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Abstract
Until recently, little attention has been paid to geocoding positional accuracy and its impacts on
accessibility measures; estimates of disease rates; findings of disease clustering; spatial prediction
and modeling of health outcomes; and estimates of individual exposures based on geographic
proximity to pollutant and pathogen sources. It is now clear that positional errors can result in
flawed findings and poor public health decisions. Yet the current state-of-practice is to ignore
geocoding positional uncertainty, primarily because of a lack of theory, methods and tools for
quantifying, modeling, and adjusting for geocoding positional errors in health analysis.

This paper proposes a research agenda to address this need. It summarizes the basics of the
geocoding process, its assumptions, and empirical evidence describing the magnitude of
geocoding positional error. An overview of the impacts of positional error in health analysis,
including accessibility, disease clustering, exposure reconstruction, and spatial weights estimation
is presented. The proposed research agenda addresses five key needs: 1) A lack of standardized,
open-access geocoding resources for use in health research; 2)A lack of geocoding validation
datasets that will allow the evaluation of alternative geocoding engines and procedures; 3) A lack
of spatially explicit geocoding positional error models; 4)A lack of resources for assessing the
sensitivity of spatial analysis results to geocoding positional error; 5)A lack of demonstration
studies that illustrate the sensitivity of health policy decisions to geocoding positional error.
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1. Introduction
“It is an unfortunate reality that even though a broad range of literature exists specifically
geared to exposing how minor error in geocoding accuracy can affect results based on
detailed spatial models, recent research initiatives continue to employ geocoded data without
regard for how the accuracy can introduce possible inconsistencies or bias into the results.”
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- (Goldberg, Wilson et al. 2007)

Perhaps one of the foremost problems in measurement in the analysis of geographically
referenced health data is that of geocoding positional error. Geographic models underpin
concepts such as disease clustering, environmental exposure assessment, neighborhood
context in health disparities analysis, accessibility to restaurants and parks in studies of
overweight and obesity, and local availability to health care and screening facilities. But
while geocoding – the process of converting text-based addresses into geographic
coordinates – is a fundamental process in diverse disciplines including health (Boulos 2004;
Rushton, Armstrong et al. 2006), criminal justice (Zandbergen and Hart 2009), political
science (Haspel and Knotts 2005) and computer science (Hutchinson and Veenendall 2005),
the sensitivity of spatial analysis results to positional error – the difference between a true
location and that returned from the geocoded address – is not routinely addressed. In health
analysis, recent studies have demonstrated that the strength of the odds relationship between
disease exposures modeled at geocoded locations declines with decreasing geocoding
accuracy, and that “estimated measures of positional accuracy must be used in the
interpretation of results of analyses that investigate relationships between health outcomes
and exposures measured at residential locations” (Mazumdar, Rushton et al. 2008). Yet the
state-of-practice in health analysis is to ignore geocoding positional accuracy entirely.

The availability of georeferenced data in health analysis is expanding rapidly, due to several
technological and policy trends. First, there is increased availability of user-generated,
location-enabled health data as segments of the population become comfortable with sharing
information through smart phones, web-browsers and other means; and as search engine
keywords and social media are used to assess near real-time trends in health-related
symptoms, medications, and outcomes (Ginsberg, Mohebbi et al. 2009; Wilson and
Brownstein 2009; Seifter, Schwarzwalder et al. 2010). The confluence of crowd sourcing
(e.g. “reflexive consumerism” where patients review hospitals and professionals on the web)
and volunteer geographic information (VGI, where individuals report activities at their
location) is enabling significant advances in disaster response, epidemiology and exposure
assessment science (Goodchild and Glennona 2010; Adams 2011). For example, by
coupling technologies for near real-time sensing of pollutants with location-enabled devices
such as mobile phones, VGI is being used to validate model-based high spatial resolution
exposure estimates. This makes possible validation of individual-level exposure estimates as
a person goes about their daily activities (Jacquez and Meliker 2010; Stevens and D’Hondt
2010).

Second, the US health care system and the Department of Health and Human Services are
investing heavily in interoperable electronic health records expected to revolutionize health
care and disease control and surveillance. Recent national legislation such as the Health
Information Technology for Economic and Clinical Health (HITECH) Act and the
Affordable Care Act (ACA) include provisions requiring the collection of detailed electronic
data in standardized format for insurance and care equity purposes (Weissman and Hasnain-
Wynia 2011). Many of the data records for these systems include personal identifiers –
names, addresses, and related health information – that can be used to construct
georeferenced databases on patients, providers and health-related resources such as
screening facilities.

