such as ,convulsions’, which were too imprecise for statistical purpo-
ses. Smaller states deliberately failed to encourage post-mortem examinations
and the extent of this practice in rural areas of Prussia remained dependent on
the attitude of local clergymen.52 In Bremen, the state authorities only granted
permission for burial if death had been certified by a physician, the next-of-kin,
or by two other individuals who were fully aware of the exact circumstances.
Following the introduction of an obligatory post-mortem examination from 1
January 1872, they preferred to use ,sensible’ laymen, such as school teachers,
to carry out post-mortem examinations if no physician was available, but were
forced eventually to rely on rural constables who had been trained to recognize
causes of death following practical instruction in the mortuary of the General
Hospital by two police doctors, Dr Pauli and Dr Kottmeier.53 Laymen were per-
mitted to register a cause of death in Prussia only if they had received effective
training, although it was widely recognized that new legislation was necessary
to improve the reliability of post-mortem examinations and the quality of mor-
tality statistics.54 The Imperial Ministry of the Interior had intended to introduce
compulsory post-mortem examinations in 1877, but no such legislation had
been passed prior to 1914, apart from the formal requirement that every death

50 Kohler, ,Quellen zur Statistik’.
51 Leidinger et al., ,Enforced Convergence’, p. 227.
52 Wasserfuhr, ,Zur Organisation der Sterblichkeitsstatistik’.
53 Staatsarchiv Bremen, 2-D.20.c.1; 4, 21–5.
54 Rapmund, Das öffentliche Gesundheitswesen (Allgemeiner Teil), p. 827; Tracinski, ,Zur

Einführung der allgemeinen Pflichtleichenschau im Deutschen Reiche’, Deutsche Viertel-
jahrsschrift für öffentliche Gesundheitspflege, 25, 1 (1895), p. 1; H. Bernheim, Entwurf
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had to be registered. Regulations relating to post-mortem examinations re-
mained a matter for individual states and were never applied in a uniform man-
ner throughout the Reich. Although there was an increasing tendency in many
states to require a compulsory post-mortem examination, no such provision was
made in Lippe, Mecklenburg-Strelitz, Oldenburg, Schwarzburg-Sonderhausen
and Waldeck, and it remained limited in Prussia to the larger cities and a number
of administrative districts (such as Niederbarnim). Even at the end of the 1920s,
medical certification was only required in a few states, including Baden, Meck-
lenburg-Schwerin, Oldenburg, Saxony, Württemberg, and parts of Prussia, in
cases where a physician had provided treatment prior to death, while post-mor-
tem regulations remained unchanged in Bremen until 1927, when the state aut-
horities finally required post-mortem examinations to be carried out by
physicians, even in rural areas.55

The situation was aggravated by the absence of any clear policy in relation
to notifiable diseases, Despite a general emphasis on the need to remove dan-
gerous agents, in particular infectious diseases, from contemporary society,
the approach of individual states to compulsory notification varied consider-
ably. Although the Prussian regulation of 1835 specified a wide range of no-
tifiable diseases, including cholera, dysentery, measles, scarlet fever,
smallpox, and typhus, the extent of compulsory notification in many smaller
states, including Saxe-Meiningen, Saxe-Weimar and Schwarzburg-Ru-
dolstadt, remained limited, and the official reaction of individual states to spe-
cific diseases continued to be uneven.56 Mandatory notification of a number
of contagious diseases deemed to be a danger to the public (including leprosy,
Asiatic cholera, petechial typhus, yellow fever, bubonic plague and smallpox)
was introduced throughout Germany by the Imperial Law of 30.6.1900, but
the reporting of all other infectious diseases remained the responsibility of in-
dividual Länder. As a result, the extent of diversity was ,not inconsiderable’.57

Although there was a tendency for some states to model ,national’ legislation
on the Prussian Landesseuchengesetz of August 1901, measles and whooping
cough were only notifiable in Hamburg and the principality of Lübeck, whe-
reas Hamburg was the sole state to insist on the notification of mumps. Dif-

55 Wasserfuhr, ,Zur Organisation der Sterblichkeitsstatistik’, p. 190; O. Rapmund, Das öffent-
liche Gesundheitswesen (Besonderer Teil) (Leipzig, 1914), pp. 830–831; Generallandesar-
chiv Karlsruhe, Justizministerium 234/6401; Staatsarchiv Bremen, 4, 21–11.

