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The Development of Cause-of-Death
Classification in Eighteenth Century Sweden.
A Survey of Problems, Sources and Possibilities

Eva Nystrom

Introduction

The cause-of-death statistics serve several different but closely related func-
tions. In these statistics we have an important source of information for both
medical and social research. Firstly, the statistics serve a descriptive function
by providing information about the cause-of-death panorama, secondly it
may generate hypotheses for epidemiological studies and other research, and
furthermore the statistics are used for health political and social political pur-
poses. Thus the cause-of-death statistics are of utmost importance not only
as far as medical questions are concerned but also in social and political con-
nections.

What kind of information do the causes of death provide? Recent research
has shown that the cause-of-death statistics in fact involve a long row of
qualified scientific problems of both medical and philosophical character
and that we can not be certain of the reliability of the diagnoses given, their
value of information and so on. An important question so far is the problem
of selecting the principal cause of death and to determine how complications
and other contributory causes should be recorded.!

When studying the state of health in a population in a historical perspective
we usually use a mortality statistics which are based upon specific causes.
That goes for both historical epidemiological studies and the historical
demographic research. In that respect Sweden provides unique possibilities to
research as we have from the middle of the eighteenth century a nationwide
cause-specific statistics, up to the early nineteenth century including Finland,
integrated within the well known vital statistics.

It is natural that our information about the growth or decline in a popula-
tion or the occurrence of a specific disease or different diseases must build
upon the cause-specific statistics and that this information must be based
upon a quantitative analysis. From a historical perspective however, other
questions are pertinent, such as: on what foundations are the cause-of-death
statistics based? Wherefrom is the basis of divisions of diseases and injuries
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derived, and how has this classification changed over the time? What factors,
external as well as internal, have contributed to this development? What kind
of problems was the classification of cause of death afflicted with? Can com-
parisons be made with other countries, and if so, in what way is Sweden
related to the international development?

The purpose of this paper is to give a brief orientation of an ongoing study
and the possibilities to follow the development of the cause-of-death
classification in Sweden with special concern to the questions named above.
The period we are going to take a closer look at, is the time of the birth of the
oldest Swedish cause-of-death statistics at the middle of the eighteenth cen-
tury. We are also going to consider some of the questions to put, as to the in
many ways intensive development that took place from 1860 to 1911.

The problems, sources and possibilities that are here outlined, I am at pre-
sent investigating as a specific research task.? A central aim is to elucidate the
conceptual foundations of cause-of-death statistics and how these have
developed from the beginning in 1749 up to 1948, when Sweden joins the in-
ternational collaboration work concerning causes of death. Consequently,
this investigation deals with the development of cause-of-death statistics on
a general level, not on the individual level, i.e., I am not studying the lethality
in a specific disease, which requires an investigation of the death-books, the
primary sources of the vital statistics. As it is not the factual mortality or the
occurrence of certain diseases that are to be ascertained, this work differs
from demographic investigations regarding aims, sources and methods.
However, the results from the demographic research are important for such
investigations. The primary sources, i.e., the death-books, ought to be used
anyhow as a material of a comparative character. We will come back to that
later in this paper.

Before we go further on, attention should be drawn to some basic pro-
blems. Even though the conceptual basis is in the centre of interest, we must
not forget that organized statistics of this kind, always tend to respond to
some kind of demands from the society. In Sweden in the middle of the eigh-
teenth century the leading politicians were in demands of a complete view
over the population, its size and conditions of health.? Due to the mercan-
tilistic doctrines, a large and healthy population which was able to perform a
productive work in the service of society, was tantamount to the wealth of a
nation. In order to restrain the feared high mortality, a dangerous threat to the
mercantilistic program, a basis for health political considerations was need-
ed. This in turn was necessary for organizing and giving priority to preventive
measures of different kinds. Naturally, any health service requires some kind
of organized picture of the causes of ill health, and a prerequisite therefore
was a general view of the diseases people died of. This demand was to be met
by the cause-of-death statistics. Here we have a social condition and a social
demand.

The impact of the results of the mortality statistics on health policy in
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Sweden around the middle of the eighteenth century was of course enormous.
A nationwide health organization was firmly established, and well organized
with proportionally enlarged resources. Medical questions were discussed as
problems of utmost economic and political value. Much stress has been laid
upon the fact that mercantilism in this respect was fruitful for the develop-
ment. In other words, that rather crass, economic principles drew attention to
the medical scene. On the other hand, the increased knowledge about the
cause-of-death panorama and mortality trends led to a deeper insight into the
health conditions of the population, which together with the contemporary
initiatives taken as to establish a Swedish epidemiology in the long run
nourished not only social medical thinking in general, but also in connection
to that growing humanitarian insights and ideals. Therefore, the history of
cause-of-death statistics would benefit from being treated in a history of ideas
context, where the social and political conditions will be paid attention to,
and where references also will be made to functions and consequences for
medicine and society.

