PREVENTING CHRONIC DISEASE
PUBLIC

HEALTH

RESEARCH,

PRACTICE,

AND

Volume 15, E161

POLICY

DECEMBER 2018
IMPLEMENTATION EVALUATION

Evaluating Surveillance for Excessive
Alcohol Use in New Mexico
Abby Hagemeyer, PhD, MPH1; Alejandro Azofeifa, DDS, MSc, MPH2;
Donna F. Stroup, PhD, MSc3; Laura E. Tomedi, PhD, MPH4
Accessible Version: www.cdc.gov/pcd/issues/2018/18_0358.htm

Results

Suggested citation for this article: Hagemeyer A, Azofeifa A,
Stroup DF, Tomedi LE. Evaluating Surveillance for Excessive
Alcohol Use in New Mexico. Prev Chronic Dis 2018;15:180358.
DOI: https://doi.org/10.5888/pcd15.180358.

The CSTE alcohol surveillance system in New Mexico is a useful,
stable, and accepted system with good representativeness and population coverage. Data sharing and collaboration between centers
within New Mexico Department of Health are well-established,
making data access easy and timely. Lastly, the resources required
for data collection are accountable and adequate.

PEER REVIEWED

Implications for Public Health

Abstract
Purpose and Objectives
Prevalence of excessive alcohol use and alcohol-attributable mortality is much higher in New Mexico than in other US states. In
2010, excessive alcohol use cost the state roughly $2.2 billion.
Moreover, age-adjusted deaths from alcohol-related chronic liver
disease increased 52.5% from 14.1 cases in 2010 to 21.5 cases in
2016. In 2017, the New Mexico Department of Health piloted the
Recommended Council of State and Territorial Epidemiologists
(CSTE) Surveillance Indicators for Substance Abuse and Mental
Health, using 5 indicators to monitor alcohol use and health consequences. The purpose of this study is to evaluate the alcohol surveillance system implemented in New Mexico to ensure that the
system yields useful, timely data that can help create effective
public health interventions and that resources required for surveillance are adequate.

Intervention Approach
CSTE alcohol surveillance system data come from existing national and state-based surveys and vital statistics.

Evaluation Methods
This evaluation assessed attributes defined in Evaluating Behavioral Health Surveillance Systems and Centers for Disease Control
and Prevention guidelines for evaluating public health surveillance systems. Assessment was informed through data collection,
systematic literature review searches, and an interview with the alcohol epidemiologist at New Mexico Department of Health.

The CSTE alcohol surveillance system brings together information (alcohol consumption behaviors and associated morbidity,
mortality, and policy-related measures) necessary to show a clear
picture of the alcohol effects in New Mexico. This information
yields useable, timely data from which the state can monitor trends
and develop interventions to reduce the prevalence of alcohol-attributable morbidity and mortality.

