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FORKORTELSER

Forkortelser:

ACME: Automated Classification of Medical Entities (automatisk
kodesystem for utvelgelse av underliggende dedsarsak)

BNG: Baltisk-Nordisk Mortalitetsgruppe

CDR: Dodsarsaksregister

DC: Legeerkleering for dedsfall

ICD: Internasjonal Klassifisering av sykdommer og relaterte helseproblemer

WHO: Verdens helsorganisasjon



INTRODUKSJON

1. Introduksjon

Dadelighetsdata er ikke den eneste tilgjengelige kilden til medisinsk statistikk
1 de baltiske og nordiske landene, men de har en viktig funksjon siden
offentlige helseproblemer fanges bedre opp i dedelighetsstatistikken enn i
noen annen kilde. For eksempel, dedsfall som i prinsippet kunne veert
unngatt, enten ved forebyggende offentlige helsetiltak eller ved mer effektiv
diagnosesetting eller behandling, blir i gkende grad brukt som en indikator
pa et effektivt helsevesen. I tillegg dekker dedelighetsstatistikk alle bosatte,
enten de har en sykdomshistorie eller ikke. Dette er et unikt trekk i medisinsk
statistikk. Dodsarsaksstatistikken er viktig for styringen av offentlige
helsesatsninger pa omrader som trafikkulykker, selvmord og
narkotikarelaterte dedsfall, seerlig der offeret der for sykehusinnleggelse. Det
har blitt pastatt at underliggende dedsarsak ikke gir en optimal
dodsarsaksstatistikk pd grunn av at andre, ofte kroniske, diagnoser pa en
dedsmelding kan gi en kombinert effekt som ikke vises ved den ene
underliggende dedsarsaken. [1,2] Likevel kan en gkende bruk av flere
arsakskoder for hvert dedsfall kan gi en bedre forstielse av de medvirkende
arsakene. Dette vil oke nytten av dedelighetsstatistikk, spesielt for dedsfall i
eldre aldersgrupper.

Helt siden den ferste Internasjonale Statistiske kongress i 1855 har
produsenter av dedelighetsstatistikk nedlagt stor innsats i 4 koordinere
statistikken. Malet har vert, og er fremdeles, a utvikle internasjonale
standarder som resulterer i statistikk som ikke er pavirket av egne nasjonale
regler. Slik standardisert statistikk vil forenkle internasjonal sammenligning
og gi en langt bedre basis for analyser. Det er arbeidet mye med de
forskjellige versjonene av internasjonale klassifikasjoner for dedséarsaker.
Siden 1946 har WHO vert ansvarlige for ICD, som ogsa inkluderer
internasjonale definisjoner for dedelighetsstatistikk, forskrifter for
datainnsamling og instruksjoner for koding og Klassifisering.[3]

Selv etter 150 ar med koordinering og standardisering er det fremdeles
viktige forskjeller i hvordan landene produserer og publiserer sin
dedelighetsstatistikk, ogsa i den baltisk-nordiske regionen. I 1996 nedsatte
Nomesko en arbeidsgruppe for & undersoke og rapportere om prosedyrer og
praksis for produksjon av dedelighetsstatistikk i de nordiske landa. Gruppen,
som var ledet av Lars Age Johansson, publiserte sin rapporti 1998 [4].



INTRODUKSJON

Rapporten inneholdt flere anbefalinger for hvordan sammenlignbarheten av
dedelighetsstatistikken i regionen kunne forbedres.

Mye har skjedd i de 10 arene siden gruppen presenterte sin rapport.
Mange av anbefalingene er gjennomfert. Det viktigste som har skjedd er
dannelsen av Nordic Mortality Group i 1999. Gruppen inkluderer bade
statistikere og kodere og har mettes nesten 4rlig. De baltiske landene sluttet
seg til gruppen tidlig pa 2000-tallet, som da ble Baltisk-Nordisk
mortalitetsgruppe (BNG). Gruppen har vist seg a vaere et uvurderlig forum
for utveksling av erfaringer, teknikker og rdd om produksjon av
dedelighetsstatistikk. Den leder en internasjonalt unik studie om koding og
klassifisering av dedsarsaker i den baltisk-nordiske regionen og veileder om
koding og Klassifisering. Gruppen gir ogsa viktige innspill til andre aktorer
pa omradet, som Nomesko, Eurostat og WHO. Andre anbefalinger som har
blitt gjennomfert omfatter opplering av mortalitetskodere ved Nordisk
Senter for klassifikasjoner i helsetjenesten og veiledning i bruken av ACME.

Noen av anbefalingene fra rapporten i 1998 er na foreldet. For eksempel
har Eurostat na en viktig rolle som koordinator for dedsarsaksstatistikk pa
europeisk niva, og noen anbefalinger i rapporten har blitt erstattet av nyere
anbefalinger fra Eurostat, for eksempel med hensyn til metadata, utveksling
av informasjon om personer som der i utlandet, opplaeringsmateriell for
medisinstudenter og leger og innfering av dataprogrammer som velger ut
underliggende dedsarsak. Andre saker som er tatt opp i rapporten har blitt
henvist til Mortality Reference Group (MRG), en internasjonal gruppe som
arbeider med oppdatering og revidering av ICD. Introduksjonen av ICD-10
og nye produksjonsmetoder, som elektronisk dedsmeldingsskjema og
datastyrt koding av diagnoser, har ogsa endret rammene for produksjon av
dedelighetsstatistikk. Sist men ikke minst, utviklingen av ICD-11 var ikke
forutsett i 1998-rapporten og kan tjene pa innspill fra BNG. Spesielt kan
man nevne kodesammenligningene mellom landene som stadig pagar. Dette
arbeidet bidrar til klarere og bedre underbygde instruksjoner for koding og
Klassifisering.

Nomesko besluttet i 2008 a lage en ny rapport om produksjon av
dedelighetsstatistikk i regionen pa grunn av de mange endringene siden den
forrige rapporten. Oppgaven ble gitt til en undergruppe av BNG: Lars Age
Johansson (Sverige, leder), Helena Korpi (Finland) og Anne Gro Pedersen
(Norge).

Hoveddelen av rapporten er basert pa svar fra en sperreundersokelse. Et
forste utkast til sperreundersekelsen ble laget av rapportgruppa og ble sa
gjennomgatt av hele BNG. Helena Korpi klargjorde den siste versjonen, som
ble sendt ut til BNG-medlemmene tidlig i 2009. Anne Gro Pedersen
sammenfattet svarene. Lars Age Johansson utarbeidet et rapportutkast som
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ble sirkulert i BNG i april 2010, og han redigerte ogsa den endelige

versjonen. Erfaringer fra de drlige motene med BNG har ogsa blitt inkludert
i rapporten der dette har veaert relevant.
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2. Konklusjoner

Juridisk rammeverk og datadekning

Inkludering eller ikke av ikke-bosatte og dede i utlandet kan ha betydning for
sammenlignbarheten, for eksempel for andelen trafikkulykker og darlig
definerte dedsarsaker.

Betydningen av forskjellige obduksjonsrater er vanskelig a4 vurdere.
Obduksjon er ingen garanti for hoy kvalitet i dedsarsakskodingen, og
forbedret kliniske diagnostisering kan ha redusert behovet for obduksjoner.

Forskjellig praksis og varierende ressurser for undersegkelse av dedsarsak
kan ha stor betydning for sammenlignbarheten, bade mellom land og pa
nasjonalt niva. Betydningen vil antakelig veere storst nar det gjelder
arsaksundersokelser for dedsfall blant eldre. En vurdering av sterrelsesorden
og retning for disse skjevhetene vil imidlertid kreve spesialstudier.

Dodsmeldingsskjema

Statistikk om dedsarsaker forarsaket av”’ hendelser med ubestemt hensikt” er
beskrevet forskjellig i dodsmeldingsskjemaene og er derfor ikke
sammenlignbare.

Som en folge av dette er estimater for selvmordsrater basert pad summen
av dedsfall klassifisert som selvmord og dedsfall klassifisert som hendelser
med ubestemt hensikt ikke sammenlignbare.

Siden noen land (men ikke alle) bruker en egen perinatal dedsmelding
anbefalt av WHO, er statistikk for perinatale dedsfall ssmmenlignbare nar
det gjelder antall, men ikke nar det gjelder dedsarsaker.

Datainnsambhing og kontroller

I det finske datainnsamlingssystemet kontrollerer personal med
rettsmedisinsk utdannelse alle dodsmeldinger lokalt for de sendes videre.
Dette gir en bedre datakvalitet.

I Danmark forer tilgang til andre medisinske registre til mer presise data.
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Forskjeller i innhenting av tilleggsinformasjon svekker sannsynligvis ikke
sammenlignbarheten mellom landene fordi antallet utsendelser er relativt
lite.

Koding og Rlassifikasjoner

Sammenlignbarheten reduseres fordi flere versjoner av ICD-10 er i bruk.
Noen land felger ICD-reglene strengt, mens andre land oppfatter reglene
som mer "retningsgivende". Dette forer til tilfeldige forskjeller.

Publikasjon og utlevering av data

Sammenligning av data er vanskelig fordi det brukes forskjellige kortlister og
kortlister med forskjellig detaljeringsniva.

Forskjellig standardbefolkninger gjor sammenligning av standardiserte
dedelighetsrater vanskelig
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3. Anbefalinger

Juridisk rammeverk og data dekning

Implementere Eurostats anbefalinger vedrerende dedsfall i utlandet og
dedsfall blant ikke-bosatte.

Sikre at lovgivning om en fullstendig dedsarsaksundersekelse ved dedsfall
uten kjent dedsarsak faktisk blir utfert.

Det ber veere klare nasjonale retningslinjer for hva en undersokelse av
dedsarsak skal omfatte, spesielt for dedsfall der det ikke foretas en
rettsmedisinsk undersokelse.

Retningslinjene bor kreve at utsteder av en dedsmelding skal konsultere
pasientens Kliniske journal.

Sikre bedre undersokelse av dedsarsak for den eldste aldersgruppen.

Hvis det er mulig ber behandlende lege fylle ut dedsmeldingen, ogsa nar
en obduksjon er utfert.

Dodsmeldingsskjema

Tilleggsinformasjon som ikke pavirker dedsarsakskodingen, ber ikke tas med
1 dedsmeldingsskjemaet.

Nar elektronisk dedsmelding introduseres, skal man nyttiggjore seg
Danmarks erfaringer.

WHO ber utvikle et nytt dedsmeldingsskjema som inkluderer alle
kjennemerker som trengs for korrekt koding av underliggende dedsarsak.

Datainnhenting og kontroller

Tilbakespeorring til utstedere av dedsmeldinger bor gjennomfoeres i sa stor
grad at utstederne er klar over at statistikkkontorene undersoker
dedsmeldingene.

Medisinske kodere ber ha tilgang til andre medisinske registre.

Data fra medisinske register bgr primert brukes til 4 forbedre presisjonen
i kodingen.
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Koding og Rlassifikasjoner

WHO ber foreta en full gjennomgang av sentrale begreper i
dedelighetsstatistikken.

Med grunnlag i denne gjennomgangen ber det utvikles nye og lettere
forstaelige ICD-instruksjoner.

ICD ber oppdateres sjeldnere enn na, og oppdateringene ber stottes av
dataprogram som implementerer oppdateringene i sin helhet.

ACMEs valg av underliggende dedsarsak ber aksepteres, men ACME
ber oppdateres slik at den bygger pa den seneste versjon av ICD og den
seneste medisinske kunnskap.

Input fra BNG har vist seg 4 veere nytting i denne sammenhengen og bor
fortsette.

Dadsarsakskoding er anstrengende, og kodere ber ha mulighet til a
variere arbeidet med andre oppgaver.

Publikasjoner og utlevering av data

Baltisk-Nordisk Gruppe ber utvikle en kortliste til bruk i regionen. Den kan
vere basert pa EU65-lista, men ber vere mer detaljert.

En problemorientert kortliste ber ogsa utvikles.

Internett-databaser ber inneholde standardiserte dedsrater basert pé flere
vanlig brukte befolkningsstandarder.

Multiple dedsarsaker vil sannsynligvis bli mer viktige i framtiden, og
Baltisk-Nordisk Gruppe ber bidra til 4 lage internasjonale retningslinjer pa
dette omradet.
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ABBREVIATIONS

Abbreviations

ACME: Automated Classification of Medical Entities (computer software
for selecting the underlying cause of death)

BNG: Baltic-Nordic mortality Group

CDR: Cause-of-Death Registry

DC: Death Certificate

ICD: International Classification of Diseases and related health problems
NA: Not Applicable

WHO: World Health Organization
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INTRODUCTION

1. Introduction

In the Baltic and Nordic countries, mortality data are far from the only
medical statistics available. They have an important function, however, since
some public health problems are better captured by mortality statistics than
by any other data source. For example, deaths that in principle could have
been prevented, either by preventive public health measures or by more
efficient diagnostics or treatment, are increasingly used as an indicator of the
efficiency of the health care system. Also, mortality statistics cover all
residents, whether with a history of medical treatment or not, which is a
unique feature in medical statistics. This is important in monitoring public
health issues such as traffic accidents, suicides and drug-related deaths,
where the victim often dies before hospitalization. It has been argued that
the traditional underlying cause of death is not an optimal statistic for deaths
due to the combined effect of several, often chronic diseases.[1,2] However,
an increased use of multiple causes of death might well give a better
understanding of such “co-mortality”, which would much increase the
usefulness of mortality statistics especially for deaths in the elderly.

Ever since the first International Statistical Congress in 1855, producers
of mortality statistics have made great efforts at coordinating the statistics.
The aim has been, and still is, to develop international standards that will
result in statistics unbiased by national classification practices. Such
unbiased statistics would facilitate international comparisons and provide a
far wider basis for analyses. Much effort has gone into the various editions
of international classifications for causes of death. Since 1946 the World
Health Organization (WHO) has been responsible for the International
Classification of Diseases (ICD), which also includes international
definitions on mortality statistics, regulations on data collection and
instructions for coding and classification [3].

Even after 150 years of coordination and standardization, there are still
important differences in how countries prepare and publish their mortality
statistics, also in the Baltic-Nordic area. In 1996 Nomesco commissioned a
working group to investigate and report on procedures and practices for the
production of mortality statistics in the Nordic countries. The group, which
was chaired by Lars Age Johansson, published its report in 1998.[4] The
report included a number of recommendations intended to improve the
comparability of mortality statistics in the region.

Much has happened in the ten years since the group presented the report.
Many of the recommendations have been implemented. Most importantly, a
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Nordic mortality group, which includes both statisticians and coders, was
formed in 1999 and has met almost annually. The Baltic countries joined the
group in the early 2000s, which now became the Baltic-Nordic mortality
group (BNG). The group has proved an invaluable forum for exchange of
experiences, techniques and advice on production of mortality statistics. It
conducts an internationally unique study on coding and classification of
causes of death in the Baltic-Nordic region and advices on coding and
classification issues. It also provides important input to other actors in the
field, such as Nomesco, Eurostat and the WHO. Other recommendations
that have been implemented include training of mortality coders by the
Nordic Collaborating Centre for Classifications in Health Care and advice
on the use of ACME.

Some recommendations in the 1998 report are now obsolete. For
example, Eurostat now has an important function as coordinator of
mortality statistics at the European level and some recommendations in the
report have been superseded by more recent recommendations from
Eurostat, for example on metadata, exchange of information on people
dying abroad, training material for medical students and physicians, and
introduction of computer-aided selection of the underlying cause of death.
Other issues raised in the report have been referred to the Mortality
Reference Group (MRG), an international group working with the updating
and revision of the ICD. The introduction of ICD-10 and of new
production methods, such as electronic certification and computerized
coding of diagnostic terms, have also changed the context in which mortality
statistics are produced. Last but not least, the development of ICD-11 was
not foreseen in the 1998 report but might benefit from input from the BNG.
Especially, lessons learnt during the ongoing coding comparison could much
contribute to clearer and better substantiated instructions for coding and
classification.

Because of the many developments since the previous report, Nomesco
decided in 2008 to produce a new report on the production of mortality
statistics in the region. The task was assigned to a subgroup of the BNG,
Lars Age Johansson (Sweden, chair), Helena Korpi (Finland) and Anne
Gro Pedersen (Norway).

The major part of the present report is based on replies to a
questionnaire. A first draft of the questionnaire was designed by the report
team and then reviewed by the entire BNG. Helena Korpi prepared the final
version, which was sent out to BNG members in early 2009. Anne Gro
Pedersen summarized the replies. Lars Age Johansson compiled a draft
report that was circulated to the BNG in April 2010, and also edited the
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final version. Experiences from the annual meetings with the BNG have also
been included in the report, where relevant.

The authors would like to thank Nomesco for funding the initiative, and

their colleagues in the BNG for their contributions, enthusiasm, support and
help.
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2. Summary

Conclusions

Legislative framework and data coverage

Inclusion or non-inclusion of non-resident and deaths abroad may have an
impact on comparability, for example of traffic accident rates and rates of
ill-defined causes of death.

The impact of different autopsy rates is difficult to assess. Autopsy is not
a guarantee for high-quality certification, and improved clinical diagnostics
may have reduced the need for autopsies.

Different practices and varying resources for cause-of-death investigation
could have a great impact on the comparability, both between countries and
at the national level. It can be assumed that the impact will be greatest on
cause-of- investigations for deaths in the elderly. However, assessing the
magnitude and direction of this bias would require special studies.

Death certificate form

The ICD block for “Event of undetermined intent” (Y10-Y34) is repre-
sented differently on the death certificate forms. Therefore, statistics on ex-
ternal causes of undetermined intent are not comparable as to numbers.

Consequently, estimates of suicide rates based on the sum of deaths
classified as suicide and deaths classified as “undetermined” are not
comparable.

Since some countries, but not all, use the perinatal death certificate
recommended by the WHO, statistics on perinatal deaths are comparable as
to numbers but not as to causes.

Data collection and checks

In the Finnish data collection system, review by medical officers at local level
contributes to a higher data quality.

In Denmark, easy access to other medical registers contribute to more
precise data.

18
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In all probability, differences in targeted query practices do not impair
comparability since the number of queries is comparatively small.

Coding and Classification

Different versions of ICD-10 are now in use, which reduces comparability.
Some countries apply the ICD rules very strictly, while others use an
“interpretative’ approach. This too introduces spurious differences.

Publication and dissenmunation of data

Data comparisons are difficult because of different short lists for tabulation
with different level of detail.

Different standard populations make comparisons of standardized death
rates difficult.

Recommendations

Legislative framework and data coverage

Implement Eurostat recommendation on deaths abroad and among non-
residents.

Explore other possibilities to exchange individual data between countries
in the Baltic-Nordic region.

Enforce legislation on thorough investigation of deaths from unknown
cause.

There should be clear national guidelines for what a cause-of-death
investigation must comprise, especially for deaths that are not referred to
forensic investigation.

The guidelines should require the certifier to consult the patient’s clinical
records.

Enforce better investigation of the cause of death in the elderly.

If at all possible, the attending physician should issue the death certificate,
also when there has been an autopsy.

Death certificate form

Additional items that do not influence the classification should not be in-
cluded in the death certificate form.

19
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When introducing electronic certification, make use of Denmark’s
experiences.

WHO should develop a new template for the death certificate form,
which should include all items essential for a correct assignment of the
underlying cause of death.

Data collection and checks

Queries back to the certifier should be kept at a level sufficient to show the
certifiers that the statistics office examines the death certificates.

Coders should have access to other medical registers.

Data from other medical registers should be used primarily to improve
the precision of the data.

Coding and Classification

WHO should undertake a full review of central concepts for mortality statis-
tics.

In light of this review, new and more easily understandable ICD
instructions on mortality statistics should be developed.

ICD updates should be less frequent than now, and should be supported
by computer software that fully implements the updates.

ACME’s selection of underlying cause should be accepted, but ACME
should be updated to reflect the current version of the ICD and current
medical knowledge.

Input from the BNG has proved very useful in that respect and should
continue.

Mortality coding is straining and coders should have the opportunity to
vary their job with other tasks.

Publication and dissenmunation of data

The BNG should develop a short list for use in the region. It could be based
on the EU65 list but should have more detail.

A problem-oriented short list should also be developed.

Internet data bases should provide standardized death rates based on
several commonly used standard populations.

Multiple causes of death are likely to get more important in the future,
and the BNG should contribute to international guidelines on multiple cause
data.
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3. Background

3.1 Death rates and cause-of-death pattern

Both death rates and cause-of-death pattern differ considerably between the
countries in the Baltic-Nordic region. Latvia has the highest crude death
rate, and there the death rate is more than twice as high as in Iceland, which
has a considerably lower death rate than the other countries in the region.
Estonia has a crude death rate that is almost as high as Latvia.

Figure 1. Crude death rates in the Baltic-Nordic region, 2001-2008.
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Age structures differ between the countries, however, and age
standardized death rates, which adjusts for variations in age structure, yields
a somewhat different pattern. After standardization, the countries divide in
two distinctly different groups with the three Baltic countries at a
considerably higher level than the Nordic countries. However, Latvia still
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has a death rate twice as high as Iceland, and Iceland still has a lower death
rate than the other seven countries.

Figure 2. Standardized death rates in the Baltic-Nordic region, 2001-2008.
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The mortality pattern differs between the countries as well. For example,
the Baltic countries have a higher mortality in external causes, including
alcohol and drug abuse, than the Nordic countries, and Denmark has a
higher level of malignant neoplasm deaths than its neighbours.[5]

To some extent, however, these differences might be artefacts. For
example, it seems hard to understand why most alcohol-related deaths in
Denmark are due to alcoholism and not to alcohol poisoning, whereas in
Lithuania the great majority of the alcohol-related deaths are due to
poisoning rather than to chronic abuse. The difference might, of course,
reflect a true difference in alcohol abuse patterns in the two countries. For
example, the risk of acquiring an alcohol poisoning might be greater in
countries where use of illegally produced and procured alcohol is more
common than in countries where most alcohol is sold by licensed shops and
subject to quality checks. However, it is far more likely that the gradient is
due to an artefact caused by different coding practices. For example, the
WHO has published an update to the ICD instructions on classification of
alcohol-related deaths that was to be implemented in 2002. According to
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this update, poisonings have priority over chronic abuse when these two
conditions are mentioned together on the same death certificate. This
update might not have been implemented in Denmark by 2006, which could
explain the difference.

The different rates of alcoholism and accidental poisoning by alcohol
shows the importance of taking ICD updates into consideration, and to
combine “competing” ICD categories when making comparisons between
countries. When comparing the number of alcohol-related deaths, for
example, all alcohol- related causes of death should be combined into a
single measure, since the number of deaths attributed to alcoholism (F10.-)
is very sensitive to national coding practices.

Figure 3. Deaths by alcoholism and poisoning by alcohol, standardized death
rate, “European” standard population, 2006.

Alcoholism and accidental poisoning by alcohol
SDR, 2006

16,00

14,00

12,00

10,00

@ Alcoholism

8,00 1

B Poisoning

6,00 1

4,00

0,00

Denmark Estonia Finland Iceland Latvia Lithuania Norway Sweden

Source: WHO European Mortality Data Base

3.2 The regional coding comparison

Ever since the Nordic Collaborating Centre for Classifications in Health
Care was established in 1986, one of the Centre’s main tasks has been to co-
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ordinate classification practices for mortality statistics in the region. To es-
timate the impact of differing coding practices on the regional mortality sta-
tistics, the Centre has organized continuing coding comparisons since 2001.
The Centre collects a random sample of actual death certificates, translated
into English, from all eight countries in the region. Subsamples comprising
about 30 certificates are then distributed to the countries four or three times
annually. The Centre then summarizes and disseminates the results. The
outcome is shown below.

Figure 4. Agreement on underlying cause of death between individual coun-
tries and ACME, 2001-2009.
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As clearly illustrated by the graph, the countries have disagreed on the
selection of the underlying cause both between themselves and with ACME,
which was used as the comparison standard. However, there is been a trend
towards greater agreement, with the possible exception of Estonia. This
trend towards greater agreement can be seen not only for the agreement in
general but also for specific diagnostic groups, for example neoplasms,
external causes and respiratory conditions.
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Figure 5. Deaths classified to malignant neoplasms in the regional coding
comparison, 2001-2009.
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Figure 6. Deaths classified to external causes and poisonings in the regional

coding comparison, 2001-2009.
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Figure 7. Deaths classified to respiratory conditions in the regional coding
comparison, 2001-2009.
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However, there are still major discrepancies in the classification of deaths
involving diagnostic groups such as endocrine disorders (which includes
diabetes) and symptoms. Here, the countries have long-established — and
different — coding traditions. Countries may be reluctant to abandon coding
practices that seem to give a more satisfactory underlying cause than a strict
application of the ICD instructions, especially since some of the ICD
instructions do not make sense from either a medical or an epidemiological
point of view. It is hoped that continued input from the BNG will contribute
to further development towards well-grounded international instructions.
Also, the implementation of automated coding will hopefully contribute to
further standardization of coding and classification practices.
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Figure 8. Deaths classified to endocrine diseases in the regional coding com-
parison, 2001-2009.
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BACKGROUND

Figure 9. Deaths classified to signs and symptoms in the regional coding com-
parison, 2001-2009.
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3.3 The present report

For obvious reasons, differences at all stages of the production of mortality
statistics, from data collection to final dissemination of the data, may have a
great impact on the resulting statistics. The following report follows the
various stages of the production of the statistics and is divided into the fol-
lowing sections:

o Legislative framework and data coverage
e Death certificate form

e Death certificates: Collection and checks
¢ Coding and classification

e Publication and dissemination of data

e General remarks

Each section starts with an overview in table format of the replies to the
corresponding part of the questionnaire. A discussion of the replies then
follows, and each section concludes with a summary containing the BNG’s
assessment of the comparability and recommendations for further action.
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SUMMARY OF QUESTIONNAIRE REPLIES

4. Summary of questionnaire

replies

4.1 Legislative framework and data

coverage
Denmark Estonia Finland Iceland
Annual number of deaths 55 000 17 000 49 000 2 000
Crude death rate 2008 1025 1335 1 000 681
Who produces the Board of National Inst  Statistics Statistics
mortality statistics? Health for Health Finland Iceland
Development
Statistics include
- residents dying abroad No Yes, about Yes, about Yes, about
100/year 190/year 15-20/year
- visitors/non-residents Yes No No No
Death certificate
- compulsory at all deaths  Yes Yes Yes Yes
- always issued by a Yes Yes Yes Yes
physician
Independent registration Yes, but Yes, separate  Yes, but No
of deaths based on the documents based on the
same docu- same docu-
ment ment
- used to check Yes Yes Yes Yes
completeness
- attrition in the final 1 0.01 0.1-0.2 0
register (%)
Autopsy rate (%)
- total 10.5 24.1 31.5 13.2
- clinical 9.3 10.9 7.2 3.9
- forensic 1.2 13.2 24.3 9.3
- trend Decreasing Decreasing Clinical: Decreasing
Decreasing
Forensic:
Increasing
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Table continued...

Denmark Estonia Finland Iceland
Legislation on
- compulsory forensic au-  Yes: If (sus-  Yes: External  Yes: Un- Yes: Sudden
topsy picion of) causes, if known cause, or unex-
crime, intent  (suspicion of)  external pected
not clear, or  crime, or causes, if deaths, or
when re- when re- (suspicion of) when re-
quired by quired by po-  crime, other  quired by the
police lice sudden police
deaths
- compulsory clinical au- No Yes: Unknown Yes: If nec- No
topsy cause, compli- essary for
cations of public
medical proce- health rea-
dures, maternal sons
and infant
deaths
Legislation strictly ap- No, the po-  Not for ill- Yes Yes
plied? lice may de-  defined
cide to dis- causes such
pense with as senility
the autopsy
If autopsy, new DC written
by
- pathologist Yes Yes Yes (foren- Yes
sic)
- attending physician Yes No Yes (clinical) No
Autopsy report available Yes Yes No No

to coder
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Latvia Lithuania Norway Sweden
Annual number of deaths 32 000 43 800 42 000 92 000
Crude death rate 2008 1363 1305.3 933 1024
Who produces the Centre of Statistics Statistics Board of
mortality statistics? Health Lithuania till Norway Health and
Economics 2010 Institute Welfare
of Hygiene
since 2010
Statistics include
- residents dying abroad Yes Yes, about Yes, about Yes, about
500/year 350-400/Year 700-750/year
- visitors/non-residents No No No No
Death certificate
- compulsory at all deaths  Yes Yes Yes Yes
- always issued by a No: Some- Yes Yes Yes
physician times by
physician’s
assistant
Independent registration Yes, but Yes, but Yes, but Yes, two
of deaths based on the based on the based on the sepa-rate
same docu- same docu- same docu- documents
ment ment ment
- used to check NA Yes Yes Yes
completeness
- attrition in the final
register (%) ? ? 1-1.5 <1
Autopsy rate (%)
25.4 23.3 7.6 13.2
- total 7.9 2.1 3.8 7.6
- clinical 17.5 21.2 3.8 5.6
- forensic Decreasing Decreasing Decreasing Decreasing
- trend Decreasing Decreasing Clinical: Decreasing
Decreasing
Forensic:
Increasing
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Table continued...

Latvia Lithuania Norway Sweden
Legislation on
- compulsory forensic au-  Yes: Exter- Yes: (Suspi- Yes: Sudden  Yes: violence
topsy nal causes, cion of) inju-  deaths, vio-  or poisoning,
sudden ries or poi- lence, poi- misadventures
death, un- soning; soning in medical
known iden-  criminal abor- care, non-
tity (includ-  tion, un- hospital
ing still- known iden- deaths from
borns) tity unknown
cause
- compulsory clinical au- Yes: When Yes: Sudden No, but of- No, but often
topsy available Or unex- ten per- performed if
medical data  pected formed if sudden death
are insuffi- deaths, ma- sudden or death from
cient to ex- ternal and in-  death or unknown
plain the fant deaths, death from cause
death unknown unknown
cause, when cause
requested by
relatives
Legislation strictly ap- No, if the Yes No: If rela- No: Not for
plied? relatives do tives do not  elderly, not if
not consent, consent, or the relatives
if transport for financial  do not con-
is t0O ex- reasons sent, or for fi-
pensive nancial rea-
sons
If autopsy, new DC written
by
- pathologist Yes Yes No, except Yes
from one fo-
rensic insti-
tute
- attending physician Yes (clinical)
Autopsy report available No No Yes On request

to coder
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Who s authorized to issue a death certificate?

There are no great differences in the legislative framework for the mortality
statistics. In all countries in the region, certification of the cause of death is
compulsory at all deaths. In Latvia, also non-physicians may sometime issue
a death certificate, but it is not clear if this has any greater impact on the
comparability of the statistics. There is no indication, however, that
certificates issued by non-physicians are less reliable than those issued by
physicians.

Deaths abroad and non-residents

A greater difference is that all countries except Denmark include residents
who died while abroad. Denmark, on the other hand, includes non-residents
dying in the country, which other countries in the region do not. This might
have an impact on some causes of death, such as traffic accidents, where
inclusion of non-residents will increase the number; and ill-defined causes of
death, where inclusion of deaths abroad will increase the number.

