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ABSTRACT

Hanoi city in 2017 from A6 document.

Objectives: Mortality data is vital information on the health status of a population, especially data from
developing countries such as Vietnam. This paper describes the mortality status by specific cause in

Methods: A cross-sectional study recorded death records of Hanoi residents who died between 1 January
2017 to 31 December 2017 from the death registration system (the A6 document) in 22 over 30 districts
in Hanoi. Causes of death were classified based on the International Classification of Diseases, tenth
revision (ICD-10). Descriptive statistics were used to show the mortality status of Hanoi citizens in 2017.

Results: There were 20,256 death records in 2017 in Hanoi obtained in this study. The predominant cause
of death was non-communicable diseases, particularly cardiovascular diseases, malignant neoplasms,
and respiratory diseases. The mortality rate of males was higher than that of females.

Conclusions: This study reported the death incidents by cause in Hanoi, Vietnam with a high percentage
of missing. This raised the utter need for updating the death registration system.

Keywords: Mortality rate, non-communicable diseases, Hanoi.
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INTRODUCTION

Mortality registration is vital health
information for each nation. The application
of this information is vast, namely measuring
the population development, planning, and
Initiating interventions, and assessing the
implemented policies (1). From a public
health perspective, the fundamental role of
mortality data is to estimate the burden of
diseases (2, 3). The Global Burden of Disease
study used vital registration, including death
information, to estimate the health impact
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of various diseases (4). According to this
calculation, the leading causes of death
worldwide were cardiovascular diseases
(18,562,509 deaths), neoplasms (10,079,637
deaths), and chronic respiratory illnesses
(3,974,314 deaths) in 2019 (5). In Vietnam,
while a similar pattern was observed in the first
two diseases, diabetes, and kidney diseases
were the third primary cause of death (50,967
deaths) in 2019 (5). By acknowledging this
situation, the Vietnamese Prime Minister
issued  Decision  No.155/QD-TTg on
approving the “National Strategy for the
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Prevention and Control of Noncommunicable
Diseases and Psychological Disorders, period
2022-2025”. Moreover, the mortality data
has shown crucial usage in tracking the
COVID-19 pandemic (6). They indicated that
South Asia had the highest number of excess
deaths attributed to COVID-19 during 2020-
2021 (6). Therefore, a well-managed death
registration system is needed to for every
country.

In Vietnam, the death-related information
is recorded in the A6 document. The A6
document (or A6/TYT) is a registration
form required by the Vietnamese Ministry of
Health, according to Circular No. 37/2019/
TT-BYT (7). This is the sole data source in
Vietnam that can provide data regarding age,
gender and specific cause of death. The A6
document was managed by the commune
health centers (CHC), the primary level in the
health management system. Then, the report
of mortality cases is routinely sent to district,
provincal and national authorities before
31 March each year to synthesize an annual
report.

The A6 document shown great reliability
in studies of both Northern and Southern
areas of Vietnam. For example, studies in
Quang Ninh and Thai Nguyen found that A6
document covered approximately 89.3% of
the total deaths in 2014 (8). Another research
estimated a 93.7% completeness of death
registration in Bac Ninh in 2008 (9). The
corresponding results for Lam Dong and Ben
Tre in the south were 94.6% and 92.2% (9).
Meanwhile, Hanoi is one of the largest cities
in Vietnam with about 5 deaths per 1000
population. However, this annual deaths,
reported by the General Statistics Office (10),
did not provided the specific cause of death.
Therefore, we aims at describing the cause-
specific mortality of Hanoi citizens recorded
in the A6 document. The results of our studies
may provide a comprehensive glance at the
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mortality distribution and the death recording
status in A6 document in Hanoi.

METHODS

Research design: A cross-sectional study
was used.

Study site and time: Hanoi incorporates 30
districts with the total population approximated
7.420,1 million people in 2017 (11). Gender
ratio is 98 males per 100 females. Migration
rates in 2017 in Hanoi were 3.0%o for in-
migration rate and 3.3%o for out-migration (11).
In this analysis, we obtained death records from
the A6 death registration in 22 over 30 districts
in Hanoi in 2017, including: Ba Dinh, Hoan
Kiem, Tay Ho, Long Bien, Cau Giay, Dong Da,
Hai Ba Trung, Hoang Mai, Dong Anh, Bac Tu
Liem, Me Linh, Ba Vi, Dan Phuong, Hoai Duc,
Quoc Oai, Thach That, Chuong My, Thanh Oai,
Thuong Tin, Phu Xuyen, Ung Hoa, and My
Duc. These districts contributed 75% of total
population in Hanoi in 2017. The data in other 8
districts were not available at the time this study
had been conducted.

