Welcome to Module 1 of Improving Cause of Death Reporting.
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In this first module we will discuss the importance of the correct certification of cause
of death and the role of medical doctors in producing reliable causes of death
statistics.
At the end of this module you should be able to demonstrate the competencies to:
• Explain the importance of correct cause of death certification for accurate
mortality statistics and public health policy and the planning and allocation of
resources,
• Discuss the current quality of cause of death certification in the country,
• Explain the role of medical doctors, as part of the official mortality system, for
improving the quality of cause of death certification, and
• Discuss the legal, ethical and confidentiality issues related to cause of death
certification.
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What the medical doctor writes as the cause of death on the death certificate, is as
important to public health as what a doctor writes in a patient’s medical records, is to
patient care.
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Causes of death are analysed to detect trends, such as those displayed here.
The data is used to determine public health and social policy, and for the planning
and the allocation of resources for health and social care programmes.
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Mortality data - routinely collected for every death - is used frequently.
Cause of death statistics are particularly informative as they come directly from the
cause of death reported by the medical doctor caring for the decedent.
It indicates the overall health of a community, drive health and social policy
decisions.
The information is also used to determine funding for health and social
interventions.
The health department uses cause of death data to identify needs, measure results
and allocate resources, for example in infant and maternal care .
Actuaries calculate pensions and life insurance premiums based in part on mortality
data.
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Mortality data is used to indicate community health concerns and priorities. In these
graphs you can see deaths by disease category for males and females in South Africa
in 2012. HIV and TB account for 33% of deaths in both males and females.
Injuries account for 14.4% of deaths amongst males versus only 4.4% in females.
Cardiovascular deaths account for 22% amongst women and 15.2% amongst men.
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Mortality data is used to justify health spending. This graph shows the public health
expenditure trend between 1995 and 2018.
The marked increase in expenditure from 2005 onwards reflects the roll out of the
antiretroviral treatment programme to combat the HIV epidemic.
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Mortality data is used to track infant and maternal deaths. This graph shows the
under 5 mortality rate from 2000 until 2016.
The increase in under 5 mortality between 2000 and 2003 is largely due to the impact
of the HIV epidemic.
The marked decline in under 5 mortality after 2004 is due to the impact of the
Prevention of Mother to Child Transmission and the rollout of the ARV programme,
which has dramatically reduced mother to child transmission.
However, after 2011 the decline in mortality in this age group has levelled off.
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This table shows the life expectancy for males and females of different ages in 2019
which are used in calculating rates for life assurance premiums.
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Death certificates can be used for surveillance, outbreaks and emergencies, such as
those listed on the screen.
Rapid reporting of deaths are required by law. Cause of death information alerts local
and national agencies – and the healthcare community at large – to epidemics and
severe medical complications of infectious and environmental exposures. Accurate
and complete reporting of cause of death ensures this surveillance is effective. If it is
not effective, it can be disastrous, as was the case with reporting HIV as cause of
death in South Africa.
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HIV-related deaths became a reality in millions of South African households. Besides
the obvious increase in mortality, there was a problem. The president said that the
increase in deaths in the country was not as a result of HIV, because Statistics South
Africa showed that only about 10 000 people died of HIV per year. This is because the
incorrect cause of death information was reported by doctors on the death
notification form. They reported the immediate cause of death – such as TB,
pneumonia or gastroenteritis - without reporting HIV as the underlying cause. Or they
reported euphemisms, such as “RVD”, “retroviral disease”, immune-deficiency” or
“immuno-compromised”. RVD or retroviral disease is not coded to HIV - it is coded to
“other retroviruses”. And “immuno-compromised” or “immuno-deficiency” is coded
to “immune disorders” rather than to HIV.
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Here is another angle to look at causes of death statistics for South Africa.
The blue line shows the number of deaths reported annually between 1997 until
2016.
The red line shows the number of HIV-related deaths reported on the death
notification form over the same period…
whereas the green line show our estimated number of HIV-related deaths.
The gap between red and green line reflects deaths that should have been reported
as HIV-related.
The consequence of inaccurate statistics on HIV-related deaths was that the
government had reason to delay rolling out anti-retroviral treatment resulting an
estimated 1 million deaths that could have been averted.
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These two graphs show the age distribution of all registered deaths for males and
females in South Africa between 1997 and 2016
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Let’s have a closer look at the graph for males, as example.
• You can see a large year on year increase in the number of deaths between 1997
and 2006
• It was followed by a steady decrease between 2006 to 2016
• The main increase was recorded in the age groups, 20 to 60 years of age. The
increase in deaths in young children and in adults between 15 and 50 years is
typical of an HIV epidemic with no interventions. The decrease in deaths after
2006 demonstrates the impact of the ARV rolled out in the public sector.
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There are other major challenges with cause of death certification, which
compromise the use of the official mortality data for health policy purposes.
This is in addition to the underreporting of HIV-related deaths - due to
misclassification to other causes, such as TB and diarrhoea – and the use of
euphemisms like “RVD”.
Additional challenges include the high proportion of deaths with ill-defined or vague
causes, and an inaccurate injury mortality profile.
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The Burden of Disease Research Unit of South African Medical Research Council has
estimated the misclassification of HIV deaths. This figure shows the extent of the
misclassification by age group, as well as the causes the HIV is misattributed to.
Reported HIV deaths are indicated in brown closest to the x-axis with the numbers of
misattributed HIV deaths to other causes shown in other colours. The largest
proportion of HIV deaths were misattributed to TB - dark blue.
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An analysis of South African mortality data for 2014 reveals that unusable codes are
used for up to 44% of all deaths.
Almost half of these are insufficiently specified causes of death, such as cancer with
no primary site specified.
Symptoms and signs – like headache, cough and so on - which provide no clues on
the underlying cause of death, account for 12.3% of all deaths.
Invalid causes of death such as glaucoma or warts account for 1%.
And intermediate and immediate causes of death - such heart failure or renal failure account for 11% of total deaths. Since many conditions can cause heart failure or
renal failure it is important that the underlying cause of death for these are stated on
the death certificate.
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In South Africa, injury deaths are legally required to undergo a post mortem
investigation and some also require an inquest to establish the cause of death and/or
culpability.
The Inquests Act states that anyone who pre-empts the finding of an inquest can be
subject to a fine or imprisonment.
For this reason many forensic pathologists do not state the manner of death homicide, suicide, accident or natural - on the death notification form, even though
they may have this information.
The ICD-10 coding rules for assigning the manner of death caused by injury, defaults
to “accidental”, if no manner is listed.
Therefore, if you have a case with a gunshot wound to the chest, without the manner
of death indicated, it would be coded as an “accidental gunshot wound”.
The South African Medical Research Council undertook an injury mortality survey at a
national sample of forensic mortuaries in 2009 and compared the injury mortality
profile obtained through the survey. See the pie graph on left, with the national injury
mortality statistics on the right.
It is clear that the official injury statistics are very inaccurate.
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We have emphasised thus far the importance of death certification to accurate
mortality statistics, to public health policy planning and the allocation of resources.
Aside from the public health importance, cause of death is part of a permanent legal
record.
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The Births and Death registration Act 51 of 1992 requires that all deaths are
registered with the department of Home Affairs using the prescribed
form: DHA1663. Where a medical practitioner is satisfied that the death was due to
natural causes, he or she is required to issue the prescribed cause of death certificate
stating the cause of death.
Where the death is due to other than natural causes, an investigation into the
circumstances of the death is required under section 3 of the Inquests Act 58 of
1959.
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DHA1663 form top of page 1 as example.
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Where a medical practitioner is satisfied that the death was due to natural causes, he
or she is required to issue the prescribed cause of death certificate stating the cause
of death.
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Where the death is due to other than natural causes, an investigation into the
circumstances of the death is required under section 3 of the Inquests Act 58 of
1959.