Let us focus some other problems too. A statement of cause of death can
in itself also be a definition of a certain disease category. But what then is a
disease? Which are the factors that constitute its specific nature as a disease
in relation to our conception of health? We know that our ability to discover
and to identify a disease is dependent on the time and the society in which we
are living. This of course also concerns our ability to diagnose the diseases
and to treat them successfully. The cause-of-death statistics therefore reflect
not only the connection between disease and society but also, and naturally,
the scientific standards of the time, as well as attitudes and opinions to death
and disease. A statement of cause of death is furthermore not only a defini-
tion of a disease category, but also a choice between different diseases. This
ability to differentiate between various diseases is also of course due to certain
factors. A precondition for discussing the nature and division of disease in
terms of this, is of course a generally accepted form of conception, i.e., a
nomenclature and a classification of diseases. The history of cause-of-death
statistics is therefore intimately linked with not only the history of diseases
but also with the history of disease classification and must be treated in these
contexts. Nowadays, there is a generally applied uniform basis of division, the
International Classification of Diseases (ICD), prepared by the World Health
Organization, which consists of 17 different classes of diseases, injuries and
causes of death. The ICD also contains rules for its application, for how the
death certificates should be filled in, and how the causes of death should be
registered in the statistics.*

From the historical perspective however, several questions may thus be pos-
ed. Regarding the situation during the eighteenth century, some of these I
would like to put are: what or which kinds of “‘classification’’ were then used?
Were there any distinction between causes-of-death classification and
classification of diseases in general, so that there were two parallel systems
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side by side? Is it possible to study the selection of categories for the cause-of-
death statistics during the eighteenth century compared to the contemporary
conceptions of the disease panorama, and if so, what sources should then be
used? In what way is it possible to study the reflections of the social and scien-
tific conditions and demands?

The conditions for answering these questions will be discussed below; it
should be mentioned though that no final results will here be presented, nor
is there any claims laid to completeness, but the main purpose is to give a
general outline of how the development of cause-of-death statistics can be in-
vestigated.

The eighteenth century background: no uniform classification of diseases

When cause-of-death statistics were initiated in Sweden during the middle of
the eighteenth century, there was no uniform classification of diseases to start
from. This lack of uniformity reflects the prevalent situation in the eighteenth
century medicine. The first decades of the century in particular are often
described as a period of crisis, characterized by conflicts between the old and
the new and between different medical systems.® This split was very much a
direct consequence of the great scientific revolution of the previous century.

The development of a mechanistic world picture of the scientific revolution
had undermined the theoretical foundations of the prevailing medical
philosophy, i.e., Galenism. When its theoretical basis, Aristotelianism, was
threatened and superseded by the victorious mechanistic natural philosophy
its dominating position was spoiled. In spite of this there were no great
changes within medicine. The most remained within the old tradition. There
was no all-embracing medical system to replace Galenism either. On the con-
trary, a new conflict, between on one hand a mechanistic conception on all
organic functions and a vitalistic conception on the other, was soon establish-
ed. The leaders of these schools soon worked out independent of each other,
widely differing, very often rival systems, which was dominant from the end
of the seventeenth century and during practically the whole of the eighteenth
century. Within the framework of these closed systems all questions concern-
ing the structure, the composition and the functions of the human body were
to be solved and the view on diseases and how to treat them.

Initiatives were taken however, in trying to arrange and systematize the
knowledge of diseases into very strict and uniform systems. During the eigh-
teenth century the so called nosological systems based upon the symptoms of
the diseases developed. However, none of these systems were to serve as a
direct basis for the cause-of-death statistics. In spite of that, they can teach us
a great deal about the medical world of the eighteenth century.

An important tradition leads from the English philosopher Francis Bacon
(1561-1626), who had insisted upon a revival of the Hippocratic method to col-
lect knowledge about different case histories and their different courses. Here
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were possibilities to solve the problems within medical science: viz. to avoid
the theoretical systems, and in order to attain reliable results, follow the
recommendations given by Bacon and rely on the experience and the
knowledge that was made up by collections of clinical observations and
systematically try to bring order in a material like that. The great attention
focused on the symptoms of the disease has different explanations. The
possibilities to try to understand what was going on within the body were of
course limited before the era of pathological anatomy and clinical research.
Therefore they had to rely on suppositions based upon observable signs and
examinations of the symptoms of the patient. Important impulses which sup-
ported the doctrines of symptoms were also Bacons assumptions that
medicine only would prosper as a science if, besides collecting case-histories,
comparisons concerning pathological changes in the different organs were
carried out at postmortem examinations with the observed and registered
symptoms that characterized the disease before its course to death.