56 M. Kirchner, Die gesetzlichen Grundlagen der Seuchenbekämpfung im Deutschen Reiche
unter besonderer Berücksichtigung Preußens (Jena, 1907); Rapmund, Das öffentliche
Gesundheitswesen (Besonderer Teil), p. 465.

57 Rapmund, Das öffentliche Gesundheitswesen (Besonderer Teil), p. 329.
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ferences in ,national’ registration systems persisted: in Saxony notifiable
diseases were initially registered with the Bezirksarzt who was then respon-
sible for forwarding the information to the Landes-Medizinal-Kollegium,
whereas in Prussia they were registered directly with the local authorities.
There was no consensus even within individual states on what constituted the
most effective notification system for both rural and urban areas and there was
considerable concern over the cost implications to the Post Office of allowing
all epidemic diseases to be notified on unfranked forms following the recom-
mendation of the Imperial Ministry of the Interior in 1902.58 In most cases the
costs of complying with official notification requirements were met by the lo-
cal authorities, but some states (including Baden, Bavaria, Braunschweig,
Thuringia and Württemberg) provided financial support from central govern-
ment to poor rural parishes to improve efficiency.

The significance of institutional rigidities

The first statistical office in Germany was established in Prussia in 1805, alt-
hough a director was not appointed until 1810. Other German states followed
Prussia's example, sometimes with a considerable time lag. Bavaria and Württ-
emberg created a central statistical bureau in 1815 and 1820 respectively, but
an appropriate institution for the collation and analysis of statistical data was
only set up in Baden in 1852. Indeed, it was not until the early-1860s that Hesse
and Bremen instigated a centralized compilation of mortality data.59 Each sta-
tistical bureau developed its own operational structure, both in relation to ac-
countability, administrative procedures, and specific areas of responsibility. In
certain cases, responsibility for collating and processing health statistics was
shared between the respective Ministry of the Interior and the Statistical Bureau
in a manner that seldom encouraged cooperation. The fact that mortality data

58 Sächsisches Hauptstaatsarchiv Dresden, Ministerium des Innern, 15155.
59 For the development of the state statistical offices, see, for example, E. Blenck, Das König-
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were seen as an integral component of both demographic and medical statistics
inevitably created disputes between different state agencies, whether at the im-
perial or federal level, and there was considerable opposition after 1871 to the
creation of a Central Institute for Medical Statistics.60 

The historical legacy of institutional arrangements created at an earlier pe-
riod in the nineteenth century retarded the process of statistical standardization.
In Bremen, the Statistical Bureau was responsible for producing demographic
statistics, as well as mortality data with the assistance of the medical authorities.
Such an arrangement inevitably led to conflict between the different agencies,
in particular between the Senate Commission for Bremen Statistics, and the
Health Board (Gesundheitsrat) and Medical Commission. In 1876 the Statisti-
cal Bureau refused to provide weekly mortality data (disaggregated by age and
cause of death) which had been requested by the IHO, unless its own weekly
series (initiated in 1871) could be discontinued. The local sanitary authorities
were therefore initially compelled to produce the necessary data, despite the
fact that the Medical Commission lacked relevant experience in this area. The
inter-agency dispute continued until 1878, when it was finally agreed that the
weekly mortality series would be compiled by the Statistical Bureau.61 Such
difficulties, however, were symptomatic of a need to retain bureaucratic auto-
nomy at a time when both the scale and resourcing of state administration re-
mained relatively limited. In 1864 expenditure on the Bremen Statistical
Bureau accounted for under five per cent of internal administrative costs and
0.27 per cent of the state’s ordinary expenditure: the comparative figures for
1905 were 9.1 per cent and 0.24 per cent respectively. Under such circum-
stances, it is not surprising that the Statistical Bureau was unwilling to accept
new tasks, particularly in response to IHO requests, unless additional resources
could be found to employ the necessary personnel.62