A recent regulation from the European Commission (Regulation No
1338/2008) stipulates that all deaths in a member country should be
reported to Eurostat, whether the deceased was a resident in the country of
death or not. In the preparatory discussions, Eurostat offered to act as a
clearing house and forward cause-of-death data for people dying abroad to
the country of residence. Procedures for how to handle this in practice are
still being developed. It is a problem, however, that death certificates from
abroad often lack essential information. The Eurostat recommendations will
include a scheme for data exchange for deaths abroad, which might improve
the situation. However, exchanging data through Eurostat might be too slow
a process and alternative solutions should be sought in the Nordic-Baltic
area. This is especially important because of the substantial migration
between the countries in the region.

Autopsy rate

There are big differences in autopsy rate, probably rather due to differences
in traditions and attitudes than to differences in legislation. Also, the number
of pathologists available has a great impact on the actual autopsy rate. For
the last data year available, the autopsy rate was highest in Finland at 31.5%
and lowest in Norway at 7.6%. It is decreasing in all countries, except that
the clinical autopsies in Finland show an increasing trend, although it is
expected that within the next few years the rate will decline in Finland as
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well. There are several reasons for this development, for example new
legislation that requires consent from the relatives (Denmark), lack of
properly trained forensic pathologists (Finland) and changed financing
arrangements (Norway). It appears that “autopsy” by computer
tomography or magnetic resonance is still very rare in the region. Both
tomography and magnetic resonance are expensive examinations and will
probably not form a part of the routine cause-of-death investigation for yet
some time. Also, lack of resources for these investigations might cause a
considerable delay until the final report is completed, and the physician
responsible for filling out the death certificate might not get the report in
time.

Figure 10. Autopsy rate by age and country, 2008.
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Most countries have higher autopsy rate in younger ages, but in Norway
the autopsy rate is higher for the elderly than in the other countries. In
Denmark, parents do not often assent to autopsy for children, which makes
the SIDS diagnosis unreliable.

When an autopsy has been performed, Finnish, Latvian and Swedish
physicians are expected to issue a new death certificate where both autopsy
findings and clinical history are taken into account. In Denmark, Estonia
and generally also in Norway, the coder has to compare the autopsy report
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to the death certificate, which in most cases was written before the autopsy
was carried out. Obviously evaluating the death certificate against the
autopsy report is extremely difficult.

It should be noted that a low autopsy rate does not necessarily imply
lower quality of the mortality statistics. If the death is certified by the
pathologist who made the autopsy, it might well happen that important
clinical data are left out. Also, many pathologists simply report the
morphological findings, but do not make a clinical interpretation of the
finds.[6-8] However, in most instances of sudden and unexpected deaths,
autopsy is still the only way to determine the cause. It is important that
existing legislation is enforced if that is the case.

Several countries noted that the legislation on forensic autopsies is not
always enforced. For example, if the death occurs in a remote region of the
country and transportation of the body to a forensic institute would be
expensive, a local authority may decide that an autopsy is not needed after
all. It also happens that a case, which according to the legislation should
have been investigated by autopsy and toxicology, is not pursued further
because the relatives are firmly opposed to an autopsy. Sometimes traditions
have evolved that go against the letter of the law. In Sweden, for example,
deaths in the elderly due to fall accidents are only rarely investigated by
forensic autopsy, although the legislation clearly states that all deaths due to
accidents should be referred to a forensic institute.

Some countries, but not all, also have legislation demanding a clinical
autopsy under certain circumstances. In Estonia, deaths related to medical
treatment, infectious disease, pregnancy or delivery, in children below 1 year
of age, neonatal and fetal deaths, or death where the cause of death is not
clear, are referred to clinical autopsy. Other countries, for example Norway
and Sweden, have similar but non-binding recommendations on clinical
autopsies. However, in most countries — both with legislation and with non-
binding recommendations — relatives must consent to a clinical autopsy, so
in practice the difference may not be very great.

Attrition — nussing death certificates

The number of missing death certificates varies between the countries, with
the lowest attrition in Iceland where the coverage is more or less complete,
and the highest proportion of missing certificates in Norway (1-2%). In an
international perspective, however, attrition is very low in all countries in the
region.

It appears that the differences in legislation and data coverage are not
very great, although differences do exist. It is probably far more important
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how the certifier arrived at the diagnosis reported on the death certificate
form. For that reason, diagnostic habits and resources available may have a
far greater impact on the comparability, both between countries and
between different areas of an individual country. Presumably, lack of
resources will have the greatest impact on cause-of-death investigations for
deaths in the elderly.

Legislative framework and data coverage:
Conclusions

Inclusion or non-inclusion of non-resident and deaths abroad may have an
impact on comparability, for example of traffic accident rates and rates of
ill-defined causes of death.

The impact of different autopsy rates is difficult to assess. Autopsy is not
a guarantee for high-quality certification, and improved clinical diagnostics
may have reduced the need for autopsies.

Different practices and varying resources for cause-of-death investigation
could have a great impact on the comparability, both between countries and
at the national level. It can be assumed that the impact will be greatest on
cause-of- investigations for deaths in the elderly. However, assessing the
magnitude and direction of this bias would require special studies.

Legislative framework and data coverage:
Recommendations

Implement Eurostat recommendation on deaths abroad and among non-
residents.

Explore other possibilities to exchange individual data between countries
in the Baltic-Nordic region.

Enforce legislation on thorough investigation of deaths from unknown
cause.
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4.2 Death certificate form

Denmark Estonia Finland Iceland
Does the producer  Yes No No No
of the statistics de-
cide the contents
of the form?
General death cer-  Yes Yes Yes, but no Yes
tificate according line 1d
to WHO template
Items included
- Age Yes Yes Yes Yes
- Sex Yes Yes Yes Yes
- Civil status No Yes Yes No
- Date of death Yes Yes Yes Yes
- Place of death Yes Yes Yes Yes
- Residence Yes Yes Yes Yes
- Recent surgery Yes No Yes Yes
- Type of accident ~ Yes ? Yes Yes
- Profession No Yes No Yes
- Occupational No Yes Yes No
condition
- Free text/injury Yes Yes Yes Yes
- Free text/train of  Yes No Yes Yes
events
- Smoking No No No No
- Alcohol No No No No
- Drug abuse No No No No
- Autopsy Yes Yes Yes Yes
performed
- Autopsy findings  Yes No No No
- Intent Yes Yes Yes Yes
- Duration Yes Yes Yes Yes
- Pregnant No No No No
- Conditions in No Yes Yes No
mother
- Birth weight No Yes Yes No

- Other items

The table continues...
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Table continued...

Denmark Estonia Finland Iceland

Separate perinatal ~ No Yes Yes No
DC
Electronic DC Yes, 70% No No No
- from year 2006 Not decided 2012-2013 Not planned
Eurostat training No Yes, leafletand No No
material available manual
- other material Yes, text with No No No
available examples
Training

- for medical Yes Yes Yes, one week Yes, 2 hours
students?

- for physicians?  No Yes, a few days/ No

year, at irregular
intervals

Common certifica-
tion mistakes:
- wrong causes Yes Yes
- important causes
not reported
- sequence not Yes Yes Yes
correct
- conditions re- Yes

ported in the
wrong part

- other

External cause
missing
Insufficiency/
failure: no
etiology
Neoplasms: no
primary site
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Latvia Lithuania Norway Sweden
Does the producer  Yes Yes No Yes, but a
of the statistics de- different unit
cide the contents at the Board
of the form? of Health
General death cer-  Yes Yes Yes, but no Yes
tificate according line 1d
to WHO template
Items included
- Age Yes Yes Yes Yes
- Sex Yes Yes Yes Yes
- Civil status No Yes Yes No
- Date of death Yes Yes Yes Yes
- Place of death Yes Yes Yes Yes
- Residence Yes Yes Yes Yes
- Recent surgery Yes Yes Yes Yes
- Type of accident ~ Yes Yes Yes Yes
- Profession No No Yes No
- Occupational Yes No Yes No
condition
- Free text/injury Yes Yes Yes Yes
- Free text/train of No Yes Yes No
events
- Smoking Yes No No No
- Alcohol Yes No No Yes
- Drug abuse Yes No Yes Yes
- Autopsy Yes Yes Yes Yes
performed
- Autopsy findings No No Yes No
- Intent Yes Yes Yes Yes
- Duration Yes No Yes Yes
- Pregnant Yes No No No
- Conditions in Yes Yes No No
mother
- Birth weight Yes Yes Yes No
- Other items Abuse of
prescribed
drugs

The table continues...
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Table continued...

Latvia Lithuania Norway Sweden

Separate perinatal ~ Yes Yes No No
DC
Electronic DC No No No Yes (limited)
- from year 2013 Not planned 2013-2015 2013-2015
Eurostat training Yes, leaflet and  Yes, leafletand No No
material available manual manual
- other material Yes, text with No No Yes, leaflet
available examples
Training

- for medical Yes, 45 min Yes, 2 hours Yes, a few Yes, 0.5 hour

students?
- for physicians?

Common certifica-
tion mistakes:
- wrong causes

- important causes
not reported

- sequence not
correct

- conditions re-
ported in the
wrong part

- other

this year; 90
min previously

Yes, 3 hours
each year

Yes

Yes

Yes

No

Yes

Yes

External cause
missing

hours, but it is
not mandatory

No

Yes

Yes

No

Yes, the most
common
mistake

Not very
common

More com-
mon

42



SUMMARY OF QUESTIONNAIRE REPLIES

The WHO templates — general and perinatal death
certificates

All countries in the region use a death certificate based on the template
provided by the WHO and published as a part of the ICD. However,
Denmark, Iceland, Norway and Sweden have not implemented the perinatal
death certificate recommended by WHO, but use the same certificate for
deaths at all ages.

Additional items on the death certificates

Although they are based on the same template, the certificate forms look
rather different and also include various additional items that are not present
on the WHO template. For example, some countries ask for occupation and
civil status, and whether the death was drug- or alcohol-related.

As concerns occupation, most members of the BNG believe that it is
better to take that information from some other source, such as current and
previous censuses. The main reason is that most decedents are old and the
physician who certifies the death may not have reliable information on
which lines of work the decedent had been active in. Formal civil status, on
the other hand, is easier to ascertain, but the formal status does not always
agree with the actual situation. Especially the Scandinavian countries
question whether data on formal civil status are meaningful. Tick-boxes on
whether the death was related to abuse of drugs or alcohol may increase the
reporting of such abuse, but the information might be difficult to assess and
to relate to the causes of death that have been reported in the medical part of
the death certificate. The usefulness of these tick-boxes still remains to be
demonstrated.

External causes: Intent

For violent deaths and poisonings the ICD provides four main categories
of intent: accidents, suicide, assault, undetermined. The “undetermined”
category is intended for cases where there has been a thorough investigation
by the police or another competent authority, but the final verdict was that
the intent could not be established. However, in countries that do not have a
tradition of such formal inquests, the difference between “undetermined”
and “unknown” is far from self-evident, and many countries use the
“undetermined” codes for cases where no information on the intent was
reported on the certificate. This is also reflected in the death certificate
forms. In Denmark, Iceland, Lithuania and Norway the death certificate
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does not distinguish between “undetermined” and “unknown”, but in
Latvia and Sweden there are different tick-boxes for “undetermined” and
“unknown”, while Finland has a check box for “undetermined” but none for
“unknown”. Also, the coding comparisons have shown different coding
practices of external causes where the intent has not been stated. Some
countries classify them to the “undetermined” block in Chapter XX of ICD,
while others follow the ICD instructions to the letter and classify them as
accidents. It is hoped that the situation will be made clearer in ICD-11.

That deaths due to injuries and poisonings but where the intent has not
been stated are classified differently introduces a problem of comparability
also for suicide rates. Several analyses of suicide data combine cases
declared as suicide with cases of undetermined intent. Consequently,
countries that classify cases where information on the intent is missing to the
“undetermined” code block will get a higher estimate of the suicide rate than
countries that classify such deaths to the “accident” block.

The perinatal death certificate

As noted above, the Scandinavian countries do not use the perinatal death
certificate, while Estonia, Finland, Latvia and Lithuania do. Although the
perinatal death certificate is a part of the ICD-10 and as such an
international recommendation, comparatively few countries in the world
have implemented it. The main reason is that data based on the perinatal
death certificate and coded according to the specific rules provided by the
ICD for perinatal cases are not compatible with mortality data for all other
deaths. For example, the concepts of underlying cause and sequence are not
used in the perinatal rules, which means that an underlying cause, as defined
in the ICD, cannot be obtained. Further, ICD categories expressing the
impact of conditions in the mother on the fetus have a restricted use
according to the rules for coding and classification of deaths reported on the
perinatal death certificate. It has also proved difficult to cross-tabulate
medical conditions in the mother with conditions in the child, and the
somewhat unexpected outcome is that statistical tabulations based on the
perinatal death certificate tend to provide less information on the interaction
between maternal and infant conditions than statistics based on the regular
death certificate. Again, it is to be hoped that ICD-11 will provide a
methodology for collecting relevant data on perinatal deaths, and still keep
the compatibility with the basic concept of underlying cause.

For the Baltic-Nordic region, that some countries use the perinatal death
certificate whereas others do not, means that data on perinatal deaths are not
comparable as to the cause of the perinatal death.

44



SUMMARY OF QUESTIONNAIRE REPLIES

Planned changes to the death certificate

Currently, there are no plans for substantial changes to the death certificate
forms used in the region. Denmark might make the fourth line in Part 1 (line
d) compulsory on the electronic death certificate, and also considers making
some secondary conditions invalid as originating causes in Part 1. In the
section for the place of death, Finland would like to make a better distinction
between private home and institutions for the elderly, but this might prove
difficult in practice. Norway will implement Iris, which will necessitate some
changes to the death certificate.

Electronic death certificate

Denmark introduced an electronic death certificate a few years ago, and by
now 70% of the medical certificates are submitted electronically. This makes
the Danish system for electronic certification the most successful in the
world. Of the other countries, Latvia plans to introduce an electronic death
certificate in 2013. Finland and Sweden plans to develop a module for
electronic cause-of-death certification that can be integrated in the electronic
health record system, and Sweden will open a website for electronic
certification in late 2010. Estonia also plans to introduce an electronic
certificate in the near future. Norway has made some preliminary plans but
currently lacks the funding to implement them. Iceland and Lithuania have
no plans for developing an electronic death certificate.

A well-designed electronic death certificate will probably contribute to
better quality data, and also make automated coding quicker and less
expensive. Since Denmark has already successfully introduced an electronic
death certificate, their experiences will be very valuable to the other
countries in the region.

Training for certifiers

It is a controversial issue whether providing training for certifiers improves
the quality of cause-of-death certification sufficiently to justify the
considerable resources required for such training.[2,6] Eurostat provides
extensive training material, including a web-based training tool, that
member countries are encouraged to translate and adapt. So far, some
countries in the region have prepared national versions of the four-page
leaflet, but few countries have translated — or even plan to translate — the
complete manual or the web tool. However, Lithuania has translated the full
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(paper-based) manual. The quality of certification has improved, and there
has been considerable demand for the manual as well.

The web-based Eurostat manual has been criticized for being too detailed
and thus requiring too much of the physician’s time, and for being
expensive to implement and technically complex to translate. It is not
adapted to electronic certification, which makes it unsuitable for Denmark.
Perhaps the web-based tool now being prepared by the WHO in Geneva
will be more appropriate for general use.

Most countries provide some training in cause-of-death certification for
the medical students, but the extent varies considerably: In Finland some
students get one week’s training, but in Sweden the medical universities
spend only about half an hour on certification of deaths.

In spite of different approaches to training, the types of common
certification errors reported by the countries do not differ to any greater
extent.

Death certificate form: Conclusions

The ICD block for “Event of undetermined intent” (Y10-Y34) is
represented differently on the death certificate forms. Therefore, statistics
on external causes of undetermined intent are not comparable as to
numbers.

Consequently, estimates of suicide rates based on the sum of deaths
classified as suicide and deaths classified as “undetermined” are not
comparable.

Since some countries, but not all, use the perinatal death certificate
recommended by the WHO, statistics on perinatal deaths are comparable as
to numbers but not as to causes.

Death certificate form: Recommendations

Additional items that do not influence the classification should not be
included in the death certificate form.

When introducing electronic certification, make use of Denmark’s
experiences.
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4.3 Death certificates: Collection and

checks

Denmark Estonia Finland Iceland
Who has access to
the death certificate
- closest relatives  Yes Yes Yes
- researchers Yes Yes Yes
- insurance Yes Yes, and social
companies security institutes
- authorities Yes, for crimi-  Yes, health care, Yes, medical di-
other than the nal investiga- police, courts of rector of Iceland
CDR tions justice
- others Yes, certifier
Certificates col- No No Yes, by provin-  Yes, by the Na-
lected locally cial officers tional Registry
of Ice-
land/District
Commissioner
Medical contents No No Yes No
checked at local
level
Guidelines for No No Yes No
queries back to
certifier?
Age limit for que- No 70 for “senility” No No
ries
Proportion of 0.1 Data not available 1 5
queries (%)
Response rate (%) 100 Data not available 95 90
Recent changes Yes, fewer que- - No No
in querying prac-  ries because of
tices improved access
to the National
Patient register
and the pathol-
ogy register
Problematic Old age; Unclear or in- No cause- Old age
causes of death symptoms, eti-  sufficient in- specific prob- Selection rules
ology not formation on lems cope badly with
stated causes of death comorbidity
Accuracy of certi- No No No Yes, occasion-

fication evaluated

ally by queries

Medical data Population reg- No Population reg-  Population
checked against ister; autopsy ister, birth reg-  register
other data reports; patient ister, foren-
sources register; pa- sic/toxicology

thology register register
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Latvia Lithuania Norway Sweden

Who has access to

the death certificate

- closest relatives  Yes Yes Yes Yes, the certi-
fier may pro-
vide a copy

- researchers Yes Yes

- insurance

companies

- authorities Yes, the Civil

other than the  Registry, Health
CDR Inspectorate

- others

Certificates col- Yes, by the Yes, by the Yes, the chief No

lected locally Civil Registry Civil Registra-  municipal

tion Office medical officer

Medical contents No No Yes, sometimes  No

checked at local

level

Guidelines for No No Yes Yes

queries back to

certifier?

Age limit for que- No No 80-85 80

ries

Proportion of 7-10 <1 1.5-2 3

queries (%)

Response rate (%) 100 90 70 >95

Recent changes No No No Yes, fewer

in querying prac- queries be-

tices cause of lack of
resources

Problematic Old age; multi-  Old age. Old age Old age — badly

causes of death

Accuracy of certi-
fication evaluated

Medical data
checked against
other data
sources

ple causes of
death in “old
“age cases; al-
cohol or drugs
often left out

Yes, by com-
parison to hos-
pital records,
by phone con-
sultations with
the certifier

Population reg-
ister; birth, can-
cer, TB, drug
addiction, diabe-
tes registers

Unclear or in-
sufficient in-
formation on
causes of death

Yes, for a small
sample

Population reg-
ister

Yes, occasion-
ally by queries

Population reg-
ister, birth reg-
ister, cancer
register, au-
topsy reports

investigated; al-
cohol and drugs
often left out;
multiple chronic
diseases; secon-
dary conditions
reported as un-
derlying cause

Yes, occasion-
ally by com-
parison to hos-
pital records

Population
register, occa-
sionally cancer
register, birth
register
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Data protection

EU regulations on data protection [9,10] have not been implemented
uniformly in the Baltic-Nordic region. Whereas relatives can obtain a copy
of the death certificate from the Mortality Registry in Denmark, Estonia,
Finland, Latvia and Lithuania, this is not possible in Iceland and Sweden. It
is difficult to assess whether complete data protection improves the
reporting or not — relative’s reactions can contribute to corrections, but
might also mean that the physician avoids reporting stigmatizing conditions
on the death certificate.

Data checks at local level

In Finland the death certificates are collected and checked by a local medical
officer, and in Finland the system has contributed to a very high standard of
certification. Denmark used to have a similar system but decided to
discontinue the local data checks, since the gains were not considered
proportionate to the effort and cost.

Request for additional information from the certifier

All countries sometimes request additional information from the certifiers,
for example on what lead to secondary conditions such as heart failure,
pulmonary embolism or pneumonia. The proportion of such queries vary,
and also the response rate. Norway and Sweden try to limit the number of
queries on deaths in the elderly. Finland and Sweden have written guidelines
on when a query should be sent to the certifier.

It is difficult to assess if national querying practices improves or impairs
comparability within the region. The number of queries is comparatively
small in all countries, and there is no reason to believe that the queries
influence the general mortality pattern to any greater extent.[11] It has been
shown, however, that queries improve the general standard of
certification,[12,13] and this might be the most important reason to keep
sending queries.

Additional information from other sources

In Denmark, coders have access to all medical registers at the Board of
Health, and the information is used to supplement and specify more general
conditions reported on the death certificate. Finland and Norway use data
from the Medical Birth Registry, and Sweden occasionally checks death
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certificate data against reports to the Cancer Registry. It is to be assumed
that easy access to other medical registers improve the precision of the data,
but there is no reason to believe that information from other registers would
make the cause of death to shift from one major category to another.
Therefore, register access — or the lack of it — should not impact on the
comparability of the statistics.

Swedish studies have shown that hospital discharge data could not simply
be added to the death certificate, since the “true” underlying cause of death
might very well be something that the decedent had not received hospital
care for.[14,15] Therefore, data from other medical registers should be used
with some caution, and primarily to add more detail to conditions
mentioned on the death certificate. Data from other registers should not be
used completely rearrange the original death certificate.

“Difficult” causes of death

All countries consider that underreporting of alcohol is a serious problem. A
Swedish study suggested that alcohol as a cause of death might be
underreported by almost 500%.[14] In general, there are few recent studies
on the general quality of the cause-of-death data, mainly because of lack of
resources. The most recent one is a Swedish study on the accuracy of death
certificates issued in 1995.[15] Other countries include general assessments
of the data quality in the annual publications, please see Appendix 3.

Data collection and checks: Conclusions

In the Finnish data collection system, review by medical officers at local level
contributes to a higher data quality.

In Denmark, easy access to other medical registers contribute to more
precise data.

In all probability, differences in targeted query practices do not impair
comparability since the number of queries is comparatively small.

Data collection and checks:
Recommendations

Queries back to the certifier should be kept at a level sufficient to show the
certifiers that the statistics office examines the death certificates.
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Coders should have access to other medical registers.
Data from other medical registers should be used primarily to improve
the precision of the data.
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4.4 Coding and classification

Denmark

Estonia

Finland

Iceland

Does the certifier
report
- ICD codes

- diagnosis text

Number of cod-
ers

- staff turnover
in the last five
years

Coders’ back-
ground
- physician

- other medical
training

- non-medical
training
Training mate-
rial for coders
available

Coders: other
tasks than mor-
tality data

Time required to
code one data
year

Coding evalu-
ated by

Plans to change
DC coding

Multiple causes
stored in the
CDR

Yes
Yes

100%
75%

25%

Yes, 10%

Bi-weekly
meetings with
medical adviser

Yes, from cod-
ing paper cer-
tificates to
checking elec-
tronic records

Yes

Yes, 50%

1 year

Comparison to
ACME’s un-
derlying cause

No

Yes
Yes

18%
50%

50%

1.5 person
years

Comparison to
ACME’s un-
derlying cause

No

Yes

Yes

82%

Yes

Yes, 30%

1 year

Coding exer-
cises, ACME
review

No

Yes

The table continues...
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Table continued...

Denmark

Estonia

Finland

Iceland

ICD version

- updates im-
plemented

- all ICD rules
applied

- national rules
that differ from
ICD

Approach to
coding

Computer deci-
sion support for
UucC

-ACME

Specialist adviser

EU Quality Con-
trol Tool applied

Full national
version

Yes, mainly
Yes

No

Rule-based

Yes

Yes, in routine
production

Own medical
adviser (classi-
fications)

Yes

English + full
national ver-
sion

Yes, mainly
Yes

No

Rule-based

Yes

Yes, as final
check

No

English, with
some adapta-
tions

Yes, mainly
Yes

No

Rule-based

Yes

Yes, check of
manual coding

External medi-
cal adviser (fo-
rensic and
clinical pathol-
ogy)

Yes

English

Yes, mainly
Yes

No

Rule-based

Not in routine
coding

Yes, as final
check

Own medical
adviser (gen-
eral practitio-
ner)

Yes
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Latvia Lithuania Norway Sweden
Does the certifier
report
- ICD codes Yes, sometimes  Yes No No
- diagnosis text Yes Yes Yes Yes
Number of cod- 2 4 4.5 4.5
ers
- staff turnover 0 3 new coders 0 2
in the last five
years
Coders’ back-
ground
- physician 100% 25%
- other medical 50% 62% 100%
training
- non-medical 25% 38%
training
Training mate- Yes Yes Yes Yes
rial for coders
available
Coders: other No Yes, 30% Yes, 25% No
tasks than mor-
tality data
Time required to  Certs coded 2 1 year 2-2.5 years 4 years
code one data months after
year death
Coding evalu- Yes, other Yes, recoding Weekly meet- Check against
ated by coder, ACME of random ings ACME, bi-
sample. weekly meet-
Comparison to ings
ACME’s un-
derlying cause
Plans to change No No No No
DC coding
Multiple causes Yes Yes, since Yes Yes
stored in the 2010

CDR

The table continues...
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Table continued...

Latvia Lithuania Norway Sweden
ICD version Full national Full national English English
version version

- updates im-
plemented

- all ICD rules
applied

- national rules
that differ from
ICD

Approach to
coding

Computer deci-
sion support for
UucC

- ACME

Specialist adviser

EU Quality Con-
trol Tool applied

Yes, mainly
Yes

No

Rule-based

Yes

Yes, in routine
production

Own medical
adviser, exter-
nal adviser (pa-
thologist)

Yes

Yes, mainly

Yes

No

Rule-based

Yes

Yes, check of
manual coding

Own medical
adviser

Yes

Yes, mainly
Yes

No

Rule-based

Yes

Yes, in routine
production

External medi-
cal adviser (pa-
thologist)

Yes, mainly

Yes

No

Rule-based

Yes

Yes, in rou-
tine produc-
tion
External
medical ad-
viser (social

medicine),
MRG

Yes
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ICD version

All countries use a full version of ICD-10, either in translation or the English
original. Also, all countries are aware of and aim at implementing the ICD
updates. To facilitate the implementation of the ICD updates, the Nordic
Centre for Classifications in Health Care reviews the imminent updates at
the annual meetings with the BNG.

However, experiences from the BNG meetings and the coding
comparisons show that countries do not always implement the updates
according to the WHO schedule. There are several reasons, for example that
ACME users cannot implement an update until it has been incorporated in
the ACME software, or that countries prefer to implement updates less
frequently than every third year in order not to disturb time trends too often.

The use of different ICD versions, and especially different versions of the
ICD instructions for selection of the underlying cause, result in mortality
data that are not fully comparable. At the same time, it should be noted that
most updates with a great impact on frequent causes of death (such as the
update on Rule 3 and pneumonia) have now been implemented by most
countries in the region.

ICD codes assigned by the certifier?

In the Danish electronic certification system, the certifier chooses an expres-
sion from a data base of medical terms, and an ICD code is assigned auto-
matically. Some countries request the certifier to assign both a diagnostic
expression in free text and an ICD code, while others ask for the diagnostic
term only. There is no evidence that the various approaches to reporting
causes of death — selecting a term from a data base, entering free text with or
without ICD code — influences the reporting of causes of death to any
greater extent.

Rule-based or interpretative coding

Although all countries state that their approach to coding and classification
is based on ICD rules rather than on an interpretation of the certificate
based on medical knowledge, experiences from the BNG coding compari-
sons indicate that the coders’ background does have a considerable impact
on the selection of the underlying cause of death. In general, physicians feel
less obliged to observe the ICD rules strictly than, for example, statisticians
and medical secretaries. This creates artificial differences and makes interna-
tional comparisons more difficult. T'o address this particular problem, Euro-
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stat has recommended the introduction of ACME in all member states. This
measure will only help, of course, if countries accept ACME’s selection of
the underlying cause of death.

ACME and the selection of the underlying cause of
death

Denmark, Latvia, Norway and Sweden now use ACME in routine produc-
tion, while Estonia, Finland and Iceland use ACME as a final check of the
manually assigned underlying cause. In Finland the agreement between
ACME and the manually assigned code is very high. It is not clear to what
extent Estonia and Iceland modify the manual code when ACME selects a
different code.

When ACME was introduced, most countries had more or less serious
technical problems with the software. The Nordic Centre provided technical
support and most of these difficulties have now been resolved. Also, using
Iris gives far easier access to ACME processing.

However, from time to time ACME users come across cases where the
selection of the underlying cause is not correct from the medical point of
view. Sometimes this is because recent updates to the ICD have not been
implemented in ACME, and sometimes because the so called decision
tables, which govern the selection of the underlying cause, do not reflect
current developments in medical knowledge. It should be noted that these
errors are comparatively few and that ACME still makes a correct selection
of the underlying cause in at least 95-97% of cases. Nevertheless, since
ACME has now become the de facto international standard for the selection
of underlying cause, it is important that the selection is medically correct as
often as practically possible. Therefore, the BNG should continue to
evaluate ACME and to submit recommendations for corrections of the
ACME decision tables to the MRG.

Mortality coding — a monotonous job?

In most countries coders work mainly with causes of death, and mainly with
coding. Although many coders are very interested in their work and do not
feel a need for greater variety in their duties, some coders do find the work
monotonous. Therefore, the BNG recommends that mortality coders who
so whish are given further tasks that will bring more variety to the job. It
should be noted, however, that staff turnover in general is very low.

57



SUMMARY OF QUESTIONNAIRE REPLIES

Quality assurance of assigned codes

Sweden has independent recoding of forensic deaths, but has discontinued
the annual independent recoding of a sample of all deaths, partly because of
lack of resources and partly because the coding software now performs so
well that major variations in coding and classification have disappeared.
There is no independent recoding in any of the other countries, but all
countries have recurrent meetings where coding practices are discussed.

All countries use a set of pre-defined edits to check the assigned ICD
codes. Some countries use the edits defined by Eurostat, and others use
checks they have compiled themselves. The difference should not be very
great, since the national edits generally cover the edits recommended by
Eurostat.

Further support is provided by medical advisers. Sweden differs from the
other countries in that medical advise is generally sought from the MRG
rather than from a national expert. The MRG is composed of experts with
various background, such as internal medicine, infectious diseases,
obstetrics, pediatrics, public health, epidemiology and nosology, which
means that the issues will be well researched. The drawback is that it
generally takes a long time for the MRG to reach a decision.

Coding and Classification: Conclusions

Different versions of ICD-10 are now in use, which reduces comparability.
Some countries apply the ICD rules very strictly, while others use an
“interpretative” approach. This too introduces spurious differences.

Coding and Classification:
Recommendations

ICD updates should be less frequent than now, and should be supported by
computer software that fully implements the updates.

ACME’s selection of underlying cause should be accepted, but ACME
should be updated to reflect the current version of the ICD and current
medical knowledge.