But most of all it was the methods from botany that came to be of utmost
importance for the symptomatological classification of diseases. The
botanists of the time were still working in an Aristotelian tradition, that
taught that every species were once and for all given by God or by nature in
an eternal and unchangeable pattern of genera and species. Therefore the
botanists would study the nature very intensively and from that learn how to
discover the species and distinguish them from each other with the help of
their characteristic qualities. Thereafter he could give them names and
systematize them into the classification system given by nature. When
transferred to medical data this had important consequences. In the same way
the nosologists thought that they could reveal the natural order, in which the
diseases were organized. Therefore one should get as much information as
possible about what was characteristic of the different diseases. Here the
study of symptoms was to become very useful.

An important intermediary was the English physician Thomas Sydenham
(1624-1689) at the end of the seventeenth century. Inspired by both Hip-
pocratic medicine and the Baconian tradition, he argued for a systematic
description of the diseases made upon their characteristic features. He meant
that one should classify diseases in the same way as the botanists were classi-
fying plants. The starting point was the careful observations of symptoms,
because exactly as plants reveal similar patterns in their characteristic
features, diseases manifest themselves with the same symptoms, though they
appear in different individuals.

However, these ideas were not to be carried out until the middle of the eigh-
teenth century, in the famous nosological systems of Francois Boissier de
Sauvages (1706-1767) and Carl von Linnaeus (1707-1778). Characteristic for
these systems were that similar symptoms were made the basis of classifica-
tion of the diseases, which were split up into classes, orders and genera exactly
as within the botanical science.
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At the turn of the century, several systems of nosology built upon the
criteria of symptoms, the most famous of which was the one of William
Cullen (1710-1790), had developed, and even during the first decades of the
nineteenth century similar systems were formed. For most of the cause-
specific mortality statistics that we have not only in Sweden but also in other
countries, these very complicated systems were of minor importance.® That
means, that there was no connection between the cause-of-death categories,
used for the statistical table forms, and the different nosological systems, even
though the cause-of-death categories also of course were symptomatological
in their character. They existed separately with their different purposes and
functions.

The organization of collecting causes of death and the design of table II

Before going any further, we shall just recall the main features in the organiza-
tion of collecting causes of death in Sweden in the older period. In 1749 a con-
tinuous compilation of tables in a national level, the so called Tabellverket,
was founded, initiating the systematic production of population data. In 1755
a Statistical Committee, the Tabellkommissionen, was established, a forerun-
ner to the National Central Bureau of Statistics.” The information collected
was to include not only the number of births and deaths but also the causes
of death. The obligation to report population data was laid upon the parish
clergymen, who were to fill in the information required into the table forms.
This meant that they transmitted the information from the church books to
the table forms. Since the year of 1686, a special church act had imposed mak-
ing parish registration for all Christenings, marriages, and burials com-
pulsory. The information requested concerning causes of death was to be
tabulated on thelocal level in a separate table, the so called table I1. This infor-
mation later reached Stockholm through a well organized network of ad-
ministration, and was there collected as to serve as basis for the decisions of
the authorities. Twenty-five years later a revision took place and during the
first decades of the nineteenth century the table forms were revised further-
more, without though any important change taking place concerning the ad-
ministrative rules. In 1831 the clergymen were released from the task to fill in
the causes of death, with the exception of deaths from childbirth, smallpox,
suicide and some other specified accidents. This was the situation up to the
middle of the century.

The reasons for introducing cause-of-death statistics in Sweden are already
referred to, but should be emphasized as they were of vital importance for the
preparation of the cause-of-death table forms. When planning the compila-
tion of statistical data concerns about the state of health in the population, in-
fluenced by mercantilistic thought, called for a registration of the mortality
in a separate table, where the annual number of deaths should be reported,
divided into age, sex and causes of death. Several objections were raised to this
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proposal, for example the clergy assumed ignorance of medical issues. The
Swedish clergy that was to establish and record the causes of death, was not
expected by the opponents to manage this task. Other critics urged that the
cause of death should be registered, but that it should be sufficient with a
common popular terminology well known to the clergymen.

The leading politician behind the proposal that more information on the
causes of death was needed, was J.A. Lantingshausen (1699-1769). On the
table form he worked out by himself, no specification was requested though;
general observations concerning the diseases with a supposed high mortality
rate should, however, be commentated. In the late 1740’s, with assistance
from the Royal Swedish Academy of Sciences, where a discussion concerning
the need of a vital statistics and the necessity of specified table forms for that
purpose had been going on for some time, a table form which was to cover the
mortality-rate and the diseases people died of, finally was set up. The task was
to be fulfilled by Abraham Back (1713-1795), who in 1746 at the request of
Pehr Elvius (1710-1749), the secretary of the Royal Academy of Sciences, had
promised to be helpful in this matter. Back was then a newly graduated doctor
of medicine, who was later to become the head of the Collegium Medicum,
the forerunner to the National Board of Health, for a period of almost fifty
years. Even Linnaeus, who had just started to develop his own classification
system, was asked by Elvius to contribute, a proposal he rejected as an im-
possible task, claiming the Swedish clergy was not educated in medicine and
probably never would be.