Institutional rigidities, which reflected the legacy of well-established admi-
nistrative procedures at the federal state level, were also evident in two further
areas. On the one hand, any attempt to introduce standardized mortality data
which could be collated in a uniform fashion throughout Germany inevitably
entailed a significant re-classification of specific causes of death in a manner

60 Varrentrapp, ,Werden wir ein deutsches Centralgesundheitsamt erhalten?’, p. 145.
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that failed to reflect established procedures in individual states. Although Bre-
men ultimately adopted a classification scheme that reflected Virchow’s con-
cern with anatomical localization and pathological information, the civil death
registers for 1872 still contained a number of causes of death that were defined
on the basis of visible symptoms, including ,chest disease’ ,dropsy’, ,paralysis
of the lung’, and ,weakness’. The acceptance of alternative classification sche-
mes, as advocated by the IHO and specific professional pressure groups, by de-
finition involved short-term adjustment costs. Indeed, there were constant
attempts by individual statistical offices to modify proposals for alternative
classification schemes in order to reflect their state's specific epidemiological
profile and to retain a degree of comparability with earlier cause-of-death data.
For example, the Bremen authorities insisted on a number of modifications to
the new classification scheme of 1892, replacing ,rare infectious diseases’ by a
separate category for ,influenza, smallpox and Asiatic cholera’, and inserting an
additional heading for ,croup-like pneumonia’. These were diseases which had
a particular significance for Bremen, given its primary function as a port-city,
as a centre for long-distance in-migration and for emigration, and its geographi-
cal location on the river Weser. Dissatisfaction with other aspects of the IHO's
attempt to generate standardized mortality statistics was evident throughout the
period before 1914. Although it was generally accepted that the planned intro-
duction of a new cause-of-death classification scheme did not present ,any dif-
ficulties’ for the Bremen authorities, the Health Board (Gesundheitsrat)
expressed amazement that non-infectious diseases of the nervous system (in-
cluding convulsions, meningitis and tetanus) had been omitted and registered
its concern that the inclusion of complicated Latin definitions would create con-
siderable problems in completing death certificates.63 In 1901, Böhmert, as Di-
rector of the Statistical Bureau, publicly criticized the IHO proposals: whereas
some disease categories were not particularly useful for statistical purposes,
others (such as paralysis or oedema of the lung) were completely unusable. The
introduction of a more extensive classification scheme in 1905 was met with
equal scepticism by the Director who viewed it simply as another system which
would further undermine effective comparisons with earlier cause-of-death
data in Bremen, despite the fact that the Statistical Office remained committed
to this objective.64

63 Staatsarchiv Bremen, 3-M.1.d.8.
64 Staatsarchiv Bremen, 3-M.1.d.8; 4, 21–566.
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On the other hand, the attempt to standardize both the collation and analysis
of mortality data raised a number of methodological problems that continued to
delay progress in the constituent states. Because of its port-city status and the
presence of a considerable ,floating population’ (including many emigrants),
the Bremen Statistical Bureau throughout most of the nineteenth century had
utilized the permanently resident population (Wohnbevölkerung) to calculate
demographic rates, rather than the population actually resident in the city at any
given point in time (ortsanwesende Bevölkerung). Given seasonal variations in
the balance between temporary residents and temporary migrants, it was argued
that a base line population derived from those entitled to be resident in Bremen
was the only way to avoid any distortion created by the emigrant trade.65 Bre-
men was the only federal state that insisted on this method of estimating mor-
tality trends and its approach attracted stringent criticism. According to
Wolffhügel, by excluding the deaths of ,foreigners’ Bremen was able to present
itself as one of the healthiest cities in the cheapest possible way, without instal-
ling a central water supply and without incurring any debts.66 The situation was
compounded by the fact that the IHO required all mortality data to be returned
to Berlin on the basis of the 'actual' population, and a formal request to this ef-
fect was forwarded to the Deputation for Bremen Statistics in June 1878.67 The
city-state authorities were forced to comply with imperial practice in compiling
demographic statistics, but cause-of-death data were still calculated on the basis
of the permanently resident population, primarily to retain comparability with
earlier years. As a result, cause-of-death statistics had to be provided in two
forms: firstly, for the state of Bremen based on the permanently resident popu-
lation; and, secondly, for the port-city based on the population actually resident.
It is interesting to note in this context that the editor of one of the local newspa-
pers, the Bremer Nachrichten, was only prepared to publish quarterly or month-
ly mortality data if they were presented on the basis of the ,actual’ population.68