Third, advances in spatio-temporal epidemiology facilitate reconstruction of geocoded
residential histories of patients (Jacquez, Slotnick et al. 2011). The feasibility of developing
reliable geospatial data retrospectively for large, epidemiological studies has been
demonstrated, and revisiting completed studies using spatial epidemiological methods is
now possible (Robinson, Wyatt et al. 2009). In an era of fiscal constraints expensive, large
epidemiological studies are less likely to be funded. Application of spatiotemporal
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epidemiology to completed case-control, cohort and longitudinal studies holds enormous
promise for gaining new insights into disease causation that leverages our nation’s existing
investments in health research.

Despite the burgeoning of georeferenced health data cited in the preceding paragraphs,
positional uncertainty is rarely accounted for in geospatial health analysis, even though it
can lead to erroneous results sufficient to lead to incorrect conclusions and flawed health
policy decisions, as detailed in section 3.

What is missing is a detailed understanding of empirical geocoding error distributions,
theory underpinning the sources and propagation of such error through health decision
making; models of positional error, and how it may be accounted for in geohealth analyses;
tools for making such theory and models accessible to health practitioners; and resources
such as databases for which empirical geocoding errors are known.

This paper proposes a research agenda to address these needs, and is organized as follows.
The next section describes the basics of the geocoding process, the assumptions on which
geocoding is based, and empirical data describing the magnitude of street geocoding
positional error. This sets the stage for section 3, which presents impacts of positional error
in health analysis, including accessibility evaluation, disease clustering, exposure
reconstruction, and spatial weights estimation. Section 4 details important knowledge gaps
and proposes a research agenda for advancing our ability to make informed and accurate
decisions using uncertain geospatial health data.

2. Geocoding process, assumptions, sources and magnitude of positional
error
Overview of geocoding process

Geocoding is the process of taking address information and converting it into geographic
coordinates useful for health analysis. Several approaches have been proposed, including
deterministic and probabilistic address matching, among others. All involve the input of an
address to be geocoded, normalization and standardization of that address into an acceptable
format typically comprised of an address number, street name, city or town name, state and
ZIP code, and an iterative comparison of that address to a reference data set (e.g. streets
database) from which the geographic coordinates can be calculated. This calculation
typically is by interpolation along a street segment for which the geographic coordinates of
the beginning and end points are known, and/or a real interpolation within a parcel, ZIP
code, or city polygon. Further details on the geocoding process are provided elsewhere
(Goldberg 2008).

When considering accuracy two aspects of the geocoding process are of interest:
completeness (e.g. the proportion of addresses that successfully geocoded) and positional
accuracy (e.g. how closely the geocoded coordinates correspond to the true coordinates).
This paper is concerned with positional accuracy, and its impact on the results of geospatial
health analyses.

Validity of geocoding assumptions and positional error
What assumptions of the geocoding process, when violated, introduce positional error? First,
geocoding assumes that all of the addresses in the address range exist and can occupy space
along the street segment (e.g. 600 through 649 Main Street, Figure 1). In reality, not all
addresses on a street segment may be used, and one may find 600 Main Street adjacent to
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610 Main Street. Addresses also may be created when urban infilling occurs, resulting in
addresses such as 600 ½ Main Street.

Second, geocoding often assumes the parcels corresponding to these addresses are
homogeneous in size and dimensions, and interpolation of addresses along a street segment
is linear. This has been called the “parcel homogeneity assumption” (Dearwent, Jacobs et al.
2001), and may be violated when parcels are subdivided, or have been assigned different
amounts of street frontage.

Third, geocoding may assume that the centroid of the parcel is an appropriate coordinate for
the corresponding address, and that the projection of that centroid to the street corresponds
with the placement of that address along the street segment. This assumption is invalidated
when homes are not placed in parcel centers, and by irregularly shaped parcels for which the
centroid falls outside the parcel confines.

