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4A man's dying is more the survivors' affair than his
1 to medical certifica-

own'fl]. This opinion applies a= %el
but is not,

tion of cause of death as to disposal of property

apparently, an» opinion <emmen among the medical

profession, many ©f whom regard death certification as 2
tedious chore to be delegated t° the least qualified

member of the clinical team for completion in whatever

manner he pleaSeS. Such practicel however, may lead to

distress to relatives, inaccurate national statistics and

inappropriate use Of resources.

In an early paper ©% the accuracy

of cause of death Emery [2] drew attention to two possible
and the

of medical certificates

sources Of error: the wording of a certificate,

degree of correlation between clinical opinion and subse-

quent autopsy findings. The second category has been the

subject of several papers (3,4] in recent years and has
OCCU.pied the attention of the Working Party of the Royal
College of Physicians and the Royal College ©f Pathol-
ogists concerned with Medical Agpects of Death Certifica-
tion"]. However, there is little information about the
first category.

This Department has become increasingly concerned
by the wording ©of causes of death seen on Ccremation
certificates and requests £or autopsies. Subsequent discus-
sion with certifying practitioners has revealed little knowl-
edge o appreciation ©f the principles ©f death
certification. This article provides data on the number of
causes of death that are poorly worded and discusses the

semantics.

of such poor

pOSSible consequences

Current Practice

Issue of the medical certificate of cause Of death is the
statutory obligation of the doctor in attendance upon the
deceased during the last illness[6]. Guidance on the
completion ©f this certificate is printed in the book of
medical certificate formg[7]. Briefly, the cause of death is

recorded in a form recommended by the World Health

Organisation, comprising Part I, which is the sequence °F

conditions ]eading dj_rect]_y to death, and Part II, which
lists other conditions that have contributed to death but
are not related to those listed in Part I. However many
conditions are listed in Part I the last-mentioned should
be the initiating condition of the gequence resulting in
death and should be a cause, not a mode, of death, =
mode heing = clinical state which mgy, result from many,
unspecified, causes.

The medical certificate of cause of death is then
transmitted by the qua]_ified informant to the Registrar of
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Births and Deaths who must register particulars of the
death as prescribed » the Births, Deaths and Marriages
Regulations, 1968[8]: these particulars include the cause
of death. Unlike the certifying practitioner, who has opnly
a common law Obligation to report 2 death to H.M.
Coroner, the Registrar of Births and Deaths has a
statutory obligation to report those deaths which fall into
categories prescribed i Regulation 51 of the above
Regulations (8],

H.M. Coroner, after preliminary inquiry, has three
courses of action open t° him([9].
(a) If he is satisfied that he has no jurisdiction he issues
('Pink Form av) informing the
Registrar that no further inquiry is necessary and direct-
him to register the cause of death as stated Ly the

Part A of Form 100

ing
certifying practitioner.

(p) Ifhe is satisfied that he has jyrigdiction he gy order a
postmortem €Xamination, the results of which gy, indi-
cate that the death was due to natural causes and that no

inquest is necessary; he then issues Part B of Form 100

(1pink Form B') directing the Registrar to register the
cause of death as stated by the practitioner who per-
formed the postmortem examination.

(c) If he has jurisdiction @nd is obliged to hold an inquest,
with or without postmortem €Xamination, he will, at the

('"Coroner's
from which the Registrar

conclusion of the inquest, issue Form 99

Certificate After Inquest')
registers the cause of death as determined at the inquest.
The causes of death registered by these diverse routes
are transmitted to the Office of Population Censuses and
where are coded in accordance with the

Surveys they
International Classification of Digeases[10]. The coders,
who are clerical officers, follow coding rules laid down by
the World Health Qrganisationfl0], the application of
which reveals the best causal gequence from the infor-
mation contained in Parts I and II. If a gequence cannot
be derived or a certificate indicates that further infor-
mation may be available, 2 request for clarification is sent
to the certifying practitioner or, for a death in hogpital,
the consultant responsible for the care of that patjent.
In many cases, however, there is no yeply to such a

requestfl 1.

Materials and Method

In a large general hospital the books of Medical Certifi-
cates of Cause of Death completed by clinicians are
retained in the Death Registration Office; = clerical
officer enters other details yregarding deaths in a Death
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Register. The counterfoils of death certificates issued by
clinicians from 1979 to 1983 inclusive were scrutinised
after receiving permission from the hogpita]l adminis-
tration. If a cause of death was not completed in the
recommended form it was classified as showing one of the

following inaccuracies:
1. NO cause given.