Introduction
In the United States, excessive alcohol use accounts for more than
80,000 deaths annually, making it the third leading cause of preventable death (1) and a significant contributor to alcohol-related
injury, disease, and death. Binge drinking, the most frequent and
deadly type of excessive alcohol use (1–3), costs the US nearly
$200 billion annually, including decreased workplace productivity losses and health care and criminal justice expenses (4). In
2016, the US age-adjusted liver disease and cirrhosis mortality
rate per 100,000 people was 10.8, ranging from 6.7 (Maryland) to
24.9 (New Mexico) (5).
New Mexico has disproportionately higher excessive alcohol use
and alcohol-attributable deaths compared with other US states. In
2010, excessive alcohol use cost the state roughly $2.2 billion (4).
New Mexico has the highest age-adjusted alcohol-attributable
death rate in the nation (1). The age-adjusted rate of alcohol-related chronic liver disease deaths in New Mexico increased 52.5%
from 14.1 cases in 2010 to 21.5 cases in 2016, making it the leading cause of alcohol-attributable death in the state (6).
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In response to substance abuse and mental health problems in the
nation, the Council of State and Territorial Epidemiologists
(CSTE) established a workgroup to develop behavioral health indicators in the domains of alcohol, other drugs, and mental health
using a consensus methodology (7,8). After consensus by stakeholders at the 2016 CSTE Annual Conference, CSTE members recommended regular collection of the 18 indicators to measure and
monitor substance abuse and mental health (SA/MH indicators) in
state, territorial, local, and tribal surveillance. While many indicators already may be examined in a piecemeal fashion, consensus
indicators provide an integrated view of the burden of behavioral
health conditions, comparable across time and across jurisdictions
(8).
On June 15, 2016, CSTE released a request for proposals for state
and local jurisdictions to pilot the SA/MH indicators. The New
Mexico Department of Health (NMDOH) was subsequently awarded funding from CSTE to implement the collection and reporting
of key surveillance indicators to monitor alcohol use and other related measures: 1) adult binge drinking, 2) youth binge drinking,
3) alcohol-related crash deaths, 4) liver disease and cirrhosis mortality, and 5) state alcohol excise tax, herein collectively referred
to as the CSTE alcohol surveillance system. Data collection took
place from January to June 2017.
Evaluating public health surveillance systems is critical to ensure
that resulting data are timely and useful for actionable public
health interventions and that resources required for surveillance
are adequate (9). Existing guidelines for evaluating public health
surveillance systems are used generally for infectious diseases but
present challenges for use with behavioral health surveillance systems (10,11). To address this gap, CSTE formed a workgroup to
revise and adapt the existing guidelines to evaluate behavioral
health surveillance systems (9). These revisions, along with
guidelines from the Centers for Disease Control and Prevention
(CDC) (10,11) were used to qualitatively and quantitatively evaluate the CSTE alcohol surveillance system implemented in New
Mexico. The evaluation presented here took place from October
through December 2017.

Purpose and Objectives
Factors considered in the development of the SA/MH indicators
are published in Recommended CSTE Surveillance Indicators for
Substance Abuse and Mental Health (7,8). The purpose of this
study was to evaluate the CSTE alcohol surveillance system implemented in New Mexico to ensure that the system yields useful,
timely data that can help create effective public health interventions and that resources required for surveillance are adequate.

Intervention Approach
The recommended CSTE surveillance indicators for SA/MH are
designed for state-level data collection and draw from 7 existing
data sources. Ultimately, all states will collect and report uniform
data based on the specified indicator definitions and methods
(7,8). The goal of this national surveillance system is to facilitate
sharing data between public health authorities at the state and federal level, with stakeholders, and with the public. These data can
be used to inform prevention and control and to evaluate public
health programs. This article reports on an evaluation of the CSTE
alcohol surveillance system implemented in New Mexico, based
on data from the Behavioral Risk Factor Surveillance System
(BRFSS) (2014), the Youth Risk Behavior Surveillance System
(YRBS) (2015), the Fatality Analysis Reporting System (FARS)
(2014), New Mexico vital records (2014), and the Alcohol Policy
Information System (APIS) (2016).