Fourth, geocoding assumes that the reference road network database is an accurate
representation of the real roads. This assumption is violated when street segments
represented as lines are in fact curvilinear, and when the road network database is out of date
or otherwise not representative of the actual street network. A noteworthy example of
violations of this assumption is “Death by GPS”, in which drivers relying on GPS have been
stranded in Death Valley, California (Knudson 2011), because the road network database
showed roads that did not, in fact, exist. The British have coined the term “satnav mishaps”
to describe accidents that occur when roads shown as navigable by GPS are inadequate for
use by vehicles. In the UK truck drivers have toppled ancient stone walls and become stuck
on Medieval lanes unable to move forward or turn around (Kovash 2011). In Europe, a van
driver following his GPS became stuck on the path to a mountain peak and the vehicle and
driver had to be extracted by helicopter (Reporter 2010).

Additional positional error may arise when the address is not well-formed and, for example,
the centroid of the ZIP code, town or coordinates of the nearest road intersection is used
instead of the street address. Violations of these assumptions, along with the strategies
employed for handling incomplete addresses are the principal determinants of geocoding
positional error.

Magnitude and characteristics of geocoding positional errors
“Cartographic confounding” (Oliver, Matthews et al. 2005) arises when positional accuracy
is a function of location, and is widely acknowledged as a pervasive characteristic of
geocoded data. Yet a single accuracy value for a dataset throughout the entire area of
coverage is a fundamental assumption on which most spatial health analyses are founded
(Goldberg et al. 2007). What are the magnitude and characteristics of geocoding positional
errors?

A review (Abe and Stinchcomb 2008) of geocoding studies reported mean positional errors
from 58 to 96 meters in urban areas, and from 129 to 614 in rural settings. Bonner et al.
(Bonner, Han et al. 2003) reported mean geocoding errors of 96 meters in urban and 129
meters in rural settings. Cayo and Talbot (2003) found mean errors of 58 meters in urban
and 614 meters in rural areas, and Ward et al. (Ward, Nuckols et al. 2005) reported mean
positional errors of 77 meters in urban and 210 meters in rural settings. The maximum
geocoding positional error observed in these studies was 18,742 meters, nearly 19
kilometers (Cayo and Talbot 2003). Positional errors typical of geocoded studies of cancer
have been demonstrated to bias spatial regressions (Griffith, Millones et al. 2007), lead to
incorrect exposure estimates (Zandbergen 2007), confute imputed health-environment
relationships and underestimate odds ratios commonly used in cancer epidemiology
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(Mazumdar, Rushton et al. 2008). Other researchers have reported similar empirical
geocoding error distributions, but our understanding of how these errors vary from place to
place and from one setting to another is limited.

Zandbergen summarized the characteristics of geocoding positional errors using four
generalizations that hold in many circumstances (Zandbergen, Hart et al. 2011). First,
geocoding positional accuracy depends strongly on the extent rural, such that geocoding is
far more accurate in urban areas. In practice this likely is determined by the density of
addresses in urban areas, which reduces variability in the frontage along street segments.
Second, the sampling distributions for geocoding positional errors is not always Gaussian.
In Iowa, a mixture of Gaussian and t-distributions provided a good fit to observed positional
error distributions (Zimmerman, Fang et al. 2007), and positional errors for GPS locations,
geocoded addresses, and LIDAR elevation data have been found to be approximated by
Rayleigh, log-normal, and normal distributions (Zandbergen 2008). A simulation study
reported that nearest neighbor spatial weights are not particularly sensitive to the shape of
sampling distribution of geocoding positional errors (Jacquez and Rommel 2009). It is
interesting to note that the US National Standard for Spatial Data Accuracy assumes the
positional error of spatial data is normal, a standard that may bear revision (Zandbergen
2008). Third, the direction of displacement of positional errors is not symmetric and is
influenced by the rectilinear conformation of the street network. When the network is
oriented on cardinal directions such that streets run north-south and east-west, geocoding
positional error will be largest along these axes. Fourth, geocoding positional errors are
spatially autocorrelated, and may be related to the characteristics of the local street network
(Zimmerman and Li 2010). At larger spatial scales autocorrelation in positional errors may
be associated with the rural-urban gradient.

3. Impacts of geocoding positional error in health analysis
This section considers the impacts of geocoding positional error on five salient topics
underpinning health analysis: measures of accessibility; estimation of local disease rates;
disease cluster statistics; exposure analysis; and spatial weights. These have been selected
because they provide the basis of health policy decision-making including targeting of
interventions (based on accessibility, local incidence and mortality rates, as well as the
identification of disease clusters); identification of causal factors leading to disease
(exposure analysis), and the implementation of spatial models for interpolation and
predictive modeling (spatial weights). This section begins with a brief overview of impacts
of positional error on health analysis, and then summarizes the state of knowledge on how
positional error affects accessibility measures; estimates of local disease rates; disease
cluster statistics; exposure analysis; and spatial weight estimation.