2. Multiple causes given, sequence not clear.
3. Single cause gj_ven, relevant details absent.

4. Single cause given, error in layout,
Each cause of death was assigned to only omne of these

categories.

Only when an inaccuracy was obvious from a cause of
death as given on a counterfoil was that cause assigned to
2 category; in those causes of death where there might be
debate as to whether a condition was causal rather than
contributory’ or vice versa, the clinicians' Opinions were
respected and those causes were not categorised. Exam-

ples from each category are given in Table 1.
The numbers of causes of death in each category are

gj_ven in Table 2. When a cause of death was considered
to contain an inaccuracy the certificate counterfoil was

Table 1. Examples of inaccurate death certification.

Multiple =auses given?sequence

NO cause given not clear

la. Cardiac arrest la. Renal failure
1b. b. Myeloma
Le. lc. Hypertension
II I Pelvic peritonitis
la. Respiratory failure la. Myocardial infarction
1b. Cardiac failure 1b.  polycystic kidneys
lc. lc. Duodenal ulcer
II I Duodenal ulcer
la. Acute renal failure la. Bronchopneumonia
1b. 1b. Parkinson's disease
lc. le. Fracture neck of pight femur
II II Malignant disease
la.  Intrapulmonary ia. D.I.C.
haemorrhage
1b. Thrombocytopenia lb. Bladder Ca.
lc. Mycotic septicaemia le. ROTrtiC gpeurysm
II 11 Prostate Ca.
Table 2. Number of causes of death in eaeh category.

Multiple causes

scrutinised to determine whether there was an indication
that further information might be available at a later date;
the Death Register and Autopsy Records were also
scrutinised to determine whether an autopsy had been
requested and performed. This information is giyep in
Table 3.

Details of those counterfoils which contained no ade-
quate cause of death were noted and the Register of
Deaths Reported to Coroner, held

Court, was consulted to determine whether these deaths

had been reported
course of action had been pursued by H.M. Coroner.

in the Coroner's
who had reported them and what

This information is recorded in Table 4.

Discussion

The results indicate that an unacceptably ]_arge number of
medical certificates of cause of death are imprecise or

inaccurately completed and that at the time of completion
of many of these certificates the certifying practitioners

are in pOSSGSSiOI’l of all the information regarding the

deaths that j5 or will he,6 available. It would

appear,

Single cause given?relevant Single cause given?error in

detail absent layout

la. Carcinomatosis la.  Lymphangitis
carcinomatosis

1b. 1b.

lc. le.

I II  Carcinoma of stomach

la. Malignant ascites la. Septicaemia

1b. 1b.  gystemic lupus
erythematosus

lc. lc.

I II  steroid therapy

la. Carcinoma of Jung la. Heart failure

1b lb. C.O.A.D.

1lc lc. Acute chest infection

I I1

la. Obliterative arteritis la. G.I. Haemorrhage

1b. lb. Marrow depression

le. le. Cytotoxic therapy

II I Ca. breast with Jypg and

retinal gecondary deposits

Single cause Single cause

No. of given?sequence given?relevant given?error in
Year counterfoils No cause gjyen  not clear detail absent layout Total
No. % No. E3 No. B3 No. % No.

1979 300 52 17.3 0.3 15 5 12 4 80 26.7
1980 259 51 19.7 1.2 12 4.6 16 6.2 82 31.7
1981 454 63 13.9 1.5 23 5.1 15 3.3 108 23.8
1982 542 52 9.6 1.1 23 4.2 31 5.7 112 20.7
1983 530 70 13.2 1.3 34 6.4 20 3.8 131 24.7
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Table 3. Action taken when cause of death considered to contain an inaccuracy, azautopsy performed, b?autopsy requested but
not performed, c?counterfoil indicated further information might be available.

Multiple causes
given?sequence et

Single cause given?