Surveillance system description
CDC’s BRFSS is an annual cross-sectional telephone survey that
collects health risk behavior information from US resident adults
aged 18 years or older (12,13). Several alcohol measures are captured in the survey, including CSTE’s alcohol surveillance indicator adult binge drinking, defined as men having 5 or more drinks
on 1 occasion and women having 4 or more drinks on 1 occasion.
The YRBS is national, state, territorial, tribal, and local schoolbased cross-sectional surveys that collect information on 6 areas of
priority health-risk behaviors among high school youths (14). Several other alcohol measures are captured in the survey, including
CSTE’s alcohol surveillance indicator youth binge drinking,
defined (before 2017) as 5 or more drinks of alcohol in a row,
within a couple of hours (15).
The National Highway Traffic Safety Administration (NHTSA)
maintains FARS, a standardized web database containing data
from motor vehicle crashes that occur on public traffic ways resulting in at least 1 death within 30 days from the crash (16,17).
FARS provides information on several alcohol-related measures,
including CSTE’s alcohol surveillance indicator alcohol-related
crash deaths by highest blood alcohol concentration (BAC) in the
crash and highest driver BAC in the crash. Highest BAC in the
crash is defined as the highest BAC recorded among tested individuals involved in the crash, including drivers and nonmotorists
(eg, pedestrians, bicyclists); highest driver BAC in the crash is
defined as the highest BAC recoded among tested drivers (16).
According to New Mexico State Statute, a funeral service practitioner has the responsibility to obtain demographic data from the
next of kin, obtain the medical certificate of cause of death, and
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file the death certificate for deaths occurring in the state (18). A
death certificate for each death in the state is stored with the NMDOH, Epidemiology and Response Division, Bureau of Vital Records and Health Statistics. For New Mexico residents who die
outside of the state, death certificate data can be obtained through
the State and Territorial Exchange of Vital Events (STEVE).
These data include information on several alcohol-related death
measures, including CSTE’s alcohol surveillance indicator liver
disease and cirrhosis mortality, defined as an underlying cause of
death with an International Statistical Classification of Diseases
and Related Health Problems (ICD-10) code of K70.x, K73.x, or
K74.x.
APIS, sponsored by the National Institute of Alcohol Abuse and
Alcoholism (NIAAA), is updated annually to provide information
on 33 alcohol-related policies in the United States (19), including
CSTE’s alcohol surveillance indicator state alcohol excise tax, reported for beer, wine, and spirits. Specific excise taxes are taxes
charged per gallon either at the wholesale or retail level. An exception to reporting is made when a state acts as a control state,
meaning that the “state sets the prices of and gains direct profit
from wholesale and/or retail off-premises sales” (20).

Evaluation Methods
For pilot collection and reporting of the SA/MH indicators, the
CSTE alcohol surveillance system was implemented in New Mexico and evaluated by using attributes defined in CSTE and CDC
guidelines (9,10), using both qualitative and quantitative evaluation methods. Because the data for the CSTE alcohol surveillance system come from existing data sources, attributes are a
function of those data sources. In these instances, each data source
will be discussed alongside the CSTE alcohol surveillance system.
Using both evaluation frameworks (9,10), system attributes were
assessed as follows:
1. Usefulness was assessed by determining whether the system
describes the public health impact of alcohol consumption at
the state level and how that information assists the NMDOH in
prevention and intervention efforts. Specifically, we calculated the average scores of perceived usefulness of each alcohol indicator, based on a scale of 1 to 5, from a structured interview with the alcohol epidemiologist in New Mexico.
2. Simplicity was assessed by investigating how the NMDOH
collects and accesses the data for each alcohol indicator.
3. Stability was assessed for each alcohol indicator based on the
respective system’s operations availability and reliability in
New Mexico, including the ability to collect, manage, and produce data useful to inform interventions.

4. Flexibility was assessed by determining how easily the CSTE
alcohol surveillance system adjusts to a new demand (ie,
adding or modifying a question).
5. Data quality was assessed in terms of the validity and completeness of data, reported in the existing literature, for each
alcohol indicator in New Mexico.
6. Acceptability was assessed in terms of persons’ and groups’
willingness to participate in data collection and reporting for
the CSTE alcohol surveillance system.
7. Representativeness was assessed by determining if the population under surveillance is representative of the overall population in New Mexico at risk for the respective behavior, risk
factor, or health event.
8. Population coverage was assessed by determining if the population under surveillance accurately describes the base population the system was designed to survey.
9. Timeliness was assessed by the amount of time it took the
NMDOH to access the appropriate database, abstract and process the data, and produce interpretation and report.
Data from 4 of the 5 alcohol indicators — adult binge drinking,
youth binge drinking, alcohol-related crash deaths, and state excise tax — were accessed and collected according to specifications in Recommended CSTE Surveillance Indicators for Substance Abuse and Mental Health (7,8). Information from published literature was used to analyze the flexibility, data quality,
acceptability, representativeness, stability, and population coverage of each alcohol indicator. Additionally, a structured interview
with the alcohol epidemiologist at the NMDOH was conducted to
inform much of the previously described attribute assessments for
the liver disease and cirrhosis mortality indicator and the overall
CSTE alcohol surveillance system.