Overview of impacts of positional error in health analysis
Positional error can have substantial impacts on the results of geohealth analyses leading to
incorrect conclusions, false positives and false negatives. Estimates of accessibility to
hospitals, clinics, screening facilities, and to neighborhood resources such as food outlets
and exercise opportunities, depend critically on the street network database used for
geocoding (Frizzelle, Evenson et al. 2009). Substantial bias may be expected whenever
underlying risk factor(s) are associated with the probability of positional error (Bonner, Han
et al. 2003; Ward, Nuckols et al. 2005; Zimmerman, Fang et al. 2008). The amount of bias
depends on the extent rural, with bias higher in areas with small population densities
(Oliver, Matthews et al. 2005; Kravets and Hadden 2007). Models have been developed for
the shape of the probability distribution of geocoding errors (Zimmerman, Fang et al. 2007),
and for estimating critical parameters such as spatial intensity and risk (Oliver, Matthews et
al. 2005; Zimmerman 2006; Zimmerman and Sun 2006; Kravets and Hadden 2007).
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Simulation studies of relationships between environmental exposures and health have
demonstrated that the strength of the imputed odds relationship between exposures and
health decline with decreasing geocoding accuracy (Mazumdar, Rushton et al. 2008), an
effect of sufficient magnitude to lead to false findings and incorrect conclusions. Simulated
positional errors in a case-control study of bladder cancer in Michigan resulted in weight
matrices with more than 40% of first-order nearest neighbors incorrectly identified (Jacquez
and Rommel 2009). The amount of error in the spatial weight matrices decreased as the
number of nearest neighbors considered increased.

Impacts of positional error on estimates of accessibility
A frequent use of spatial analysis in health is to evaluate accessibility of food outlets (Ball,
Timperio et al. 2009; Pearce, Hiscock et al. 2009; Páez, Gertes Mercado et al. 2010; Smith,
Cummins et al. 2010), exercise opportunities (Davison and Lawson 2006; Oakes, Forsyth et
al. 2007; Chin, Van Niel et al. 2008; Lovasi, Moudon et al. 2008), health resources (Brabyn
and Skelly 2002; Luo and Wang 2003; Jordan 2008)and other features of the human
landscape. This information informs health decision making (e.g. where to place a screening
facility, where are local populations defined by poor access, etc.); is used in spatial models
(e.g. to quantify travel distance to health-related resources); and to evaluate availability of
neighborhood services and health-related resources (salubrious and otherwise). The road
network used in an analysis can have dramatic impacts on estimates of access (Frizzelle,
Evenson et al. 2009), and substantial positional errors have been demonstrated when using
the Masterfile of the American Medical Association as a data source for identifying
locations of physician offices (McLafferty, Freeman et al. 2011). Yet, overall, little is known
of the impacts of geocoding positional accuracy on measures of accessibility, and on the
results of analyses that uses such measures.

Impacts of positional error on estimates of local disease rates
Many analysts and researchers have assumed the impacts of positional error on estimates of
local risk and disease rates (e.g. incidence, mortality, and rate ratios) are minimal. When
calculating local rates, the assignment of place of residence to the appropriate a real unit is
often taken to be negligible. This assumption makes even more sense when the areas used to
accumulate the rates are large, such as counties. Recent results have demonstrated this is not
the case. An article in this special issue evaluated how county-based cancer rates are
affected by assignment of ZIP-code level incidence counts, coming from the California
Cancer Registry, to California counties (Goldberg 2011). 9% of all counties in California
experienced a rate change depending on how assignment was accomplished, with a
maximum change in rate of 138% in Mono county, followed by a 103% change in Butte
county. Overall, 7,515 cases, 10% of all cases, were miss-assigned.