Unfortunately we know very little about the final discussions and decisions
that formed the complete version of the table forms. As to the table II, we can
only draw conclusions from the discussions that led to its preparations and
the design it finally got; 33 headings were here tabulated with their Swedish
names, from which 21 were diseases and 12 were casualties, i.e., accidental
deaths of different kinds.®! The fact that the diseases and injuries there
tabulated were stated by their Swedish names and in the way they were
familiar for most people, must be seen as a way to make it easier for the clergy.
Health political demands, and practical considerations taking into account
the fact that the clergy was to state the cause of death thus directed the
preparation and the design of table II.

Sources and areas of investigation

The question is how to form an idea of the basis for the medical terminology
used. Here I would like to propose the following procedure. As there was no
uniform, generally accepted and applied classification of diseases and in-
juries to start from, the terms must have been drawn from a wider medical ter-
minology. In order to solve that problem, we have to take into consideration
what kind of sources to use for this kind of investigation.
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The medical literature, the basis for selection of causes of death and the roots
of the terminology

Here one have to go through the medical literature of the time and take a
closer look at their scope and character.’ There are different kinds of works
to go through, medical textbooks, the more popular handbooks, and what
could be called treatises of a more informative character, concerning com-
municable diseases called attention to by the authorities. There are also
smaller treatises about individual diseases and the way to treat them. Further-
more, there are medical advice and information of different kinds in
calenders and prognostic literature. These sources provide rich possibilities of
comparisons. Biack, who was responsible for working out the table II, has
probably taken it for granted that the selection of the diseases tabulated
should be well known to the clergy. As Britt-Inger Puranen has shown in her
thesis on tuberculosis in Sweden, they were very familiar with the terminology
of the medical literature mentioned above. '

To form an opinion about the selection of cause-of-death categories for
table II, it is therefore necessary to examine how these conditions were
described in the literature. From these descriptions the same kind of diseases
or states of diseases could also be found, though perhaps mentioned with
other names or similar names in the literature. In that way the diseases,
selected from the literature to be tabulated in the table could clearly be defin-
ed. To this must be added complementary knowledge from the smaller
treatises concerning certain individual diseases in order to explain further, or
to fortify the pictures of the diseases.

An important problem concerns the roots of the terminology. How long
back in time could we trace the medical terms in table I1? We know already
that there are registered notes about causes of death from the time of the
church act in 1686, and of course there are notes even earlier. With the help of
the medical literature that we have from the seventeenth century and notes
about causes of death in the church books, it would be possible to first trace
the terms back in time, and then turn again and follow the terminology
through the first part of the eighteenth century and into the table. In that way
it would be possible to define the ‘‘life-length’ of the terminology if the
names of the diseases have altered and so on. This is how ‘‘old’’ the diseases
are, that are tabulated in the table II. It is in this connection it would be
valuable to make comparisons with the primary sources, i.e., the death- and
burial registers in order to estimate the scope of the terminology. So far the
material and the possibilities to follow the ‘‘birth’’ of table II.

Another area of investigation is to consider the new more comprehensive
medical terminology used in the table II 1774, the year when the revised ver-
sion was introduced. The main problem here is to compare the table forms of
1749 with the new one as to the presence and differences of the cause-of-death
categories. Here we also have possibilities to follow the prerequisites, in form
of medical literature concerning diseases, for working out the new table.
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Valuable information is also given by Back himself, who stated clearly in
which medical handbooks further information can be found about the condi-
tions (the cause-of-death categories) used in the new table." From these and
other books the development of the conceptual basis can be followed in the
way that was described earlier; i.e., by considering the selection of categories
in the table form compared to the diseases mentioned in the handbooks,
treatises and so on and thus identifying the ‘‘new’’ cause-of-death categories
and their relation to the ‘‘old”’ terminology.

Asto the sources of the medical terminology of table I1, it would in this way
be possible to repeatedly compare the content of the table with the medical
terminology of the popular handbooks that tried to cover the current disease
panorama. That goes for not only the table form of 1749 and 1774, but also
with addition of more literary knowledge for the revisions of 1801 and so on
up to the 1830’s."?