Input from the BNG has proved very useful in that respect and should
continue.
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Mortality coding is straining and coders should have the opportunity to
vary their job with other tasks.
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4.5 Publication and dissemination of data

Denmark Estonia Finland Iceland
Important data users:
- policy makers Yes Yes Yes Yes
- care providers Yes
- researchers Yes Yes Yes Yes
- press Yes Yes Yes
- others
DCs kept after Yes, indefinitely ~ Yes, indefinitely =~ Yes, indefinitely ~ Yes, indefinitely
processing
Data published

- in brief report

- in report with
analysis

- in tables follow-
ing WHO speci-
fications

Mortality data has

influenced deci-
sions on

Most important
report format

- multiple causes
published

Most efficient dis-
semination

Plans for data dis-
semination in the
future

Delay data year -
publication

EU65 list used

- sufficiently
detailed?

Basic data free of
charge

Individual level
data available to
researchers

Regional data: a
confidentiality is-
sue?

Expected changes
to confidentiality
policy

Yes

Health care
planning, pre-
vention

Electronic
No

Interactive
internet data
bases

More focus on
internet data
bases

12 months, but
varies

No
NA

Yes

Yes

None

Yes

Electronic
No

Interactive
internet data
bases

6 months

Yes

No, too com-
pressed

Yes

Yes

No

Yes

Alcohol tax,
health pro-
grammes, treat-
ment policies

Paper
No

Internet tables

More data avail-

able on internet
11 months

Yes

No, does not
group condi-
tions from dif-
ferent parts of
the ICD

Internet tables,
small tables on
request

Yes

Yes, at NUTS 5

level

No

Yes
Yes

Yes

Prevention

Electronic and
paper
No

Interactive
internet data
bases

No changes
planned

9 months

Yes

No, acute
IHD not iden-
tified, trans-
port accidents
not specified

Yes

Yes

Yes

No
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Latvia Lithuania Norway Sweden
Important data users:
- policy makers Yes Yes Yes
- care providers
- researchers Yes Yes Yes Yes
- press Yes Yes Yes Yes
- others
DCs kept after Yes, 1 year Yes, 8 years till  Yes, for a long Yes, indefi-
processing 2010 time nitely
Since 2010 for
a longer time

Data published
- in brief report Yes Yes
- in report with Yes Yes Yes

analysis
- in tables follow-  Yes Yes Yes Yes

ing WHO speci-

fications
Mortality data has  None Screening on Health care Drug- and al-
influenced deci- cancer, cardio- planning, for cohol-related
sions on vascular diseases example COPD  deaths, local

Most important

report format

- multiple causes
published

Most efficient dis-

semination

Plans for data dis-
semination in the
future

Delay data year -
publication

EU65 list used

- sufficiently
detailed?
Basic data free of
charge
Individual level
data available to
researchers
Regional data: a
confidentiality is-
sue?

Expected changes
to confidentiality
policy

Electronic and
paper
No

Interactive
internet data
bases

Internet data

2 months

NA
Yes
Yes

and diabetes.
Measures
aﬁainst tobacco,
alcohol and
drugs.
Electronic

No

Interactive
internet data
bases

Since 2010
internet tables

No plans for
changes

7 months

Yes
Yes

Yes

No
Yes, data pub-
lished in 5-

years groups

No

Electronic
No

Interactive
internet data
bases and
internet tables

No plans for
changes
12-18 months

Yes
No, the list is

too short
Yes

Yes
Yes, data are
published in ag-

gregated form

No

suicide rates,
breast cancer
screening

Electronic and
paper
Yes

Interactive
internet data
bases and
internet tables

More data on
internet, more
thematic re-
ports

12-15 months
Yes

No, too short
Yes

Yes

Table cells with
less than three

deaths are not
published

No
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Important data users

Most countries identify policy makers, researchers and journalists as the
most important users of mortality data. Sometimes mortality data has trig-
gered new legislation, for example in Finland on alcohol taxes and in
Lithuania on traffic security measures. In other cases mortality data have
been used together with data from other sources as the basis of new health
policies, for example in Sweden on disease scanning policies and measures
on drug abuse.

Data dissemination

Publishing modes vary, but all agree that internet services, and especially in-
teractive data bases, will be the most important way to disseminate data in
the future. However, members of the BNG are also eager to point out that
paper-based reports are by no means outdated. For example, analyses of
complex relationships are easier to describe in a full-text report than in an
internet data base.

Short lists

A significant problem to users of mortality statistics in the Baltic-Nordic re-
gion is that publishing is far from uniform, which makes direct comparisons
difficult. In the 1998 report, the working group recommended that the Nor-
dic countries use the newly developed Eurostat short list (the “EU 65 list)
when publishing national mortality data. However, it soon became evident
that the Eurostat list is not sufficient for routine publishing, and the recom-
mendation was not implemented by all countries. The ICD-10 includes sev-
eral, and more detailed, short lists. However, the ICD-10 lists would not be
an alternative to the EU 65 list, partly because of technical difficulties and
partly because they focus on conditions that are not major causes of death in
the Baltic-Nordic region. Therefore, the BNG should develop a new short
list adapted to the situation in the region. The new list could be based on the
European list but with additions to add the necessary detail. Also, it should
have rest categories so that the groups add up to the total. Finally, in addi-
tion to a list based on the structure of the ICD, there should also be a list of
issue-related groups such as deaths related to alcohol, drugs, dementia, and
similar, where the categories include causes from different parts of the classi-
fication.
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Standardization

Standardization also remains an issue. In an internet solution, however, it is
easy to let the user choose when to standardize, and which standard
population to use.

Delayed data

For many years, Denmark, Norway and Sweden have had difficulties with
delays in the official mortality statistics. The situation is improving,
however, and Denmark now has reduced the delay to about 12 months. In
Norway and Sweden the delay is still more than one year, but there as well
the backlog is now smaller than it used to be.

Multiple causes of death — no international standard

Multiple causes of death are not published routinely, although some
countries used to do so for some time. There are still no international
guidelines on coding and classification of multiple causes of death, and there
are also no international guidelines on publication and dissemination of
multiple cause data. In the meantime, multiple causes are stored for research
purposes, and for possible future publication.

In all probability, multiple causes of death will become important in the
near future, as the population grows older and “co-mortality” — deaths
caused rather by a combination of several conditions than by a single
underlying cause — gets more attention. Internationally, the BNG is in a
unique position to contribute to the development of international guidelines
on the collection, classification and publication of multiple cause data, since
most countries in the region have a long tradition of collecting information
on multiple causes of death, and a population structure that makes co-
mortality an increasingly important issue.

Publication and dissemination of data:
Conclusions

Data comparisons are difficult because of different short lists for tabulation
with different level of detail.

Different standard populations makes comparisons of standardized death
rates difficult.
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Publication and dissemination of data:
Recommendations

The BNG should develop a short list for use in the region. It could be based
on the EU65 list but should have more detail.

A problem-oriented short list should also be developed.

Internet data bases should provide standardized death rates based on
several commonly used standard populations.

Multiple causes of death are likely to get more important in the future,
and the BNG should contribute to international guidelines on multiple cause
data.
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5. GGeneral remarks

Members of the BNG were asked to list what, in their opinion, would be the
most important measures to ensure a high and consistent quality of mortality
data. The following items were mentioned:

At the international level

1) A full review of central concepts for mortality statistics

2) In light of this review, new and more easily understandable ICD instruc-
tions on mortality statistics

3) Automated coding based on ACME as the international standard

4) A thorough review of the ACME decision tables by an international us-
ers’ group

5) Simultaneous implementation of the ICD updates

6) A new template for the death certificate form, which should include all

items that are essential for a correct assignment of the underlying cause
of death

7) International training of mortality coders

At the national level
1) Clear guidelines for what a cause-of-death investigation must comprise,
especially for deaths that are not referred to forensic investigation

2) Especially, there should be clear guidelines on when an autopsy is re-
quired

3) The guidelines should require the certifier to consult the patient’s clinical
records (if any)

4) If at all possible, the attending physician should issue the death certificate,
also when there has been an autopsy

5) The certifier should be easy to identify. This is needed for reminders and
for questions back to the certifier

6) Use other medical registers to improve the precision of the mortality sta-
tistics

7) Train physicians in certifying deaths
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8) Perform recurrent audits of certification

9) Introduce electronic death certification systems. Include data input
checks

10) Implement the IRIS coding system, which is compatible with ACME
but easier to use

11) Enforce better investigation of the cause of death in the elderly

12) Perform more analyses based on multiple causes of death
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Appendix 1

NOMESKO report on mortality
statistics — questionnaire

1. Legislative framework and data
coverage

1.1 How many deaths/year are there in your country?

1.2 Is a death certificate compulsory at all deaths?

|:| Yes
[ ] No

1.3 If no, in which type of deaths is a certificate not compulsory?

1.4 Is the death certificate always issued by a physician?

|:| Yes

[] No: If no, who else than a physician is authorized to certify a death?

1.5 For your last data year, what was the autopsy rate in your coun-
try? If possible, please give separate figures for forensic and clinical
autopsies.

% forensic

% clinical

1.6 Do the laws or other official conventions specify when a forensic
autopsy should take place?

|:| Yes
|:| No

1.7 If yes, which type of cases is referred to forensic autopsy?
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1.8 Do the laws or other official conventions specify when a clinical
autopsy should take place?

|:| Yes
|:| No

1.9 Which types of cases are referred to clinical autopsy according
to law and other official conventions?

1.10 If an autopsy is required by law or other official conventions, is
it always carried out in practice?

|:| Yes

[ ] No: Please give examples

1.11 Is the autopsy rate increasing, decreasing or stable?
[ ] Increasing

|:| Decreasing

[ ] Stable

1.12 Please state the current autopsy rate by the following age
groups:

- 19 years %
20 — 39 years %
40 — 69 years %
70 — years %

1.13 Are you aware of any efforts from authorities or care providers
to change the autopsy rate?

[ ] Yes: Please specify

[ ] No

1.14 How are autopsy data used?

[ ] The physician who made the autopsy writes the death certificate and
reports the findings on the certificate

[ ] The attending physician receives an autopsy report and then certifies
the death

[] Other: Please specify

1.15 Does the coder use the autopsy report in coding?

|:| Yes
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|:| No

1.16 Are deaths (the event of death) registered somewhere else than
in the central cause-of-death register, for example in a separate
population register?

[ ] Yes: Please specify in which register

[ ] No

1.17 If the deaths are registered somewhere else, is this registration
based on the death certificate or on a separate document?

[] Yes, it is based on the death certificate

[] No, it is based on a separate document

1.18 If the deaths are registered somewhere else, can you use these
registrations to check that the cause-of-death registry has received
death certificates for all registered deaths?

|:| Yes
[ ] No: Please specify why not

1.19 If yes, when you compare the number of registered deaths and
the number of death certificates that you have received, how many
death certificates per year do you miss?

%

1.20 Does your country also publish population data, including
deaths, based on that separate registration of deaths?

[] Yes
|:| No
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1.21 If there is a difference between the number of deaths according
to the population register and the number of deaths according to
the cause-of-death register, is this difference researched and ex-
plained?

|:| Yes

|:| No

1.22 If there is no independent registration of the number of deaths,
can you assess the number of missing death certificates from other
sources, e.g. census data?

[ ] Yes: approximately how many death certificates do you miss each year?

|:|No

1.23 If you discover that a death certificate is missing, do you try to
track and obtain a copy?
[ ] Yes: Which methods do you apply?

|:|No

1.24 If you try to track and obtain missing death certificates, how
often will you still not be able to obtain a copy?
In % of deaths per year

1.25 What is the highest number of such missing death certificates
per year that you would find acceptable?
% of deaths

1.26 Do the statistics include residents of your country dying
abroad?
[ ] Yes: Approximately what is the number per year?

[ ] No

1.27 Do the statistics include foreign residents dying in your coun-
try?

[] Yes: Approximately what is the number per year?

|:| No

1.28 Do you use a separate infant death certificate based on the
form in ICD-10?

|:| Yes
|:| No
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1.29 If you do not use a separate infant death certificate based on
the form in ICD-10, how are the causes of infant deaths reported?
[ ] Only the main cause of death for the child

[ ] Also conditions in the mother

[ ] Other: Please specify

1.30 Which definition of live birth do you use?
Gestational age days

Weight grams

Other, please specify

1.31 Do you use other death certificate forms than those mentioned
above?
[ ] Yes: Please specify

|:|N0

2. Death certificate form

2.1 Is the general death certificate form (for deaths at 28 days and
over) designed in accordance with the international form as rec-
ommended by the WHO in ICD-10?

[] Yes

|:| No

2.2 Which data items (except causes of death) are available when
you code the death, either on the death certificate data or from
other data sources?

1) Age [] Yes [ ] No
2) Sex [] Yes [ ] No
3) Civil status [] Yes [ ] No
4) Date of death [] Yes [ ] No
5) Place of death [] Yes [ ] No
6) Place of residence [] Yes [ ] No
7) Recent surgery [ ] Yes [] No
8) Type of accident
9) Profession of deceased [] Yes [ ] No
10) Occupational disease [] Yes [ ] No
11) Free text description of

- how injury/poisoning occurred [ ] Yes [] No
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-how the death occurred [ ] Yes [ ] No
12) Smoking | | Yes || No
13) Alcohol use | | Yes [_| No
14) Use of drugs L | Yes || No
15) Autopsy made L | Yes || No
16) Autopsy report | | Yes || No
17) Intent (in cases of violent death or | | Yes || No
poisoning — accident, suicide, homicide, undetermined)
18) Duration of disease L | Yes || No
19) Pregnancy | |1 Yes || No
20) In perinatal deaths: health conditions of _ -
mother L | Yes || No
21) Birth weight | | Yes | | No

More items, please specify

2.3 Are there any plans to change the death certificate form(s)?
[ ] Yes: Please specify the changes that have been planned

|:|No

2.4 Have you got an electronic death certificate?
[ ] Yes: How many percent of deaths are reported electronically (per
year)?

[ ] No

2.5 Do you plan to introduce an electronic death certificate?
[ ] Yes: In which year (approximately)?

[ ] No

2.6 Which authority decides on changes and updates to the death
certificate?

2.7 Have you translated and introduced the EU-training tool?
[ ] Yes, the leaflet on death certification
[ ] Yes, the internet manual on certification

In other ways, please specify

|:|No
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2.8 In the last few years, have you developed any other instructions
or training material on how to fill out the certificate?

[ ] Yes, text with examples

[ ] Yes, text but no examples

[ ] Yes, of other type, please specify

|:|No

2.9 Do medical students receive any formal university training (les-
sons or other kind of training) in how to fill out the death certifi-
cate?

[ ] Yes, for hours per student

|:|No

2.10 Is there any further education for practicing physicians on how
to fill out the death certificate?
[ ] Yes, for approximately hours per year

|:|No

2.11 From the point of view of mortality statistics, which are the
most common mistakes in certification in your country?

[] Wrong cause(s) of death reported on the death certificate

|:| Causes of death have not been reported

[] Causes of death reported in the wrong order (sequence not correct)
[] Causes of death reported in the wrong part of the certificate

[ ] Other, please specify

2.12 Please attach a copy of your current death certificate form as
Appendix 2.12.
Please also include an English translation or explanation.

3. Data collection and data checks

3.1 Who has access to the death certificates?

|:| The nearest relatives

[ ] Researchers

[ ] Insurance and pension companies, social security institutes
[ ] Authorities, please specify

[ ] Others, please specify
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3.2 Are the original death certificates collected by another authority
before they are forwarded to the statistical office/statistical author-
ity?

[ ] Yes: Please specify

|:|No

3.3 If the certificates are collected by another authority, does that
authority check the medical contents of the certificate?

|:| Yes
|:| No

3.4 Is it possible for the statistical authority to trace the certifier,
for example to request further information?

|:| Yes
[ ] No

3.5 Do you have guidelines for the coders that specify when the
coder is expected to request additional information?

[] Yes
|:| No

3.6 If yes, which are the most common reasons to send query letters
to the certifiers?

If you have a list of common query letters, please attach it as appendix 3.6,
please also provide an English translation or explanation.

3.7 Is there any age limit or other limits to the queries?
[ ] Yes, age years
[] Other limits, please specify

[ ] No

3.8 What is the proportion of deaths that you query (per year)?
%

3.9 What is response rate to your query letters?
%
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3.10 Has there been a significant change in the number of query let-
ters that you have sent during last 3 years?

[ ] Yes, why?

[ ] No, why?

3.11 Are you aware of any particular quality problems in connection
with specific causes of death?

[] oid age

[ ] HIV

[ ] Suicide

[ ] Alcohol/drug abuse

[ ] Other, please specify

If yes, please give a short description of the problem.

[ ] No

3.12 Do you evaluate the accuracy of the causes of death reported
on the death certificate?

[ ] Yes, regularly: Please describe shortly

[ ] Yes, occasionally: Please describe shortly

|:|No

3.13 Do you use data from other sources routinely in the production
of mortality statistics?

[ ] Population register

|:| Hospital records

Birth register

Cancer register

Autopsy reports

Census

Others, please specify

No

I | [ [

4. Coding and classification

4.1 In certifying the cause of death, does the certifier

[ ] State only the diagnosis text

[ ] State both diagnosis text and the corresponding ICD code
[] Report in some other way, please specify
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4.2 If the physician assigns and ICD code, does the coder always
check if the code is valid and correct?

[] Yes
|:| No

4.3 How many skilled coders do you have (converted into full-time
positions)?

4.4 For the last five years, how many mortality coders have left
their job?

4.5 What is the education level of your fully trained coders?
[ ] Physicians %

[ ] Other medical education (nurse etc.) %

[] Statisticians with ICD training %

[] Other %

4.6 Do mortality coders have other tasks than coding and classifica-
tion of death certificates?

|:| No

[] Yes, % of time

4.7 Please estimate the time you need to code one data year of death
certificates (converted into man-years).

4.8 Who provides most of the training for new coders?
[ ] More experienced coders
[ ] Someone else, please specify

4.9 Have you implemented the EU Quality Control tool or do you
have other checks for data validity (such as cross-checks for age,
sex and diagnosis) in your system?

[] Yes
[ ] No
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4.10 Do you evaluate the accuracy of the coding and classification of
causes of death?

[ ] Yes, regularly: Please describe shortly

[ ] Yes, occasionally: Please describe shortly

[ ] No

4.11 Are there any plans for changes to the coding staff or for reor-
ganization of the cause-of-death coding?

[ ] Yes, which (describe shortly)

[ ] No

4.12 Do you store multiple causes of death in the mortality register?
|:| Yes
|:| Partly: Please describe

[ ] No

4.13 Which ICD-10 version do you use in coding?

[] English, the complete original version

[ ] English, the complete original version, but with some national adapta-
tions

[] Full national translation, matches (approximately) ICD-10 at -
digit level

[ ] Abridged national translation, matches (approximately) ICD-10 -

digit level

4.14 Do you implement the official ICD-10 updates published by the
WHO according to WHO’s schedule for implementation

[ ] Yes, mainly

[ ] No: Please specify why

4.15 Do you have specific training material on coding and classifi-
cation of causes of death?

|:| Yes
[ ] No

4.16 Whether you store multiple causes in the register or not, do
you code multiple causes when you select the underlying cause of
death?

[ ] Yes

|:| No
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4.17 When you select the underlying cause of death, do you use all
rules and instructions presented in ICD-10 Volume 2?

[] Yes
|:| No

4.18 Do you have national rules and instructions for mortality cod-
ing which differ from the instructions in Volume 2?
[ ] Yes: Please describe shortly the most important ones

|:|No

4.19 If yes, are the national rules and instructions clearly docu-
mented?

|:| Yes
|:| No

4.20 Have you got computer decision support for selection of the
underlying cause?

|:| Yes
[ ] No

4.21 If you have computer decision support, do you use the ACME-
program?

[ ] Yes, as a check for the manually selected underlying cause

[ ] Yes, for routine selection of underlying cause

[ ] Yes, in other ways: Please specify

|:|No

4.22 If you do not use have computer decision support, do you plan
to implement computerised coding and classification?

|:| Yes
[ ] No

4.23 If yes, which software do you plan to use?

4.24 Have you published any recent assessment of the accuracy of
your mortality statistics?
[ ] Yes: Please attach the document as appendix 4.21

[ ] No

4.25 Do the coders get specialist advice on difficult medical cases?
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|:| Yes
|:| No

4.26 If yes, who provides that support?

[ ] Specialist in your own office

[ ] Medical adviser: Please specify speciality
[ ] Other adviser: Please specify

4.27 Please estimate the extent of this support (hours per year)

4.28 Approach to coding

The coding is mostly

[ ] “interpretative” (the coder applies his/her medical knowledge to arrive
at the most probable underlying cause)

[ ] “rule-based” (the ICD rules and guidelines are applied rigidly in both
manual and automatic coding)

[ ] other type, please describe shortly

5. Data publication and dissemination

5.1 Who are the most important data users (please check the 3 most
important)?

[ ] Public health policy makers

[] Care providers

|:| Researchers

[ ] Press
[ ] Others: Please specify

5.2 After coding and other processing, do you archive the death cer-
tificates?
[ ] Yes, for years

|:|No

5.3 Do you publish data

[ ] In brief reports

[] In reports with analysis or interpretation

[ ] As comprehensive statistical tables according to WHO specifications
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5.4 Do you think that the mortality statistics has influenced the
health policy in your country?
[] Yes: Please give examples

|:|N0

5.5 Is your main publication(s)
[ ] On paper

[ ] In electronic format

[ ] Both

5.6 Please list your main publication(s)

5.7 Do you publish data on multiple causes of death?

[] Yes
|:| No

5.8 For the dissemination of data, which method do you think is the
most useful?

[ ] Paper publications

[ ] Internet tables

|:| Interactive internet data bases

[] Other: Please specify

5.9 What are your plans for data dissemination in the future?
Please describe shortly

5.10 At which level of the ICD-10 would you say that your mortality
data are more or less reliable?

For diseases at -digit level

In external causes at -digit level

5.11 What is the delay between the end of the data year and the pub-
lication of the data?
Approximately months

5.12 Do you use the European 65-short list when publishing your
national data?

|:| Yes
|:| No
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5.13 If yes, is the European list sufficiently detailed for users in your
country?

|:| Yes

[ ] No: If no, which are the main weaknesses?

5.14 Can data users access basic statistical information on causes of

death free of charge?

|:| Yes

[ ] No: If no, are any kind of mortality data free of charge, and if so
which?

5.15 Is it possible to extract and deliver data at individual level to
researchers?
[ ] Yes, on application and after assessment of the request

|:|N0

5.16 When you publish mortality data at regional level, do you have
any special policies as concerns the confidentiality of the data?
[ ] Yes: Please specify

|:|No

5.17 Are you aware of any changes to the confidentiality policies in
the foreseeable future?
[ ] Yes: Please specify

|:|No

6. General

If you had complete freedom to introduce improvements to the mortality
statistics, and there were no financial or legal obstacles, which improvements
would you choose?

Please specify desired changes in order of importance, both at the interna-
tional level and for your own country.
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Appendix 2
Death certificate forms

1) Denmark

2) Estonia

3) Finland, in Finnish and English
4) Iceland

5) Latvia

6) Lithuania

7) Norway

8) Sweden
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DEATH CERTIFICATE
of a person aged 28 days or more

1. Family name 2. First pames

3. Social security number 4. Time of death confirmed
day ol year ddentifer day month year estintecd
5. Last home muricipality 6. Administrative court

7. Causes of death 1CD-10 disease classification codes

{To be entered without the full stop)

7.1 Disenses, injuries, toxic conditions and external cavses leading (o death (1)

A Diirect cause of death (not the final mode of dying) Cause code o Symptom code®  Assurmed duration
external cause  Main injury/ of illness
toxie substance

B. Intervening canse(s) of death
C. Underlying cause of death

7.2 Other signi it ibuting o (he death (17), bt net welated o e conditions stated in 7.1

8. Classification of death (determined by 7.1 C above/underlying canse of death)
Discase  Occupational  Accident  Medical reatment or - Suicide  Homicide War  Undetermined
discase examination infent

9. Where the desth is classified as an accident, select the best svited alternative from the following:
During Atwork  Doring sport or During leisure At home In hospital  Other Not known

trarsport physical exercise  aclivily care

10. Flace of death

Homelresidence Unit of health care, Other, state which: Abroad, state where:
slate which:

11, Meadical treatment admindstered in the past four weeks if not already enterad in 7. above.
Ne  Yes Suate when, type of reatment and condition treated, at 12

12. Circumstances of death (State of bealth prioe to the onset of the train of events which lead to death. Progress of the disease which kead to the
death; main ination resolts and i
If the death entailed a montal injury or toxic condition, the external conditions must be described in detail.

13, Method used 10 investigate cause of death
Clinical Medical Forensic  Other, state what? Place of autopsy/Other, state what? Autopsy number
examination  awtopsy antopsy

14. [ hereby certify, on my honour and conscience, that the information given above is true and comect

Place and date Medical practitioner’s sigualure 13, Code of issuing
health care
unit {place of office)
Place of office or stamp ~ Tel.: Medical practitioner’s name in print
Fax:
Position
Provineial G : The cause of death has been investigated and the death certificae has been properly completed.
Drate Signature (Sections 7. 10 13, 10 be filled in aml the death certificate signed afier canses of death

Tave been investigated.)

Comgpleted form to be forwarded to the Provineial G of the provinee in which the last home municipality of the deceased was situated,
The Provincial Government will forward the fonm oo to Statisties Finland.

93



APPENDIX 2 — DEATH CERTIFICATE FORMS

2
PERMISSION FOR BURIAL
of a person aged 28 days or more
1. Family name 2. First names
3. Social security number 4. Time of death
day month year identifier day month year
5. Last home municipality 6. Administrative court

This Permission for Burial is to be presented to the owner of the burial ground into which the deceased
is 10 be buried. The deceased’s next of kin or other close relative is entitled o obtain from the medical
practitioner signing this permission a copy of the death certificate containing the canses and other de-
tails of the death.

16. If the deceased was a member of an evangelic-Lutheran
or orthodox congregation at the time of his'her death, enter
the name of the congregation here.

The course of death has been investigated in the manner prescribed in the law (459/1973) and decree
{948/1973) goverming the investigation of causes of death,
To the best of my knowledge. there is no impediment to burying the deceased.

14. T hereby certify, on my honour and conscience, that the information given above is true and correct

Place and date Medical practitioner’s signature 15. Code of issuing
health care unit
(place of office)
Place of office or stamp ~ Tel.: Medical practitioner’s name in print
Fax:
Position

Copy for the person taking care of the burial
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NOTIFICATION OF DEATH
TO THE POPULATION REGISTER
of a person aged 28 days or more

1. Family name 2. First names

3. Social security number 4. Time of death

day month year identifier day month year

5. Last home municipality 6. Administrative court

Instructions for filling in the form

This Notification must be signed, detached and forwarded, immediately upon the granting of permis-
sion for burial, to the Admimnistrative Court ruling over the last home municipality of the deceased. The
Administrative Court will record the death data immediately into the Population Register. If the de-
ceased had no home municipality in Finland, or the home municipality is not known, this Notification
should be sent to the Administrative Court ruling over the municipality in which the death occurred.

Instructions for electronic notification of death to the Population Register

If a hospital or health centre is authorised to notify deaths to the Population Register electronically,
this form need not be completed. An electronic notification can only be registered into the Population
Register if the notifier is in the possession of the name and social security number of the deceased, and
provided that matching information exists in the Population Register. Electronic notification may not
be sent until Permission for Burial has been granted. If no name or social security number exists in the
Population Register for the deceased, or the Population Register’s registration acknowledgement con-
tains a failure notice. details of the death must be forwarded to the relevant Administrative Court on
this form. The following section " Additional information..." must then also be filled in.

Additional information to be provided after failure in notifying the Population Register electronically.
Place and date Contact person in the health care umit for error investigation
Failure code on acknowledgement Contact person’s telephone number during office hours

14. T hereby certify, on my honour and conscience, that the information given above is true and correct

Place and date Medical practitioner’s signature 15. Code of issuing
health care unit
(place of office)
Place of office or stamp  Tel.: Medical practitioner’s name in print
Fax:
Position

Copy for the Administrative Court of the home municipality
of the deceased.
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Draft Death Certificate

Translation
In accordance with the Death Certificate and Autopsy Act,
No. 61 12 June 1998

A physician shall complete a death certificate for every person who dies in lceland
Please print or typewrite

Full namea of the deceased (in case of deeth of an unnamed child erter: @ or boy and the mother's Ul nemea)

Tdentificafion number Oceupatlon iMan coupstion duing working

Marital status O O g | dudclally [] Registered p ip [ ] Conbiing
[Cweies  [Jomwss [ ovors

Domicile at time of death

Place of death (Soecivv accurately, & the nama of the decaased, haakh NsstAion twhich?), placs 0T wWors or 50me oiher pacs I case of discovansd hody, specity the sie con-

Date of death (ir c2sa 2 newbom chic mas witren 24 hours of birth, specity how many hours aher

Date of death unknown (in case o1 dscovened booy, enter he day of decovery)

Physician's authorization to issue a death certificate

A death certi istobe by the p i ining the body of the o the p ian responsibie for such an
examinalion, cf. Art. 2 of Act No. 61/1998. In case a physician has reporied a death to the pelice in relation to circumstances specified
in At 3 of the said Act, a death certificale must nol be completed until the police have established that there are no grounds for &

medico-legal examination or medico-legal autopsy. If a forensic ination is the death certificate shall be by
the physician who parlic in the inalion. A physician who performs a medico-legal autopsy compleles the dealh certificale
~In case of stillbiths a death certificate shall not be completed although the birth must be reported to Statistics Iceland,

Recorded to the best of my knowiedge

Signature of Physician Date ) Physician's Code

Procedure regarding a death certificate following issue by a physician

A death certificale shall be given to a relative of the deceased. The relative delivers the death cerificate te the District Commissicner
in the District where the deceased was domiciled at his or her date of death or where his or her estate will presumably be admin-
istered according to law. In case this does nct apply. for instance because the deceased person was a foreign resident, the death
certificate shall be delivered to the Distnct Commissioner of the District where the funeral of the deceased will take place. - If the
body of & deceased person is to be fransported abroad. the person transporing it is responsible for delivering the death certificate to
the District Commissioner of the District where the person died. The District Commissioner gives that persen a certified copy of the
death cedificate, which must be brought with the body to #s recipient abroad. A body must not be transported from lceland unless
this condition has been met.

Date of District C issioner's plion of death

District Commissioner's authorization for a funeral

The District Commissioner must give to a relative a confirmation that the death concerned has been natified and a funeral can-
not take place unless the person responsible has received such a nofification.

The District Commissioner must forward a death certificate to Statistics lceland as soon as pos-
sible

Signature and stamp of the Dislrict Commissicner Date
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To be completed by Statistics Iceland

1 of death ContiT atior
Ll
— — Tume 1 ol
To be comy by a phy ol éiznase o
Cause of death condtiondesp ) unil
doath cccumod [yrs,
1 A | diseaseor condition directly leading to death in':'lﬂi. days, bes) ]
p . due to {or as a consequence of | A ,_|
¢ | duetoforasaconsequence of) B |—]
p | cuetooresaconsequence of} &

Il Other, but not related, condtion ing tc death th ditien can be lsted)

Operation in the yeer preceding death
[] Me [] Yes = Reasenforep
Type of operali Date of

Circumstances of death
[ ] Normal death [ | Suicide [ | M [] Body di d []MNotknown [ ] Other

[] Accident  Prace of accident, location (house. stest, municatty & |

Site of accident (va. rome. workclizs, instiubon, constnztion sibs, rafe: sireel, coun s

During what type of aclivily s g whis wanatg, aming, in what type ol wafids, gnons, wha ind of

Closer cetail on the nature of and circumstances leading to the accident (9. criver. passenar llocation in cer), under e fusnes of nlaxicants (naat kind?], fall
on even ground of Fom a height)

Physician’s sources for issuing a death certificate

Sawthe deceased onhisorher [ |No [ | Yes Whenthe last time?
deathbed
Saw the body of the deceased |:| Mo |: Yes When?

