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How to fill In a death certificate

JOHN IDIKULA

Medical certificates of death are designed to elicit infor-
mation regarding the underlying cause of death. This
information contributes to national mortality statistics
and helps health planners to quantify the prevalence of
particular fatal illnesses.

The International Form of Medical Certificate of Cause
of Death is widely used as a standard. Although the
guidelines on the form appear self-sufficient for filling it
out correctly, errors in documentation occur frequently.
The objective of this article is to recapitulate the
guidelines, highlight potential errors and indicate a
technique for filling out the death certificate. It does not
discuss how to determine the validity of the stated cause
or causes of death.

The WHO has specified certain guidelines on the correct
procedure for filling in a death certificate. These are
based on the International Form of Medical Certificate of
the Cause of Death (Fig. 1). This certificate is designed in
such a way that it helps in selecting the underlying cause
of death when two or more causes are recorded together.
The form is divided into two parts (land II):

I. (a) Direct cause
(due to)

(b) Intervening antecedent cause
(due to)

(c) Underlying antecedent cause

11.Other significant conditions contributing to the death
but not related to the disease or condition causing it.

The words 'due to (or as a consequence of)' include
not only aetiological or pathological sequences but also
sequences where there is no such direct causation, but
where an antecedent condition is believed to have facili-
tated the direct cause by damage to tissues or impairment
of function.

RULES FOR SELECTION OF CAUSE FOR
PRIMARY MORTALITY TABULATION
In case only a single cause of death is recorded, this cause
is selected for tabulation. When more than one cause is
recorded, the selection should be made in accordance
with the rules which follow. The rules are based on the
concept of the underlying cause, that is the disease or

Christian Medical College, Vellore 632004, Tamil Nadu, India
JOHN IDIKULA Department of Surgery

injury which initiated the sequence of events leading to
death. Where the selected cause is an injury, either the
circumstances which gave rise to the injury or the nature
of injury or preferably both should be coded.

The code for the cause of death is selected in two stages,
i.e. selection of the underlying cause and the subsequent
modification of the underlying cause.

SELECTION OF THE UNDERLYING CAUSE
The rules for selecting the underlying cause are given
below. Either the General Rule or Rule 1 or Rule 2 will
apply to all certificates. Rule 3 may also apply in special
circumstances.

General Rule
Select the condition entered alone on the lowest used line
of part 1 unless it is highly improbable that this condition
could have given rise to all the conditions entered above
it.

Rule 1.
If there is a reported sequence terminating in the condition
first entered on the certificate, select the underlying cause
of this sequence. If there is more than one sequence, select
the underlying cause of the first mentioned sequence.

Rule 2.
If there is no reported sequence terminating in the condition
first mentioned in the certificate, select the first mentioned
condition.

Rule 3.
.If the condition selected by the General rule or Rules 1 or
2 can be considered to be a direct result of another
reported condition, whether in Part lor Part II, select this
primary condition. If there are two or more such primary
conditions mentioned, seJect the first of these.

In a properly completed certificate, the underlying
cause will have been entered alone on the lowest used line
of Part I and the conditions if any which arose as a con-
sequence of this underiyingcause will have been entered
above it, one condition to a line, in ascending causal order
of sequence.

Example 1. An elderly man died of uraemia due to chronic
renal failure (CRF). The CRF was a consequence of
retention of urine due to hypertrophy of the prostate. He
was also a diabetic. His death certificate should read:



C. R. No _

Date of Admission Date of Death _

INTERNATIONAL FORM OF MEDICAL CERTIFICATE OF CAUSE OF DEATH

CAUSE OF DEATH Approximate ICD
interval between Code
onset and death No

Disease or condition directly (a)
leading to death due to (or as a consequence of)

Antecedent causes (b)
due to (or as a consequence of)

Morbid conditions, if any,
giving rise to the above cause
stating the underlying con-
dition last (c)

II

Other significant conditions

t
contributing to the death, but
not related to the disease or
condition causing it

"This does not mean the mode
of dying, e.g. heart failure, asthenia,
etc. It means the disease, injury, or
complication which caused death.

Signature Senior Resident Faculty

The form of medical certificate may be considered as consisting of two parts (I and II), which are designated for
convenience as:

(a) Direct cause
(due to)

(b) Intervening antecedent cause
(due to)

(c) Underlying antecedent cause

II Other significant conditions contributing to the death but not related to the disease or condition causing it
In Part I is reported the cause leading directly to death (stated on line (a) and also the antecedent conditions

(lines (b) and (c)) which gave rise to the cause reported in line (a), the underlying cause being stated last in the sequence
of events. However, no entry is necessary in lines (b) and (c) if the disease or condition directly leading to death, stated
in line (a), describes completely the train of events.

In Part II is entered any other significant condition which unfavourably influenced the course of the morbid
process, and thus contributed to the fatal outcome, but which was not related to the disease or condition directly causinq
death.

The words 'due to (or as a consequence of)' which appear on the form of medical certificate include not only
aetiological or pathological sequences, but also sequences where there is no such direct causation but where an
antecedent condition is believed to have prepared the way for the direct cause by damage to tissues or impairment of
function even after a long interval.

FIG I.
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Part I: (a) Uraemia
(b) Retention of urine
(c) Hypertrophy of the prostate

Part II: Diabetes mellitus

Example 2. A man sustained a compound fracture of the
femur in a road traffic accident. Subsequently he
developed gangrene of the limb which required an above
knee amputation. He developed pulmonary embolism
from thrombosis in the deep veins of the lower limb and
died.
His death certificate should read:

Part I: (a) Pulmonary embolism
(b) Deep vein thrombosis, traumatic gangrene
(c) Road traffic accident

Note: In both these examples the underlying cause or the
condition which initiated the sequence of events that
led to death is entered alone on line (c) of Part I. This
sequence will ensure that when this data is extracted for
primary mortality tabulation, the cause of death will be
coded as hypertrophy of the prostate in Example 1, and as
road traffic accident in Example 2.

One simple technique to make up a reliable death
report is the following: Fill out line (c) of Part I first by
entering on it me disease or condition that initiated the
process which led to death, irrespective of the time delay.
Enter only one disease or condition. Then fill out the lines
(b), (a) or part I in a logical sequence. Indicate any
associated condition in Part II. Thus, in Example 1,
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'hypertrophy of the prostate' would be entered first on
line (c) of part I followed by 'retention of urine' on line
(b) and 'uraemia' on line (a). Similarly in Example 2 it
would be 'road traffic accident' on line (c) followed by
'deep vein thrombosis' on line (b) and 'pulmonary
embolism' on line (a).

The information provided by the physician in the death
report is usually transcribed by non-medical persons to
the mortality data register and only one diagnosis is
entered, that in line (c) of part 1. If line (c) has no entry,
the entry on line (b) is selected. Hence, filling up the
death certificate form in the correct sequence by the
physician is important to ensure reliable records.

All clinicians who report death by filling out these
certificates have a responsibility to provide reliable and
valid documentation on the causes of death. Using this
information health planners will be able to determine the
burden of illness and can make rational decisions on
resource allocation.
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