Results
Usefulness
The CSTE alcohol surveillance system implemented in New Mexico combines key indicators collected from various data sources,
described previously, to assess alcohol measures at the state level.
The system incorporates morbidity, mortality, and policy-related
indicators to help paint a more complete picture of the alcohol-attributable burden in New Mexico, of which the piecewise indicators are incapable. The alcohol indicator system helps estimate the
magnitude of behavioral health measures such as binge drinking
(adults and youths) as well as the morbidity and mortality of excessive alcohol consumption in the population. Additionally, this
surveillance system may enable detection of trends in excessive al-
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cohol use and the morbidity and mortality associated with excessive alcohol use. Moreover, it will be possible to assess how alcohol-related policy, specifically state excise tax, may affect excessive alcohol consumption.
Results from the structured interview in New Mexico determined
that the usefulness of the CSTE alcohol surveillance system rated
4.4, where 1 is not useful and 5 is very useful. The individual indicators were rated as follows: adult binge drinking, youth binge
drinking, and liver disease and cirrhosis mortality rate were rated
5, while state excise tax was rated 4 and alcohol-related crash
deaths was rated 3. Unfortunately, APIS does not report excise tax
for microbreweries in New Mexico, which is an important aspect
to consider. In New Mexico, the excise tax on beer is $0.41 per
gallon, with the exception of beer produced in microbreweries that
are taxed at $0.08 per gallon for the first 310,000 gallons and
$0.28 per gallon thereafter (21). The indicator for alcohol-related
crash deaths, as written in 2016 (original document not available)
was not a useful indicator because the definition was confusing
and the desired information was difficult to locate in FARS. The
NMDOH reports these collected indicators in New Mexico’s Indicator-Based Information System (NM-IBIS), in community
presentations, and in publications including the New Mexico Substance Abuse State Epidemiology Profile and the New Mexico Alcohol Fact Sheet (6,22).

Simplicity
The CSTE alcohol surveillance system implemented in New Mexico is moderately simple, despite the fact that it uses multiple information sources. Data sources used are routinely collected and
reported to public health authorities. Moreover, the intradepartmental relationships that NMDOH has cultivated facilitates data
accessibility for binge drinking and liver disease and cirrhosis
mortality. On the other hand, the original CSTE definition of alcohol-related crash deaths was not easily interpreted nor obtainable.
Terms used in the CSTE definition were not consistent with those
published in FARS nor was it possible to directly abstract the indicator from crash fatality reports published in FARS. Rather, the
indicator measure would require either 1) downloading a SAS
(SAS Institute, Inc) data set and analyzing the data, or 2) accessing the FARS query system, a multistep process that may produce
data of poor quality.

ducted the Youth Risk and Resiliency Survey (YRRS) as a substitute for the YRBS since 1991 (24,25). In addition to behavioral
health questions, the YRRS includes questions that assess resiliency factors (25). CDC provides fiscal and technical support for
both the BRFSS and the YRBS/YRRS (26,27), while state coordinators have access to the BRFSS and YRRS data for New
Mexico.
Another example is FARS, a very stable system in place since
1975 (16). Data, collected daily by FARS analysts, are used at the
local, state, and federal levels as well as within public and private
organizations to answer a wide range of questions. Data can be accessed through the FARS query system (1994–2016) or downloaded through NHTSA.
New Mexico death certificate data are also stable, as their collection is written into law. These data are housed within the NMDOH, Epidemiology and Response Division, Bureau of Vital Records and Health Statistics.
Finally, APIS is a stable system, funded by NIAAA and updated
yearly. Data are available for most alcohol-related policies since
1998, and state excise tax information is available from 2003
through 2016 (19,28).