A final problem that limited the ability of the statistical offices to effect ne-
cessary improvements in the collation and analysis of mortality data was their
continued dependency on the cooperation of local physicians. In Bremen, for
example, as a reaction to the severe smallpox epidemic, a decision was made in

65 Bremisches Statistisches Amt (ed.), Die Berufs- und Betriebszählung vom 12.Juni 1907 im
Bremischen Staate (Bremen, 1914).
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68 Staatsarchiv Bremen, 4,57/4–6.
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1872 to introduce a weekly morbidity series (with a particular emphasis on di-
seases such as scarlet fever, measles, smallpox, abdominal typhus, meningitis
and puerperal fever). The Medical Commission was hopeful that all local doc-
tors would cooperate in returning the required disease-specific information, as
the availability of improved statistical data would benefit the port-city’s health
and wellbeing. Eight physicians refused to respond to the official request: some
,foreign’ practitioners were unwilling to participate and Dr Boekelmann simply
indicated that ,statistics were not to his liking’. Although there was a gradual
acceptance by members of the Medical Association of the need to cooperate
with the port-city’s medical authorities in providing morbidity and mortality
data, by the mid-1880s a number of doctors still failed to fulfil their designated
duties.69 Given the limited scale of Bremen’s administrative apparatus, the sup-
port of professional groups such as the local physicians was critical if further
improvements in medical statistics were to be achieved. As in other German
states and many areas of Europe, opposition from the medical profession or
non-compliance by individual practitioners remained an important constraint
on institutional reform particularly in the sphere of public health and the colla-
tion of cause-of-death data.70

The various directors of Bremen's Statistical Bureau during this period,
however, were generally in favour of reform. Heinrich Frese openly advocated
the compilation of a weekly mortality series by cause of death in 1871 using the
model developed by English urban authorities, in order ,to stimulate the interest
of the population in medical statistics and public health’. Böhmert at the begin-
ning of the twentieth century was equally aware of the need for further conver-
gence in reporting cause-of-death data, even through he remained highly
critical of the IHO’s proposals and the failure to adequately consult the federal
states.71 But because of institutional rigidities and the need to retain existing
practices, if only for long-run comparative purposes, the rate of progress was
slow. In general, the Bremen authorities responded rapidly to specific IHO re-
quests and immediately distributed the official questionnaire relating to cancer
patients in 1900, but the implementation of a uniform cause-of-death classifica-

69 Staatsarchiv Bremen, 4,7–III.1.b.
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tion scheme remained a contentious issue. Indeed, even after the outbreak of the
First World War there was continuing uncertainty over how to register specific
causes of death, when the Statistical Office in Baden sought advice as to
whether soldiers who died of their wounds should be returned in the classifica-
tion scheme under 21b (first-, or second-degree murder), or 21c (accidental or
violent death).72