Certificate based on someone [ ] He |: Yes Whose report?

else’s report

Death reported to the police [IMo [ ves wmich cffice? When?
Medico-legal examination [[Ite []Yes Performedwhers? When?
Autoasy [[JWo []¥es [ ] Ciinical | Medicolegal When?

Are further results from laboratory examinations expected? ™ no [ | ves —» Which anes?

Result of autopsy or examination
Did the autopsy or examination change the cause of death? [ e [] Yes —» How?

Signature of physician concerned Date Physician’s Code
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COUNTERFOIL OF MEDICAL CERTIFICATE OF CAUSE OF DEATH No
{form Mo 106/u-06)

(temporary, final, instead of, No ...}
1. Family name, name of deceased

2 Date of birth 3. Date of death
Medical certificate of cause of death is issued by physician {doctor's

family name!
Datg / { Signature of recsiver

Cutline

MEDICAL CERTIFICATE OF CAUSE OF DEATH No

(temperary, final, insteadof Mo ...}
Cerificata is in use by Civil statement g‘:' No gisiration Cepartment
registration department i
Signature
y MEDICAL DOCUMENTATION
e of estabatenare) Form No 106/ 06
Accapted by the reguation No 265 04.04 2006
0o0o0o-00000 of Cabinet of Ministers

Dale of issue ! i

1.Famiy name, name of deceased
2. Personal code o0o0oooo-00ooao
3 Sex: O 1male, O 2female 4. Childs weight at birth (deceased under 1 month) CJCIOIO g
4. Date of birth (year, month, day)

(for infants — time) oooo oo oo gd
year month day haur
5, Date of death th, day, ti
TiRofdoalfyeec i, oy D000 OO0 00 OO
6. Place of residence of deceased oooooo
Address
Region Town or rural cistrict
Counlry.
7. Flace of death ooooog
Address
Region ~ Town or rural district
Caountry
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Causz of death: 1 a)

b)
€}
d)
CAUSE of DEATH Duration ICD 10
Part| {interval CODE
* Diseases, condition, injury or complication leacing to death but not mode of dying [e.g. heart, between onset
respiratory falure, cardiac amest efc. symptoms), and death)
+ Just one cause per line
Disease or condition
drectly leading lo death &) I
due lo or as conseguence of b line
Antecedent causes b) CIT T 171
Sequentially list due lo or as consequence of ¢} line
morbid condiions, ifany, ¢} CL 1T 11
giving rise to ebove cause, due to or as consequence of d) line
stating the ying o) | L
condition last [:}:':}:]
Part Il
Cther significant condifions I I I
contributing to death,
but ot relatad to the cisease I .
of condition causing it
- —
Manner of death Place of death a%tohacco use gontlibute to death? Was an autopsy
0 1 Matural {disease) 0O 1 Home OYes O Probaby performed?
22 Ao : 0 2 Hospital O MNo 0 Unknown . ?Y:;m o No
03 aucide o3 Roemome Surgery during the |atest ilness
L1 4 Homicide 114 Uther {specify).
15 Pendng investigaion :);l\;es Lo Dg:d ;th:, couse of deatn
0 6 Colid not be dstermined : 8 ¥a teks account of
0 7 Injury at work Type of operation: aufopsy ﬁndngﬁg
Place of injury oYes 0
0O O Home 05 Trade and service area
01 Resicential inslitubon 01 6 Industnal and construction area M?l ::“'m;ctf !’nformanon bz
Date of injury 112 School, ofher public administralive area s
{year, month, day, tme) 13 Sports and athletics area 017 Farm L
1 4 Street and highway 0 8 Other (specify):
How and where injury occurred:
If female indicate:
11 Death occurred during pregnancy 1 Death occurred within 42 cays 1 Death occurred between 42 days and 1 year
aller pregnancy aller pregnancy
DEATH IS FIXED BY:
o 1 Physician, who only fixed the death 0 2 Physician, who treated the deceased 0 3 Pathologist
0 4 Forensic medical examiner 05 Doclor's assistant [fedsher)
ON THE BASIS OF:
1 1 Corps examinalion 11 2 Medcal records 11 3 Examination before w1 4 Aulopsy
Certifier (FAMILY NAME, NAME): SIGNATURE:
TELEPHONE: PERSONAL STAMP
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Addition No4] to the regulation No 265 04.04.2006 of Cabinet of Ministers, (form No 106-2/u)
COUNTERFOIL OF PHYSICIAN'S CERTIFICATE OF PERINATAL DEATH No.
(final, termporary, instead of No ]

1. Date ofissue - 1), CI0). COOICIC)
2. Stillbirth; died during the first wesk of life funderline)
3. Mother's family name,
4. Deceased child s family name, forename,

5. Child's persenal identity code o e ]
6. Date of birth OO OO Ol ]
7. Dade of death OO0 00O ]
8. Death: in the hospital, at home. in other place (undarline) 9. Physician
Clll i

10. Civil staternent registration department

10.1. Legal d le. ) 10.2. Date 00 Og ogog
Title of establist Code o o o [

Addition No 41 to the regulation No 265 04.04.2006 of Cabinet of Ministers, (form No 106-2/u)
PIYSICIAN'S CERTIFICATE OF PERINATAL DEATII No.

1. Certificate; 1 - final, 2 - termporary, i-insteadof No |
2. Newborn (tick) 1 - stillbirth: 2 - died during the first week of life O
3. mateofisue 0. OO0 OOOO

4. Family name, of d d

5. Personal identity code o000 - Oo0do

6. Sex (tick)  1-male 2—female 3 - indaterminate O
7. Date of birth, tima 00.040.0000

8. Date of death, time I o
9.1. Place of death (stillbirth) 000004d
9.2 State 9.3 Region, city or rural district

10. Death (stillbirth): itick) | —in the hospital 2 = at home 3 - in other place O

11. Mother s family name,

12, Mother's year of birth ooOa
13. Mother's place of residence:

13.1 State: 13.2. Region, city or rural district

13.381reet, 13.4. No of house 13.5No of app flat
13.6. Administrative region Code Oo0ooo
14, Number of childbirth oo
15, Gestation age (weeks) [m[m]
16, Delivery has beenattended by: 1- physician 2 —midwife 3 — doctor's assistant 4 — other person O
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Cause of perinatal death:
a)
b}
¢
d)
€}

Cut line

17. Child (foetus) born (tick):
1 - single delivery 2 -asfisst of twins 3 - as second of twins 4 - multiple delivery |

18. Child's (foetus) weight at birth (grams) (JOJOO 19. Child's (foetus) height (em) [J[J

20, Child (foetus) born (tick): 1 -mature 2 - premature 3 - post-term O
21, Child (foetus) born with (tick): 1 - maceration 2 - asphyxia O
22, Child (foetus) death occured (tick):

1 — during antenatal period 2 - during the delivery 3 - after labour  4-nodata O
23, Child (foetus) death due to (tick):

1-illness 2-accident 3 -homicide 4 - indeterminate cause of death O
24, Child's (Toetus) death cause predominant diagnosis or injury, should been shown only one):

I

25. Other child's (foetus) diseases or conditions Oooo

26. Mother's diseases or conditions (condition of placenta), related with child’s (foetus) detllt_h| cﬂnUﬁe

27. Other mother’s diseases or eonditions, related with child’s (foetus) death

O0ooOo

28, Other conditions, that could have to influence oooo
29. Death (stillbirth) cause has been established by (tick):

1 - physician, only fixed the death 2 - physician, attended childbirth

3 - physician treated the child 4 - patholegist 5 - ekspert of forensic medicine O
30. On the basis of by (tick):

1 - corpse examination 2 - records in medical documentation

3 - preliminary examination 4 - autopsy O

=

1. Physician
Signature and personal stamp

32, Stamp of institution

33 Remarks:
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Ministry of Health of Lithuania

Cffice name
MEDICAL DEATH CERTIFICATE
(final, provisional, insteadof _____ No____ ) Ferm No. 106/a
Certificate filled in year month day

1. Decedent's name, surname

onumper | | | [ ] [ [ ] L[] ]

Sex: male - 3, female - 4

Date of birth (year, month, day}

Date of death (year, month, day)

For infants aged from 7 till 28 days:

5.1. normal death - 1, premature birth - 2.

5.2 weight (gh

Place of residence:

6.1. address

6.2. urban —1, rural - 2,

Place of death:

7.1 hospital = 1, home - 2, other -3

7.2, address

Kind of death: disease — 1, accident - 2, suicide - 3, homicide - 4, unknown - 5
In case of accident, denote:

9.1. atwork — 1, out of work — 2, unknown - 3.

9.2. transport accident— 1, drowning — 2, burnt — 3, poisoning by alcohol - 4.

U A

o

~

o ®

10. Time of event, place and circumstances
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11. Causes of death:

a) immediate

b} intermediate

o) intermediat

d) underlying

12, Other significant
conditions cont-
ributing to death

13. Death certificate was issued: by a physician in charge who determined the death — 1, by other physician who
determined the death — 2, by a physician in charge using medical decumentation and conclusion of other
physician — 3, by forensic medical expert camied out autopsy — 4, by forensic medical expert extzrnal
examination - 5.

14. Mame, surname and position of physician, who examined the deceased

15, Name, surname, position and signature of physician, who issued a certificate

16. In the Civil Reg Office |
checked quality and completeness filling
in Medical death certificats

(date) (position) (signaturs) (name, surname)
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Ministry of Health of Lithuania

Cffice name
PERINATAL MEDICAL DEATH CERTIFICATE
(final, provisional,insteadof ____ No____ ) Form Mo. 106/2a
Certificate filled in year month day
Stillbirth - 1 Infant (first week) death — 2

2
3
4.

@ o

~

o=

9.

. Decedent's name, sumame

Sex: male - 3, female - 4

Date of birth: year month day hour

Place of birth: hospital — 1

home - 2, other = 3

Date of death (for infants): year manth day hour
Place of death: hespital - 1

home — 2, other—3

Mother's name, surname

7aonember [ [ [ [ [ T [ [ [ [ []

7.2. Marital status: married — 1, marriage isn't registered — 2. single - 3, divorced — 4, widowed - 5

7.3. Mother's level of education: primary - 1, basic - 2, secondary - 3, higher non university - 4, higher - §
Mother's place of residence;

8.1. urban =1, rural = 2
Number of delivery 10. Duration of pregnancy weeks

11. Infant (stillbirth) bom:

11.1. single birth — 1, first twin — 2, second twin — 3, other multiple birth - 4
11.2. weight ar 11.3 height cm
11.4. normal birth — 1, pr birth — 2, pe birth - 3
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12, Perinatal causes of death:

a) main disease or condition of infant

b) other diseases or conditions of infant

¢} main maternal disease or condition

d) other maternal diseases or condifions

) other conditions

13, Perinatal cause of death: disease - 1, accident — 2, homicide - 2, undetermined — 4
14, Perinatal death certificate filled in:
by physician, who was medical adviser of the diseased and determined case of death — 1,
by physician, who only determined the case of death - 2,
by physician, who was medical adviser of the diseased, refer to medical documentation — 3,
by patoclog-anatomist carned out autopsy — 4,
by forensic medical expert carried out autopsy - 5,
by forensic madical expert external examination - 6,
by other {(explain) - 7

15, Physician, who determined death

(positon) (name, surnaime) (signature)
16. Physician, who filled in perinatal death cerlificate

(position) (hame, surmame) (sigrature)
17. In the Civil Registration Office physician checked quality and compl filling in Peri | medical death
cerificate
(date) (position) (name, sumame) (signature)
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Appendix A

Legeerklzaring om dedsfall/melding om unaturlig dedsfall
i

Im'nmlw:ru’ 126 1980 5 40 0g 41,
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i .
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Alle nseikker ma bylles ul {Se nisdning pi baksiden |

1 Sykdom afler bistand som dimkte (uriddel:
barl) har for til doce

¥ umnn-uqun wom unlns.c.
bart tremkalie docen )
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tores st <

vorm anytates fuat an Saige aui

metom

ke
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kit assnaiomeni W o6y mmm A
esiANG sam har fremealt caoen
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|
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Rettledning for legen ved uifylling av meldingen

En dedsmeiding er et dokurment som har rettslig betyd-
mmmw;gumze:wnm:m
et o meldingen med tydelig skrif..
Jaemmﬂﬁ‘ﬂmg{m:
Avds mavn: Bdde slektsnavn. for- og meliomnavn skei-
ves helt uk. For bam som der far det har fitt navn., oppgis
Bosted: Her oppeis hvor den dide registrert bosatt,
: var
mmpoi‘ av utdanning eller arbeid midlertt-
s:uumll!:gmng.muym .-‘;‘.2
us,
mbmndndommnmbmah?n%::um
barn fsdt ph der
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deden inmurkdse | ‘annet Seed.

I fares andre
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Rettledning for legen ved melding om unaturlig dedsfall
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P e R E T
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anf til soknepresten (i
Shluriiom were & o Sartiiit
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E
il
'EEE
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i
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e
il
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Den alfenilige skal sende de

motar tralbyrd, postboks 8131 Dep
Oslo. Fra byense sendes den 1. | hvr mi-
ned, fra innen B dager etter
kvartalets utlep (fr. rundskriv fra Helsecirektaren),
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Var dodsbeviset utfardas (kink, matiagning etc. DODSBEVIS
samt adress, telefornr och ev. telefaxnr) @ Perscnuppgiter (efter- och fomemn, adress) 0@

Den avlidnes persormummen {12 siffror) 0
R o Lt 0 5t j= 1
Fior bam under 7 dygn anges lder Dadsdatum Dalun (& sifiar) &, man, dag  Klocksiag (| ex. 06:20)
—|me I_]lmamlm rlaqmnp.mamn Sakert l_lwu [ B I O O B B g
Typ av dodaplats @
Spukhus rlmmmwmrnm I_]mumm rlmnnu
Dadsort @ Bar den disde nigot implentat som kan explodera? @
Ja._ooh dol har aviagenals I:l.la.mnuntrunwwam I:lmj
Finns skl 15r polisanméian (ytire phverkan m.m 7 Har yitre undersékning glorts? datum (8 siffror) &r, man, dag
Ja, polisen skall genast kontaktas Dﬂeitaitm} Ja Dm.ummummamn Ll L Ld
UNDERSKRIFT AV UTFARDANDE LAKARE
on D (8 siffor) &, man, dag | Lakatens namnleckning
111111 1
Tjanstostallo Tokofonnr (inkd, rikine) Namnfartydigands Bofatining
Hur man fyller i blanketten
@ Fer Kinik- och personuppgitter ken tydliga aviryck med stémpel- S AL i) RO |- T s Ope O S
brickor godtas. ; F S .
@ For dodittt bam aller bam som avlidit inom 28 dygn efer fodseln ~ Prival bostac: ulesiuter sddant eget boende som ingdr | fére-
skall inte stimpelbricka anvindas. Ange kén och eventuelit namn. gdends kategon.
Ange ‘ namn och adress. & mmm déir dodsfallet intriffade eller om dodsplatsen dr
@ Den aviidnes parsornummer miste fyllas i, &ven for bam som av- den kommun dér den déda kroppen antriffades.
lidit inom 28 dygn efter fidsein. Ange tédalsedatum, om person- @ Foratt titata b ing kréiver | fi gelmdssigt att im-
nummer inte finns. plantat som ken explodera har aviagsnats. Exempel pa explosi
O Typavdodsplats wplantat & hj nsuin- och
= Sjukhus: sjukhus for somatisk eller psykistnsk korttidsvénd pumpar.
= Sjukhem eller sarskilt boends: innefattar dldrebostader och
i
£ Polismyndighetens TILLSTAND till gravséttning eller kremering
g Polismyrigheen | Wameleckring
g
“ | Datum e Namnifiony dgands
I I I I |
@ Polismyndigheten siinder diddsbeviset med tillstandet till det lokala skattekontoret
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Information

Ihaglavmgﬂagenﬂssodmﬁ begrevningsfirordningen (1980:1147)
och | Socialstyrelsens foreskrifter och alimdnna rad {SOSéS 1996:29)
\Jlm.‘ngmdnrlmmhabo h 5 wd dadsfall fi

ser om vilka dtgarder som Mvﬂmwddodsfal

Dodsbeviset skall utfardas av den lakare som har

Innen dddsbeviset utfardas. skall en lakare gdra en noggrann yttre un-
dersdkning av kroppen om det inte star klart &t rttsmedicinsk under-
sekning skall géras. Den yirs ingen far ocksa

en lakare har undersékt den dode sd kort tid fore dodafallat ot det fore-
ligger mulfoﬂmm underdag for att utesluta att det kan finnas skél foren

(15§ begmmngshmmngm} Den likare som utfardar dodsbeviset
farinte vara make, barn, foralder, syskon eller pa ndgot annal satt nér-
staende il den avidne (4 kap. 2 § begravningsiagen).

Dédsbeviset skall 1dmnas 8l det lokala skattekontoret senast farsta var-
dagen efter det att dodsfalet konstaterades (4 kap. 3 § begravringsla-
gen och 15 § bagravningsforordningen).

Folisanmdélan skall goras mmqllgtomiomlandanamdodsfalel

3 {15 § bagrawningsfrominingen).

Dren ytire undersckningen skall sdrskilt innkias pa fragan om det kan finnas
skl f6r polisarrmalan. Om detkan ske, skall kioppens lige mspeklens Vi
care skall hela hudytan, 6gonens bindehirnor, dren- och néseppningama
samt munhalan undersdkas. Vid undersélningen skall ocksa, om detta
inte &r ként fér lakaren, efterforskas om den avlidne bar négot explosivi
implartat (SOSFS 190629, avsnitt 8). Om implantatst inte & avidgsnat
vid §dpurkten for uttirdande av dodsbeviset, skall Kikaren undemitta

sa snart det har avia (SOSFS 1996:28, avsnitt 7).

ar sadana at det kan finnas skal fér en
Dédsbeviset skall da i stallst utan dréjsmél lamnas till pohsmyndywn
(4 kap. 4 § begravningslagen).

Folisanmalan skall goras:

1. Mér dodsfallet har eller ken ha orsakats av ytire paverkan (skada
eller torgifiring) och alitsd nte enbart av sjukdom, dvs. av nagen
annan person, dycksfall eller gévmend.
2. Nardet ar svart att avgora om didsfallet har orsakats av yitre pd-
v\enkan Detta galler
niéir ndgon antréiftas dod och fidigare sjukdomsbil inte kan fi-
kiara dadsfalt, dvs. vd helt ovantade dodsfal hos bede bam
—bla. vid plotslig spadbamsdad — och vuxna nar det finns an-
ledning til tvsksamhet om didsfallet har naterdiga orsaker,

= niir en missbivkare antrffas déd,

- vid framskriden fornutinelse.

3. Nér dodsfallet kan dnkas ha samt
melsas inam halse- och s;Lkuérﬂen

4, Narden diade inte har kunnat idertfieras,
(SOSFS 1906:20, avsnitt 5)

d med fel aller forsum-
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Den lakare som har utfardat dodsbewiset skall aven ansvara for an
dodsorsaksintyget utiardzs. Nar den lakare sem har utfardat dodsbe-
viset begar det ar den likare som har vardat den aviidne for den sjuk-
dom aller det tillstand som Ied:le il dédsfallet shyldig an utirda dodzor
(16 % g

Dien Ekare som har utiardst dodsbevisst skell behalla en tydigt lasbar
kopia av hendiingen. Kopian skall behandlas som en joumalhandiing
(SOEFS 1506 29 avanit 4.3, jimiérd med & § patienjoumallagen
(1985.562)).

Om en mnadlamk Lndomolmlng har gjoms mﬂr Rwsmodcnm]

verketfir att dod
fromdningen).




Hur man fyller i blanketten

Q@ Fér Kirik- och personuppgifter kan tydliga aviryck med stimpel-
brickor godias.

@ For dodien bam sller bam som avidit inom 23 dygn efter fodsein
skall inte stémpelbncka envandas. Ange kon och eventuellt namn.
Ange dessutom modems personnummer, namn och adress.

@ Do avidnes personnummer maste fiflas i, dven f5r bam som av-
Editinom 28 dyan ofter fadseln. Ange fedelsedatum, om person-
nummer inte finns.

(4] Typ av dodsplats
= Sukhus: sjukhus fér isk eller psykiatrisk kortidsvard
= Hukhem dler sirskit boende nnefattar aldrebostider och

sanvicehus med ulgarg 1ll vard- och omsorgspomon:l qrupp-

grupy
Privat bostad: utesluter sadart eget boendo som ngdr | fore-
gfende katsgor.

@ Uppgifter em onviinds huvudsakd i medicinsk forsk:

ning. Ange darftr diagnosen sa specifikt som moi-gt Uik farkort-
ringar. Skiiv inte kodnummer. Uppgifier om debut eller varaktighet

ar mycket visenthga for en kommskt g av do

Ange for

- “twmér malign, benign samt piménumérens lage,

=i dlm medlitus: l}'p och I(Drm:llkahor\al

- = wer (tex. by
svikt

Ange dat gjukdoms- aller skadeltropp som haft stérst betydaise far

dodstallet. Skiiv en diagnos per rad cch ange debut eller varaktg-

het.

Om faroppat kan beskrivas med en enda diagnos anges denna
pd rad A. Rad B-D limnas da tomma. Krivs flera ciagnoser fér
aft beskiiva foroppst shrivs den terminala dédsorsaken pd rad A
Dt eller de tllstand som ledde fram till den teminala dodsorsa-
ken skrivs pa radema nedanfor. Det tllstand som inledde frop-
pet skivs nederst. s& aft det bildas en kedja av orsaker och
komplkationer fran det inledande tllstindet pd den nedersta ra-
den #l den terminala dodsorsaken pa rad A, Akuta patologis-
kaﬁ;xg:pkmhgﬁimaédmkadjarﬁnmmanﬁdigum
till sténd berett vagen for ett senare, tex. genom vavnadsskador
eller funktionsnedsétning.

i), sticlogi il rjur-

Information

| begravningstagen (1930:1144), begravningsfrordningen (1980:1147)
och 1 Socalstyrelsens foreckntter och alimdmna rada}sosr—e. 1996:20)
Wissa dtgarderir

ser om vilka garder som skall vidtas vid dodsfal

Dien lakare som har utiiindat dodsbowviset skall dven ansvara for att dods-
orsaksintyget utfirdas. Nér den lékare som har utfardat dédsbeviset be-
gﬂr det, dr ¢ den Iakan? scm harvdrdm den aulidnefcrden sjudom eller

utfarca d il

Fior hig och lungir ion anges igg:
ande tillsténd, tex.

rad A: hjartsvikt rad B: ldrbensbrott,
- radA: i on; red B infl

Sodalstyrelsen begér ofta komplettering =v didsorsaksintyg som
verkar ofullstindigt fyllida. Ange darfar tydiigt om nagen ll)p?ﬁ
inte kan lémnas, Lex.
— rad A hiasukt rad B ckant | avbiide utredning

@"“" anges i rdning efter den betydelse de haft fér
dudsldleﬂ med den alvadigaste sjukdomen [ Ange Wstdn-
dans debut eller varakiighet inom parentes efter varje diagnos.

@ Cm obduktion gérs, fylls inte uppgiftema om dédscrsaken i fémin
chduktionsresultatet fGrafigger.

@ som operation raknas dtgarder enligt Socielstyrelsens "Kassifika-

fion av kirurgiska dtgarder 1997

@ Ent disdsfal anses vara missbruksrel sssbruk uppen-
bavigen framkalat eler bidrgt tll dbdsfalm tex genom akif fér-
gitning, | gar eller
Wid missbruk av narkotiska kemedel upptagna | FASS valjs al-
tamuat 1§kem6dal Vid missbruk av preparat scm nomalt inte

“ner-

har RY-3 . viEljs
kotika”. Flera ru1orkanl;dlaﬁ| tex, vid blandmissbr,
® Vel det sltemativ som ar mest likt siven om
na it dr kladagda. Allemativet "Oldart om avsikt férelogat” vals
endast om man inte kan avgdra om olydesfall eller avsidigt il
fogad skada ar dat mest sannollka uppkomstetitet.
@ Ange for
— trafikelycka: om den dSde var tex fSrare, passagerare eller
fotgangare och vilka typer av fordon som ver nblandade (per-
sorbil. lastbd, moteroykel etc.),
= fangiftring: vilen elervilkea substanssr,
= fall: tex i trappa, frdn stege, halkat pa mattant.
= drunkning: natudig eler konsigord \mﬂulaarllng (Lex. vat-
tendrag, o, brunn, fall ned i vatten (tex. cenom
lbrunnslock) eller pa ennat séitt (fétt kramp under simtur).

(@ Fer defintion av plats cch akivitet vid skadesifdlet harvisas il av-
anitten om plats- och aktivitstshoder | “Kapitel X(' | Socialatyretzens
"Klassifkationer av spkdomar och hélsoproblem 1997,

1
Ekare som har utfrdat dédsorsaksintyget skal behala en tydigt |asbar
kepin ov hendlingen. Kopian skall behondlas som en joumalhancling
{SOSFS 109829 avsnit 4.3, jimidrd med 5 § patienjoumallagen
{1985:562))

Om en rﬂiemedlanslt mdaﬁéﬂnlng har g|orlz svarar Riittsmnadidinal-

flﬁ§beglemng$foron:|rm Denlul‘a-e som utfardar
Lyget Fr inte vara make, bam, kJrZidEr syskon eller pd ndgot annal sttt
riérstaende till den aulidne (4 kap. 2 § begrawningslagen).
Diédsorsaksintyget skall séndas in tll D&dsorsaksstatistiken, Social-
styrelsen, 106 30 Stockholm, inom tre veckor fran det ant dodsbeviset
utiardades, Um n:bgra-nsan tre veckor mﬂemsgsws behiver éwarskn-
das, shall 5 lsen skriffigen

len for denna (16 §beglamngsfomld1ngenj

verket fér att déd: PRLET:
farordningen).

ks Om poli digheten beslutar att négon léﬂamednunsk undersokning
inte skall gias, skall B hﬁrlﬁmmt
dédsbeviset om dettz (4 kap. 45 jen). Den lak

|lamnat dédsbeviset ansvarar da for att dodsomkslmvget utfdrdas cch
kan fran polisen fé sadana uppgifter som behdvs for ntygst, tex. upp-
gifter om omstindighetema vid dodsfallet (SCSFS 1906:29, avenin 8.3).
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Appendix 3

Quality Reports from

1) Finland
2) Latvia
3) Sweden
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Finland:

Quality description of
cause of death statistics

1. Relevance of cause of death
statistics

In the cause of death statistics statistical information is produced annually on
the causes of death of persons permanently resident in Finland. The sta-
tistics are compiled on the basis of death certificates on deaths, and the data
are supplemented with and verified against data from the Population Infor-
mation System of the Population Register Centre. Death certificates are ar-
chived at Statistics Finland. The cause of death statistics and the archive of
death certificates have been operating since 1936.

Cause of death data are used i.a. in health surveys, in allocating health
promotion measures and monitoring health as well as in various medical
examinations. By combining the data with other data files it is possible to
study, for instance, differences in mortality between different population
groups.

Establishing the cause of death and the related procedures are based on
the Act (459/1973) and Decree (948/1973) on the Inquest into the Cause of
Death.

2. Methodological description of
survey

The cause of death statistics data are total data including all deaths in Fin-
land or abroad of persons permanently resident in Finland at the time of
their death.
Death certificates are issued by physicians. If determining the cause of
death requires an autopsy, the death certificate is issued by a forensic patho-
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logist after the information acquired from the autopsy is complete. The phy-
sician issuing the death certificate delivers the certificate to the Provincial
State Office of the province where the deceased was a resident. Provincial
State Offices send the death certificates onwards to Statistics Finland. At
Statistics Finland the death certificate data are compared with data on the
deceased obtained from the Population Information System and lists of mis-
sing death certificates are sent to Provincial State Offices for monitoring
purposes. The data files on causes of death are supplemented with also other
demographic data from the Population Information System.

Statistics on stillbirths are made separately; cases of stillbirths are not
included in deaths during the year. The coverage of statistics on stillbirths is
supplemented with data from the birth register of the National Research and
Development Centre for Welfare and Health (STAKES).

3. Correctness and accuracy of
data

The data of the cause of death statistics comprise information on causes of
death and other background information on the deceased and on the mother
of those dead at the age of under 28 days. The information is given on the
homepage of the cause of death statistics under Tietoluettelot (In Finnish
only).

The physician records the cause of death on the death certificate as a co-
de and as text specifying the diagnosis. At Statistics Finland the causes of
death are coded on the basis of the diagnosis text. In case the information in
the death certificate is deficient, inconsistent or difficult to classify, the in-
formation about the event recorded on the death certificate or a medical ex-
pert will be consulted or more information is requested from the issuer of
the death certificate. In cases of alcohol and medicinal poisonings, the addi-
tional information used consists of the research results from the register of
forensic chemistry.

The table below describes the number of death certificates requiring spe-
cial handling by type in 2006.
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Number of specially handled death certificates by type in 2006

Special handling Total Percentage of deceased
Basic cause of death deduced 1263 2.6
from event information
Additional information re- 281 0.6
quested from the issuer without
expert handling
- of which requested, but not 34
obtained
Handled by a medical expert 1555 3.2
Additional information obtained 294 0.6

for multiple substance poison-

ings from register of forensic

chemistry

Special handling, total 3 393 7.1

In practice, the coverage of the cause of death statistics is around 100 per
cent, because the data on death are verified from the Population Information
System as well.

The number of deaths on which no information on the cause of death is
obtained is a good 100 per year. Some of them are deaths abroad, on which
only a notification on death is obtained, and some are deaths in Finland, on
which a death certificate was not acquired by the compilation time of the
statistics.

Causes of death are currently coded according to the ICD10 classification
(International Statistical Classification of Diseases and Related Health Pro-
blems, Volume 1-3, WHO Geneva 1992, new edition 2004). In some excep-
tional cases domestic specifications are used and in some cases the most ac-
curate classification level cannot be attained in a reliable way. The statistics
are compiled according to the rules of the classification in question and the
relevant EU recommendations. The death certificate form is confirmed by
the Ministry of Social Affairs and Health.

The classification of causes of death has changed several times; the classi-
fications used in different years and the available comparable shortened cau-
se of death classifications are described on the homepage of the cause of
death statistics under Classifications.
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4. Timeliness and promptness of
published data

Cause of death data are produced annually and they are completed in No-
vember of the following year. The data are final and describe the deaths du-
ring the previous calendar of persons permanently resident in Finland.

5. Accessibility and
transparency/clarity of data

A publication is produced yearly on the cause of death statistics and data are
released on Statistics Finland’s StatFin database under the topic Health. Da-
ta are provided on the whole country, by region and by hospital district. The
cause of death statistics are produced according to the basic cause of death.