The application field of the mortality statistics and the selection of categories

Next question in this investigation consequently deals with the problem of
selecting causes-of-death categories from this more widespread medical ter-
minology. Beginning with the table form of 1749, which, as we have seen, was
to be applied for a period of 25 years, it is possible to conclude which disease
categories that were included. What decisions then, lay behind this process of
selection? Again I would like to recall the connection between medicine and
society at the time of the erection of the vital statistics. Here we have to take
into consideration the application field of the cause-of-death statistics, their
principle purpose being to provide the political authorities with a basis for
health political considerations, in a state of fear that the population growth
was to decrease due to the assumed high mortality. As was mentioned above,
we lack foundations for the decisions which lay behind the concrete and final
version of the table forms. Therefore we don’t know whether Abraham Bick
was following special directives, or if he was acting entirely on his own when
working out the table II. However one could create an opinion about the am-
bitions of the initiators of the vital statistics, and consequently which ideas
Bick in his turn should have been trying to put into practice. In the different
documents, such as acts, letters and reports where the demand of vital
statistics and their design was discussed, and which preceded the founding of
the vital statistics, several arguments were put forward, directly or indirectly,
as to the selection of causes of death."

There were demands of what kind of diseases people died of in general, and
which were the causes of the shifts in mortality, together with suggestions that
the diseases with the supposed highest mortality-rate would be paid attention
to in the first hand. The practical motives with a prospective cause-of-death
statistics were emphasized throughout. The medical authorities were, it was
expected, in this way to be guaranteed adequate knowledge of all kinds of
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damaging and epidemic diseases that threatened to be rampant. The informa-
tion thereby collected should be used as a support to health political deci-
sions, which would prevent the premature death of the people, not in the least
amongst children. If we take it for granted that these demands and expecta-
tions in one way or another formed the starting point for Bick and guided
him in his choice, the ambitions could be summarized like this: the table form
was supposed to give a survey of the mortality and its distribution into the
diseases and injuries, which people generally died of, with a special attention
to the diseases where the mortality rate was feared to be too high.

With this in mind one question to put is whether the excluded disease
categories were considered as non-fatal, or was it assumed that the mortality
rate was not so high in these diseases? In order to confirm whether the con-
temporary view on which disease, or states of diseases, that were supposed to
lead to death, had to exclude some categories, we have again to take support
in the medical literature. These problems though are not only connected with
the level of contemporary medical thought, but also and unambiguously with
contemporary attitudes and opinions to death and disease. Is it possible for
instance, that the lack of certain categories of diseases in the table II were due
to the fact that they shouldn’t be paid attention to? In other words, what was
then allowed to be seen, and what information was not allowed to be
presented in the statistics and why was that so? In this connection it would be
most valuable for this study to continuously check with the churchbooks for
one parish or perhaps town and see what diseases or conditions that ‘‘disap-
peared’’ as disease-units when transferring to the table form, but might have
still appeared with its figures in the table II, only tabulated by another
medical term.

Now it remains to take the selected cause-of-death categories into closer
consideration. Firstly, as was mentioned before, it is possible to follow the
history of the tabulated categories back in time and in that way see what
meaning and function they had in older Swedish disease-history. Further,
with the help of the literature, which was used as a basis for the selection Biack
did, we could investigate to which extent the choice corresponded with the
goal he supposedly had. The questions that then ought to be put are: which
were the diseases? How could they be translated into modern terminology?
Were the diseases chosen to be tabulated looked upon as prevalent or new oc-
curring? Were there any suppositions about the mortality rate in this or that
disease and were there any ideas concerning its rampaging different parts of
the population; i.e., to what extent were the epidemic diseases feared to ‘‘hit”’
the young respectively the old people and how were these epidemics supposed
to be regionally distributed? Which of the tabulated diseases were presumed
to be the most dangerous as to the spreading, morbidity and mortality? Was
there any ambition to take into account the social need such as diseases or
conditions more or less directly resulted by poverty, famine and so on? Here
again there is reason to consider the contemporary knowledge of and at-
titudes to the diseases.
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Medical thought and the definitions of causes of death

Astothe medical concept of disease, several of the tabulated diseases were not
diseases in our modern sense but rather conditions, characterized by general
symptoms, and thus differing from the modern anatomical-etiological con-
cept of disease that was developed during the nineteenth century. The way of
differing one disease from another is the next problem to consider, and also
what factors determining that certain diseases in the table form could be
unified and others would be divided, which put the question of the contem-
porary view on the mutual relationship between diseases. An account of the
predispositions of the eighteenth century medicine, when it comes to the abili-
ty to create an opinion about diseases and how to define them, is therefore
necessary.'* Concerning the attitudes on the diseases we might, I would like
to argue, try to broaden the outlook on the concept of disease and consider
its social implications too. This should include not only what social condi-
tions were supposed to determine the cause-of-death panorama, and what
diseases that were assumed to be fatal for the wealth of the nation, but also
in order to improve our understanding of this period, how these diseases were
regarded by contemporary way of thinking as seen in relation to moral and
religious conceptions, superstition and traditions in general.

