Towards universal civil registration and vital statistics systems: a systematic review and meta-

analysis of policies to improve birth and death registration



Introduction

Civil Registration and Vital Statistics (CRVS) systems register vital events including births, deaths, and
causes of deaths in countries [1]. Civil registration and supporting legal documentation helps establish
citizenship, allows citizens to exercise a broad range of rights, and facilitates access to essential services
including social welfare, education, health, and legal protection. Systematic collection of registration data
also improves demographic information necessary for governance. For example, birth and death data can
be used to inform population growth and movement and inform fiscal policy. Within health, functioning
CRVS systems can estimate national and subnational burden of disease, the impact of different disease
programmes, the cost-effectiveness of disease interventions, and health service needs and coverage [2].
To date, many countries have underdeveloped CRVS systems and have had to rely on ad-hoc studies,
surveys, and modelling for these essential information [3-5]. Unfortunately, many of these data sources
are time-limited and externally supported. There is a need for indigenous and sustainable CRVS systems
to generate strategic information to improve public health planning, budgeting and programming.

Civil registration is defined as the continuous, permanent, compulsory and universal recording of the
occurrence and characteristics of vital events in accordance with the legal requirements in each nation.
Vital events captured in CRVS systems include the registration of births, deaths (including cause of death),
marriages, adoptions, and divorces. Public health authorities primarily focus on registration of births,
deaths, and causes of deaths for decision making. Global guidelines have been useful in establishing
CRVS norms and standards for countries. The Statistical Commission of the United Nations provides
comprehensive guidance on how CRVS systems can achieve universal coverage, continuity,
confidentiality, and regular dissemination in order to be a dependable and primary source of vital statistics
[6]. Other technical guidance covers CRVS system strategic planning, legal frameworks, registration
practices, death certification and cause of death, International Classification of Diseases (ICD) data
quality, interim methods for vital statistics, and how to build political and community support for CRVS
systems [7].

All countries have agreed to achieve the Sustainable Development Goals that specify targets related to
CRVS, including (1) by 2030, provide legal identify for all, including birth registration and (2) by 2020,
enhance capacity-building support to developing countries to increase significantly the availability of
high-quality, timely and reliable disaggregated data [8]. Although there has been progress in CRVS system
development over the past two decades, birth and death registration rates continue to increase at a slow
rate [9-11]. Worldwide, the proportion of deaths registered increased from 36% in 2000 to 38% in 2015



whilst the proportion of children under five with a registered birth increased from 58% to 65% [12].
Moreover, independent assessments indicate that the majority of registered deaths have issues surrounding
the quality of cause-of-death ascertainment [13]. For example, the latest data available from WHO indicate
that while an average of 86% of deaths included cause of death, 30% of cause-of-death reports used ill-
defined ICD codes [14]. Increasing death registration rates is critical because cause-of-death data would
become more representative and could potentially be used at the subnational level. Although significant
progress has been made in evaluating the role of information technology interventions in CRVS systems,
other interventions lack formal reviews and evaluations [15,16]. We aim to systematically review and
meta-analyse the evidence on policy interventions to improve birth and death registration.

Methods

Study conduct

This systematic review will be conducted in accordance with the Preferred Reporting Items for Systematic
Review and Meta-Analysis (PRISMA) guidelines [17]. The ABI/INFORM, Embase, JSTOR, PubMed,
and WHO Index Medicus databases will be systematically searched without language, publication, or any
other limits. Given that the Statistical Commission of the United Nations adopted the International
Programme for Accelerating the Improvement of Vital Statistics and Civil Registration Systems to assist
countries with incomplete registration or entirely lacking a CRVS system in 1991, we included articles
implemented and published from 1991 onward [18]. All sources cited in the 2007 and 2015 CRVS Lancet
series will be reviewed for inclusion [1,12,19-24]. CDC’s International Institute for Vital Registration and
Statistics, United Nations Children’s Fund (UNICEF), UN Statistics, World Bank, and World Health
Organization (WHO) will be contacted for relevant publications on CRVS systems. Other stakeholders
working on CRVS system strengthening will also be contacted to identify evaluations of system

improvement interventions.

Search strategy and selection criteria

The search strategies will be designed with a librarian to identify studies that include CRVS system
evaluations. Per recommendations from the PRISMA Group, eligibility criteria will be based on key study
characteristics: population, intervention, comparator, outcome, and design [17]. Specifically, sources will
be included when (1) they include a population eligible for birth and/or death registration, (2) the
intervention is a new policy (i.e. novel legislation or change in programme implementation designed to
improve birth and/or death registration), (3) the comparator includes the lack of the new policy, (4) the

outcome is birth registration rate, death registration rate, timeliness of birth registration, timeliness of



death registration, and/or operational considerations (i.e. acceptability to persons registering births or
deaths, acceptability to staff managing and implementing birth or death registration, human resource
requirements, costs to the health system, adverse events, and/or facilitators or barriers learnt during
implementation), and (5) the study design is cross-sectional, cohort, case-control, or randomised
controlled trial. Studies describing operational considerations will not require a comparator arm to be

included.

Study screening and extraction

Two investigators will independently screen titles of all identified articles. Abstracts from relevant titles
will then be screened. The investigators will then match the full texts of all articles selected during abstract
screening against the inclusion criteria. Disagreements will be resolved through discussion with a third
investigator. References for included studies will be reviewed for additional reports. Articles failing to
meet these inclusion criteria will be excluded from this review. Two investigators will complete the data
extraction using a standardised extraction form comprising four tables. The first table will summarise the
study setting, the second table will summarise study design, the third table will summarise quantitative

outcomes, and the fourth table will summarise operational considerations.

Quiality assessment
The Newcastle-Ottawa Quality Assessment Scale will be used to assess bias in studies [25]. This scale

rates studies based on eight criteria in evaluating selection bias, confounding, and measurement bias.

Statistical analyses

Differences in registration rates will be entered as proportions and stabilised using the Freeman-Tukey-
type arcsine square-root transformation [26]. If interventions are similar enough to combine, the
differences in registration rates with and without the intervention will be pooled based on based on policy
mechanism (e.g. supply, demand, requirement for legal services, punishable by law, incentives, and
combination) [27]. Fixed-effect models assume that the magnitude and direction of an interventions’
effects are identical across the sources and that observed differences among results are due solely to chance
[28]. Random-effects models assume that the magnitude and direction of an interventions’ effects are not
identical but follow a distribution [28]. Since it is possible that the registration rate differences could differ
for reasons other than chance, random-effects models will be used for all analyses. An I-squared statistic
will be used to measure heterogeneity [29]. If there is moderate to significant heterogeneity in estimates,

potential causes will be explored. STATA will be used for all quantitative analyses.
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