Cause of death data are available since 1969 as time series in the data-
base. The variables in the time series file are described on the homepages of
the cause of death statistics under Tietoluettelot (In Finnish only). Tailored
statistics and research data can be made from the file for customer needs. A
licence to use Statistics Finland’s data files is required for research data and
statistics produced by municipality. An application for a licence to use the
data can be found on Statistics Finland’s homepage. The cause of death data
can also be combined with other data files, such as longitudinal data of po-
pulation censuses and employment statistics.

Statistics Finland maintains the Finnish Archive of death certificates. The
archive contains the death certificates of Finnish residents since 1936. Co-
pies of death certificates and unit level data on causes of death are released
from the archives for the purposes specified in the Act on the Inquest into
the Cause of Death (459/1973). These purposes cover the releasing of data

to the deceased person's next of kin, a pension institution or to the autho-
rities

for scientific research or statistical surveys.

Instructions for requesting death certificates and on the procedures of re-
questing a license to use statistical data are available on the homepage of
Statistics Finland’s Archive of death certificates.
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6. Comparability of statistics

Statistics on cause of death have been compiled since 1936; the years 1936
to 1968 exist only as copies of printed publications. The classification of
causes of death has changed several times. The classifications of causes of
death used in the classification of the basic data and the existing comparable
shortened classifications are described on the homepage of the cause of
death statistics under Classifications.

The longest comparable time series classification (54 categories) is from
1969 onwards. Statistics following this classification are available in Statistics
Finland's StatFin database under the topic Health.

Other Statistics Finland’s statistics describing the mortality rate and cau-
ses of death are vital statistics, statistics on road traffic accidents and oc-
cupational accident statistics.

In vital statistics the numbers of deaths are presented by i.a. gender, age
and area. The number of deaths differs by some ten cases yearly from their
number in the cause of death statistics. The difference is due i.a. to the fact
that the vital statistics data do not include deaths registered after the compi-
lation time of the statistics concerned (after January of the following year).
On the other hand, the vital statistics can also contain deaths from the five
previous years on which information about the death is obtained during the
compilation time of the vital statistics (in January of the following year).

Statistics on road traffic accidents concern the number of deaths in
road traffic. The data are obtained from the information system of the poli-
ce. The coverage of these statistics is checked against the data of the cause of
death statistics. The numbers of the statistics on road traffic accidents devia-
te from those in the cause of death statistics by some tens of cases each year.
The deviation is caused by the following differences in statistical criteria:

The statistics on road traffic accidents contain all deaths in traffic in the
area of Finland, whereas the cause of death statistics include all deaths of the
permanent population of Finland occurring either in Finland or abroad.

The cause of death statistics are compiled on the basis of the day of the
death, but the time period of the statistics on road traffic accidents is the day
of the accident and at most the 30 following days.

In the cause of death statistics suicides committed in traffic are included
in suicides, in the statistics on road traffic accidents they are regarded as
road traffic accidents.

Occupational accident statistics are compiled on the basis of informati-
on on insurance activities and the statistics include all those accidents at
work on which insurance institution have paid compensation. By contrast, in
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the cause of death statistics the information on occupational accidents is de-
rived from death certificates as defined by the physician. The number of
deaths from occupational accidents differs very little from the figures in the
cause of death statistics.

7. Coherence and
consistency/uniformity

The cause of death statistics are the only comprehensive statistics on causes
of death in Finland. Statistics Finland’s vital statistics are exhaustive statistics
on the numbers of deaths.

When using the cause of death statistics it should be noted that mortality
and the frequency of causes of death are strongly dependent on age. For that
reason age standardisation is used in the statistics when comparing mortality
differences between different time periods and areas. In the cause of death
statistics the age standardised mortality figure is calculated most often per
100,000 persons. Age standardisation is described in more detail in Statistics
Finland’s eCourse in Statistics in the course Demography and population
statistics.

8. Documentation

Information on the latest cause of death statistics, the concepts used, defini-
tions and classifications can be found on the homepage of the statistics on
causes of death as well as from the annual Causes of Death publication.
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DATU TICAMIBAS PROBLEMAS
DATA VALIDITY PROBLEMS
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Mirstibas dali i vissvarigakais raditjs (indikators), ko
lieto, |ai viet8a, valsts un starptautiskaja [Tmenl izmértu un
selidzingty veselibas stavekli, B Emainas laika gaita - jo
Sos datus reguldn un pladi vac visds atffsiMajgs un arf
atfistibas valsfis.

MNaves céloni ir svarigakais  stafistskais  pefjumu
priekémets, isglistams no ndves cBona apliechas Tie
nodrodina cilvéka wveselibas tendenfu un mirstibas
raksturojuma pamatu, dodot iesp&ju analizél stavokjus, kuri
noved pie naves iestasangs.

Mirsiibas stalisiiku izmanto:

o K& pamatu epidemiclogiskizm  patjumiem  naves
gal i [noteicodajiem)  céloni pEc  vecuma,
dzimuma, regicndam atkirbam, citiem demografiskajiem
mainigajiem lilumiem (zidaigu, mates mirstibai, infekcijas
dimibam, gadumizm, padndvibam);

« slimibu eliologijas pélniecibai, proflakses programmam,

« diagnostixas metodu novertéjumam, kam, savukart, javed
pie pacientu apripes uzlabodanas.

« slatistkas dalism- darbibas planu un merku notelkSanal
lito ragiondlas padvaldibas un valstu valdibas, zinatnes
darbinieki un Kinicisli, zgitibas iestades (uc. leslades
citiem nollkiem) — veseibas apripes priontasu noteiksanai
un resursu sadalsl,

e Lai aprékindtu paredzamo miza dgumu, potencidi
zaudélos gadus.

Datu kvalitites raditaji:
Eurostat Maves célonu Tehniskds grupas darba
Luksemburga izstradat mirslibas datu kvalitates radngji:
« NC apliecibas er azpiditu fka 1linju, {%);
« NC apliecibas ar nepareizu secibu, (%)
» Citur nexlasificéfl simptomi, Hiniska afrace(R00-R99),
(%);
« Nave vecuma g (R54), (%)
» Mave nepreciztu faktoru odl (X59), (%),
« Autopsiju (%)s ar piesjamu informaciju kodésanai;
« Nedabiska néve no nezinamea ar&a célona (v34)
(pirms un péc picprasijuma veiksanas - papildinformacijas
iegliSanas), (%);
« Naves cdone apiecitu % kem javeic pieprasiums
papilcinformécijai (teefoniski, visties);
« Sanemto atbi?u % uz Siem pieprasijumism;
» Mives cBloga agliecbu % kam so atbliu rezutata
mainijies néves pamalcéonis;
« Stacionara mirusu personu %
= Naves celoga apliecTou % ko aizpidijis:
- rsts, kuré tkai konstat&a navi;
- gimenes arsts;
- nodalas arsts;
- paloiogs,
- Tiesu medicTnes eksperls,
- defirarsls,
« Arstu (%), kas apmacli NMaves cBopa apliecibu
izrakstiéana;
= Naves célopa aplieciou % ko aizpi dijus apmacib arst;

Mortality datais the most impartant incicator which is used
to measure and compare the state of health at national and
international level. That is because al developed and
developing counfries colect mortality cata regulary and
wddy.

Da{rh caurses is the main cbject for statistical sludies. The
data source is Medical Death Certificate. Informalion from
{he Medical Death Cerificates ensure the basic description
of human's heelth tendencies and mortality, and gve
possiblity fo anelyze the condtions that led up to death

Death sialistics is used

» as basis for epidemiclogical studes: main causes of
dealh by age, sex regional differences and other
demographical vanables (infant morality, matemnal
mortality, infectious dseases, accidents, suicides)

* in disease eliology studies and prevention programs

« [0 esimate the diagnostics methods, which shoud
lead to improvement of patients’ hedth care

» as slalisical data: for geter of action plans
and [argets, which is used by regional self-governments
and stale government, researchers, dinicians, education
instituions, and other institutions; to define the prioriies of
heath care and for distribution of resources

« Io calcuate Ihe life expactancy, polentially lost years

Data Quality Indicators:

Death Causes’ Technical Group of EUROSTAT in
Lixembourg worked out the quality indicators for mortality
data:

« Medca Death Certificates wath only the first line
completed, in %;
« Medcal Death CerBficates with wrong sequence of
ciszases, in %;
« Sympioms not elsewhere dassified, ICD-10 codes: RO0-
R99, in %;
= Deaths caused by dd age, ICC-10 code: R54, in %
= Deaths cavsed by unspecified factors, ICD-10 code:
X59,in %,
= Autopsies (in %) with avalable information for coding;
« Unnalural deaths caused by unknown cause (/CD-10
code: Y34), in %;
* Medca Death Certificales, in %, that information must
be additiondly specified (by phone or by pest);
= Number of received answers on those requests, in %;
« Medical Death Certificates where is changed the direct
cause of death on the basis of those answers, in 9%
« Number of patients thal died in hospital, in %;
= Medica Dealh Cerlificates (%) completed by:

o physician, who just attests the death;

o famiy doctor,

o physician of the ward;

o pathologist;

o forensic medical expert;

o doctor on duty.
= Physicians in %, that are trained to complete the Medica



 Arslu skaits, kas apmacTh autopsiju veik3ana (%).
Visprecizakais veids, k& noteikl naves c&lon, ir autopsijas.

Ir divi autopsiju veidi:

okfiniskds, kes tek veklas péc arsta ierosmes un
iniciativas,

elies autopsijas, kuras wveic  alilstodi  attiecigal
likumdosana.

Izdarito autopsiju skaita samazindSanas var novest pie
K Ockainas, neprecizas statistikas.

Autopsiju skaita samazind$anos veicing noteikumi, kas
piederTgajiem dod tissTbas tas neatiaut $o situzeiju veicina
erf izmainas Kinisko autopsiju apmeksa.

Autopsiju  skaits 2007, gada (1034p)  tupindjs
samazinaties, aplverct tikai 20,1% miruSe (2006 gada vel
22,9%; 2005.gada - 23,4%; 2004.gada- 23,8%; 2003.gada
- 242%). Gavenckart lo rodrodina Tiesu medicTnas
eksper, Iidz ar to wveicinot precizaku ndves cé&ona
noteikianu. Tas ir dagnestikas kvalitites radidjs (nevmaz
nerunajol par kfinisko un  palanatomisko  disgnoiu
sakrisang). Ta ka aulopsijas lisk veikias galvenokart citds
vietds mirusiem (Tlesu medicinas eksperfizes kompelence)
un igverojami retdk staciondrd mirusiem, majds mirusi

Death Cerfificates;

« Medcd Death Cerlificales, in %, compleled by trained

physicians,

= Number of physicians, that are trained to cary out the

autopsy, in %:

Autopsy is the most exact way to determine the cause of
death. 2 types of autopsies exist
» clinical amlopsios - performed upon Ihe doclor's request;

o forensic autopsies - perfermed according to the nalional
legislation.

The decrease of number of autopsies can lead to incorect
and inexact statistics.

According to the national legislation, the relatives have
nghts to forbid to camy out the autopsy. This is one of the
reasons why the number of autopsies is decreasing. This
situation is stimulated unfavoradly by the changes in funding
system, too.

The number of autepsies in 2007 continug decreasing
{page 103). Justin 20.1% of dl ceaths the autopsies were
camied out (22.9% in 2006; 23.4% In 2005; 23.8% in 2004;
24.2% in 2003). For the most part the autopsies are camied
out by forensic medical experts. In such way they faclitate
more precise death cause's delerminaion. This is quality
indicator of diagnosis feven not Lalking abowt matching of
cliical and pathologic diagnosis). As the autopsiss are
carried cut for deceased that died in circumstances thal is

vél daudz retak (7 gadfumos), ki ari pansionatd

area of pel of forensic medical experts and

(25 gadijumos) lad kopuma vasli aulepsiju skaila krilums
turpinds.

Maas miuso skaitam (26, 27abuls) it lendence
semézindlies no gada gada. 2007.gada - 42,4%; 2006 gada
- 447% 2005gada - 459%; 2004.gadd - 472%;
2003 gads - 47.8%, Iidz ar lo pieaugot stacionra miruso
ipatsvaram (47,9%). Jadomd, ka tas nodrodina ar
precizika ndves pamaicBlona notelkSanu.  Staciondrd
mirugiem veklo autopsiju ipatsvars saméra zems - 15,3%
(2006.gada - 14.7% 2005gads - 16.2% 2004gada -
16.7%) visu stacionara mirufo tiek secef.

Kopuma medicinisko apliecibu par naves c8ori aizpildes
kvalitite uzlabojas. Tur ir nozime gan sagatavotajam
instrukcijam, gan lekcijam, gan individualam konsultacijam

Naves cBopa apliecbds ne vienmér fisk uzradita
informécija par alkohola un narkotiku lietosanu anamnézé
un ndves bridi, dism#& pat 8rstniectbas persondm obligata
Iika apskate méajas miruSajiem ne vienmér fiek zdarita, tad
precizitati, ticamiou (verifikdciu) var apSaublt

[ ly rare for « that have died at home (7
cases), in the hespital or in the old pecple’s home (25
cases), then in total the decrease of number of autopsiss in
the country confinue to decrease.

The number of deaths registerad at home (lable 2.6 and
2.7)is decreasing (42.4% in 2007; 44.7% in 2006; 45.9% in
2005; 47.2% in 2004; 47.8% in 2003). Due to this the
proportion of deaths registered in the hospital (41.9%) is
increasing.  Presumably this enswes moe  precise
determination of the direct cause of dealh too. Proportion of
aulopsies camied oul for deceased in Ihe hospild is
relatvely low — 15.3% (14.7% i 2006 16.2% in 2005
16.7% it 2004).

In general the quality of medical dealh cerlificale’s flling in
is improving. This is a result of prepared manudls, lectures
and individual consultations.

Mot in all cases the Medical Death Certificales contain
information about alcohol and drug usage. Unfortunalely,
even compulsory examination of the dead body of individual
thal died at home is not being performed in some cases. In
such cases the accuracy and validity of data is doubtiu.
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5.1 altéls AUTOPSIJU SKAITS (%) NO KOPEJA MIRUSO SKAITA chart 5.1

Proportion of aulopsies (%) from the total number of deaths

procentipesals
BoE

1998 1999 2000 2001 002 2003 2004 20085 2006 2007
gadioars
DATU TICAMIBAS PROBLEMAS DATAVALIDITY PROBLEMS

Daucz piu naves célonu datubdzes veidcsana prasa Acquisition of eventually more exact information takes
iespaami precizakas informacijas iegls many efforts during database formation.

Datu kvalitati istekmé Dalz quaity is infuenced by:
« primara medicinas dokumenta saturs; »  the content of pimary mecica document;
» datu apsirades metode, » tha method of data processing,
«  dalorprogrammas, »  softwars;
»  specidisiu kvalifikacija. « gualification of specialists.
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Lai ieglitu starplautiski sallidzindmus datus, PVO un
EUROSTAT sagatavoja rekomendacijas vienotai Maves
c&ona apiecibas veidapai un arf vadnijas tas aizpide.

Eiropas Savienlbas no ndves cBloga apliechas
ieglistamas informacijas un mirstbas datu kvalittes
\pareizas, defafizétas secibas), uzlabosanai paredzétas
EUROSTAT pasiftas un ISTAT (Kafjas Naciondlaj
Statisthas insfititz) pakstes veidd redizétds kopigas
standarta apmacibas nodrodindsanas rekomendacijas.

Tas varés iegiit Interneta (web based Iraining ool for
death certification put¥icly available on-ine through circa
e ication & Infe i Resource  Cenlre
Adminisiraton)), registrgjofies, kad bis nokartots licences
jautdjums ES [imenl kd af VSMTVA méajasapd
(wew ysmiva gov |v), pagaidm tkai anglu valoda, ka
inleraktivs macibu |Tdzeklis.

Saja paketé istipst:

2 lapas - instrukcijas (visparéfiem un &rjiem naves
célopiem), kuras paredzélas ikdienas lielosanal katram
arstam (paraugi turéanai uz galda) [quick relerencel-
(sarta, pariocTta Ad fomata lapa) ; plasaka instruksija -
pa slimibu grupdm un slimbém (gan uz papira, gan
eleklroniska) pareizal ndves cEona  apliecihas
medciniskas deas aizpddisanai - kada informacia tisk
pieprasita katrd SS5K10 nedal@ un par katru slimibu
[computer assisted coursel- brosira- Vadinjas NC
adiecibes azpddizanal, elektronisks macibu [Tdzeklis
naves celona apliecinasanal, Li, pareizai diagnoiu
noformédanal [sertifikacia). Sis materids vE  nav
sagatavots latviski. Tas sastay no 4 macibu stundam (75
— 40 i), Kuras ir teoretiska dafa ~visparéja informécia,
prakliski  skaidrgjumi  naves célopa  apliecibas
aizpidisanai, ar pareizi aizpilcitu apliecibu pieménem, un
prakses dafa, kas ietver testus (mutfiplas izvéies afbikies)
un  vingrinajumus  {pigman case  history), kuwros
jAaizpilda naves célona aplieciba, kur biliska nozime ir
autora mediciniskal pleredzel:

Apméacibas materiali paredzati visam personam, kam ir
(bds) aflauts izsniegt NC apliecibas, ti, medicinas
studantiem, medicinas méaclhu iestdzu pasniedz&jiem
(profesorierm|, Qimenes, VispArgjas prakses arsfem,
stacionaru  arstiem,  specidlistiem  (paiologiem,
loksikologiam), ciiem profesiondiem - lai slalistikas
ndlkiem uzabotu sertifikacjas kvalitati un, soli pa sclim
gjol, snisgty péc iespias sikakas dstdas kooBSanai,
datu apsiradei un publiceéanal.

No Maves célona apliscibas iegUtas informacijas (par
naves célogiem - multiniem un pamatcélopiern) apsiradei
starplautiski tiek izmantola automalizdla kodedanas
programma ACME, kas sastav no 4 apaksprogrammam —
secigam darbibam,

&7 staplauliski lieljama prog lira izstracata
ASV Meciondaja vesdibas slalisikas cenlrd un fiek
acepléla lielofana daudeds pasaules vdslis, alliecigi
pleskiret savu nosaukumu.

To get internationally comparable data, WHO and
EUROSTAT prepared the recommendations for unified
form of Medcal Death Certificate and guideines about
how to complele this form.

To improve the quality of information got from Medcal
Death Certificates and mortality data within Eurapean
Union, the standard training program is avalzble. ltalian
Nafiond Institute of Statistcs (ISTAT) according to
EUROSTAT order worked out the package of this training

m

The web based training tool for dzath certification wil be
publicly avalable ondine through CIRCA (Communication
and Information Resource Centre Administrator). To get
this training tool (afier the question on ficence will be
sofived at FU level) it will be necessary to register. The
training tod will be avalabe on Health Statistics and
Meded Techndogies Stale Agency's home page too
(e vsmiva gov|v). It wil be avalable only in English

yet.

The training package contains:

Two instructions (quick references) — one for general
causes of death, the other for externd causes of death.
These instructions ere meant for every physician and for
every day use. Broader instruction (paper and
electronic version) — the boolet contains guicelines on
how to complele the Medical Death Certificate. It contains
computer assisted course too. The main issues are — how
to complete nght the Medical Death Certificate, what is
the requested information, what must be wrtten down
about each disease. Electronic training tool on how to
attest the cause of death. That is - how to design the
dagnose nighl. It is four lessons long and contains
theoretical and pracical pert. The theoretical par
contains generd information, explanations and examples
with comecly completed Certificates. The practical part
contains lests and gxercises To complete the Medical
Death Certificates, whie performing the tests or
exerases, the previous medcal experience is important.

The training materizls are planned for alf persons who
have {or will have) rights to issue the Medcal Death
Certificate — medical students, teaching staff of medcal
schods, family doctors, general practiionars, physicians
at hospitals, physidians — specialists, olhor profassionals,
The meain idea is to improve the quality of information that
is written down into the Medical Death Certificate and to
aive as much as possible detail informalion for coding,
data processing and for publication.

Software for data automated coding "ACME", which
contains four subprograms, is used in many countries for
dala (got from Medical Dealh Certificale) processing,

National Cenler of Heallh Stalistics (USA] worked oul
this softweare for international usage. The adaptation of
this software is ongoing in many counlries. Every country
gives fo the ACME a different name. Stll every year the
ACME's software is being updated.
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Joproj@m, kafre gadu, ACME ftiek uzlabota, tEpal, ka
fisk papldinata ar Starplauliskd slatisliska slimibu un
veselbas problému Wasifikacjia SSK - 100 Eiropas
Savienibas vsltis  pakdpeniski  sakla  ieviest
starplautiskdm  vajadzbam  izveidota  automahizéta
kocEsanas programma IRIS

Automalizétds  kod3Sanas  sistémas  ievieSanai
sagalavotie upskales maleridli medciniskds naves
cBopa apliechas aizpldianal, izveicotd dekironiskd
vardnica ahiego dalu isvadi un to apskad. Tatad Naves
cBopa apliecihas maina ir saisfita ar visparéju pareju uz
automatizéto NC apliecibu kodgSanu, kuru jau lieto
lie!dkaja dela Eiropas valstu

Sis presivas uzstaditas stafistiskai integraciai, lai
varBtu nodrcéindt  staplauliski salidzindmus statisikas
datus, jo visas veselibas apripes novértgjums balstas uz
fal@lajiem rezu/tatiem, un tap&c ir svarigs process, kura
rezultats ir kvalitativas naves apliecibas izsnisgiana.

Katru gadu noliek EUROSTAT Tehniskds Grupas
sandksmes kada Eiropas valst, kur (pieredzes apmainas
cgd) tek apspriestas daba grupas (feam Force)
izstradatas un redizélas daibvalsiu Istermina, MdEa un
lgtermina _akfivitites (Foad  Map)  kvalitites un
kontroles uzlabosanai.

It is the same like the International Stabistical
(lassification of Diseases and Related Health Problems,
ICD-10 is being updated Automated coding softwere
“IRIS® that was worked out for international necessilies
hes been staried to intraduce in the EL counines
gradually.

Both the visud aids for medical death cerfificate’s
comgleting and eectronic dctionary prepared for
automated coding system's introduction faclitates the
data enfry and its processing. Necessity to change the
forms of Medicd Death Cerificale was causad by
transition o automated coding of Medical Death
Certificates, which is already ongoing in the most part of
European states.

These changes are necessary for fo  ensure
inlemationally comparable data As the eslimafion of
heath care is mosly based on mortality data, it is
important fo improve quality of information that confain
Medca Death Cerfificates.

Meelings of EUROSTAT's Technical Group take place
in any of European counfries every year. During the
meetings the Task Force dscuss sbout short term,
middlie term and forg term aclivities o improve the dala
quality and control.
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NAVES CELONI APLIECI!NIOéIE MEDICINAS UN UZSKAITES DOKUMENTI,
TO AIZPILDISANAS UN IZSNIEGSANAS KARTIBA

MEDICAL AND REGISTRATION DOCUMENTS
FOR CONFIRMATION THE CAUSE OF DEATH
FILL-INAND ISSUE
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Naves cdlopa (NC) apliecibas  aizpildisanas
visparéjas rekomendacijas:

Par apliecibas izrakstisanu atbildigas ir drstiecibas
personas - dazddu speciditdsu Ars, Arsta paligi
({feldserd, Tiesu medicinas ckspert.

Calu kvalitétes nolika So personu  identfikaciu
nodrodina pilns vards, dzives vietas adrese, telefons,
jo, ja vejadziga papidinformacija vai NC apliecibas
nomaina,  konfidencialitates  interesés  svarigi
pieprasijumu nosafit Tstajam &rstam uz redlo adresi,

Véams aizpidit drukatiem burtiem; [var felor
Zimogu (spiedogy), bt ne melnu tnfl, 13l ongingla
izsiégtu viltojumu kopéjof,, jaleraksta (gimenes arsta,
staciongm, institiita) medciniskds prakses
redistricljas Nr. {4+5 Zmju kody - prieképuss,
kreisaja  augémafd). pilnu  apliecibas izraksfitija
virdu (ofr2 pusé, apakia labaja mal), telefonu
(velama arl adress), zZimogu.

Drukits vai skaidri salasims, lisliem (drukatiom)
burtiem jaraksta pilns mirusd virds un uzvirds,
personas kods, dzimums, dzimsanas datums,
naves iestaSands laiks (paredzéfsfd viefd), diives
vielas adrese (rdzinieklem ari pifsélas rajons -
piiekipilséls), ndves iestadands vietas adrese... .

Lidzu nelietot medicinisku terminu safsindjumus,
jo daZadi civeki lo var interpretet atskirigi.

Parekstam  jabdt crigindlam  vai  elekironiski

General recommendations on how to complete
the Medical Death Certificate:

The medical persons in charge for Medical Death
Certificate’s issue are physicians of  different
specaliies, doctor's assistants and forensic medicel
experts.

On purpose for better data quality, the identification cf
Ihose medical persons is ensured by their ful name,
address, phone number. It is because, if additionsl
information about the death case wil be necessary,
very important is to make a request to the right doctor,
lo ensure the personal dala confidentiality.

The information shoud be written in by block letters.
The stamp may be used too. To eiminate a
falsification's possibity by copying, do not use black
ink. Registration code of heath care institution, full
name of medical person who issued the Certificate,
phong number (address is welcome tod) must be
written in.

In block letters or clearly readable must be written
in full name and sumame of deceased, personal
code, sex, date of birth, date of death, place of
residence (for inhabitants of Riga - the suburb too),
atldress of the place where the individual died.

Flezse do not use the abbreviations of the
medical terms. Different peoge can inferpret them in
different ways.

The signature must be orginal or electronically
confirmed.
Information  about the deceased persons

apshprinatam.

|Informéaciu par minugas personas identifivacias Nr
(kodu), pasreizéio darbu, izgitiby, ar dzim$anu saisfitu
inforiciy. aiania  civilEvOKE o el e

nodafas darbinieks, oitas valsfis pats apiecbas
izsriedzéfs.)

Paraizi aizpildita ndves célona isdala:
- Ir skaidi sdasama (dmkdfa val afzpildita,
fefojot fiefos burtus un noturigu, melny tinti),
- Nesatur deinisku terminu
(KSS, WPW sindr, ALS, PATE, HOPS...);
- Vienmér ir ieraksts uz | ddas | a) linijas, bet
ne mirganas mehanisms, simptomi,
- Vienmer | dala parada galveno secibu, kas
noved pie néves,
- | ddad slavolus uzskaita nofkumu
augiupejosa secs;
- PamatcSoni nekddd gadjumd@ neraksla |l
dda

- Vienmér ir atbistoss ieraksts par slimbas
ilgumu.

It n number (code), present employment,
educabiona background and information related wath
birth data 15 fWlling in the employse of registry office. In
other counfries this information writes in the person that
issues the Medical Death Certficale by himsedf.

Correctly filled in part about cause of death:

- The information is clearly readable (printed or Slled by
using bock letters).

- The information does not contain abbreviations of the
medica terms.

- Mways is enfry on the line 1a of Part 1 (but not
mechanism cf death, symptoms).

- The mein sequence thel leads to death always is
showm in the Parl 1.

- Conditions in the Part 1 arelisted in ascending order.

- The underiying cause of cealh is never written in the
Part 2.

- Mways is comesponding entry about length of
disease.



SSK-10 kodi, kurus neieto naves pamatcélona
kodsSanai, akzimét SSK-10 2sBumd (Mstrkcii
rokasgramala Ehifpp), par dimibu  (sfavoki)
cBonisko secthu pie |aundabiga audzéja, diabéta vai
asimas d8, urskaitjums afrodams 631pp.

- | dald raksta notikumus secibd, sakot no ties2 néves
célona (findia shmibas, fovainojuma | stavolfa) uz | a)
ITnijas, turpinot iet alpaka uz notkumu kédes posmu uz
I b} ITnjas un uz leju uz p&dsjas lietolds lnijas [Ib] vai
Ic), Id)] raksta naves pamatcBloni- sfmibu vai
ievainojurmy, kes aizsaka morbido notikumu kédi, kura
noveds [Tdz névei. Tie var bt arf nefaimes gadjuma
vai vardarbibas apsfakf, ke izsauca navigo
izvaincjumu. Uz | a) finijas vienm&r jabt ierakstam
(Tas var bl vienTgais ieraksts, ja nav rades kida cila
célona dg).

- Ja tuvakais - tiedais naves célonis uz | a)
Iinijas radies ka citas slimibas sekas, $o cilu raksla uz |
b Iinijas.

- Ja uz | b} linjas raksia diagnoze pali ir
sekas cital slimibai, 5o citu raksta uz | ) Iinjas, 1pal,
jalc)linijas slimiba var bil sekas | d) ITnijas slimibai,

- Par néves pamatcEloni uzskata padsja
aizpilditd Mnija ieraksfito ( tas var bt ari uz
pievienotas papildiinijas le)..), kas aizsika visu
kédi. To izmanto k& oficidlas mirsfibas statistikas
pamatu,

- Nav jaraksta mirfanas veids (mehdnisms),
piem., sirds apstasanas, kollzpss, & poSanas mazspéja,

akiita nieru mazspéja u.c.
- Nekad sakuma stavokli neraksta Il dala, ja
p|etrukstwe!as | dala.

Stavokli par pamﬂfahm (vapnekss,lu}

uzsﬁataneﬂkal tilogisk

ICD-10 codes that shoud not be used for undesiying
cause of death coding are shown in ICD-10 vdlume 2
(page 66). The listing of causatve consaquences for
diseases ike maignant neoplasms, ciabetes melitus,
and asthma could be found on page €8.

In the Part 1 the evenls have to be shown in the order
starting from direct cause of death (final disease,
injury, conditicn) on line 1a. Cn other linas (1b, ¢, 1d)
should be refected the previous events in order cf
appearance. On the |ast used line should be entered
the underlying cause of death — disease or injury that
slarted the chain of events that lead to death. The
cause coud be the accident or viclence too. The line
1a must be completed always. This can be the orly
enlry, if there was no other reason that caused the
death.

- If the drect cause of deeth menticned on the line 1a
was caused by any other disease, lhen this disease
must be shown onlinelb.

- If the disease mentioned on the line 1b was caused
by any other cisease, then this disease must be shown
onlinete.

- The underlying cause of death is thal cause that
started all the chain of events. This evenlt could be
recorded on the additional line 1e too. This cause is
the basis for all official mortality statistics.

- Dor't write the mechanism of death (for example,
heart stop, cdlapse, respiratory insufficiency, acute
renal insufficiency, efc )

- Mever write the initia condition in Part 2 if there is no
placein Part 1,

- The condition should be considered as mmrrymg
c:iﬁenfdeaﬂl, m.l'nnlyme

ical but in the cases when rms

nozimé, bet an, ja h\:ams ka S.IS shmkbs
sagatavojis celu tiefajam ndves célonim, bojjot
audus vai traucéjot funkcijas (Li, atstjis sekas)
pat péc ilgaka laika posma.

Piemérs.
| &) Asigodana no baribas vada venam
b) Alkohola aknu ciroze
c) Hronisks alkoholisms

Il dala Mozimibas katiba raksla cilas svarigas
slimibas vai stavous, kas neiefipst rofikumu k&dé |
ddla, bet veicingja fatdlu iznakumu.