Flexibility
The CSTE alcohol surveillance system implemented in New Mexico is a moderately flexible system. Though all states are expected
to eventually adopt and report core alcohol indicators, each state
has the autonomy to add indicators that may be particularly important to monitor over time in their jurisdiction. Additionally,
CSTE subcommittees and workgroups may choose to add, modify,
or omit core indicators.

Data quality

Stability

The data quality of the CSTE alcohol surveillance system implemented in New Mexico is determined by the quality of the individual data sources from which the information is acquired. Questions on the BRFSS assessing alcohol and substance abuse have
moderate reliability and validity (29). Binge drinking in particular
yields lower but comparable estimates to both the National Health
Interview Survey and the National Survey on Drug Use and
Health (29). Similarly, a study that assessed the 1999 YRBS concluded that it had good test–retest reliability (30).

The CSTE alcohol surveillance system implemented in New Mexico is stable; data come from well-established systems, most of
which are federally funded. For example, BRFSS has been used in
New Mexico since 1986 (23), and is the gold standard of behavioral health surveillance among adults (12). New Mexico has con-

However, data quality of FARS is low without correction for missing BAC data that vary by state. In 2016 in New Mexico, 45% of
drivers involved in a fatal crash had known BAC test results (31).
To address this underreporting, the reports published by NHTSA
use a validated multiple imputation method (32). Unfortunately,
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imputed calculations for BAC data are not included in the FARS
query system, yielding results that may be biased. The FARS system provides quality control by using range and consistency
checks. Other quality control measures for timeliness, accuracy,
and completeness are conducted intermittently. The data quality of
death certificate data in New Mexico is high. Death certificates
filled out in the state undergo extensive edits for completeness and
consistency (18). Additionally, staff who file death certificates are
offered training annually. NMDOH is also able to capture data for
deaths occurring outside of the state through STEVE (33,34).
Lastly, the quality of data on state alcohol excise tax in New Mexico reported on APIS is moderate. While APIS collects and reports tax information and alcohol-related policies nationwide (20),
it does not report the subtle differences in state policies. As previously mentioned, New Mexico excise tax for beer produced in microbreweries is unavailable.

Acceptability
The CSTE alcohol surveillance system has been accepted by NMDOH, 1 of the first 4 states to pilot collection and reporting of the
SA/MH indicators, as an integral part of their annual substance abuse and mental health surveillance efforts. NMDOH has collected
most of these measures for several years to inform the New Mexico Substance Abuse Epidemiology Profile published annually
(22). The NMDOH state epidemiologist and alcohol epidemiologist also participated in the CSTE workgroup that identified and
edited the recommended indicators (7).
In addition to assessing the acceptability of the CSTE alcohol surveillance system as a whole, we evaluated the acceptability for
each data source (BRFSS, YRRS, FARS, and vital records). Each
of these data sources are well-established and accepted systems
among participants and/or data collectors and users. The New
Mexico BRFSS response rate in 2014 was 52.8% and in 2015 was
52.5%, higher than the US average in both years (47.0% in 2014
and 47.2% in 2015). In 2015, the overall response rate for the New
Mexico YRRS was 73%, with a school response rate of 94% and
the student response rate of 78% (15). For comparison, the overall
response rate for the 2015 national YRBS was 60%, while the
school response rate was 69% and the student response rate was
86%. Similarly, FARS data collection and reporting is well established and accepted. State employees, in cooperative agreement
with NHTSA, are formally trained as FARS analysts to gather data
from state sources and report pertinent information into the standardized FARS web database daily (16). Lastly, the acceptability of
death certificate data falls under the New Mexico Statute
24–14–20, which mandates the responsible party and timeline for
death certificate reporting.