Zimmerman developed measurement-error methods for intensity estimation for 2-
dimensional inhomogeneous spatial point processes, and explored how positional error
impacts estimates of the intensity of the Poisson process (Zimmerman and Sun 2006;
Zimmerman 2008). The intensity of a Poisson process is the local density of events, for
example, the local disease risk (cases per unit area). Ignoring positional errors may lead to
biased estimates of local risk (usually towards under-estimation), a reduction in power to
detect local elevations in risk, and to incorrect conclusions. Likelihood-based procedures for
estimating the intensity and relative risk of Poisson spatial point processes permit valid
inferences to be made from locations observed with positional error. But in practice disease
rates calculated by researchers, as well as state and US health agencies, rarely account for
positional accuracy, even though the statistical underpinnings are in place.
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Impacts of positional error on disease cluster statistics
When positional error is present, reductions in the power to detect true elevations in risk
have now been demonstrated for case-only and case-control spatial clustering methods such
as Dale-Evans and Cuzick and Edwards test (Zimmerman 2008; Jacquez and Rommel
2009), and for space-time interaction tests including the Knox, Mantel and Jacquez’s test
(Jacquez and Waller 1997; Jacquez 1999). In general, positional errors affect disease
clustering methods by underestimating local disease risk and by reducing statistical power,
with documented impacts including inflation of standard errors of cluster parameter
estimates and a reduction in power to detect spatial clusters (See (Zimmerman and Li 2010)
for a review). Methods have been developed for propagating positional errors into disease
cluster statistics using point, polygon, and population-based models of positional uncertainty
(Jacquez 1996), but are not routinely applied in disease clustering, likely because of a lack
of understanding on the part of many analysts of the magnitudes and adverse effects of
geocoding errors.

Impacts of positional error on exposure estimates
That positional uncertainty can have an impact on exposure assignment has been
demonstrated for air pollutants associated with proximity to roads, where distance of place-
of-residence to road centerlines determines exposure assignment (Whitsel, Quilbrera et al.
2006; Zandbergen 2007); for exposure to agricultural herbicides and pesticides, where
exposures are aggregated to spatially coarse resolutions such as the section level (1 square
mile) and exposure is imputed at the place-of-residence (Ward, Nuckols et al. 2005;
Maxwell 2011); and for drinking water contaminated by perfluorooctanoate (PFOA) as
supplied to homes (Vieira, Howard et al. 2010), among others.

As a motivating example, consider the assignment of exposure to air pollutants. A recent
study in Italy (Nuvolone, Maggiore et al. 2011) assessed relationships between exposure to
air pollutants based on proximity to a major roadway and health outcomes, with health
outcome data both self-reported and from biomarkers. They enrolled 2,841 subjects who
completed a survey on personal habits, socio-demographic status, and health. A subset of
these was tested for lung function and allergy response. Exposure was assigned based on
distance to a main road: 0–100 meters were considered highly exposed; 100–250 meters
moderately exposed, and 250–800 meters as not exposed. Statistical analyses were stratified
by gender, and subjects in the high exposure class had increased adjusted risks for persistent
wheeze, Chronic Obstructive Pulmonary Disease, reduced respiratory capacity, asthma,
shortness of breath and positive skin prick test for allergies. However, geocoding positional
error was not accounted for in the analysis, and the sensitivity of these results to positional
error is unclear (Figure 2). It is likely the number of highly exposed individuals was over-
estimated, based on analyses of street geocoding and exposure misclassification
(Zandbergen 2007). In general, exposure mis-assignment may be expected to be higher
when the buffer zones defining exposure classes (defined by distance from the exposure
feature, such as the major road) are small relative to the magnitude of the positional error, as
likely was the case in this example. In practice sensitivity analyses of exposure estimates to
positional error are seldom accomplished, even though the potential for exposure mis-
classification is substantial.

Impacts of positional error on spatial weights
Spatial weights are used in cluster analysis to quantify potential cluster membership, in
exposure assignment to determine membership in buffer zones, in spatial regression to
assess proximity between pairs of locations, and in geostatistics to calculate variograms that
underpin the kriging system. Thus a formal understanding of how positional uncertainty
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impacts spatial weights is an important prerequisite for propagating geocoding positional
error into the results of cluster assessments, interpolation and predictive models.

As an example consider a simulation study that evaluated the impacts of positional error on
nearest neighbor relationships. Jacquez and Rommel assessed the extent of bias that would
be introduced by positional errors into nearest neighbor weights calculated for places of
residence using the population densities of US counties and for a case-control study of
bladder cancer in Michigan (Jacquez and Rommel 2009). The results were sobering, and
indicate that, for typical geocoding positional error levels, and using population densities for
US counties, the proportion of 1st nearest neighbors misidentified increases rapidly to near
100% as population density increased (Figure 3). Using residential locations from a study of
bladder cancer in southeastern Michigan (from (Meliker, Slotnick et al. 2010)), Jacquez and
Rommel reported the proportion of 1st nearest neighbor mismatches to be 8% at positional
errors of 200m (Figure 4). Spatial weights are widely used in geographic health analyses,
and further evaluation of the impacts of positional accuracy on spatial weights is urgently
needed.