Total number of imprecise

Sj_ngle cause given? causes in which further

Year No cause given clear relevant detail absent error in layout detail potentially available
a b c a b c = ko <— = k> < No. o
1979 12 6 -4 = 1 - 20 25
1980 == 2 13 15.9
1981 = = 1 . A = - - 11 10.2
1982 = 1 = o = = = . = 13 11.6
1983 s s 1 = = 15 11.5
Table 4. Deaths without stated cause.
1979 1980 1981 1982 1983
Death certificate counterfoils on which no cause Of death is 52 51 63 52 70
stated
Number of deaths without stated cause reported to H.M. Coroner 9 7 12 7 7
by certifying practitioner
Number of deaths without stated cause reported to H-M. Coroner 3 2 4 6 3
by Registrar of Births and Deaths
H.M. Coroner's course of action:
'Pink Form A 11 9 15 10 9
'Pink Form B' 1 =
1 = 1

Inquest

therefore, that these certificates are so completed because

of ignorance of, or failure to apply, the principles of death

certification and not because relevant information is

lacking. research[12]
uniformity in death certification practice: there is no

Previous has shown a national
reason to believe practice in this hospital differs from that
elsewhere.

Information contained in medical certificates of cause
of death is important in epidemiological research[13] and
forms the basis of national mortality statistics which 5+,
be concerned in the allocation of resources within the
Health Service. It is important that certifying prac-
titioners complete causes of death in the recommended
form so that data derived therefrom reflect accurately
clinical knowledge and opinion. The causes of death
discussed in this article might net permit this.

The Registrar of Births and Deaths is required by
Regulations to report to H.M. Coroner any death 'the
cause of which appears to be ynknown' [8], The infor-
mation upon Which the Registrar, = lay person, makes
this decision is that laid before him by the qualified

medical data are

so far as

informant and, therefore,
concerned, is confined to the cause of death as stated by

the certifying practitioner: an immediate and pogsibly
distressing consequence of a medical certificate of cause of
death pon which there is no adequate cause of death is
that it 5 be reported to H.M. Coroner.

It from Table 4, however,
reporting does not occur in the majority of these deaths:
there is a failure of what the Brodrick report [14] described
as 'the Jong-stop function' of the Registrar in identifying
the unusual death. The explanation of this failure lies in

can be seen that such
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the wording of many causes of death: to the 1ay person 2
cause of death gjyen = 'la Regpiratory failure, 1b Cardiac

Ic Acute renal failyre, II Liver failure' appears

in that the deceased has obvious

failure,
perfectly adequate
reason to be deceased; however, there is no cause given
for the failure of the systems.

When the Registrar reports 2 death because it appears

H.M. Coroner will make

to be of unknown  gyse,
preliminary inquiries but, in law, can oply assume jyris-
diction if the death is 'a violent or unnatural death or a
sudden death the cause of which is ynknown' [9]. In many
of these deaths preliminary inquiry will reveal no violent
or unnatural element: H.M. COroner ..., then assume
jurisdiction only if he has reasonable cause to suspect that
the death whose cause is apparently unknown is sudden.
In many cases H.M. Coroner's only course of action is to
complete Part A of Form 100: an anomaly arises in that
the Registrar may, indeed must, report = death whose
cause is jnadequately ©r incorrectly stated put, because
H.M. Coroner cannot assume jurisdiction after prelimi-
nary inquiry, he must register that inadequate or inaccu-
rate cause Of death. It can be seen from Table 4 that this is
the course of action followed in most of those deaths
which are gctually reported: the conclusion in the Brod-

the Coroner's primary function, at
present, is to help to establish the cause of death '[14]

rick report that .

is more idealistic than practicable.
It is obvious that certifying practitioners may cause
unnecessary distress to relatives and

H.M.

unnecessary Work for
Registrars, Coroners, OPCS statisticians gpq,
indeed, themselves through what are pagically simple
semantic errors. It 15 interegting to speculate what in-
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crease in precision of death certification would be afford-
ed py the implementation of the Brodrick recommenda-
tions" 4] that a practitioner should have a statutory
obligation to report to H.M. Coroner a death whose
cause he could not certify 'With jccuracy @84 precision’
and that failure to comply with this obligation should be
punishable by = fine.

Failing this, however, the quality of death certification
can be jmproved only by education; such education, in
the most important statutory obligation of medical prac-
tice, appears perfunctory in many medical schools and no
moxe thorough i postgraduate training. This deficiency
must be remedied, not only by formal tuition at under-
graduate level, where admittedly the topic appears re-
mote, but also Ly gupervision and example during
provisional registration and beyond.
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