Pracizéjumi:

Naves datums. Raksta preclzu ndves iest3Sands
ménesi, dienu, gadu, ménesi, dienu. Ja nive iestajas
pusnakll vai  31.cecemini, driz3k vardlu raksilt
ieprieké&jo, nevs nakodo denu.

Ja precizs catums nav zindms, stzimé to, kad bek
veikla aulopsija (izmekiédana). Ja vEak dalumu
izdodas precizét, wvar izdarlt labcjumu, uzrakstot
nomaiu.

condition has pmpared the way for underlying

cause in the way of tissue damaging or disordering
the functions, even after the longer time period.

Examgle:
1a) Oesophageal varices with bleeding
10) Alcoholic cirrhosis of liver
1c) Chronic alcohdism

In the Part 2 other significant diseases or condtons
should be written in, if those diseases or condtions are
not @ part in the chein of events in the Part 1,

Specifications:

Date of the death: write exact dzy, month, and year.
If the individual died at midnight or in 31 December,
write the previous day, not the next cay.

If the exact date is not known wnte the date of
autopsy. If later the dale of death will bacome known,
please updale the Medical Death Cerfificate with this
new informaltion

If it is impossible to determine the date of death, then
just choase the midpeint of possible interva,
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Ja alrastas cilveka mirsigas aliekas un nav
izspejams noleikl naves dalumu, izvEas iespgama
intervala viduspunktu. Plkst lziks -1 rifina paredzéta
stundu_ofra — mintisu atzimésanai

Naves vieta: Tas rakslurgums- méja, slaciondrs,
pansionats (apripes nams), ripnieciska vieta, ferma,
jiira, cietums, $ossja

Naves veids: Tam jdaibist naves pamatcBlonim. Ja
navi rav izsaukusi ar#ja iedarbe, nave ir dabiga un to
var apliecindt visas Arsiniecibas personas, bet ardju
clonu izsauktu ndves gacumu apliecina fiesu
eksperii

Sievietém Jaakimg, ja 1) grinieciba, 2] 42 d péc
tamvai 3) 43d. - 1gads p2c griiniecibas.

Autopsija: Jaatzimé, jo &5 informcijas trikums
istekmé mirstibas sletistikas kvelital. Néves céloni
jaietver patologa sniegld informiciia. Ja furpinds
histologiska izmekldana papi dnformacija jasniedz,
klidz 18 ir pieejama [wzraksiol nomainu). Jaunajés
veidapds paredzéle vieta atzimei par sagaidamam
izmainam.

Labojumi: Lai notelkty ndves cloni arstriecibas
persondm jéizmanto legltds medicinas  zindsanas,
prakse, shmibas visture, simplomi, diagnostiskie test
auiopsifas rezudii. T3 k3 NC epleciba jaizraksta
ferobeiots Jaika perodd, wisa informéciia par néves
céloni ne wvienmér jau ir leglstama, tapéc nakas

jaunaka informacia par izmaigam. Tad parcdzétaja
vieta jaatzime nomainamas lapas Nr.

Naves célona apliecibas veidapam no 2006.gada
1jWija spdka ir Ministru kabineta 2006.gada 4.apria
noteikumu M 265 apstprinatais 40.pielkums. Tas pec
pieprasiuma  sapemamas VSMTVA  Demogrfijas
nodaas 106 kabineta, bez maksas. Cilur pasilitas un
isgadatas Maves cHona apliecibas nav cerigas, jo
visam ir vienota numesracija.

Vértgol un kodgjot datus “Apliecibd par naves
izstasanos” noverotas $adas gelvends Kiidas:

1Nav ieraksfta [alziméa) visa wveidapd prasita
informacija. SSK-10 ofrd s&juma, kas ir instrukeiju
rokasgramata, definéls, ka ndves pamatcSonis var bit
af nelaimes gadijuma vai vardarbibas apstali, kas
radjusi  navEjosus isvaincjumus  TacH apliecha
obligali jaatzimé fraumas datums, vieta un apsiali,
kirurgisku operaciju nosaukumi un catumi. Kodéjct
naves céloni, traumas apstaki veido pamaidagnozes
dau. Lai mir registri dzimisarekstu iestadés bitu
pareizi, apliechd ple datuma |nordda mirsanas
stunda, ja & ir zindma. Kidaini rezém atziméls
dzimums, personas kods, drives vietas adminisiralivi
teritoridlo vientbu keds {ATVK)

2. leraksli neskaickd rokrakstd val  nesaprotami,

Place of death: its characterization — home, hospital,
care center, industrid area, farm, sea, prison, road, etc.

Type of death: it must answer to the underdying
cause of death. If the cealh was not caused by external
causes - the dealh is natwral This type of dealh may
aftest all physicians. The deaths that are caused by
external causes may allest only forensic medical
experts.

Females: for females must be specified 1) death
during pregnancy, 2) desth 42 days afler pregnancy, 3)
dealh 43 days - 1 year aller pregnancy.

Autopsy: absence of this significant information
infuenceas the quality of mortality staliscs. The death
cause must include the informaion provided by the
pathologist  If the histologica  examinalions  are
ongoing, the additional information must be provided as
soon as possible, The new Medical Death Cerlificate
has place for note about expecled changes.

Amendments: To delermine the cause of death,
physicians must use the acquired knowledge, praciice,
case reports, symptoms, diagnoshic tests and results of
autopsy. As the Medical Deaih Cerfificale must be
issued in short time period, not al informaticn about
cause of cealh is avalable at that time. Due to this,
sometimes it is necessery to amend the primary
Medical Death Cerificate, if new information about this
case is recaived In such case must be specified —
which Certificate must be amended

The new form of Medical Dealh Cerfificate is in force
since 1 July 2006 It is affirmed by the regulations
n0.265 of Cabinet of Ministers on 4 Aprl 2006, The
forms of Medical Death Certificate are receivable on
the basis of written request in Demography Unit of
Health Stafisfics and Medical Techndogies State
Agency. The forms are free of charge. Any other forms
are not vaid.

Tha main mistakes in the completed Medca Death
Certificates are fdlowing.

1.5ome of the necessary informalion is missing.
According ko (CO-10 volume 2, the accidents and
vidence thal caused the fatal injury can be the
underlying cause of death. Due to this the information
aboul the date of injury, the place of injury, condilions,
name of surgical operalion, and dale of operation
compusory must be filled in the Medical Death
Cerlificate. Condfions of injury form the basic
diagnosis. To improve  the  mortality  registers'
correciness in regislry offices, it would be necessary lo
add the time of death to the Medical Death Cerlificale.
Somelmes incomect information s aboul  sex
personal code, the adminisirative temiloria code.

2 Somelimes  are  unreacsble  enfries, text



safsindli. Fieméram: AGSRT, HOPS, KSS. SIS
sastinguma preimonija, nesslasams mirsa vards,
uzvards.

3. Prefrunigl dati pada dokumenta strukilrdal2s.
Pismgram, pasvitrojumam “nave no nelaimes gadijums’
seko ieraksts “traumas vista un apstadi nav zindmi®. Vai
arf - naves céloni noteicis &rsts, kur miruso rstéfa,
pamstojolies uz sekciju, vai vispd&r pamatojums
nav atziméts.

4, Dafrez neatSkir, ki ir tikai simplomi, kas
pamatslimiba; nepem vérd palogendzi - kes, no ki,
allfstas. Neatzimé alkohola lietedanu.

5. Neprecizas diagnozes: (fedzimis - ieglts, piem., nigns
policstoze, akils - hronisks, audegjs - labdabigs,
Jaundabigs, gangréna - diabéliska, aleroskieroliska,
sinfskaile - ar slenozi, insufidend, smadzenu i
traucejumi akili,  hromiski:  braucgs
pasaziens (L),

vadiizjs,

8. Neogiskas diagnozes. alkoholz kardopalija un
gelvaskausa frepandcija; i$8misks asinsizplioums. Arsti
ir slik informét par apliecibas aizpldisanas veidu un
tupmako izlietojumu. Tade] daZkart ieraksE ir pavirsi,
neatblst medicTniskal logika un PVO noradfjumiem par
komplikaciam, kuras izraisa |aundabigi audzéy, smagi
ievaincjumi, parslizes, arf rurgiskas  operdcijes.
Vecakiem civékiem péc fraumam un operacijam akiitu
sirds patolegiju Kidaini neuzskata par komglikaciju un
kirurgs apliecba pat nencrada uz fraumu vai operaciju,
arf cperacijas iemeslu.

7. Pé&cjaunas informécias sapemsanas aizmirst nosttit
ndves cHona apliechas nomaipu (lagad uz VSMTVA
Demografijas nodaju, Duntes 12/22, Riga LV 1005).

8. Atrodamas atskirbas dokumentos er lidzTgu saturu,
Pisméram, informacija Arsta apliecibd par pernatélas
néves isstasanos atdkiras no Jaundzimuso registra kartd
e5084s informéacijas.

9. Psihistnskos  staciondros  mirugism  psihiskos
traucgjumus apliecibas par ndves iestadancs atzimeé |ofi
redi, tie biitu jEieraksta blakusdiagnozs.

10. Lasot latviski raksitds diagnozes, bieZi nevar nodkirt
akitu sirds asinsvadu (korondm) mazspéju no akitas
sifds un asinsvadu (kardfovaskularas) mazspéjas. Sis
neskaicribas letekmé korondrds sirds slimibas mirsti

abbrevialions, unreacable name and sumame of
deceased.

3. Somstimes Medical Death Certificats  contain
contradictory information. For example, the cause of death
is markad s& accicent, but further fdlows information that
the pace of injury and condtions ara not known; or the
death is aftested by the doctor who was treated this
persorn, but further fdlows information that the death was
allesled on the basis of autopsy.

4, Somelimes physiciare do nol distinguish which is
disease but which are just symploms; sometimes they do
nct lake into account the pathogenesis. Very cften is
missing information about cohol usage.

5. Somelimes the dagnoses are inaccurate.

8, Somelimes the diagnoses are not logical. Physicdans are
slil bady informed on how to complete the Medical Death
Cerlificate, and how this Cerlificate will be used further.
Due to this the entries sometimes are superficially and do
nct answer to the medical logic and fo the WHO
recommendations about complications that are caused by
malignant neoplasms, severs injuries, paralysis, and
surgical operaions. The acute heart pathology for od
people after surgery incomectly is not considered as
comglication. Due lo this the surgeon in the Medical Death
Certificate even do not point to injury, surgery or cause for
surgery.

7. Very often physicians forget to send the Medical Death
Certificate's amendment with new information o
Demography Unit of Health Slatisics and Medical
Tecnologies State Agency (1227 durdes Streel, Riga, {
T005).

8. Differences are found in documents with similar
contents  For example, informafon in  “Physician's
cerfificate about perinatal death” differs from “Card of
newborns register’.

9. Mental disorders for patients ded in psychiatric hospitals
are indicaled very rare in the certificates. They must be
written as accompanying diagnoses.

10. Acute coronary insufficiency often cannot be
disinguished from acute cardiovascular insufficiency in
diagnoses witten in Labwan. These uncerfaintes infuence

stabstky.  Termina  “gkita kKorondra mezspéa’
nepdrprotams ieraksts latviski varétu bit “skila sirds
venagarténju mezspéje”.

of mortality due to coronary heart disease. Term
‘acute coronary insufficiency” coud be wniten comecly in
Latvian as “acute insufficiency of coronary arteries’.
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11. Praks® ir neskaidras dagnozu kombindcijas, kur
néves pamalcélona izvéle nav viega, pieméram, cukura
diab8ta vai aterosklerozes komplikdcjas. Tad ieleic
diagnozes raksiit izvérsti, abziméot ari slimoganas
lgumu.

12, Diagnoze “vecums” lietojama atturigi, un tkai péc 70
gadu vecuma. Labdk nosaukt to patdogiu, ro kuras
mirst vecuma

13, Ligums zimogus nelikt uz tekstz, jo tad zem {3
izrakstitais nav salasams

Zimogam drofibas noliikos izmantot jebkwru krasainu
tinti, iznemat melnu krasu
Veselit isikas depart ta dartinieki labo

K lidas, sazinofies ar dalu iesniedzéu, tomér celu K ddu

nékas ignorst

Datus apliecibas nevajag kodét, to dara Vesefibas
statistikas departamenta Maves c8opu kodésanas
galvenais noteikums ir | ddas zemakaja linija israkstito
patdogiju bkai tad atzit par raves pematcéloni, ja ta
1Zraisa visas augstakas linijas ieraksiitas. Ja ne, jgmelde
apliecita célonis, kas izraisa | a linija ierakstito.

Papildnoradijumi ndves célonu ierakstiem:

Veidzpu “Mediciniskd apliecha par naves céoni”
(MedicTniskd  dokumentaclia,  weidlapa N 108U,
apstiprinata ar LR Ministru kabineta 2006 gada 4.aprija
noteikuriien Nr. 265; 40.pielkuris) var izsniegt arsls
(arsia pallgs - lekiSeris), pamatojolies wz obligatu fka
apskali, (s izmekfe§any pims naves un ferakstiem
medicings dokumenlios), un patdoganaloms vai liesu
medicinas eksperls, pamalcjoliss 1z Mka sekcijas
datiem.

Apliecibas veidapa aizpldama drukals veids vai ar linli
drukétiem  burtiem, salasami, wvalsts wvalodd  un
izsniedzama mirusa  plederigajiem  prel  parakslu
dokumenta pasaknl. Passkni  arsiniecibas iestads
uzglaba vienu gadu.

Aizpidot apliecbas veidapu, kreisajd aug$éjd stii
jabit arstniecibas  ieslddes  noseukumam vai

e

Jaieraksta mirusas personas kods (feraksis izdarams
no pases).

Arstriscibas persona, kas izsniede agliecibu, paraksta
to, apstiprinot savu parakstu er personigd un iestades
zimoga nospledumu.  Zimogu  nospledumiem  jabat
sdasamem. 51 kariba ir obligata visam arsiniecibas
iesladem (neatkarigi no pakautibas) un prakses arstism.

Veselibas stalistikas un mecicinas tehnolodiju valsts
agentlra, Veselloas statistikas departaments nodroding
arsiniecibas iestades ar apliecibu veidapam, nodrodina
veidapu kopgju numerdciju un, sapemot aizpildias
aplieciu wveidapas no dzimisaraksty iestadém, veic
mirstibas madicinisko aspeklu statistisko analizi.
VEIDLAPAS "ARSTA APLIECIBA PAR PERINATALAS
NAVES IESTASANGS"

AIZPILDISANAS UN [ZSNIEGSANAS KARTIBA

11, In practice there are uncertain combinafions of
diagnoses when basic cause of death cannot be easiy
selected  For example - dabeles malilvs  and
complications of alherosdercsis In such a case it is
recommended to expand diagnoses amd fo mention
durafion of #lness, oo,

12 Diagnesis "dd age” must be used rarely. |t is better to
call it as pathclogy, which causes death at dd age

13 We would like to ask a favour, don't stamp ihe fexi, as
it is impossible to read the information under the stam
Flease use the stamps with color ofher than black.

Employees of Health Statistics Department comect
mistakes communicaling with data suppliers. However, part
of mistakes is being ignored.

Data of the Certificates don’t need to be coded.
Coding is done in the Health Statistics Department.
Main condiion concerning coding the death cause is as
follows: pathology written in lower flled line must be
accepled as basic cause of death if it causes al
pathologes written above Otherwise cause of pathology
written inline 1a must be searched.

Supplementary guidelines for recording the death
causes:

“Medical Dealh Cerlificate” {Medical docurmentalion, form
Nr. 106/, adopled by requiations no.265 (annex 40) of
Cabinet of Ministries on Apeil 4, 2006) can be issued by a
physician (physician's assistant) on a basis of compulsory
inspection of corpse (also, examinzbion before dealh and
records in medical documents), palhologist o expert of
forensic medcine on a basis of autopsy.

Form of the Cerltificale must be flled-in using block lelters
or prnting, in legitle manner and stale language. It must
be issued lo relabives of deceased person. They have lo
sign the counterfoil of the document. The counterfoil must
be kept in medical instilution for one year.

In the left header of the Certificate there must be placeda
name or a stamp of the health care institution.

Identity (personal) code of deceased person must be
witten in the cerbficate {according to the passoon).

Medical person, who issues the cerfificate, has to sign it
and confirm the sign with personal and institulion’s stamp.
Stamps must be legible. This order is compulsary for all
health care institutions (imespectve of subordination) and
private prachitioners.

Hedlh Statistics Department of the Health Statistics and
Medcd Techndogies Stale Agency provides forms of the
certificates to health care institulions, performs common
numeration cf the forms and statistical analysis of mortality
medca aspecls on a basis of filed cerlificales’ forms
received from civi statement inslitulions.

FILL-IN AND ISSUE OF THE FORM
‘PHYSICIAN'S CERTIFICATE ABOUT PERINATAL
DEATH



Veidzpu “Arsta apliecha par perinatdlds ndves
iestasanos” (Mediciiska dokumenlacia, veidiapa Nr
106-24), apstiprindta ar LR Ministnu kabinefa 2006 gada
4.apiifa noteikumiem Nr. 265, 41 piefkums) var izsniegt
arsts, pamaiojolies uz obligilu Ika apskali (&
izmekiEZany pims naves un jeraksiem medicinas
dokumentos), un - patologanatoms vai fissu medicinas
eksperis, pamatojofies uz lika sekcijas datiem

Apliecibas veidapa airpldama drukal2 veids vai ar tinti
drukatiem burliem, salasdmi, vasis vaodd Pasakni
Arsiniecibas iestadé uzglaba vienu gadu

Nedziv dzimu3o un perinatdh miruso jaundzimuso
dziméanas un miranas registracia velsts chilstavola
aktu redisracjes  iestadss jaedara  rstniecibas
Iesladém, kuras jaundzimusie mirusi vai nedziv dzimus.

Aizpildot epliecibas veidapu kreisaja augd&a stari jabot
arstniecibas iestades nosaukumam (val arsiniecibas
Iestades spledogam), neliekol to uz dokumenta teksta.
Apliecibas virsrakstd un no 1. [idz 23, rindai (punkiam),
k& arl no 29, [z 32 rindai japasvitre vai jdieraksta
veidapd prasilas zinas.

24, punktd paredzéls atzimét naves pamatcéloni, bet

25 punkla - cilas vina simibas vai stavok us.

26punkls paredzéts mates slimbas vai stavoda
alzimésanai, kurd izraisia vai veicindja béma (avgis)
navi.

ArT 27 punkls paredzéls cilu males veselibas stavoklu
ietekmei uz bérnu (augl).

Cif apstadi, kas varga veicindl navi, atzTméjami uz
28 punklz [nijas.

Arsla parakstu apsfiprina er personigd un iestddes
zimoga nospiedumu.  Zimogu  nospiedumiem  jabat
selasamem.

&7 karliba ir obligata visdm drstiecibas iestadem
(meatiarigl no lo pakfautias) un prakses arsliem.

Vesdibas stafisiikas un madicinas lehnologju valsis
ageniira, Veselibas statistikas departaments nodrcdina
arstniecibas iestades ar apliecibu veidapdm, nodrodina
veidapu kopju numerdciju un, sapemot aizpilditas
aplieciou veidapas no dzimisarakstu iestadém, veic
peninatdlds mirstbas medicinisko aspektu stafisisko
andizi.

Mirsanas faktu apliecina &rstniecibas iestades
izsniegle izzina vai besas spradums per mirsaras fakla
konstalB5anu vei personas zdudinasanu par mirusy.

Arstniecibas iestdde  apliecina ar  neidentificitas
personas mirsanas faktu

Ta jarakste valsts valoda, drukatism, labi salasamiem
burtiem, bez saisindumiem, svitrojurmem.

Apliecbu  izsniede  mirudd  piederigajiem  vai
apbedi$anas firmai pret parakstu dokumenta pasakni,
kuru @rstniecibas iestace uzglaba gedu un tad er aktu
noraksta.

Form “Physician's certificate about perinatel death”
(Medical documentation, form Nr.106-2lu, adopted by
regudations no.265 {annex 41) of Cabinet of Minssters on
Aprif 4, 2006) can be issued by physician on a basis of
compusory inspection of corpse (2lso, examination before
death and records in medical documents), pathologist or
expert of forensic medicine on a basis of autopsy

Form of Certificate must be flled-in using block |efters o
printing, in legible manner and stale language. The
counterfol must be kept in medical institution for one year

Birth and death regstration of stilbirths and perinatalal
deaths in the civil statement registration instituions must
be done by those medical institubons in which newborns
died or stilbarths were born.

In the |eft header of the Certificate there must be placed a
name or a stamp of the health care institution. In tite of the
Certificate and lines 1 - 23 requested data must be
undedined or wrilten-in.

Item 24 is for the underlying cause of death.

Item 25 is for other diseases or conditions.

Item 26 is for the mother's diseases or condlions that
coud cause the infanis (foeluses) death.

The itern 27 is for informalion about other mother's heallh
conditions that could provoke the dealth.

Other conditions thal could provoke the dealh should be
written on the line of item 28.

Physician's signalure must be confirmed by persona and
insBlution’s stamp. Stamps must be legitle.

This order is compulsory for al health care institutions
(irespactive of subordinalion) and private praciioners.

Health Statistics Department of the Health Statistics and
Medca Techndogies Stale Agency provides forms of the
cerfificates to health care inshitulions, performs common
numeration of the forms and statistical analysis of perinatal
mortdity medical spects on a basis of filed certificates’
forms received from civi statement institufions.

Fact of death is confirmed either by the cerfificate issued
by hedth care institution or judgements anncuncement
aboul person's death.

A health care institution has to confirm unidentified
person's death, too.

It must be written in stale language using block letters,
‘without ebbreviahons and correchons.

The certificate is issued to relatives or funeral office on its

g in the . This counterfoll 1s
kept in the health care institluion for one year and then
wnitten off by the statement.
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S0 apliecTbu par ndves iestaSancs sapem piedergie vai
staciondra (pansionata ciefums) albldiga perscna, vai
apbedisanas firma, vai kaimigg un 6 dienu laika kopd ar
miruda pasi rejistré fathilstodi fkumam par Civilstankfa
aktu registiem) miru3a dzives vietas vai vietas, kur tas
atrasts, vietdjds pasvadbas Civilstavoda  aktu
regstracijas nodelas  Mirsanas registrd.  Seit fisk
iprakstts akis 2 eksempldros un izsniegla |egald
mirsanas aplisciba er QidenszTmém (ndves célonis 3aja
apfecibd nefiek atziméts). Akt3 ieraksta mirusa varcu,
vardu, personas kodu; dzimianas vietu, gadu, ménesi,
dienu; mirsanas vietu gadu, ménesi, denu, stuncu;
naves cdoni; mirianas registracijas viet, gadu, ménesi,
dienu; ieraksta numuru; pieteicéja parsonas kodu, vardu,
uzvardu, moderbodanos, adresi. Piendkums zino! par
miruso i mirusd gimenes locediem val  nama
Tpasniekam, vai citam kiat escdajam - mufiski.

Par drstniecToas iestace val cietuma mirusc rekstiski
pazino iestaces vaditas vai vina pilnvarota persona. Par
nedziv dzimugiem vai mirusiem dzemcibas 3 denu laika
zino rsiniecibas iestade. Nedzlvi dzimusos, dzemdbas
mirusos redistré Dzim$anas registrd, nevis Miranas
regisrd  Viniem pieskir personas kodu ar piszimi
nedzivi czimis” val | mins czemdibas”. Tikei daZas
minites dzivojudiem redistré gan dzim$anu gan mirdanu.
Civistavolia aklu registracijes noda@ registrus glaba 100
gadus, tad nodod Valsts arhivé.

Akla ofro eksemplaru kopa ar apliecibu par naves
iestasanos un pavadrakstu par daméanas, lauibu,
mirSanas registra aktiem Civistavokia akiu registracijas
nodalz iz nakama ménesa 5.datumam (Riga i dekadi)
nosOts rajona Pisonibas un migracijas lietu pérvaldes
teritoridiai nodalai, kuras darbinicki koc@, seko ierakstu
precizititei (czimuma atbilstiba vardam, lai botu skaidei
ieraksti par dzim$anu, mirSanu, lai nedzvi daimusiem
ity sastads redistrs).

Kopa ar pavadrakstu &ie dokument 3 dienu laika fisx
nosOMi Centrdlds Statistkas parvaldes (CSF) ledzvolzju
statistikas ddai, kura sasistemalizstds mirdanas
apliecibas katra ménesa 15.datumd (par leprickdgjo
ménesi) nogadd Veselibes slatistkas un medicinas
lehndogiju  valsts agenliras  Veselbas  stalisbkas
deparlamenta Demografijas nodala. Seil 2 arsti kode
mirsanas  dagnozes, izmantojol  Slaplauliskas
slafistiskds slimibu un vesellbes problému Kasifikdcijas
[SSK - 10 Kasifkalors) 4-2imju kodus, neprecizilales
noskaicrojol  telefoniski kopd & mirSanas  apliscTbu
izsniedz&jiem va sazinobes ar CSP ledzivolgju redistra
deu

Péc mirsanas apliecibu dalu ievadisanas apliecibas
gedu gabdjas Demogréfijas nodald un tad tisk aldclas
CSP.

This certificate is issued to relafives or person-in-charge
of the hospitd {nursing home, prison), funeral office or
neighbours. During & days this certificate and passport of
deceased must be registered (according to the Lawr about
Civil Staternent Registers) in the Death Register of local
governments Civi Statement Ragisiration Depariment at
the place of residence or finding of deceasad person. The
Death Register issues the statement [bwo copies] and legal
certificate of death with watermarks. In the statement there
is indcated forename, famiy name, personal cods; place
and date of birth; place, date and hour of death; cause of
death; place and date of death regisiralion; regisiration
number, persond  code  forename,  family  name,
occupalion and address of reporting person. Relalives,
householder or other present persons are obliged fo report
aboul a deceased person

Death case in the hedth care institufion or prison is
reported in written by head of the insbitulion or authorized
person. Within 3 days a health care insfitution must report
aboul shillbirths and those ded at birth. Shllbirths and those
died at birth are registered in the Births register (not in the
Death register). They receive idenfity number with
comment “stilborn” or “died at birth. For these whe have
lived a few minutes both kirth and death are registered. In
the Civi Statement Regisiration Department registers are
kept for 100 years and then dedivered to the State Archive.

Ciil Statement Registration Department sends another
copy of the slatement, the certificate ebout death and the
supplement about birth, marmiage, death registration to the
local office of Citzenship and Migration Affairs, tentonal
department bl the Sth cay of the next month (fn Kiga every
ten-day period). Employees of the Statistics Department
coce and ensure accuracy of records (agreement of name
and sex; clear records of birth and death; registration of
stillbirths).

Within 3 cays these documents and the supplament are
sent to the Central Statistical Bureau's Population Stalistics
Departmant After that systematized certficates of death
are brought to Demography unit of Health Stafistics and
Medca Technologies State Agency's Heslth Statistics
Departmant. Two physicians code death d using
4-symbol codes of the International Statistical Classification
of Diseases and Relaled Health Problems (ICD-10).
Inaccuracies are deared out by phone wilh the issuers of
certificates of death or Cenlral Stalistical Bureau's
Population Stalistics Department.

After data enter the certificales of death are kepl in the
Demography Unit for one year. Afler that the certificates
are sentback to the Cenlral Statistical Buresu.
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Forord

Publikationen Dédsorsaker, som publiceras drligen i serien Sveriges offici-
ella statistik, har tidigare innehillit en genomging av den svenska didsor-
saksstatistikens historia, beskrivning av metoder tor statistikframstillningen
och ett avsnitt om statistikens kvalitet. Dessa avsnitt redovisas fr.o.m. 2008
ars statistik som en separat rapport samiidigt som materialet kompletierats,
siirskilt betriffande dodsorsaksstatistikens kvalitet. Rapporten har utarbetats
av Lars Age Johansson.

Diidsorsaksstatistiken som sidan redovisas 1 rapporten “Dédsorsaker
20087,

Anna Holmgvist, enhetschef vird- och omsorgsstatistik
Avdelningen for Statistik och utvirdering
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Den svenska dddsorsaksstatistikens
historia

Dodsorsaksstatistiken 1749-1910

Redan 1749 introducerades det sa kallade tabellverket, ett rikstickande rap-
porteringssystem for befolkningsstatistik 1 Sverige. Den svenska befolk-
ningsstatistiken, som ocksd omfattade dddsorsaker, dr ddrmed en av de #lds-
ta 1 virlden. Systemet innebar att pristerskapet forst sammanstillde uppgif-
ter om befolkningsforandringar och didsorsaker ur forsamlingamas kyrko-
bicker. Uppgifterna frin fGrsamlingama summerades sedan ihop [Grst pa
linsnivd och sedan fir hela riket. Det dvergripande ansvaret vilade frin
1756 pid Tabellkommissionen, foregingare till Statistiska Centralbyrin
(SCB).

Eftersom antalet Eikare vid denna tid var mycket litet miste priisten vid de
Mesta didslall sjilv beddma vad som varit den sannolika didsorsaken. Priis-
terskapet upplevde detta som mycket betungande och forstkte vid flera till-
fillen bli befriade [rin denna uppgill. Dirfor begrinsades rapporierings-
skyldigheten fran och med 1831 till att omfatta dodsfall till foljd av smitt-
koppor och andra farsoter, barnsbird, olycksfall, brott eller sjilvmord.

Efter hand utvidgades fter rapporteringen. Den 1 juli 1860 blev didsattest
utfardad av likare obligatorisk vid dadsfall i stider och andra orter som
hade tjinstelikare. Dodsatlest kriivdes ocksd [or andra dadsfall dir den av-
lidne vardats av likare.

Nyordning av dodsorsaksrapporteringen 1911
Den sd kallade tuberkuloskommittén framlade 1908 ett forslag om att dods-

orsaksstatistiken aterigen skulle omfatta samtliga didsorsaker och ticka alla
dadsfall i riket. Denna nyordning inférdes den 1 januari 1911,

Som tidigare var dodsattest utfirdad av likare obligatorisk vid dodsfall i
stiider och pa andra orter med tjinstelikare samt for alla dédsfall dir den
avlidne virdats av likare. Dddsattesten limnades till pastorsimbetet och
didsorsaken antecknades i disd- och begravningsboken. Vid didsfall pa
landsbygden diir likare inte utfiirdat dédsattest skulle pastor anteckna “vad
han om didsfallet (kunnat) inhiimta” Pi pastorsimbetet sammanstilldes
varje manad listor dver dadsfall och disdsorsaker som séndes till provinsial-
likaren. Denne granskade listorna och vidarebefordrade dem sedan till SCB.

Rapporteringsrutinerna forindrades nista gang 1951, Pastorsimbetena
skickade nu inte lingre manadslistor dver dodsorsaksuppgifterna till provin-
sialliikarna, utan didsattesterna siindes fortlopande frin pastorsimbetena till
SCB. Daodsattesterna fick ocksa en ny utformning cfter en forlaga frin
Virldshilsoorganisationen (WHO), vilket var en forutsétining for att de in-
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termationella reglerna for kodning och klassificering skulle kunna tillimpas
(se vidare Nuvarande internationella regler nedan).