4. Discussion and research agenda
This section describes gaps in our knowledge and concludes with a proposed research
agenda. This agenda is designed to increase our understanding of how positional accuracy
impacts health policy decisions, and will provide the theory, methods and tools necessary to
undertake effective health analysis using data subject to positional errors.

Knowledge gap: What are the empirical sampling distributions and spatial autocorrelation
structures of geocoding positional error?

Although strides have been made in recent years towards increasing our knowledge of the
sampling distributions of geocoding positional error, this has been accomplished for only a
smattering of locations across the US. What are the observed distributions of positional
error, and how do they vary from one place to another?

Knowledge gap: How does positional error impact statistical power?
In general, positional errors and incompleteness reduce statistical power for identifying
trends, for detecting clusters, for assigning exposures, and for evaluating associations with
covariates and other risk factors. Further, the extent of positional error is known to vary with
covariates (e.g. extent rural), but geographic variation and reduction in power is not fully
understood. The magnitude of reduction in power varies from study to study, and theory,
methods and tools for routinely assessing this power reduction have yet to be developed.

Knowledge gap: How to predict error at specific locations?
The need for routine assessment of geocoding positional error in geospatial health studies is
now widely acknowledged, but its measurement has proven difficult and time consuming
(Rushton, Armstrong et al. 2006; Hofferkamp and Havener 2007; Goldberg 2008;
Zimmerman 2008). Statistical models of geocoding positional error distributions have been
developed (Zimmerman, Fang et al. 2007), but predicting the error at specific locations has
yet to be addressed. This gap in our knowledge is critical, since error magnitude and
variance have proven to be location-specific, with higher mean error in rural versus urban
areas of sufficient magnitudes to bias the evaluation of risks and health-environment
relationships (Zandbergen 2007; Zimmerman, Fang et al. 2008).
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Knowledge gap: How to propagate positional error through health analyses?
Positional error propagation in environmental modeling has been an active research area for
quite some time. Heuvelink (Heuvelink 1998) considered four techniques of location error
propagation (pages 36–49): first and second-order Taylor expansions, Rosenblueths’ method
(Rosenblueth 1975) and Monte Carlo simulation. These techniques provide mechanisms for
propagating positional as well as attribute error in a broad variety of GIS-based models. To
date, simulation approaches are used in which a location error model is specified and the
statistical power of a spatial analysis method under different error magnitudes is explored
(Jacquez 1996; Jacquez and Waller 1997). This is painstaking and time-consuming, and is
not routinely accomplished. And while methods exist for substantially improving positional
accuracy using GPS, manual correction and other approaches (Goldberg, Wilson et al.
2008), these are labor-intensive and it makes sense to first determine whether improved
accuracy is needed, and to prioritize locations that would benefit most from enhanced
positional accuracy. No approaches are currently available for routinely assessing the
impacts of positional error in health studies.

Research agenda
Address geocoding is now widely used to provide geographic coordinates of place of
residence, care and screening facilities, environmental hazards (superfund sites, brown
fields), neighborhood features (schools, restaurants, fast food outlets, playgrounds) and other
places of direct relevance to human health. These coordinates are then used to evaluate
spatial relationships defining measures of accessibility (e.g. to screening facilities); estimate
exposures (e.g. distance to hazards; models of exposure to carcinogens); evaluate spatial
patterns (e.g. disease clusters); and to construct models of health outcomes in relation to
potential causal factors. Yet despite its wide-spread use in such critical applications,
standard resources for geocoding, geocoding accuracy assessment, and for evaluating the
impacts of geocoding error on public health decisions are almost entirely lacking. There are
5 critical research topics:

Research topic1: The lack of standardized, open-access geocoding resources
for use in health research—Geocoding of health outcomes is now a standard procedure
in many disease registries. Geocoding procedures differ from one registry to another, and
from one cancer epidemiology study to another, because there is no standard open-access
geocoding resource whose positional accuracy and geocoding error rates are fully
documented and under rigorous control. Standardized resources are needed that provide
better quantitative information about positional error arising from the geocoding processes.
While methods for this are available, they are only infrequently used and most positional
accuracy measures for health datasets are categorical (street-level, 5 digit ZIP code, etc.) and
do not detail the empirical positional error distribution.