A6 death registration system: Figure 1
presents how death information in A6 system
is collected and reported in communities. In
sum, information of individual death in each
commune is recorded in the A6 document. This
data is collected from population collaborators,
also known as village health workers, and
leaders of the unions such as Famer Union,
Veteran Unions. While information such as
age, gender and address and cause of death
are mainly provided by village health workers
living in the area, place of dead (at home or
in health facility). Village health workers
reports deaths to CHC’s staff. These deaths are
recorded in A6 for each month. Then, every
six months, CHC’s staff summarize death
information from A6 to report to district level
and higher level. CHC and justice department
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in commune often exchange dead lists. in A6 documents might be the same as this in
Therefore, in some communes, deaths listed  Justice’s document in term of quantity.
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(Health Management
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Figure 1. Procedure of Death information collect and report in A6 document registration
system
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Mortality data: The mortality data was
extracted from A6 death registration from. This
isthe data of each death occurred from 1 Janurary
2017 to 31 December 2017. The extracted
variables included age, date of birth, date of
death, cause of death, and permanent address.
All causes were assigned an International
Classification Diseases 10 Revision (ICD-10)
following by the World Health Organization
(WHO) guidelines by the research team (12).

Population data: We also obtained
population data by age and gender in 2017
in 22 corresponding districts from Hanoi
Population and Family planning division.

Data analysis: The data was cleaned via
Microsoft Excel software (13). A frequency
table was applied to the number of
populations, number of deaths and the death
rate per 1000 population. Three categories
of specific causes of deaths were chosen to
show, including: 1) Communicable, maternal,
perinatal and nutritional conditions; 2)
Non-communicable diseases; 3) Injuries,
according to the World Health Organization
guidelines on mortality coding. The detail of
ICD-10 coding (International Classification
of Diseases version 10") was described
elsewhere (14). The mortality rate for each
district was shown in the map by using QGIS
3.22.6 software (15).

Ethical approval: This study was reviewed
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and approved by the Ethics Committee of
the Hanoi University of Public Health (Ref.
No. 020-265/DD-YTCC).Written informed
consent for participation was not required for
this study by the National Legislation and the
Institutional Requirements.

RESULTS

There were 20,256 deaths were recruited in
this study (Table 1). In Hanoi, mortalities of
people (55 year olds and above) exceeded
1000 cases in 2017 (Table 1). The highest
number of deaths were 85 and above age group
with approximately 5,613 deaths (equivalent
to 83.45 cases per 1000 people). For children
under 15 years old, infant deaths (under 1
year old) were highest with about 109 deaths
(0.73 deaths per 1000 infants). Between
genders, the number of male deaths were
higher than that of female, except people 80
years old and above. However, the mortality
rate of males were still higher than female
for 80-85 age group (55.53 and 37.13 deaths
per 1000 population) and 85 and above age
age group (104.06 and 79.93 deaths per 1000
population). Moreover, the mortality rate of
infant females (0.75 per 1000 female infants)
were higher than that of males (0.72 per 1000
male infants).
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DISCUSSION

Our study aimed at describing mortality rates
in Hanoi using data from A6 documents.
There are three official death record systems in
Hanoi including: A6 death registers systems,
Population unit of department of Statistic and
Department of Justice. There are differences
between these results since each of them
has significant ways to register fatal cases.
Mortalities in A6 document is gathered by
commune healthcare center officers and then
submitted to Hanoi Centers for Disease Control
and Prevention (CDC). Population department
and Department of Justice collected mortalities
data based on Hanoi People’s Committee,
which had received reports from population
unit of Statistic department. However, we
decided to use data in A6 document because
not only did A6 document collect specific
causes of deaths, but the data were recorded by
trained healthcare staffs. Additionally, A6 was
proven a highly reliable sources of registering
death information (8, 9).

Our study found that most deaths occurred
from 55 years old. This may indicate that older
people have lower quality of life compared to
the youth. Various factor can affect the quality
of life of older people in Vietnam including
age, living in solitary, and persistent illness
(16, 17). The findings from previous studies
also shown that female had lower quality of life
compared to that of male (16, 17). However,
our findings show that the mortality rates of
male were higher than female, especially in
older age. This discrepancy might be due
to the geographical differences in research.
While prior studies focused on rural areas,
we included urban regions in our study. Thus,
we need more assessments on heterogeneity
of socio-economic factors between the urban
and rural areas.

The findings show disproportionately high
numbers of death due to non-communicable
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diseases, particularly cardiovascular
diseases,  malignant neoplasms, and
respiratory diseases. In recent decades, non-
communicable diseases has becoming an
alarming burden of Vietnamese health due
to accelerated urbanization and economic
growth (18). The drawback of rapid
development consisted of environmental
degradation (19) and un-healthy lifestyle
(20). One of the most detrimental effects of
non-communicable diseases is the inequality
of health expenditures spent on treating
these diseases (21). People with poor socio-
economic status are at higher risk of suffering
from catastrophic health expenditure (unable
to pay for medical treatment) than others (21).
Therefore, Hanoi needs prompt interventions
to manage the non-communicable disease
situation and strengthen the resilience of
citizens, especially people living in poverty.

There were several limitations in this study.
Firstly, although this study could not cover
the entire Hanoi’s provinces, however we
were able to attain 22/30 provinces. These
provinces covers a majority proportion of
the population in Hanoi (22). Secondly,
there were still missing information in A6
document. Nearly half of the observation
could not attach the ICD-10 code due to
ambiguous records reason of death (data
not shown). This contradicts with previous
research conducted in Northern provinces,
apart from Hanoi, which shown completeness
in death registration system (8, 9). Therefore,
future study needs to focus on the quality of
mortality recording in Hanoi.