I samband med att folkboktringen den 1 juli 1991 flytiades fran pastors-
dmbetena till de lokala skattekontoren éndrades ocksd rutinerna for rappor-
tering och registrering av didsorsaker. Vid varje dadsfall utfiirdas nu dels
ett didsbevis och dels ett dddsorsaksintyg. Dédsbeviset skickas till det loka-
la skattekontoret diir den avlidne var folkbok{ord senast den [drsta vardagen
efter att dodsfallet konstaterades. Dodsbeviset innehaller inga uppgifter om
didsorsaken. Dodsorsaken rapporteras istillet pa ett sarskill intyg om dods-
orsaken, vilket skickas direkt till Socialstyrelsen inom tre veckor efter dods-
tallet.

Didsbevis och didsorsaksintyg skall uiffirdas av likare. Den likare som
utfardar dodsbevis och intyg om dédsorsaken far inte vara make, barn, for-
dlder eller annan nirstiende till den avlidne. Fram till 1971 kunde i undan-
tagsfall didsattest utfiirdas av annan person fn likare, t ex av bammorska
om barn eller moder avlidit i samband med forlossningen.

Anpassning till internationella normer fran 1951

Under 1800-talet och borjan av 1900-talet hade allt fer linder birjat sam-
manstilla nationell didsorsaksstatistik. Praxis for datainsamling och statis-
tisk redovisning kunde skifta markant, vilket medforde stora problem vid
internationella jimforelser. Behovet av internationell samordning blev allt
mer mérkbart, och en internationell statistikkongress i Paris antog ar 1855
en internationell dodsorsakslista omfattande 139 dodsorsaker. Det skulle
dnda droja innan till 1893 och den klassifikation som utarbetats av Jacques
Bertillon innan en internationell dddsorsaksklassifikation fick allmint ge-
nomslag.

Den internationella didsorsaksklassifikationen reviderades dterkomman-
de, och efter andra viirldskriget tog WHO &ver ansvaret. Den sjiitte revisio-
nen av The International Statistical Classification of Diseases, Injuries. and
Causes of Death (ICD-6) antogs av virldshilsofSrsamlingen 1948 och vann
stérre anslutning in niagon av de tidigare internationella klassifikationerna.

ICD-6 blev mycket betydelsefull eftersom den inte bara innehdll en statis-
tisk gruppering av didsorsaker utan ocksa definitioner av viktiga begrepp
samt regler for hur dédsorsaksuppgifter skulle samlas in och bearbetas.
ICD-6 inftrdes i Sverige 1951,

I Sverige anviindes frin 1911 en didsorsaksklassifikation som delvis
bygede pa Bertillon, och 1931 infordes en ny klassifikation som utarbetats {
samarbete med statistikmyndigheterna 1 de dvriga nordiska linderna. Forst
1951 dvergick Sverige till den internationella dédsorsaksklassifikationen.
Nyare revisioner av den internationella sjukdomsklassifikationen infordes
1958 (sjunde revisionen), 1969 (attonde revisionen), 1987 (nionde revisio-
nen) och 1997 (tionde revisionen). Mer utfirlig information om hur den
mionde revisionen anviindes i Sverige finns 1 dédsorsakspublikationerna fior
ar 1987-1996. Fran 1997 anviinds den tionde versionen av ICD for dédsor-
saksstatistiken (fnternational Statistical Classification of Diseases and Rela-
ted Health Problems, Genéve 1992-1994).
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De uppdateringar av [CD-10 som beslutats av WHO har inforts 1&pande.
For mer information om uppdateringama, se WHO:s webbsida htip://
www. who.int/classifications/icd/icd 10updates/en/index. html.

Produktion, statistikansvar och publicering

Som nimnts ovan producerades den tidigaste dddsorsaksstatistiken av Ta-
bellkommissionen, SCBs [Bretridare. Fran 1864 framstilldes statistiken av
Sundhetskollegium och Medicinalstyrelsen, bida foretridare till Socialsty-
relsen. Ansvaret for statistiken dvergick 1911 till SCB men lades 1994 iter-
igen pa Socialstyrelsen. Pa Socialstyrelsens uppdrag fortsatte SCB att pro-
ducera statistiken fram till 2003, da statistikframstéllningen fordes Gver till
Socialstyrelsen.

Tabellkommissionens didsorsaksstatistik publicerades under dren 1751-
1851 i kommissionens arliga berittelser. Under dren 1851-1910 ingick
didsorsaksstatistiken 1 Bidrag till Sveriges officiella statistik. Sedan 1911
har irliga rapporter publicerats i serien Sveriges officiella statistik.
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Nuvarande internationella regler

Tionde revisionen av sjukdomsklassifikationen

Den tionde revisionen av den internationella sjukdoms- och dédsorsaksklas-
sifikationen (ICD-10) har tre delar. Den fUrsta delen innehiller sjukdoms-
klassifikationens systematiska del. Den andra delen omfattar regler fiir hur
klassifikationen skall anviindas, instruktioner for kodning av underliggande
diédsorsak samt regler for statistisk bearbetning och redovisning. I den tredje
delen finns utforliga alfabetiska forteckningar dver sjukdomar, skador, yiire
orsaker till skador och forgifiningar.

Den systematiska delens si kallade detaljlista upptar ungefiir 14 000 olika
diagnosrubriker och fr hierarkiskt uppbvgged. Rubrikerna delas in i 21 hu-
vudgrupper som traditionellt kallas kapitel och som betecknas med romers-
ka siffror.

Tabell A. Huwudgrupperna i ICD-10

Kapitel Dédsorsak

Kap | Vissa infektionssjukdomar och parasitsjukdomar

Kapll Tumdrer

Kap Il Sjukdomar i blod och blodbildande organ samt vissa rubbningar i immunsy-
stemet

Kap IV Endokrina sjukdomar, itk bbni och & i ubb-
ningar

KapV Psykiska sjukdomar och synd samt Q

Kap Vi Sjukdomar i nervsystemet

Kap Vil Sjukdomar | 6gat och narliggande organ

Kap VIl Siukd, iGrat och r i

Kap X Cirkulationsorganens sjukdomar

Kap X Andningsorganens sjukdomar

Kap X Matsmaltningsorganens sjukdomar

Kap Xl Hudens och underhudens sjukdomar

Kap XlI Sjukdomar i muskuloskeletala systemet och bindvaven

Kap X1V Sjukdomar i urin- och kénsorganen

Kap Xv Graviditet, forl ing cch barr

Kap XVI Vissa perinatala tillstind

Kap XVl Medfédda missbildningar, L och krome vikelser

Kap XVl Symtom, sjukdomstecken cch la kliniska fynd och laboratoriefynd
som ej klassficeras annorstades

Kap XIX Skader, férgiftningar och vissa andra folider av yitre orsaker

Kap XX Yitre orsaker till sjukdom cch dod

Kap X1 Faktorer fir betydelse av halsotillstindet och fir kontakter med halso- och
sjukvarden

Kapitel II-1V och VI-XIV tar upp sjukdomar som vanligen fir begrinsade
till ett organ eller organsystem, och indelningen filjer 1 huvudsak det drab-
bade organets anatomiska Lige. Ovriga sjukdomar och tillstind har delats in
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efter skiftande principer. t ex ctiologi, morfologi eller i vilket sammanhang
tillstindet uppkom.

Fér skador finns tva parallella klassifikationer. Den forsta, kapitel XIX,
utgdr fran vilken kroppsdel som skadats och vilken tvp av skada som upp-
kommit. Den andra, kapitel XX, bvegger istillet pi om det fanns nigot upp-
siit bakom skadehiindelsen (1 ex olyeksfall, avsiktligt sjilviillfogad, oklart
uppsit) och hur kroppsskadan uppkommit (1 ex kollision mellan motorfor-
don, drunkning, forgiftning). 1 svensk didsorsaksstatistik klassificeras ska-
dor pa bida siitten, men det ir koden fran kapitel XX som anviinds i redo-
visningen av underliggande dodsorsaker.

Koder fran kapitel XXI anvinds inom dédsorsaksstatistiken enbart for
tilkiggsupplysningar och inte [Gr underliggande dodsorsak.

Inom de flesta kapitel dr rubrikerna indelade 1 avsnitt. Varje avsnitt upptar
tillstind med nérliggande anatomisk lokalisation eller andra gemensamma
drag. Dessa avsnitt har ingen numrering eller annan kodbeteckning,

Awsnitten ir indelade i ett antal detaljrubriker med ett alfanumeriskt 16p-
nurmmer dir [Brsta tecknet dr en bokstav och de [Bljande tva sifTror. Numre-
ringen gir frin A0 i kapitel I till 299 i kapitel XXI. Lipnumren anviinds
som kodbeteckning for dddsorsaksrubrikerna, Detaljrubrikerna kan i sin tur
ha upp till tio underrubriker, sa kallade decimalkategorier. Dessa betecknas
med rubrikens trestilliga kod fljd av punkt och en siffra. [ decimalnumre-
ringen betvder 1 regel 8 "annan specificerad™ och 9 "utan ndrmare specilika-
tion”™ (UNS).

Vissa sjukdomar kodas med tvi koder. Den ena koden anger di sjukdo-
mens etiologi och den andra sjukdomens viktigaste manifestation. Som ex-
empel kan nimnas meningokockmeningit som dels har en kod i kapitel I,
infektionssjukdomar (A39.0), dels en kod 1 kapitel V1, sjukdomar i nervsy-
stemet (GO1). Koden for sjukdomens manifestation anviinds inte som under-
liggande dodsorsak men tas med i dodsorsaksregisiret som bidragande
dadsorsak.

WHOs definition av underliggande dédsorsak

Pa dodsattesten kan likaren ange mer dn en dédsorsak. Traditionellt bygger
officiel]l didsorsaksstatistik pa att man redovisar en didsorsak per disdsfall,
och om likaren angett flera dodsorsaker maste alltsd en av dem viiljas ut for
statistisk redovisning. Principerna for att vilja ut en dodsorsak [or statistisk
redovisning har varierat, men enligt anvisningarna 1 1CD skall statistikpro-
ducenten redovisa den si kallade underliggande dédsorsaken. Den underlig-
gande orsaken definieras som "(a) den sjukdom eller skadeorsak som inled-
de den kedja av sjukdomshiindelser som direki ledde till doden eller (b) de
omstindigheter vid olyckan eller vildshandlingen som framkallade den dad-
liga skadan”. Definitionen har varit ofériindrad sedan 1CD-6 och stimmer
inte lingre alltid med vad som faktiskt redovisas i statistiken. Senare revi-
sioner av ICT) har innehallit allt fler specialinstruktioner fir vissa didsorsa-
ker, och reglemna i 1CD-10 leder i ungefiir 20 procent av fallen till att man
inte redovisar det inledande tillstindet i statistiken utan istillet en kombina-
tion av det inledande tillstandet och nigot annat tillstind som nimns pa
dodsorsaksintyget, t ex en specifik komplikation.

10

142



APPENDIX 3 — QUALITY REPORTS

Regler for klassificering av underliggande
dédsorsak

Finns bara en didsorsak pa didsorsaksintvget redovisas denna som under-
liggande didsorsak. Om det finns mer fin en dodsorsak pd intyget viiljer man
en underliggande dodsorsak genom att tillimpa ett antal klassificeringsreg-
ler som specificeras i ICD. Det finns tvi typer av klassificeringsregler, ur-
valsregler och modifieringsregler. Man anviinder torst urvalsreglerna for att
hitta det tillstind som enligt dédsorsaksintyget inledde den kedja av hindel-
ser som ledde till diden. Dessutom innehdller ICD minga regler [or hur
sadana inledande didsorsaker skall modificras for att fanga upp sa mycket
information som mdjligt. Man kan behdwa tillimpa flera modifieringsregler
fir ett och samma dédsorsaksintyg. Nir alla aktuella modifieringsregler
tillimpats har man kommit fram till den underliggande dédsorsaken, alltsa
den dodsorsak som redovisas 1 statistiken.

Urvalsreglerna i ICD-10
Huvudprincipen
Om mer fin ett tillstind anfirs pa didsorsaksintyget, viilj det tillstind som

placerats ensamt pd den nedersta anvinda raden i Del 1, men endast om det
kan ha gett upphov tll alla tillstand som anfBrts hisgre upp.

Urvalsrege! 1

Om huvudprineipen inte kan tillimpas men en sckvens uppgivits som slutar
med det tillstind som anforts forst pa dodsattesten, vilj det tillstind som
mledde denna sekvens, Om det finns mer iin en sekvens som slutar med det
tillstand som niimnts forst, vilj det inledande tillstandet i den forst nimnda
sekvensen.

Urvalsregel 2

Om det mte finns nagon sekvens som slutar med det tillstind som anforts
forst pa blanketten, villj detta fiirst niimnda tillstind.

Urvalsregel 3

Om det tillstind som valts enligt huvudprincipen eller urvalsregel 1 eller
urvalsregel 2 uppenbarligen dr en direkt foljd av ett annat angivet tillstand,
vare sig i Del 1 eller Del 2, viilj detia primiira tillstind.

Niir det inledande tillstindet identificrats kan ICD-koden fir detta till-
stind modifieras enligt nigon av modifieringsreglerna A-F.

Modifieringsreglerna i ICD-10
Modifieringsregel A: hig alder och andra symtomatiska tillstand

Om det valda tillstindet dr svmtomatiskl och ett tillstind som klassificeras
pa annan plats ocksa anges pd dodsattesten, bortse frin det symtomatiska
tillstandet och gor om urvalsproceduren. Tag dock hiinsyn till det symtoma-

11
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tiska tillstindet om det medfir att koden for underliggande dédsorsak modi-
fieras. Foljande tillstind skall betraktas som svmtomatiska: [46.1 (platslig
hjirtdod), 146.9 (hjirtstillestand, ospecificerat), 195.9 (hypotoni, ospecifice-
rad), 199 (andra och icke specificerade sjukdomar i cirkulationsorganen),
J96.0 (akut respiratorisk insufficiens), J96.9 (respiratorisk insufficiens,
ospecificerad), P28.5 (frinvaro av andning hos nyfadd), RO0-R94 och R96-
R99 (symiom, sjukdomstecken och onormala kliniska fynd och laboratorie-
fynd som ej klassificeras annorstides). Observera att R95 (plitshig spid-
barnsdod) inte betraktas som eft symtomatiskt tillstand.

Om alla dvriga tillstind som angetts pa dodsattesten ir symtomatiska eller
bagatellartade skall modifieringsregel A inte anvindas.

Modifieringsregel B: bagatellartade tillstand

Om det valda tillstindet dr ett bagatellartat tillstind som inte gima kunnat
leda till doden och ett allvarligare tillstind (allt annat n ett symtomatisk
tillstand eller ett annat bagatellartat tillstdnd) ocksd anges pd dodsattesten,
bortse fran det bagatellartade tillstandet och giir om urvalsproceduren. Om
dadsfallet intriffade till foljd av en komplikation till en behandling av ett
bagatellartat tillstind viljs komplikationen som underliggande dodsorsak.

Om det bagatellartade tillstindet enligt dodsattesten har villat ett annat
tillstind bortses ej frin det bagatellartade tillstindet. Det innebiir att Regel B
nte &r tillimplig.

Om det bagatellartade tillstindet enligt didsattesten har gett upphov till
en allvarligare komplikation skall modifieringsregel B inte tillimpas.

Modifieringsregel C: ldnkning

Om nigon instruktion i klassifikationen eller i anvisningara fér kodning av
underliggande dodsorsak anger att koden for den valda dodsorsaken skall
linkas till en eller flera andra koder t6r tillstand som nimns pa dédsattesten,
skall den linkade koden anviindas for underliggande dédsorsak.

Vissa anvisningar giller enbart om ett tillstiind angetts bero pd etl annat. [
si fall tillimpas anvisningen endast om detta orsakssamband angetts pa
dadsattesten eller framgér nir urvalsreglerna tillimpas.

Om ett tillstind kan linkas till flera andra tillstand lankas till det tillstand
som skulle ha valts om det forst valda tillstindet inte hade nimnts pa
dadsattesten. Giir alla yiterligare tillimpliga Linkningar,

Modifieringsregel D: specificitet

Om den valda orsaken beskriver eft tillstind i allménna ordalag och en term
med en mer precis beskrivning av tillstindets lokalisation eller art ocksi
forekommer pa disdsattesten fiiredras det mer informativa uttrycket. Denna
regel tillimpas ofta niir den allminna termen kan ses som ett adjektiv till det
mer exakta uttrycket.

Modifieringsregel E: lidiga och sena stadier

Om det valda tillstindet dr en tidig form av ett tillstind och ett mer fram-
skridet stadivm av samma tillstind ocksi anges pd didsattesten, anviind
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koden for det mer framskridna stadict. Detta giller dock inte ett “kroniskt”™
stadium av ett tillstind som enligt dodsattesten beror pi en “akut™ episod,
savida inte klassifikationen uttryvekligen anger nagot annat.

Modifieringsregel F: sena effekter

Om det valda tillstindet ir ett tidigt stadium av ett tillstind for vilket klassi-
fikationen har en siirskild kategori for sena efTekier. och det framgir att
dadsfallet vallades av sena effckter snarare dn av tillstindets alouta skede,
anviind koden for tillimplig kategori for sena effekter.

For en niirmare beskrivning av hur dessa regler skall tillimpas och hur
dadsorsaksuppgifierna pa dodsorsaksintvget skall tolkas hinvisas till andra
delen av ICD-10 (International Statistical Classification of Diseases and
Related Health Problems, Tenth revision, Volume 2 Instruction Manual).

Uppdateringar av ICD-10

For att halla ICD-10 =i aktucll och anvindbar som maéjligt uppdaterar WHO
klassifikationen lopande. I de flesta fall har dessa uppdateringar infOrts i
dadsorsaksstatistiken allt eftersom de tagits in i den amerikanska program-
varan ACME, som anviinds vid klassificering av underliggande didsorsak.
En dversikt av uppdateringama for ICD-10 finns pa WHOs webbsida
http:/www.who.int/classifications/ied/icd 1 Dupdates/en/index. html.

Kortlista fér redovisning av dodsorsaker

En firkorlad dodsorsakslista, Furopean shortlist (ewropeiska [Orkortade
didsorsakslistan), har faststillts av Furostat. Listan innehaller 65 grupper 1
hierarkisk uppbvgenad diir 19 av grupperna motsvarar ICDs kapitelnivi och
resterande utgdr undergrupper pi olika nivier. I den svenska didsorsakssta-
tistiken har denna europeiska forkortade dodsorsakslista kompletterats med
yiterligare tvii dodsorsaksgrupper: akut hjfrtinfarkt (grupp 341) och motor-
fordonsolyckor pd allmin vig (grupp 601). Listan &r definierad i bide
ICD-9 och ICD-10 och ser ut som foljer.
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Tabell B. Eurcpeiska forkortade dodsorsaksfistan

Nr  Dodsorsak ICD-10 IcD-8
Samtliga dodsorsaker ADD-RE9G, 001-E969
V01-¥89,
uo4
01 Kapl. Vissa infektions- och | Lk A0G-B99 001-139
02 Tuberkulos A15-819, 010-018,
B90 137
03 Meningokockinfektion A39 036
04 HV B20-524 042-044,
279.5-279.6
05 Virushepatit B15-B19 070
05 Kapil. Tumdrer COG-D48 140-239
o7 Maligna turmérer con-ce7 140-208
08 darav malign tumar i lapp, munhala och svalg coo-c14 140-149
09 darav malign tumar | matstrupen C15 150
10 darav malign tumor | magsacken 16 151
11 darav malign tumaor i focktarmen 18 1583
12 darav malign tumor i andtarm och anus c1ec21 154
13 darav malign tumar i leven och intrahepatiska galigangarna cz2 155
14 darav malign tumar i pankreas c25 157
15 darav malign tumar i struphuvudet, luftstrupen, bronk och C32-C34 161162
lunga
16 darav malignt melanom i huden C43 172
17 darav malign tumar i brostkartel C50 174175
18 darav malign tumor | livmederhalsen C53 180
18 darav malign tumar i annan del av livmodem C54-55 178,182
20 darav malign tumor | 3ggstock C56 183.0
21 darav malign tumar | prostata c61 185
22 darav malign tumdr i njure ca4 189.0
23 darav malign tumar i urinblasan Ce7 188
24 darav malign tumar i lymfatisk och blodbildande vavnad c81-co8 200-208
25  Kap M. Sjukdomar i blod och blodbildande organ samt vissa rubb- D50-D8S 279-289
ningar { immunsystemet
26 Kap IV. Endokrina sjukdomar, nubitionsrubbningar och dmnesom- E00-E90 240-278
saitningssjukdomar
27 Diabetes E10-E14 250
28 Kap V. Psykiska sjukd aeh syndrem samt beteendestérningar FOO-F99 290-319
28 Psykiska stomingar och beteendestorningar orsakade av alkohol F10 281,303
30 Psylaska stomingar och beteendestorningar orsakade av droger F11-F16, 304-305
F18-F19
31 Kap Vi, Vil och Wi, Sjukdomar | nervsystemel, 6gat och drat GOO-HIS 320-389
32 Meningit (annan an i grupp 03) GO00-GO3 320-322
33 Kap X Cikulationsorganens sjukdonms 100-199 390459
34 |scheriska hjartsjukdomar 1204125 410-414
341 darav akut hjartinfarkt 121-122 410
Andra hjartsjukdomar (utom klatfel) 130133, 420.423,
138152 425-429
Sjukdomar i hjarnans karl 160-169 430-438
37 Kap X. Andni ganens sji J0O-498 450-519
14
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28 Influensa J10-J11 487

38 Lunginflammation J12-18 480-436

40 Kroniska sjukdomar i nedre luftvagama J40-J47 450-494,
496

a1 darav astma J45- 448 493

42 Kap XI. Matsmaltningsorganens sjutdomar KOO-K93 520-579

43 Sarimagsacken och tolfingertarmen K25.K28 531-534

44 Sjukdomar i levern K70, 571.0571.9

KT3-K74

45  Kap Xll. Hudens och underhudens sjurdomar LOO-Lo99 680-709

46 Kap XN, Sjufd i skl yatemet och bindvéven MOO0-M99 710-739

47 Reumatoid artrit och ostecartros MOS5-MOS, 714715

M15-M19

48 Kap X1V Sjukdomar i win- och konsorganen NOG-NG9 580-629

48 Sjukdomar i njure och urinledare NOD-M28 580-594

50 Kap XV. Komplikati under graviditel, férlossning och bamsangstid  000-089 630-676

51 Kap XVl Vissa perinatala tilstand POD-£96 760-779

52 ;{;p XVl Medfodda missbildningar, deformiteter och fromosomavvi- Q00-Q89 740-759

ser

53 Medfbdda missbildningar av nervsystemet Qod-Q07 T40-742

54 Medfedda misshi av cirkulati ganen Q20-Q28 T45-747

55 Kap XVill. Symiom, sjukdo ken och o la kliniska fynd och ROD-R9S 7RO-799

laboraioriefynnd

56  Plitslig spadbamsded RO5 798.0

57 Ofullstandigt definierade och okanda orsaker till dod ROG-ROS 798.1-790.9

58 Kap XX Yilre orsarer bl sjukdom och dod Vio1-vag EEO0-EGUS

58 Olycksfall V01-%59 E800-ES29

80 darav transportolyckor V01-V88 E200-E848

601 av vilka motorfordonsolyckor pa alimén vag b E810-E819

61 darav fallolyckor WO0-W1E EBB0-E883

62 darav forgiftningsolyckor XAD-X49 E850-E868

63 Sjalvmord och annan iktligt sjalvdestruktiv handli HB0-XB4 ES50-E959

G4 Mord, drap och annat évergrepp av annan person XB5-Y09 ES60-E969

65 Skadehandelser med cklar avsikt ¥10-¥34 ESB0-E989

*) Motorfordonsolyekor pa allmiin vig enligt ICD-10:

VO2.1-V02.9, VO3.1-V03,9, VO4.1-V04.9, VO9.2, V12.3-V129, VI3.3-V13.9,
V14.3-V14.9, V19.4-V19.6, V20.3-V20.9, V21.3-V21.9, V22.3-V22.9, V23.3-
V23.9,V24.3-V24.9, V25.3-V25.9, V26.3-V26.9, V27.3-V279, V28.3-V28.9,
V294-V29.9, V30.4-V30,9, V31 4-V31.9, V32.4-V329, V3I34-VI30 Vidd-
V34,9, V35.4-V35.9, V36.4-V36.9, V3T.4-V37.9, V3R 4-VIRI, V30.4-V39.9,
V40.4-V40.9, V41.4-V41.9, V42.4-V42.9, V43.4-V43.9, V44.4-V44.9, V45.4-
V45,9, V46.4-V46.9, VAT 4-V47.9, V48.4-V48.9, V49.4-V49.9, V30.4-V30.9,
V51.4-V51.9, V52.4-V52.9, V53.4-V53.9, V54.4-V54.9, V55.4-V35.9, V56.4-
V56.9, V57.4-V57.9, V38.4-V358.9, V50.4-V59.9, V60.4-V60.9, V61.4-V61.9,
V62.4-V62.9, V63.4-V63.9, Vi4.4-Vo4.9, V65.4-V635.9, V66.4-V66.9, V6T.4-
V679, VoB.4-V68.0, V69.4-VE9.9, VT0.4-VT0.9, VT1L4-VTLO, VT2.4-VT2.9,
V73.4-V73.9, VT4.4-VT74.9, V75 4-VT75.9, VT6.4-VT76.9, VI74-VT7.9, VT8.4-
V789, V79.4-V79.9, V§0,3-V80.5, V811, V821, V83.0-V83.3, V84.0-V84.3,
VE5.0-VE5.3, V8a.0-V86.3, VBT.0-VET.8, V§n.2
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Datainsamling och bearbetning

Statistikens omfattning

Referensramen for dodsorsaksstatistiken ér personer folkbokforda i Sverige,
och statistiken skall allisi omfatta samiliga avlidna under ett kalenderir som
vid tidpunkten fir disdsfallet var folkbokfiirda 1 Sverige, oavsett om disdsfal-
let intriiffade inom eller wtanfor landet. Siledes ingdr inte dodftdda, perso-
ner som avlidit under tillfillig vistelse i Sverige eller asylsckande som dnnu
inte erhallit uppehallstillstind. Utvandrade svenskar som inte lingre ir folk-
bokforda i Sverige ingir heller inte.

Socialstyrelsen plancrar att inom ndgot ar sammanstilla dodsorsaksstati-
stik ocksi fur ej folkbokforda som avlidit under vistelse i Sverige.

Overtackning och undertéckning

Fran och med 1997 inkluderas samtliga didsfall som rapporterats till Skat-
teverket i divdsorsaksstatistiken vare sig dodsorsaksintyg inkommit till Soci-
alstyrelsen eller inte. T och med det farekommer formellt inte nagon under-
tickning i firhillande till referensramen.

Didsorsaksstatistiken redovisar varje ar nagot [ler dodsfall én belolk-
ningsstatistiken. Denna dvertiickning i forhallande till befolkningsstatistiken
bestir till storsta delen av didsfall som rapporterats till Skatteverkel senare
dn 31 januar aret efler dodsfallet. Sadana disdsfall inkluderas inte i befolk-
ningsstatistiken men tas med i dodsorsaksstatistiken.

Bortfall

Saknade didsorsaksintyg

Socialstyrelsen kontrollerar atl dodsorsaksintyg inkommit for samtliga dids-
fall som anmiilts till Skatteverket. Saknade divdsorsaksintyg begiirs in fran
den sjukvardsinrittining dir den likare som utfirdat didsbeviset tjinstgjorde
vid utfiirdandet. Trots denna kontroll saknas varje fir ett antal dodsorsaksin-
tyg. Internationellt sett fir bortfallet myeket litet, men dessviirre tenderar
detta bortlall att oka.

Bortfallet var mycket litet fore omlaggningen av folkbokforingen 1 juli
1991, eftersom begravning eller kremering inte fick genomfdras innan Lika-
ren lamnat bade uppgift om dédsorsaken och tillstand till jordfisining och
kremering till pastorsdmbetet. Efter omliggningen skickas dddsorsaksupp-
giften direkt till dédsorsaksregistret och det giirs inte lingre nagon kontroll i
samband med jordfistningen. Dessvirre har bortfallet fortsait att 6ka och ér
nu tre gimger si stort som [Or femton ir sedan. Vardgivare som Socialstyrel-
sen varit 1 kontakt med har forklarat 6kningen med allt stérre svirigheter att
fi fram tillforlitliga medicinska uppgifter for personer som avlider hemma
eller i kommumalt dldreboende.
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Tabell C. Bortfall - gf inkomna dodsorsaksintyg

Ar Antal A_|_1del av samtliga aviserade
dodsfall (%)

1975 5 0,008

1885 <5 0,005

18895 329 03

2000 539 06

2005 687 07

2006 638 07

2007 773 08

2008 TE2 0.8

Didsfall for vilka Socialstyvrelsen inte erhéllit ndgot dodsorsaksintyg inklu-
deras sedan 1997 1 dodsorsaksregistret under diagnoskod R99.9 (Dadsor-
saksintyg ¢j inkommet).

Borifall i enskilda variabler

Bortfallet fisr enskilda variabler varierar. Om likaren rapporterat oklara eller
daligt specificerade dddsorsaker och det kan firviintas att mer detaljerade
uppgifter finns, begir Socialstyrelsen kompletterande uppgifter. [bland més-
te diffusa dodsorsaksuppgifier accepteras, t ex diffusa svmtom eller ospeci-
fika diagnoser som hjirtstillestind och cirkulationssvikt, eftersom ytterliga-
re upplysningar inte gir att f fram. Detta giller t ex vid dddsfall utomlands
eller dodsfall dér den avlidne patriffats efter en lingre tid och nagon dbds-
orsak inte langre gir att faststilla.

Som ofillriickligt specificerade didsorsaker riiknas enligt WHOs defini-
tion alla dédsfall med ndgon av dddsorsakerna 146.1 (plétslig hjirtdid),
[46.9 (hjirtstillestind, ospecificerat), [95.9 (hypotoni, ospecificerad), 199
(andra och icke specificerade sjukdomar i cirkulationsorganen), J96.0 (akut
respiratorisk insufficiens), J96.9 (respiratorisk insufficiens, ospecificerad).
P28.5 (frinvaro av andning hos nyfidd), RO0-R94 eller R96-R99 (symtom,
sjukdomstecken och onormala kliniska fynd och laboratoriefynd som ¢
Klassificeras annorstiides) som underliggande disdsorsak.

I nedanstiende redovisning (Tabell D) av otillriickligt specificerade dods-
orsaker inkluderas inte R99.9, som anviinds for dodsfall dir dodsorsaksintyg
nte inkommit till Socialstyrelsen. For en redovisning av antal ¢ inkomna
dodsorsaksintyg hinvisas istillet till tabell C.

Som framgar av tabell D har andelen otillrickligt specilicerade dddsorsa-
Ker gatt upp. sirskilt under perioden 1973-2000. Okningen forklaras delvis
av det stdrre antalet dldre avlidna, eflersom det kan vara svirl all ange en
faststilla dodsorsak hos en gammal person som under en lingre tid lidit av
flera svira sjukdomar. Variabeln grund for dodorsaksangivelsen saknas pa
ca 7 procent av diddsorsaksintygen, men i fertalet fall framgir dodsorsaks-
undersokningens art av andra uppgifter pa intyget. Om sa ér fallet komplet-
teras variabeln i samband med kodning och klassificering av dddsorsakema.