Research topic 2: The lack of geocoding validation datasets that will allow the
evaluation of alternative geocoding engines and procedures—When
documenting geocoding accuracy, the current state-of-the-art is to assess the percentage of
addresses for which the geocoding engine provides a latitude and longitude. The positional
accuracy of the geocoded data is rarely, if ever, assessed, yet is critical information.
Standardized, geocoding validation datasets are needed for representative rural and urban
areas across the nation for which the true, geographic coordinates are known. This will
allow analysts to routinely quantify the positional accuracy of the geocoding procedures
used in their studies.

Research topic 3: The lack of spatially explicit geocoding positional error
models—Our understanding of empirical geocoding positional error distributions is
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increasing but has been developed based on only a handful of settings across the US.
Spatially explicit, predictive models of geocoding positional error are required in order to
estimate positional error for study areas and addresses that lack validation datasets.

Research topic 4: The lack of tools for assessing the sensitivity of spatial
analysis results to geocoding positional error—Methods now exist for quantifying
the impact of positional error on spatial weights and the results of spatial analyses, but easily
used tools that enable researchers to assess the sensitivity of their results to geocoding
positional error are not yet available.

Research topic 5: The lack of demonstration studies that illustrate the
sensitivity of public health decisions to geocoding positional error—Positional
errors typical of geocoded studies have been demonstrated to bias spatial regressions
(Griffith, Millones et al. 2007), lead to incorrect exposure estimates (Zandbergen 2007),
confute imputed health-environment relationships and underestimate odds ratios commonly
used in epidemiology and health analysis (Mazumdar, Rushton et al. 2008). Yet the
importance of this problem is not widely recognized by public health and disease control
professionals. Incisive studies that evaluate the impacts of geocoding positional error in
disease control and surveillance, and in public health decision making, are needed to
increase awareness of this important problem.

These research topics are synergistic with important interactions and positive feedbacks. For
example, the routine assessment of the sensitivity of results to positional error, and of
decisions based on those results, is immediately enabled once quantitative positional
accuracy measures are recorded as part of a standardized geocoding process. This will
motivate stakeholders such as researchers, health policy analysts and decision makers to
improve their analytical and decision-making techniques that use georeferenced health data,
thereby reducing positional error, ameliorating its effect on geospatial analyses, and
improving the power of the data to increase our understanding of human health and its social
and environmental determinants.
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Figure 1.
Parameters of the geocoding algorithm, illustrating the parcel homogeneity assumption, a
source of geocoding positional error. From Goldberg et al 2007.
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Figure 2.
Illustration of opportunity for exposure miss-assignment under geocoding positional error.
This study assigned exposure for each subject based on the distance of each home from the
main road. Highly exposed subjects live 0–100 meters from the road; moderately exposed
live 100–250 m; and unexposed live between 250 and 800 meters from the road. A review of
geocoding studies reported mean positional errors from 58 to 96 meters in urban areas (Abe
and Stinchcomb 2008), sufficient to cause significant exposure assignment error when using
buffers on the order of 100m. Map from Nuvolone et al. Environmental Health 2011 10:12.
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Figure 3.
Impact of geocoding positional error on nearest neighbor relationships for population
densities encountered across the United States. All simulations used a population of 500
individuals at the recorded densities. The different lines represent different mean geocoding
error distances. Top: Population density distribution for US counties. Bottom: Proportion of
1st nearest neighbor mismatch versus representative county population densities at mean
positional errors 50, 150 and 450 meters. Mean geocoding positional errors in applied
studies range from 58 to 614 meters. At the population density for Manhattan virtually all
first nearest neighbors are misidentified at the 3 positional error levels considered. From
Jacquez and Rommel 2009.
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Figure 4.

Jacquez Page 17

Spat Spatiotemporal Epidemiol. Author manuscript; available in PMC 2013 April 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Impact of geocoding positional error on first nearest neighbor relationships for population
densities encountered in a case-control study in Michigan versus mean geocoding error
distance (meters). The confidence intervals shown are +/− one standard error from 10
simulations. From (Jacquez and Rommel 2009).
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