CONCLUSION

Non-communicable  diseases  contribute
significantly to the burden of mortality
among Hanoi citizens in 2017. The number of
deaths among elderly people are higher than
that of the youth. The death rate (per 1000



Pham Ngan Giang et al.
DOI: https://doi.org/10.38148/JHDS.0704SKPT23-063

population) of male were higher than that of
female. Further research on the completeness
analysis of death record is needed in Hanoi.

REFERENCES

1.  United Nations. Principles and
Recommendations for a Vital Statistics System
2014. 2014.

2. Suthar Amitabh Bipin, Khalifa Aleya, Yin
Sherry, Wenz Kristen, Ma Fat Doris, Mills
Samuel Lantei, et al. Evaluation of approaches
to strengthen civil registration and vital statistics
systems: A systematic review and synthesis of
policies in 25 countries. 2019;16(9):e1002929.

3. Joos Olga, Mrkic Srdjan, Sferrazza Lynn. Legal
frameworks: a starting point for strengthening
medicolegal death investigation systems and
improving cause and manner of death statistics
in civil registration and vital statistics systems.
2021;11(2):103-11.

4. Institute for Health Metrics and Evaluation.
Global Health Data Exchange (GHDx) | IHME
Data | Global Burden of Disease Study 2019
(GBD 2019) Data Resources. 2023 [Available
from: https://ghdx.healthdata.org/gbd-2019].

5. Institute for Health Metrics and Evaluation.
GBD Compare. 2023 [Available from: https://
vizhub.healthdata.org/gbd-compare/#].

6. Wang Haidong, Paulson Katherine R, Pease
Spencer A, Watson Stefanie, Comfort Haley,
Zheng Peng, et al. Estimating excess mortality
due to the COVID-19 pandemic: a systematic
analysis of COVID-19-related mortality, 2020—
21.2022;399(10334):1513-36.

7. Health The Ministry of. Circular 37/2019/TT-
BYT on statistical reporting regime in health
sector. 2019.

8. Hong Tran Thi, Phuong Hoa Nguyen,
Walker Sue M., Hill Peter S., Rao Chalapati.
Completeness and reliability of mortality data in
Viet Nam: Implications for the national routine
health management information system. PLOS
ONE. 2018;13(1):e0190755.

9. Stevenson M., Hung D. V., Hoang T. H., Mai Anh
L.,Nguyen Thi Hong T., Le Tran N. Evaluation of
the Vietnamese A6 Mortality Reporting System:
All-Cause Mortality. Asia-Pacific journal of
public health. 2015;27(7):733-42.

10. National Statistic forms., 64/PPCD/TCTK

Journal of Health and Development Studies (Vol.07, No.04-2023)

I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

(1992).

General Statistics Office. Area, population and
population density by province. 2017 [Available
from: https://Www.gso.gov.vn/px-web-
2/?pxid=V0201&theme=D%C3%A2n%20
s%E1%BB%91%20v%C3%A0%201a0%20
%C4%91%E1%BB%99ng].

World Health Organization. International
statistical classification of diseases and related
health problems 10th revision [Internet].
Geneva: WHO Press2016. Available from:
https://apps.who.int/iris/handle/10665/246208.
Microsoft Corporation. Microsoft Excel 2023,,
[Available from: https://office.microsoft.com/
excel].

World Health Organization. List of causes and
corresponding ICD-10 codes. 2023 [Available
from: https://platform.who.int/mortality/about/
list-of-causes-and-corresponding-icd-10-
codes].

QGIS Development Team. QGIS Geographic
Information System. Open Source Geospatial
Foundation Project. 2023 [Available from:
http://qgis.osgeo.org].

Nguyen Thang Tien, Le Ngoc Bich, Vu
Lan Hoang, Le Anh Vu. Quality of life and
its association among older people in rural
Vietnam. 2019;53:131-41.

Van Minh Hoang, Byass Peter, Thi Kim Chuc
Nguyen, Wall Stig. Patterns of health status and
quality of life among older people in rural Viet
Nam. 2010;3(1):2124.

Nguyen Tuan T, Hoang Minh V Non-
communicable diseases, food and nutrition in
Vietnam from 1975 to 2015: the burden and
national response. 2018;27(1):19-28.

Nguyen Thi Mai, Lin Tang-Huang, Chan
Hai-Po The environmental effects of urban
development in Hanoi, Vietnam from satellite
and meteorological observations from 1999-
2016.2019;11(6):1768.

Duc Tran Minh. The World Urbanization
Process and Lessons for Thu Dau Mot, Binh
Duong. 2023;13(3):1561-9.

Giang Nguyen Hoang, Oanh Tran Thi Mai,
Anh Tuan Khuong, Hong Van Phan, Jayasuriya
Rohan Is health insurance associated with
health service utilization and economic burden
of non-communicable diseases on houscholds
in Vietnam? 2020;6(1):e1619065.

Hanoi Statistics Office. Hanoi Statistical
Yearbook 2017. 2017.

117