Conclusion

The quality of mortality analysis remains dependent on the accuracy and relia-
bility of vital registration, particularly in relation to cause of death. It is widely
recognized that there is considerable misclassification of individual causes of
death (for example, in respect to maternal mortality), problems in measuring re-
gistration coverage, and perceptible biases in national reporting systems. Even
using the current ICD system there are persistent difficulties in identifying co-
herent pathological processes.73 The example of Germany in the second half of
the nineteenth century is instructive in this context, as it illustrates some of the
underlying factors which hindered the long-run improvement of cause-of-death
data at an international level. Despite the achievement of political unification in
1871 and the creation of central state agencies (such as the Imperial Statistical
Office and the IHO), mortality data for demographic analysis remained of
doubtful quality prior to the outbreak of the First World War and beyond. The
retention of a federal state constitution reinforced existing institutional rigidities
that prevented any rapid implementation of a uniform procedure for the collati-
on, analysis and publication of mortality data. There had been growing pressure
for the introduction of standardized mortality and morbidity statistics in Germa-
ny from the mid-nineteenth century onwards, but the federal structure of state
power continued to influence, if not to determine, the precise configuration of
government policy in this area. The IHO’s efforts to move towards a uniform
cause-of-death classification system were constantly frustrated by the historical
embeddedness of bureaucratic practice and administrative policy in the indivi-
dual federal states. Even at the end of the nineteenth century, there were still
considerable differences in death registration procedures, in the range of notifi-

72 Staatsarchiv Bremen, 3-M.1.d.8; 3–M.1.d.21.
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able diseases and, most importantly, in the extent of compulsory post-mortem
examinations. It was not until 1905 that Germany finally adopted a standar-
dized scheme for classifying causes of death and it did not introduce the ICD
system until 1932.

Official recognition of the need to secure greater uniformity in cause-of-
death registration, reinforced by the activities of various pressure groups, both
within Germany and internationally, helped to lay the basis for some improve-
ment in the quality and range of mortality analysis. For example, by the early-
twentieth century the Bremen Statistical Office was publishing time-series data
on cause of death by age group on a regular basis and had been able to carry
forward detailed assessments of infant and child mortality by social class, the
impact of housing conditions on mortality trends, as well as the death rate from
specific diseases, such as cancer and tuberculosis. The proportion of deaths of
indeterminate cause had also fallen to under two per cent.74 Indeed, contempo-
rary developments in mortality analysis were not solely dependent on the achie-
vement of a uniform classification system, as individual states were still able to
generate consistent mortality data on the basis of their specific approach to cau-
se-of-death registration. In Bremen, the authorities had introduced a weekly re-
port on morbidity trends focusing on important acute infectious diseases
(including scarlet fever, measles, smallpox and whooping cough) well before
the IHO’s request for similar data. 

The available evidence indicates that opposition from the constituent
states to the standardization of mortality and morbidity data was not simply a
function of ,national’ sovereignty or a narrow-minded commitment to retain
long-established administrative practices. The adoption of an alternative cau-
se-of-death classification system, as advocated by the IHO, involved signifi-
cant adjustment and transaction costs, and would have caused reporting
discontinuities with earlier mortality data. The continued failure of many
states to adopt a rigorous post-mortem examination system also undermined
the case for greater convergence in cause-of-death registration. Not only did
the proposed IHO scheme fail to reflect fully the specific epidemiological
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profile of specific Länder, but the adoption of an alternative classification
scheme had significant cost implications at a time when the statistical offices
were seldom a priority for increased government expenditure. To this extent,
the social construction of German mortality data prior to 1914 was influenced
directly by political considerations and reflected two countervailing forces.
On the one hand, there was increasing pressure from the Imperial government
in Berlin to achieve greater uniformity and comparability in cause-of-death
data. On the other hand, local officials largely based in the various state sta-
tistical offices continued to exercise an important role in defining categories
of disease and determining modes of registration. Under these circumstances,
it is not surprising that the implementation of a uniform cause-of-death clas-
sification scheme in Germany was a protracted and contested process with
important implications for the development of demographic analysis and the
configuration of health policy.