23

Now that we’ve discussed the importance and legal status of cause of death
reporting, let’s have a look at the official mortality statistics system and the role of
the medical doctor for improving quality of death certification in the country.
When someone dies, there are a few people that could play an important role to
assist the doctor – who is completing the Death Notification Form - to obtain the
necessary information to report on the cause of death.
This include other members of the healthcare team, such as the nurse caring for the
person, the community health worker who regularly visited the person at home, the
paramedics who provided emergency care prior to admission to hospital, or the
doctor who usually looked after the person. Clinic or hospital medical records may
also provide information on the deceased’s medical history. Then there is the family,
who may be able to provide valuable information.
In South Africa, medical doctors in public or private health facilities, and forensic
pathologists at forensic mortuaries, …
… certify deaths on the DHA-1663 Death Notification Form.
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Headman in traditional areas can also complete a form to certify death: the DHA1680 Form.
These forms are taken by the funeral undertaker or a relative of the deceased to a
local or regional Home Affairs office, where the death is registered prior to burial.
The Home Affairs office will update the population register …
… and issue a burial order and an abridged death certificate to the funeral undertaker
or relative.
From here the DHA-1663 form is sent to the National Department of Home Affairs in
Pretoria, where they are checked
… and a Full death certificate issued.
The DHA-1663 form is finally sent to Stats SA for ICD-10 coding of cause of death,
analysis, reporting and archiving.
An annual Mortality and Cause of death report is issued by Stats SA and can be
downloaded from the Stats SA website.
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In this first module we discuss the importance of the correct certification of cause of
death and the role of a medical doctor in producing reliable causes of death statistics.
You should now be able:
• To explain the importance of correct death certification to accurate mortality
statistics, to public health policy and planning, as well as the allocation of
resources.
• To discuss the current quality of death certification in South Africa.
• To explain the role of medical doctors, as part of the official mortality system, for
improving quality of death certification,
• And to discuss the legal, ethical and confidentiality issues related to death
certification.
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You have now come to the end of Module 1
The next step is your self-assessment for Module 1.
Note:
•

This is only a self-assessment and not part of the final assessment at the end of
the course.

•

The final assessment is a summative assessment which covers all the modules
and in order to successfully complete the course, you must obtain a mark of
80%.

Once you have completed the self-assessment, you may proceed to the next module.
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