Representativeness
The CSTE alcohol surveillance system is representative, based on
the representativeness of component data systems. While people
without a landline or cellular phone are systematically excluded
from the BRFSS, advanced weighting procedures make it representative of the state’s general population (12). State-administered
YRBS/YRRS are considered state-representative data for schoolaged youths attending public schools (15). This survey does not
include information on those youths in juvenile detention centers
or private schools or those who are home-schooled. According to
the American Community Survey, in 2015 in New Mexico, 92.1%
of high school youths attended public school while 7.9% attended
a private school. Though FARS does not collect information on
fatal crashes on private property, it is still considered representative of the overall state population (35). Lastly, New Mexico death
certificate data are representative. Not only does a death certificate have to be completed for each death in the state, STEVE allows NMDOH to access death certificate data for residents who
died outside of the state.

Population coverage
The CSTE alcohol surveillance system has good population coverage, based on the population coverage from each data system it involves. The target population of the BRFSS is all resident adults
aged 18 years or older with a landline or cellular telephone in the
state. While refusal to participate may affect the population coverage, response rates for the survey are respectable. In regard to population coverage, the YRBS/YRRS cannot capture information on
students who were absent on the day of the survey or on students
who did not receive parental consent to participate. Additionally,
youths who dropped out of public school are also missed by this
survey; NM-IBIS indicates that the 2015–2016 graduation rate
was 71%. High school dropouts and youths who skipped school
may have a disproportionately higher affinity to binge drink given
their risk behaviors (36). Additionally, population coverage might
be affected if schools do not agree to participate in the YRBS/
YRRS nonrandomly. The FARS database is a census of fatal
traffic crashes occurring on public traffic ways in the United
States, collected at the state level daily. Although unlikely, a fatal
crash may not be reported. New Mexico death certificate data have
good population coverage; a death certificate is completed for
each death in the state. New Mexico also has access to death certificates for residents who died elsewhere. The system would miss
only deaths that go unreported, which is unlikely.

Timeliness
The CSTE alcohol surveillance system implemented in New Mexico is moderately timely in the sense that most of the data can be
collected quickly once they become available from the respective
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data sources. Data for binge drinking may be abstracted directly
through the corresponding CDC webpage (BRFSS for adults [37],
YRBS/YRRS for youths [38]) or accessed by requesting record
level access from the New Mexico BRFSS and YRRS coordinators. Collecting information directly from the CDC webpage takes
approximately 30 minutes. However, a long lag may occur among
data collection, analysis, and final reports; for example, data collected in 2015 are released in the fall of 2016. Alternatively, after
data collection and cleaning, record-level access can be requested
from the respective coordinator. In New Mexico, data access is
usually granted from the corresponding data steward within 1 hour
of request. Subsequent analyses and reporting of BRFSS and
YRRS would take approximately 1 hour.
Similarly, alcohol-related crash deaths and the liver disease and
cirrhosis mortality rate can be reported from either a query system
or record-level data. While the FARS query can be completed in a
fraction of the time with respect to record-level data, users are advised to interpret results with caution because of missing BAC
data. Unfortunately, downloading FARS data, which imputes
missing BAC data, to conduct analyses would be time intensive as
the user would need to become familiar with the FARS data set,
the multiple imputation methods used, and SAS coding. The liver
disease and cirrhosis mortality rate can be reported from the NMIBIS (unfortunately, the latest data available in the query system
are from 2013) or through CDC WONDER (CDC Wide-ranging
Online Data for Epidemiologic Research), which too has limitations including timeliness and granularity. Alternatively, the measure can be reported directly from death certificate data. The NMDOH, Epidemiology and Response Division, Bureau of Vital Records and Health Statistics, houses New Mexico death certificate
data. Once a data request is made, full record-level access is usually granted within 1 day. Subsequent analysis and reporting
would take approximately 2 hours.