Some of these questions lead unsoughtly to the problems the nosological
systems tried to solve. Here there are rich possibilities to make comparisons
between table II and for example the nosological system of Linnaeus, as to the
selection of diseases and how they were specified. Another important
material of comparison consists of the mortality tables that existed in other
countries at the same time. Here we can compare with the sum of tabulated
categories, the selection of diseases and injuries and their relation to other
diseases of the table form and what categories are unified and which are not.
In this way the table II of 1749 could be put in relation to both the seventeenth
century and the contemporary disease panorama in Sweden and to similar in-
itiatives in other countries.'®

The revisions of table IT

Regarding the revision of 1774, there are two factors to take into account.
Firstly, as it was a question of a revision, there was the basis of earlier selection
to consider. The main task is here to compare the table form of 1774 with the
previous one as to the presence and absence of the old cause-of-death
categories. Here we have to take into consideration the changes that the ter-
minology underwent as to the number of entries and the exclusion and inclu-
sion of old respectively new categories, and so on; i.e., a following up of the
conceptual basis of the table form. In this way we might also connect to the
question of the life-length of the table-terms that has been pointed out before,
so that a line could be drawn from seventeenth century terminology and on-
wards up to the 1770’s. As to the process of selecting categories to the for-
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mula, the same question as were put to the version of 1749 should of course
be put even now, such as the concept of disease, the way of identifying and
describing the diseases, and the contemporary level of and attitudes to the
morbidity and mortality of the diseases. The possibilities to constant com-
parisons with the cause-of-death table forms in other countries and with the
complicated nomenclature of the nosological system also remains.

This shouldn’t be done, however, without putting the revised categories in
relation to the suggestions of revisions, critical arguments and opinions in
general that together with the new knowledge had collected during the years.
That brings us to the second factor to consider when investigating the new
design of table II. The first announcements of the figures of the mortality
statistics caused both attention and reactions. Suggestions of measures that
ought to be taken soon appeared and an increased watchfulness towards in-
dicators of health and disease was generally ordered. This more observant at-
titude towards health conditions and its causes was reflected in the interaction
between medicine, and the attention raised in the society as a whole from the
1750’s and onwards, regarding the incidence and prevalence of certain
diseases, the occurrence of ‘‘new’’ diseases and so on.

In the Statistical Committee for instance, a discussion took place with
future revisions in mind early in the 1750’s, and new suggestions with the
same purpose were initiated in the years to come. There the necessity of main-
taining, including and also excluding this or that category was discussed with
the welfare of the state in mind.!” Other influences are already referred to,
such as the medical literature that focused on current problems and the at-
tempts to picture the disease panorama in handbooks of various kinds.
Another important basis for considering the future revision was of course the
reports from the district local doctors.'® Yet another factor worth consider-
ing, is the discussion concerning the reliability of the statistics not in the least
the mortality statistics. In the correspondence of Bick for instance, there are
delivered many critical arguments that gives us important aspects of the pro-
blems that the cause-of-death statistics had occasioned.' That goes not only
for the table form of 1749 but also for the revised formula of 1774. One pro-
blem often mentioned was the form the table II was given from the start. The
number of entries for example, was too small, more should be added and a
certain disease category should be replaced by some other, more frequent
disease. It was also stated that the cause-of-death categories were not really
reflecting the current situation, but gave a false picture of the mortality. Final-
ly, there were critical arguments in the favour of the nosological system of
Linnaeus, indicating that the preprinted table-form system was unadequate
and that theoretical problems concerning the rules of classifying thus were
observed.

These examples concerning our opportunities to follow the selection of
causes of death from a yet not established classification of diseases will do for
this older period. In the same way of course, we have to handle concerning the
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revisions which took place in 1801 and further up to the 1830’s, but of course
with new perspectives and by adding new sources.

Contemporary problems of the cause-of-death statistics

This leads us to another area of investigation. When studying the older cause-
of-death statistics, the problems of historians today to interpret these old
medical terms and translate them into a modern medical terminology are
often put forward, the terms vagueness in character mostly ascribed to the
symptomatological concept of the disease. But worth noticing, not in the
least for interpreting the information given in the table forms, is also, I would
argue, another problem of the cause-of-death registration. Hereby we have
entered a new kind of selection problem called attention to in the paper by
B.1.B. Lindahl in this volume, i.e., the problem of selecting the principal cause
of death, and accounting for complications and contributory conditions in
the individual case.

A comparison with the present situation can elucidate this problem.
Nowadays, the specifications of causes of death are to be affirmed by cer-
tificates attested by a physician, where the principal cause, complications,
and contributory causes can be stated. For the selection of causes of death
there are the more uniform, generally applied ICD-classification to choose
categories from, and a manual with guiding principles to help the physicians
in their work of certifying. The certificates are used as a basis for the cause-of-
death statistics, compiled at the National Central Bureau of Statistics. For the
registrars who are to transfer the specifications given by the physicians in the
certificates, there are also outlined rules for codifying the information into
data, that are applicable to the international rules on cause-of-death
statistics.