17

149



APPENDIX 3 — QUALITY REPORTS

Tabsll D. Bortfall — ofilirackligt specificerade dodsorsaker

Ar Antal A_|_1del av samtliga aviserade
dodsfall (%)
1975 420 05
1885 748 08
1897 1667 1,8
2000 2258 24
2005 2426 26
2006 2462 27
2007 2522 27
2008 2444 27

Underlaget for statistiken

Vid varje didsfall utfirdas dels ett dodsbevis och dels it intyg om diédsor-
saken. Dodsbeviset innehiller ingen uppgifi om dédsorsaken och anviinds
for att rapportera dodsfallet till Skatteverket och folkbokforingen. Detia
skall vara gjort senast firsta vardagen efler det att didsfallet konstaterades.
Efter utredning av dddsorsaken utfiirdar likaren ett intyg om didsorsaken.
Disdsorsaksintyget, som siinds till Socialstyrelsen inom tre veckor cfier
dodsfallet, wigdr underlag for didsorsaksstatistiken. Blanketterna har fast-
stillts av Socialstyrelsen etter samriad med Rikspolisstyrelsen, Skatteverket
och Rittsmedicinalverket. Deras utseende framgdr av bilaga 1 samt av Soei-
alstyrelsens foreskrifter Nya formuldr for didsbevis och intyg om déadsorsa-
ken, SOSFS 2003:12.

Dodslall wiomlands rapporteras antingen pi en dodsanmiilningssedel [rin
svensk beskickning utomlands eller pa landets egna dédsattester.

For personer folkbokforda i Sverige kontrolleras alla personnummer pa
didsorsaksintygen mot Skatteverkets uppgifter om avlidna individer. Frin
Skatteverket hiimtas ocksd uppgifter om dédsdatum. folkbokforingsort, na-
tionalitet, [Bdelseland och civilstind. Beriiknad alder hiamitas [rin SCBs be-
folkningsstatistik.

Rutiner fér insamling och bearbetning

Sedan 1996 har didsorsaksintyg frin rinsmedicinska undersdkningar in-
kommit i elektroniskt format. ()\'riga ntyg inkommer fortfarande i pappers-
format och skannas och dataregistreras av Socialstyrelsen. Vid den statistis-
ka bearbetningen tilldelas fiirst samiliga diagnosuttryck pd intygen ICD-
koder med hjilp av programvaran Mikado. Av kodningen framgar ocksa var
pa diodsorsaksintvget likaren skrivit respektive tillstind. Underliggande
didsorsak klassificeras med hjilp av ACME (Automated Classification of’
Medical Entities), ett program som stillts till forfogande av National Center
for Health Statistics i USA. Vid dodsfall till foljd av vitre vild eller forgifi-
ning viljs ocksd manuellt en kod for huvudsaklig skada.

Om de medicinska uppgifterna fr ofullstindiga begiirs kompletterande
uppgitter frin den inrfittning dir intyget utfiirdats. Bearbetningen omfattar
dessutom granskning och rittning av enskilda variabler, bl a att intyget &r
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fullstéindigt ifyllt och att angivna viirden fr rimliga med tanke pa bl a den
avlidnes dlder och kin.
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Definitioner och begrepp

Definitioner och viktiga begrepp

Diédsorsak ir enligt WHOs definition "alla de sjulidomar, sjukliga tillstind
eller skador som antingen medforde eller bidrog till dodsfallet och de om-
stindigheter vid olycksfallet eller vildshandlingen som framkallade nagon
sidan skada™.

Underliggande didsorsak (underlying cause of death) ir enligt WHO “(a)
den sjukdom eller skadeorsak som inledde den kedja av sjukdomshiindelser
som direkt ledde till ddden eller (b) de omstindigheter vid olvckan eller
vildshandlingen som framkallade den dédliga skadan™. Det bor noteras att
den underliggande dodsorsak som anviinds i dodsorsaksstatistiken i ca 20
procent av didstallen inte dr det tillstind som enligt dodsorsaksintyget in-
ledde hindelseforloppet. Detta intrdffar om en sirskild instruktion i ICD-10
anger att ett annat och mer informativt tillstind som ocksd niimns pa dods-
orsaksintyget istillet skall redovisas som underliggande didsorsak. Oftast
rOr det sig om en kombination mellan den inledande dddsorsaken och en
viss komplikation.

Inledande dbdsorsak (originating cause of death) &r det tillstind som in-
ledde den kedja av hiindelser som medfirde disdsfallet. Ofiast, men inte all-
tid, dr det inledande tillstindet samma som den underliggande dédsorsaken.

Med komplikation menas i detta sammanhang eti tillstind som uppkom-
mit som en £5ljd av det tillstand som inledde férloppet. Ar dddsorsaken var-
ken underliggande eller en komplikation kallas den bidragande didsorsak.
Oftast skiljer man inte mellan komplikationer och bidragande diédsorsaker
utan uttrveket bidragande dodsorsaker anviinds som en samlande beteckning
[or alla andra dodsorsaker éin den underliggande.

Multipla dédsorsaker avser samtliga dodsorsaker som angivits pa dadsor-
saksintyget, allisd bide underliggande didsorsak, komplikationer och bidra-
gande didsorsaker.

ACME (Automated Classification of Medical Entities) ir en programvara
som utvecklats av National Center for Health Statistics i USA. Med ut-
gangspunkt frin en uppsiitining ICD-koder, som motsvarar de didsorsaker
som angells pd dodsorsaksintvget, viiljer ACME en underliggande didsor-
sak enligt regler och instruktioner 1 [CD. Programmet infirdes 1 Sverige i
samband med dvergingen till ICD-9 1987,

Programvaran Mikade sitter ICD-koder pa de diagnostermer som likaren
angett pi dodsorsaksintyget. ICD-kodera frin Mikado utgér underlaget for
ACMEs val av uinderliggande didsorsak. Programmet utvecklades vid SCB
och togs 1 bruk 1992, Under 2010 kommer Mikado att ersiittas av en liknan-
de programvara, Iris, som utvecklas inom ramen for ett samarbete mellan en
europeisk grupp och NCIHS,
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Statistiska matt
Dadligheten i olika dodsorsaker beskrivs med antal déda, dédstal per
100 000 av medelfolkmingden och aldersstandardiserade didstal.

Arcts medelfolkméngd berdknas som summan av antal levande individer i
populationen vid drets borjan och antalet vid drets slut dividerad med tvi.

Med didstal avses | didsorsaksstatistiken antal déda per 100 000 av me-
delfolkmiingden. Didstal fir olika dldersklasser beriknas separat, alltsi med
respektive aldersklass som population.

Aldersstandardiserat dédstal ir ett mitt som underlittar vissa jimforelser
mellan olika tidpunkier och regioner. Dddsorsaksminsirel 1 en population
har starkt samband med dess aldersstruktur. T ex har en befolkningsgrupp
med hig medelalder fler dodsfall i hjartkiirlsjukdomar én en grupp med lag
medelalder. dir istillet trafikolyckor och sjilvmord ir vanligare. Nir man
Jjamfor dédsorsaksmonstret mellan olika grupper dr man ofta intresserad av
andra fBrklarande fakiorer fn dldemn, t ex olikheter i livsstil. genetisk bak-
erund, fysisk eller social milji. Det dr da befogat att climinera de skillnader
som hinger samman med att grupperna har olika ildersstruktur. Aldersstan-
dardisering av didstalen ir en metod for detta. Den innebiir att dodstalen
beriknas som om samtliga populationer i jimforelsen hade samma alders-
[ordelning, namligen den s k standardpopulationens. Didstalen 1 de olika
populationerna kan da direkt jamforas med varandra, eftersom standardise-
ringen eliminerat inflytandet av aldersskillnader. Aldersstandardiserade
dédstal har hiir beriiknats med s k direkt standardisering enligt formeln

¥ (standardpopulationens medelfolkmingd 1 alder k) x (dodstal 1 dlder k)

Y (standardpopulationens medelfolkmingd i lder k)

déir summationema i tiljaren och niimnaren girs Over de Aldersklasser (k)
som ingar 1 det redovisade aldersintervallet. I den svenska dodsorsaksstati-
stiken anviinds femiriga Aldersklasser i berikningarna.

Standardpopulation fir den population som tas som jimfirelsebas vid be-
rikning av standardiserade dodstal. [ dédsorsaksstatistiken anvinds sedan
publiceringen av 2001 drs didsorsaksstatistik medelfolkmingden under ar
2000 som standardpopulation. Samma standardpopulation anvinds for
kvinnor och méin.

Tabell E. Medelfofkmangd 2000 som har anvants vid berakning
av aldersslandardiserade dodslal

Alder Medelfolkmangd
0 83 541

1-4 373743

59 526 961

10-14 575005

15-19 506 635

20-24 518 547

25-29 583 653

30-34 534 585

35-39 621 853
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40-44 585 463
45-49 586 002
50-54 648 200
55-59 573275
60-64 436 920
65-69 379735
70-74 364 025
75-79 343 438
80-64 241047
85-89 139412
90- 64 064
Totalt 8872109

Den dider som redovisas i tabellerna dr uppnidd dlder, d v s dldern pd den
senaste fodelsedagen.

Begreppet firlorade dr utgar frin antagandet att t ex 75 ar ir den alder
som alla bor kunna uppna. Alla dodsfall under 75 dr riiknas da som dodsfall
1 fortid, och fir varje sadant didsfall 1 fortid beriiknas antal forlorade ar ge-
nom att den uppnidda dldern subtraheras frin 73 dr. Spidbarnsdadligheten
ir exkluderad och enbart dadsfall i dldrarna 1-74 ir beaktas. Aldersstandar-
diserade forlorade ar anger antal forlorade ar per 100 000 av medelfolk-
méingden justerat for aldersstrukturen i populationen.
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Statistikens kvalitet

Tillferitlighet

Didsorsaksuppgifiernas tillférlitlighet varierar med bl a hur uttémmande
didsorsaksundersikningen var, hur Eikaren redovisat dodsorsakerna pi
dadsorsaksintyget och hur materialet sedan kodats, klassificerats och kon-
trollerats pd Socialstyrelsen.

Daédsorsaksundersdkning

Iin noggrann undersikning av didsorsaken ir firstas en forutsittning for
tillforlitlig dodsorsaksstatistik. Vilka undersékningar som skall genomfdras
1 samband med ett dadstall dr inte ndrmare reglerat i lagar och forordningar,
och underlaget for dodsorsaksuppgifterna varierar kraftigt. Ibland genom-
[ors en mycket noggrann didsorsaksunderstkning med obduktion, fullstin-
dig genomgéing av journalmaterial och intervjuer med anhériga och andra
som haft kontakt med den avlidne. Andra ginger baseras dddsorsaksintvget
enhart pi en yitre likbesikining,

I den svenska dodsorsaksstatistiken ges en summarisk redovisning av vil-
ken undersdkningstyp som  dodsorsaksuppgifierma grundas pa. Eftersom
spinnvidden inom varje grupp av undersékningstyp dr mycket stor ger den-
na redovisning bara en ungeliirlig upplatining om tillfGrlitligheten i dodsor-
saksuppgiften.

Obduktionsfrekvensen anvinds ofta som etl sammanfattande matt pa
didsorsaksstatistikens tillforlitlighet. Sedan mitten av 1970-talet, di om-
kring 50 procent av de avlidna obducerades, har obduktionsfrekvensen sta-
digt gitt ner och ligger nu under 20 procent. Samma tendens finns i Nertalet
andra linder. Det dr dnda osikert om detta inncbir att dédsorsaksstatistiken
allméint blivit mindre tillfrlitlig. eftersom de diagnostiska metodema forfi-
nats och man oftare iin tidigare har en tillriickligt siker klinisk diagnos redan
fore dodsfallet. En ligre obduktionsfrekvens behdver alltsa inte medfira
mindre tillfirlitlig dodsorsaksstatistik, [rutsal att de dodsfall dir man inte
har en klar klinisk diagnos utreds vidare.

Redovisa dodsorsakerna pa dddsorsaksintyget
De internationella reglerna fOr kodning och klassificering av dodsorsaker
forutsiitter att likaren rapporterar didsorsakemna pa ett formulir som foljer
en av WHO faststilld internationzll forlaga. Det svenska didsorsaksintyget
foljer noga det internationella formuliret och innehaller ocksa komplette-
rande uppgifter som underlittar den statistiska klassificeringen av didsfal-
len.

Pa dodsorsaksimtyget skall likaren dels ange i punkiform det farlopp som
ledde till ddden och dels ange dvriga sjukdomar eller skador som piskynda-
de tirloppet. Dadsorsaksintyget skall alltsi redovisa vad personen dog av,
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det skall inte vara en fullstindig redovisning av den avlidnes samtliga sjuk-
domar och skador. Det innebiir att didsorsaksregisiret inte dr en limplig
Kiilla for undersdkningar som syfiar till att fasistilla prevalens av nigon viss
sjukdom — tillstinden kommer ju med i dodsorsaksregistret enbart om de
villat eller bidragit till didsfallet.

Om didsorsaksintyget dr riktigt ifyllt fr kodning och klassificering av
dodsorsaken inget stdrre problem, men om likaren [vlli i intvget felaktigt —
tex utelimnat viktiga upplysningar — hlir Itatet mer osikert. Hur vil
likarna wifirdat dédsorsaksintygen ér didrmed avgirande for dodsorsakssta-
tistikens kvalitet, och de flesta kvalitetsstudier visar pi stora brister i detta
avseende. Studier av tillférlitligheten i underliggande dédsorsak dr mycket
resurskriivande och genomfors inte rutinméissigl. Den senaste studien, som
redovisas 1 artikel nr 24 1 litteraturforteckningen for statistikens kvalitet,
avsdg 19935 irs didsorsaksregister. Enligt denna studie var underliggande
dadsorsak korreki 1 77 procent av fallen. Den var higst for maligna tumirer
(90 procent) och ischemisk hjértsjukdom (87 procent) och ligst for ospecifi-
cerade tumdrer (40 procent) och kroniski obstruktiv lungsjukdom (47 pro-
cent).

I tabell F visas hur stor andel av dddsfallen inom olika diagnosgrupper
som hekriftades vid kontroll mot journaluppgifter, hur stor andel som felak-
tigt forts till respektive grupp och hur stor andel som felaktigt forst till en
annan grupp. Som [ramgar av tabellen tar felen Gll viss del ul varandra och
nivierna i den officiella statistiken r pa det hela taget korrekta. Pa individ-
nivi fir de dodsorsaker som angetts pi dodsorsaksintygen betydligt osikrare.

Takell F. Underliggande dadsorsak enligt journalhandiingar som andel av dodsor-
sak enfigt dodsattesten; n= 1094

Dragnosgrupp Netto Betraftade Borde tillhora
- annan - denna
grupp grupp
Maligna tumdrer 1.04 0.89 0.04 0.07
Benigna och ospecificerade 0.52 039 057 0.08
tumorer
Ischemisk hjartsjukdom 0.97 0.83 011 a.07
Annan hjgrtsjukdom 0.99 063 028 Q.27
Cerebrovaskulara sjukdomar 0.98 0.68 013 11
Andra sjukdomar i cirkulations- 147 070 028 0.43
organen
Lunginflammation och influensa 1.06 Q.77 017 0.23
Kroniskt obstruktiv och annan 0.85 0.48 033 0189
lungsjukdom
Sjukdomar | matsmzltningsapparaten 1.14 077 0.08 0.21
Andra tillstand 0.95 0.50 023 018

Vidare visar internationella studier att tillforlitligheten varierar med den
avlidnes alder och den angivna dédsorsaken. Dadsorsaksuppgifierna fr sa-
ledes sikrare for vngre personer dn for dldre. och uppgifter om vildsam dad
och sjukdomar med snabbt fiirlopp r mer tillforlitliga dn vppgifter om kro-
niska tillstind. Detta medfor att dodsorsaksuppgifier for hagre dldrar ofta ir
osfikra, eftersom manga gamla minniskor lider av flera sjukdomar och det
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kan vara svirt for likaren att bedoma vilket av tillstinden som villade for
dadsfallet.

Bearbetningsfel

Didsorsaksuppgifierna pa intygen registreras i klartext. Skrivfel av betydel-
se forekommer i ungefir 3 procent av de registrerade diagnosuttrycken. och
efter rittning i samband med kodningen aterstir ungefir 0.3 procent.

ICDs regler fér kodning och klassificering har utvecklats under mer éin ett
sekel och har med tiden blivit ytterst komplicerade. Eftersom en del av reg-
lerna dessutom dr oklart formulerade kan reglerna tolkas olika, vilket inver-
kar pd jaimforbarhet bide internationellt och dver tid. T ex visar en jimfirel-
se mellan linderna i den nordisk-baltiska regionen pa avsevirda skillnader
mellan linderna och ocksa dver tid (diagram A).

Diagram A Kiassificering av dodsorsaker i den nordisk-baltiska regionen. Over-
ensstammelse meflan nationell praxis cch kiassificering enligt programvaran

ACME.
ACME agreement 2001 -
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0,80 /\\ _“/ME;
- -~ X
080 | . . _ - i
L / -l b
070 —
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—e 4 /\\
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For att minimera kodnings- och klassificeringsfel anvinder Sverige sarskild
programvara, Mikado och ACME, vid bearbetningen av materialet. ACME,
som klassificerar underliggande dédsorsak, har numera inofficiell status
som internationell standard. Mikado. som forbereder dodsorsaksuppgifierna
fir klassificering i ACME, foljer noga de specifikationer som tillverkaren av
ACME stillt upp. Aven sa kan fel intriffa, bade till f5ljd av fel i sjalva pro-
gramvarorna och i samband med interaktiv klassificering av de circa 10 pro-
cent dodsfall som programmen inte kan klassificera automatiskt.
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Klassificeringen av den underliggande didsorsaken kontrollerades senast
2002 genom oberoende kontrollkodning av ett slumpmissigt urval pi 2.5
procent av diddsorsaksintygen. Kodningsfelet skattades till:

Klassifikationsniva Kodningsfel (%)
ICD, kapitel 1,303
ICD, block 18106
EUES-lista 1,806
|CD; 3-tecken kod 33104
ICD, 4-tecken kod 54105

Datakontroller

I samband med kodning och klassificering kontrolleras maskinellt att dia-
gnoserna ir rimliga med tanke pa den avlidnes ilder, kin och andra diagno-
ser som angefts pad dédsorsaksintyget. Programvaran kontrollerar ocksa att
underliggande dodsorsak ir tillriickligt informativ. T ex godtas inte dodsor-
saker som hjirtstillestand eller akut cirkulationsinsufficiens som underlig-
gande dadsorsak annat éin i undantagsfall.

Den senaste studien av tillforlitligheten i den svenska dodsorsaksstatisti-
ken visade pa i snitt 23 procent fel i underliggande didsorsak enligt en
gruppering pa circa 290 dodsorsaksgrupper (Basic Tabulation List 1 ICD-9).
Ungefir 3 procent av didsorsaksintygen fastnar 1 de maskinella kontrollerna
baserade pa jaimforelser mellan underliggande dédsorsak och andra variab-
ler. Deetta innebiir att flertalet felaktigheter inte fangas upp av de rutinmiissi-
ga kontrollerna.
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Jamforbarhet

Jamférbarhet med annan statistik

Dédsorsaksstatistik | andra lander

I princip skall dédsorsaksstatistiken vara internationellt jamférbar [r de
linder som anslutit sig till WHO och déirmed firbundit sig att flja defini-
tioner och anvisningar i ICD. I prakiiken firsviras jimforelsema av att nya
versioner av ICD infirs vid olika tidpunkter i olika Einder och att nationella
versioner av ICD kan avvika frin den internationella bade betriffande kate-
goriernas innehill och ifrfiga om kodnings- och bearbetningsregler. Detia
paverkar inte minst klassificering av underliggande dodsorsak. Fir linder
som infirt automatisk klassificering baserad pd ACME #r jimforbarheten
god. Givetvis kan ACME inte korrigera tor skillnader som beror pa annat in
sjilva klassificeringen. 1 ex olikheter i lagstifining eller olika traditioner for
didsorsaksundersikning och rapportering av dodsorsaker till mvndigheter-
na.

SCBs befolkningsstatistik

Antal didda enligt dodsorsaksstatistiken dverensstimmer inte helt med anta-
let doda enligt SCBs befolkningsstatistik. En viss dvertiickning i forhillande
till befolkningsstatistiken brukar frekomma, beroende pa att didsorsaksre-
gistret tar med didstall som rapporterats till Skatteverket efter den 31 janua-
ri dret efter dodsiret. Didremot uppdateras inte befolkningsstatistiken med
didslall som rapporterats efter 31 januari. Denna Svertickning brukar uppga
till ett hundratal disdsfall arligen.

SIKAs statistik éver vagtrafikskador

Den ofliciella statistiken dver viigiralikskador, som uiges av Stalens institul
fir viigtrafikanalys (SIKA). bygger pd polisrapporter om trafikolyckor. Den
inkluderar dven personer som ¢j var folkbokfisrda i landet, medan personer
folkboktorda i Sverige som omkommer i viigtratikolyckor utomlands inte
ingdr. I dodsorsaksstatistikens siffror Gver trafikdédade ingar inte personer
som inte var folkbokforda i Sverige, men personer som fr folkbokforda i
Sverige ingir oavsett var olyckan dgde rum. En annan skillnad ar att statisti-
ken over vigtrafikskador inte tar med personer som avlidit senare 4n 30 da-
gar efter olvckan. Disdsorsaksstatistiken inte har nigon sidan bortre griins
utan riknar in alla dodsfall dar férloppet som ledde till doden inleddes med
en trafikolycka.

Socialstyrelsens patientregister

Till Socialstyrelsens patientregister rapporteras avslutade vérdtillfillen frin
den slutna virden med bl a uppgifler om sjukdomsdiagnos [Gr viirdtillfillet.
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Slutenvardsregistrets diagnosuppgifter dr inte jimfarbara med diodsorsaks-
registrets, eftersom reglema fir bestimmande av huvuddiagnos fr annor-
lunda. Som huvaddiagnos 1 patientstatistiken riknas den sjukdom eller ska-
da vars behandling och utredning varit huvudorsaken till patientens sjuk-
husvistelse. Detta kan vara en annan sjukdom eller skada iin den som regi-
strerats som underliggande dodsorsak, vilket enligt WHOs definition ir den
sjukdom eller skada som inledde den kedja av sjukdomshindelser som ledde
till disden. Enligt en studie avseende 1995 drs dodsorsaksregister samman-
foll underliggande didsorsak med patientregistrets huvuddiagnos i 59 pro-
cent (diagnosgruppering enligt Basic Tabulation List i ICD-9) av de dodstall
som intriiffade pa sjukhus.

Socialstyrelsens nationella cancerregister

Divdsorsaksregistrets uppgifter om malign tumdir hos den avlidne stimmer
inte alliid éverens med uppgifierna i cancerregistret. Dels innehaller cancer-
registret maligna tumorer som inte spelade nagon roll for dodsfallet och
dérfir nte riknas som dodsorsak, t ex di personen avhdit genom en olyeks-
hiindelse eller om cancern botats eller varit vil kontrollerad och personen
avlidit 1 nagon annan sjukdom. Dédsorsaksregistret kan ocksa innechalla
cancerdiagnoser som inte har nigon motsvarighet i cancerregistret. Det ror
sig oftast om individer med kliniska tecken pi en malign sjukdom men dir
man med hinsyn till personens daliga allméntillstand avstatt fran vidare
utredning och dirfr inte heller rapporterat fallet till cancerregistret.

Jamférbarhet 6ver tiden

Liksom tillfarlitligheten i diddsorsaksuppgifterna paverkas jamfirbarheten
dver tid av flera faktorer. De viktigaste ar forandringar i diagnostiska meto-
der och medicinska begrepp, fndrade rutiner for insamling av dodsorsaks-
uppegifter, nva revisioner av dédsorsaksklassifikationen och éindrade regler
for klassificering av underliggande dadsorsak.

Diagnostiska metoder och medicinska begrepp

Den medicinska utvecklingen ger likarna nya och bittre méjligheter att
faststiilla didsorsak. vilket bidrar till dkad precision i diagnostiken. Nya
undersikningsmetoder och findrad diagnostisk policy kan ocksa leda till att
sjukdomar som tidigare ofta blev odiagnosticerade nu syns tydligare i stati-
stiken eller vice versa. T ex kan nya diagnosmetoder och -kriterier vara en
del av forklaringen till den stora 6kning 1 demensdiagnoser som setts de
senaste decennierna, dven om andra orsaker ocksd dr tinkbara. Forandringar
i medicinsk terminologi fir ocksd iterverkningar pi statistiken. T ex fére-
kom hjartinfarkt knappast som diagnostiskt begrepp under bérjan av 1900-
talet. Diagnosen kom i allmint bruk efter andra viirldskriget, och hjirtinfarkt
och annan ischemisk hjirtsjukdom ar nu den vanligaste dodsorsaken.
Andringar i administrativa forhdllanden kan ocksi péiverka statistiken.
Sedan 1991 undersiks inte lingre merparten av didstall som intriffat utan-
for sjukhus rattsmedicinskt, Nya foreskrifter gav ocksa anhoriga stérre méj-
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lighet att neka klinisk obduktion. Detta kan ha bidragit till en 6kning av an-
delen dodstall med otillriickligt specificerad dodsorsak.

Rutiner fér insamling

Dédsorsaksuppgifterna har samlats in pa ett likartat sitt sedan folkbokfo-
ringen dverfordes frin Svenska kyvrkan till Skatteverket 1991, Blanketterna
tir didsbevis och didsorsaksintyg har reviderats vid nigra tillfiillen men
forandringarna dr inte genomeripande.

Revidering av dodsorsaksklassificeringen

Foriindringar 1 med

sk teori och epidemiologiska intressen medfior att
dodsorsaksklassifikationerna maste revideras med vissa mellanrum. Jimfor-
barheten dver tid fOrsviiras inte bara av all diagnosgrupper och diagnosbe-
grepp forindras 1 samband med revisioner och andra uppdateringar av dods-
orsaksklassifikationen, utan ocksd av forindringar i reglema for klassifice-
ring av underliggande dédsorsak.

Sedan 1911 har filjande dédsorsaksklassifikationer anviints i Sverige:

1811 1930  Svensk indelning i 99 grupper
1831 1850  Svensk indelning i 188 grupper
1951 1957  ICD-6

1858 1963 ICD-7

1869 1985 ICD-8

1887 1996 ICD-9

1897 1C0-10

Varje ny klassifikation ir mer detaljerad n tidigare. Nya medicmska rin
och teorier kan medfora att sjukdomar flyttas frin en huvudgrupp till en
annan. Ett exempel dr HIV/AIDS som 1 ICD-9 Klassificerades 1 kapitel 1V
(sjukdomar i blod och blodbildande organ) och i [CD-10 i kapitel 1 (vissa
infektions- och parasitsjukdomar). Alzheimers sjukdom iir ett annat exempel
som 1 1CD-9 klassificerades 1 kapitel V (psykiska stdmingar) och 1 ICD-10 1
kapitel VI (sjukdomar i nervsystemet).

For att kunna bedéma effekterna av klassifikationsbytet — bide att dia-
gnosgrupper flyttats och att klassificeringsreglerna iindrats - har ett urval pa
cirka 25 000 intyg for 1996 kodats enligt bide ICD-9 och ICD-10. For 4
procent av dodsfallen flyttades den underliggande dédsorsaken fran ett kapi-
tel till ett annat. Enligt grupperingen i den forkortade europeisk dodsorsaks-
lista (65 grupper) fick 7 procent av dédstallen en annan dédsorsak 1 1CDD-10
dn i ICD-9. Vissa grupper berérdes kraftigare dn andra. En beskrivning av
didsorsaker vars frekvens sirskilt piverkats av klassifikationsbytet finns i
2001 ars diodsorsakspublikation under rubriken Kommentarer till enskilda
tabeller, Tabell 1.

Uppdateringar av ICD-10

Till skillnad frin tidigare revisioner av ICD uppdateras ICD-10 fortlipande.
Beslul om uppdateringar faitas av [Brestindarna [or de internationella klassi-
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fikationscenter som WHO samarbetar med. Forslag om uppdateringar be-
reds av Update Reference Committee, som bestir av klassifikationsexperter
nominerade av klassifikationscentrens forestandare. En sirskild expert-
grupp, Mortality Reference Group. har hand om forslag som ror klassifice-
ring av didsorsaker.

Uppdateringarmna giiller bide specifika koder i ICD-10 och klassificerings-
reglerna. Koder kan liggas 1ill eller tas bort eller och innehdllet i enskilda
kodgrupper kan forindras. Andringar i reglerna for klassificering av dodsor-
saker kan medfira att ett dodsfall som tidigare forts till en viss grupp i 1CD
efter uppdateringen klassificeras pi annan plats. En fullstindig redovisning
av vilka dndringar som beslutats iterfinns pd WHO:s webbsida for ICD-10,
hittp://www. who.int/classifications/icd/icd 10updates /en/.

Forandring av bearbetningsmetoder

[ samband med klassifikationsbyten gors ofta en dversvn av andra bearbet-
ningsrutiner, I och med Gvergangen till ICD-10 ndrmade sig Sverige interna-
tionell kodningspraxis och man accepterar nu oftast den tolkningspraxis som
finns inprogrammerad i ACME, den programvara for amtomatiskt val av
underliggande didsorsak som allimer betraktas som internationell standard.
For ICD-9 anviinde Sverige en version av ACME som anpassats efter
svensk kodningspraxis.

Disdsorsaksregistrets resurser for att begiira komplettering av otillriickligt
specificerade dodsfall har varierat dver tid. Det har knappast ndgon betvdel-
se tor didsorsaksmdanstret 1 stort men kan paverka registrets anviindbarhet
foor kohortuppfoljningar.

Analys av férskjutningar i statistiken

Farskjutningar 1 statistiken som beror pa nya diagnostiska metoder och he-
grepp dr svira att identifiera, sérskilt som forindringarna oftast kommer
gradvis och dr svira atl séiskilja frin sadana [Briindringar 1 dodsorsaks-
miinstret som beror pd ctt dndrat sjukdoms- eller skademénster. Diiremot
kan forskjutningar till faljd av nya revisioner av ICD eller indrad klassifice-
ringspraxis oftast kiinnas igen pa att de intriider platsligt. Om en viss dids-
orsak plotsligt byter nivd dr forklaringen alltsd troligen en forindring i
ddsorsaksklassifikationen eller Klassificeringsrutinerna.

De multipla didsorsakerna kan ge en fingervisning om en férindring for
en viss underliggande dodsorsak beror pi findrade klassificeringsregler eller
har andra orsaker. Om antalet firekomster av dédsorsaken som multipel
didsorsak dr stabilt men antalet fall diir didsorsaken registrerats som under-
liggande dodsorsak firiindrats dr firklaringen sannolikt att klassificerings-
reglerna dndrats. Om diiremot bade antal multipla och underliggande dods-
orsaker har indrats dr [orklaringen en annan.
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Bilagor

Nedan foljer blanketterna "Dédsbevis™ och "Dodsorsaksintyg”.
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