Implications for Public Health
While existing data are used for New Mexico’s alcohol surveillance system, the CSTE system concurrently monitors behavioral
health measures (binge drinking), policy measures (state alcohol
excise tax), and the associated adverse consequences (alcohol-related crash deaths and liver disease and cirrhosis mortality) in a
new context. Viewing these indicators together provides a more
complete and holistic understanding of the public health impact of
excessive alcohol consumption and its health consequences. Relationships among the indicators may become apparent (eg, the association of excise taxes and binge drinking). In addition, the 2
evaluation frameworks used (9,10) aid in the understanding of this
complex behavioral context in New Mexico, thus facilitating the
development of effective interventions.

Data sharing and collaboration between centers within the NMDOH and among federal partners are well established. These longstanding relationships have made the collection and reporting of
the CSTE alcohol surveillance system feasible in New Mexico.
Therefore, the amount of time and resources needed to collect this
information are minimal and adequate. These indicators will yield
useable and timely data from which the state can monitor trends
and develop interventions if necessary. Anecdotally, state behavioral health departments and bureaus in the United States often
work independently from health departments, making it difficult to
understand behavioral health as whole. The use of the SA/MH indicators represents a great example of how to integrate existing behavioral health systems. These integrations aid the understanding
of the complex nature of alcohol behaviors in New Mexico, and
results could drive interventions to decrease alcohol-attributable
deaths in New Mexico.
Through this evaluation, we learned that the CSTE definition for
alcohol-related crash deaths needs to be redefined. The first version of the CSTE definition, published in 2016, did not use terms
consistent with those from NHTSA nor was the requested information easily reported. As a result of this evaluation, the definition
was updated in the second version of the Recommended CSTE
Surveillance Indicators for Substance Abuse and Mental Health,
published in 2017 (7).
This evaluation is informed through the data collection process,
interviews, and published literature and is the first evaluation
study to use the newly published Evaluating Behavioral Health
Surveillance Systems (9), which reframes existing public health
surveillance system evaluation criteria for evaluation of behavioral health surveillance. In behavioral health surveillance, sensitivity is closely related to completeness of data (ie, data quality attribute) (9), therefore sensitivity was not directly assessed in this
evaluation. Although the new revised evaluation framework (9)
provides alternative ways to evaluate sensitivity, this was not possible because of the lack of a gold standard.
The indicators included ICD-10 codes K70.x, K73.x, and K74.x;
however, only K70.x codes are alcohol-related. The K73 and K74
codes are specified as not alcohol-related causes of death, with the
exception of K74.6 and K73.9 which are “unspecified causes.”
This might result in an over-estimation of liver and cirrhosis mortality related to alcohol use. CSTE will examine this potential bias
in any upcoming revision of the indicators.
Of the 9 items in the evaluation framework, only the usefulness indicator was scored because of its nature of being objective and interpretable. In future evaluation activities, scoring will be investig-
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ated for other system attributes. The evaluation of timeliness concerned the time needed to retrieve, analyze, and interpret the data
and is closely related to feasibility. Because of use of existing
data, time lag and year of occurrence may differ among data
sources.
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Liver disease is the only mortality indicator represented in the alcohol surveillance system evaluated here; one objective of indicator selection was to include a range of data sources and look at
various types of impact (morbidity and mortality) for alcohol,
drugs, and mental illness or self-harm, while balancing the burden
of reporting. Among the 18 indicators (7), few rely on death data.
In addition, the system does not include measurement of morbidity indicators to represent the cost of a chronic condition.
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practices could serve as a model for other states. This evaluation
did not address feasibility and cost of implementation in jurisdictions not using these indicators because this evaluation was conducted by a health department that was 1) involved in developing
the indicators and 2) already collecting or using most of these indicators. An ongoing economic evaluation of 15 states piloting the
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