During the eighteenth century on the other hand, the clergymen whose du-
ty it was to supply the authorities in Stockholm with information on the vital
statistics, had a double responsibility. They were both to certify the cause of
death (as physicians do today) and register the cause in the table form (the
kind of work that the codifiers do nowadays). In order to put the correct
diagnosis you might say that the clergymen were well taken care of. Several
medical handbooks were compiled and published within the two first decades
following the establishment of the vital statistics. In these books, which we
have already referred to as sources when it comes to define the tabulated
categories, the diseases were described with their characteristic symptoms,
courses and sometimes even prognosis together with advice on cures and
treatments. In the manuscripts left by Abraham Bick there is also as we have
already mentioned, a compilation of descriptions of the diseases tabulated in
the revised table form that was announced in 1774, based on some of these
handbooks, but with no more disease category to consider than these which
were set up in the formula. None of these books however, and that goes for
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Bicks manuscripts too, included instructions in the modern sense, i.e., the
way the ICD-classification is organized with its outlined registration rules
and explicit definitions of basic concepts. The handbooks taught how to
recognize the diseases and the way to treat them. When death occurred
amongst the parishioners they were supposed to certify the cause-of-death in
the churchbooks with the support of the descriptions given. No death cer-
tificates were issued, where the problems of tabulating one possible cause of
death, in the case that two or more possible causes were identified, could be
documented. Nor were any kind of testimony requested where they had to
give an account for their procedure of ascertaining of this or that diagnosis.
Yet the problems existed and were not seldom complained of in the cor-
respondence of Abraham Béck. The questions discussed concerned the index
of terms settled beforehand and preprinted in the table forms, a limited ter-
minology that did not allow for adding new disease categories from another
classification, if there ever was one.?’ Further, the conceptual confusion
within terminology itself must have been frustrating. Apparently there was a
need for a generally applied, uniform basis of division, a nomenclature and
classification of diseases, which could guarantee that one meant the same
item everywhere, when discussing a tabulated disease category. Finally, the
problems of causality that might occur and in some cases did, to the eigh-
teenth century certifiers (the clergymen), only a radical change in the way of
reporting and certifying the causes of death could alter the situation. That
this in its turn implied that the problems concerning the design of the table
form and the development of the classification of diseases also had to be solv-
ed, was to be shown in the middle of the next century.

The late nineteenth century: the same questions in a new medical and social
context

Before concluding this paper, we shall just glance very quickly at the great
changes that occurred in the nineteenth and early twentieth centuries, when
several of the demands more or less clearly articulated in the earlier period,
were to be fulfilled. As to the early decades of the nineteenth century the ad-
ministrative methods of preceeding the compiling of tabulated data were just
about the same, besides the fact that, due to the clergies complaints, the heavy
task to report of the cause of death was cut down to cover only the deaths of
childbirth, smallpox, suicide and some other specific accidents.

Great changes were made in the period between 1850 and 1860, The Na-
tional Central Bureau of Statistics was instituted and an important statute
was taken concerning cause-of-death statistics.?> The Bureau of Statistics
made it obligatory to give a specific report about the causes of death occurr-
ing in the Swedish cities. The reports should there, it was decided, be founded
on death certificates signed by a physician. In the same year, 1860, a new
classification of causes of death was instituted, and it was revised a couple of
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times during the last decades of the nineteenth century. A very important step
was taken in 1911, when the original ambition was reassumed, that the
statistical system was to cover the whole population. The obligation to
register causes of death based on a physicians certificate was extended to app-
ly not only to cities but also to boroughs and other densely populated com-
munities. The clergymen in the country were again to report on the cause of
death, even when there was no physicians certificate available. A new
classification system was introduced the same year, and that was revised again
in 1931. In 1949 Sweden accepted to follow an internationally applied system
concerning medical statistics, which had begun to develop during the late
nineteenth century and got its definite breakthrough in 1948, (the ICD-
classification).

The conditions for reporting on cause-of-death statistics were changed
radically during the nineteenth century.?® The old medical systems were
replaced by new knowledge of a quite different character. The medical revolu-
tion of the century, beginning with the birth of pathological anatomy in
France and continuing with the breakthrough of cellular-pathology and
bacteriology in the middle of the century, totally changed the conception of
the nature of the diseases. On an international level initiatives were taken to
establish a coordinated organisation of a classification of causes of death.
Here the administrative demands from the society, to delineate the causes of
bad health, i.e., the most occurring causes of death, and the internal, scientific
demands of a generally accepted form of conception as to the meanings and
divisions of the diseases, put forward by the physicians, finally got together.

In England important steps were taken by William Farr (1807-1883) at the
General Registers Office, which was to register all causes of death from 1837.
As there was no established nomenclature or classification of diseases to start
from, he constructed a classification system of his own, which was to comply
with both administrative and medical demands. He divided the causes of
death into three main groups depending on in what way they ‘‘hit’’ the
population. Farrs system was not generally applied however, but influenced
the international development a lot. In the 1830’s the large international
statistical conferences started, where the classification of causes of death was
an important task. After Farr the leading role was overtaken by Jacques Ber-
tillon (1851-1922) in Paris. In 1893 he presented a classification, very much in-
spired by Farr, where the main principles of dividing the diseases were based
on anatomical-topological foundations. The purpose was not mainly to
reflect the scientific development, but to adjust the results of the statistics so
it was easier to correspond to the health political demands. This system was
generally accepted and applied and the basic principles we still have today in
the ICD-classification, though of course it has underwent many changes in
connection with the revisions, that are regularly taking place. An important
step towards both an increased internationalization and an extension of the
cause-of-death classification occurred in 1948 at a conference directed by the
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WHO. With the UN involved and a great international forming, a suggestion
of classification was accepted, including the whole range of diseases, causes-
of-death and injuries, the ICD-classification.

Against this background I would like to put forward what kinds of research
problems within the Swedish development that are to be investigated.?* The
main questions remain: what are the changes within the system of classifica-
tion and what factors have contributed? What was the main distinction bet-
ween the old classification put through in the older vital statistics and the
classification that was released in 1860? Here we have the opportunities to
follow again the development of the first tabulated diseases and see what hap-
pened to them in the first ‘‘modern’’ classification. What is the Swedish rela-
tionship to the international development mentioned very briefly above?
How active were the Swedish participants at the statistical conferences, and to
what extent were they influenced by the discussions going on there? In this
connection it would be valuable to investigate the background of the changes
that took place continuously as to the design of the death certificates.
Another very important area of investigation is still the distinction between
the classification of causes of death, its revisions included, and the contem-
porary classifications of diseases. Finally, to what extent is this development,
as was the case in Sweden in the eighteenth century, and in England and
France in the nineteenth century, adjusted to administrative health political
conditions and demands. Here I would again refer to one of the basic pro-
blems in the introduction of this paper, i.e., the relations between medicine
and society reflected in the application field of the cause-of-death statistics.
The social demands on mortality statistics in eighteenth century in Sweden we
have already treated. In the middle of the nineteenth century and onwards
however, the relation between statistics and medicine, and medicine and socie-
ty had changed in character. The ambition to survey the state of health
amongst the population by an organized cause-of-death statistics still re-
mained; the question is, adapted to what new circumstances? A couple of
conceivable factors I will suggest below.

The advocates of the new scientific spirit, inspired by the development
within natural sciences, and many of those were physicians, showed great con-
fidence in science itself and its capacity to solve problems of any kind. That
also included social problems, and bad health was indeed to be looked upon
as one of these unsolved problems of society, though of course this attitude
could develop into several directions. As to William Farr for example, the
medical science could improve the social conditions of people, provided that
the causes of bad health were investigated. Due to Farr, social conditions
could be synonymous to health conditions and vice versa. Here cause-of-
death statistics had a given function, to serve as a tool for a social oriented
medicine. On the whole, the late nineteenth century medicine, so much based
upon the natural sciences and their methods was prosperous and inspired to
great expectations. In the investigation on the development of the cause-of-
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death classification from the 1860’s and onwards I intend therefore to discuss
the selection of causes against this background and how they were to be cer-
tified, and to see if the ambitions raised, in for instance England, were
reflected in Sweden and in that way try to picture the interaction between in-
ternal and external factors.

Conclusions

If we summarize what can be achieved by this investigation of the cause-of-
death statistics, we find the following areas: as to the eighteenth century it is
to reach and follow the roots of the terminology, i.e., the conceptual basis
from its ‘‘birth’’ and onwards and the changes that it undergoes due to
medical and social factors. We can observe that complicated problems of
both practical and theoretical character were raised, and that complicated
questions, debated today, were observed even then. When it comes to the
definitions of the causes of death we might even shed some new light upon the
problems of validity. As the problems of causality when selecting the causes
of death were not carefully examined or documented, the reliability of the old
diagnosis must be questioned, in the same way we are observing these pro-
blems today, and not only because the terminology is somewhat old-
fashioned and hard to translate into modern terminology. Every judgment of
the eighteenth century cause-of-death statistics must be seen against this
background. In this way the final results might serve as a key to the medical
definitions of the eighteenth century that the mortality trends are based on
and lead to a better insight and understanding of the medical world of this
period. In the same way the latter part of the investigation might form a
firmer ground to our understanding of the registered health problems and the
basis for epidemiology and their relation to the society in the decades at the
turn of the last century.
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