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Abstract

Death certificates represent a data source that many health researchers find useful
and attractive for analysis. It is an official document that declares a person is died,
how we document the death certificate affect our mortality statistics which are very
important. Public health policies depend heavily on the mortality indicators derived
from death certificates. Because they are the main source of information about the
causes of death and illness preceding death. This study aimed to evaluate the current
documentation of death certificates in the Gaza Strip.

Triangulated cross sectional quantitative, qualitative study was conducted in order to
evaluate the current documentation of death certificates in the Gaza Strip. The
instrument used in this study were reviewing death notification certificates through
self constructed checklist and in-depth interview with 12 managers. Total of 256
death notification certificates from 1-7-2009 to 31-12-2009 were chosen through
systematic sampling method and Epi info program. Out of them, 237 death notification
certificates were detective, so the detective rate was 92.5%.

The study findings show that for reporting of original city, 28.7% was incomplete and
37% of birth dates were improperly reported. For occupation and addresses 56% and
67.9% respectively were incomplete. For data relating to death hour and if the baby
live less than 24 hours, missing of these data were 19% and 97% of the certificates
respectively. The findings of the study revealed that 38% of the cause of death is not
documented completely nor accurately, 100% of the certificates did not mention if the
deceased was pregnant or not at time of death, 10.5% of certificates were not certified
by physician completely and 11.8% of PHC registration was incomplete. Finally
results show that our physicians are not trained, but familial by experience on how to
complete death notification certificate and the mortality and morbidity committees
within hospital are not active.

The researcher concluded that there is a serious problem regarding the
documentation of death notification certificates in the Gaza Strip in personal and
demographic section, cause of death section, certifying physician section and PHC
governorate certification section. And that due to lack of formal training, medical
inexperience and perceived lack of certificate importance.

The researcher recommended that continuous training for physician on the proper
way of completing death notification certificate, reactivation of mortality and
morbidity committees within hospitals and initiating of professional committee in the
MOH responsible for querying cause of death could help in promoting better and
more accurate documentation of death certificates. Also the researcher recommended
for further study to investigate the effect of good documentation of death certificates
on mortality statistics and health status of the popul ation.
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Chapter 1: Introduction

1.1 Resear ch background

The mortality data are the most vital statistics data, and the fundamental source of
demographic, geographic, and cause of death information (MOH, 2004). Identifying
and documenting the cause of death of individuals is an important part of public
health practices. It is important to keep such records in order to establish the main
causes of death in a community, to track changes in death rates, and to determine how
certain causes of death can be prevented. Death record information helps to assess
future preventive, curative, and paliative actions that might be taken, such as
improving car safety or emergency services, or instituting health-education programs
about a certain disease. It is also important to know the age and sex of deceased9
persons in order to identify risks specific to age and gender, and to identify those
deaths that can be classified as premature. Of course, identifying the cause of death is
aso important for legal reasons, especially in cases of violent death, and to help
surviving friends and relatives dea with the death of a loved one (Thuiraux and
Michel C, 2002).

In the Gaza Strip we have a good birth and death registry system, and have an
available death notification certificate (DNC) divided to two parts. The first part is
design for personal, demographic, the date of death, and the name, address, and
relationship of the deceased of the person reporting the death. The second part of the
death certificate is design for writing the cause of death according to the International
Statistical Classification of Diseases and Related Health Problems, Tenth Revision
(ICD-10).

In this study the researcher will evaluate the current documentation of death
notification certificates in the Gaza Strip, examine for how far the documentation of
death notification certificates are accurate, and what recommendations could be
concluded from it to enhance the documentation of death notification certificate.

1.2 Resear ch problem

The tenth revision of the International Statistical Classification of Diseases and related
Health Problems,( known as ICD-10) provides standardized list of causes of death. It
also deals with special requirements for the recording of death in cases of maternal
death, infant death, or accident death(NCHS, 2000). Most of Gaza physicians know



about it, but the important question, if they are trained in using ICD-10 and are they
use those skills in reported death notification certificates. The accuracy of filing the
death notification certificate was not examined before in Gaza Strip. This is an
Important aspect because it gives us a true or false mortality data result, which in turn
affects our policies and plans for public health and health care. The following study
will explore the strengths and weaknesses points in the mortality documentation
system in Gaza strip, and to build on the positive points in order to enhance and

improve the documentation pattern of death notification certificates.

1.3 Justification

A death notification certificate is the official document that declares a person is dead,
how we document the death notification certificate affect our mortality statistics
which are very important. Public health policies depend heavily on the mortality data
from death certificates, because they are the only source of information about the
cause of death and illness preceding death (Iserson and KennethV,2003). Many
problems around the world happened related to the accuracy of death notification
certificate. Because of this important situation, the researcher chose to study this
problem, hoping that the finding of the study would strengthening the accuracy of
death notification certificate documentation both in Gaza strip and at the nationd
level in the Palestinian authority.

1.4 Aim of the study

The overall am of this study is to evaluate the current documentation of death
documents in The Gaza Strip. Thus the study could help in promoting better and more
accurate documentation of death certificates which are the main source of national

mortality statistics which are important for public health and health care.

1.4.1 Objectives of the study
- Toexamine the accuracy of the reported causes of death in the death
notification based on ICD-10 classification.
- To explore the completeness and accuracy of the death notification.
- Toassess strengths and gaps in the processes related to death notification
certificate documentation, processing, analysis, dissemination and use.



- Toprovide asset of recommendations that promote the documentation of death
certificate, thus enhance the public health and health care.

1.5 Resear ch questions
1. Isthe cause of death reported in the death notification certificates confirmed
with patient file?
2. Istheir routine follow up review for cause of death certified in the death
certificate?
3. Isthe desath certificate form used are well designed to fulfill ICD-10 criteria?
4. Arethe physicianstrained or familial with ICD-10 criteria?
5. Arethe personal, demographic, geographic, and cause of death reported in
death certificate complete?
Isthe process of death certificate data flow are well organized?
Are thefiling system and documentation well organized?

What are the main gaps in the process flow of death notification?

© o N o

Arethe causes of death data used for surveillance, research, design of public

health and medical intervention, and funding decisions for research and

development?

10. To which extent the mortality data are used in monitoring the health statusin
Gazastrip?

11. Which suggestions could be recommended in order to improve the process of

death certificate documentation?

1.6 Study context

1.6.1 Demogr aphic context

The entire area of historical Palestine is about 27,000 square km, which stretches from
Ras Alnakura in the north to Rafah in the south. Palestine boarded by Lebanon in the
north, the Gulf of Agaba in the south, Syria and Jordan in the east and by Egypt and
Mediterranean sea in the west (Annex 2). The importance of strategic setting of
Palestine is that it is cross road three continents, Asia, Africa and Europe, which
making it coveted place to many of the rapists over the centuries. Palestine was places
under British mandate, finished by "Isragl" establishment in 1948, in implementing

the Balfour Declaration in 1917 to providing a homeland for Jews, and as a result



many of Palestinians became refugees in West bank (WB), Gaza strip (GS), Jordan,
Lebanon, Syria, and others countries. (Abu-Lughod, 1971). Currently Palestinians
living in Gaza Strip and West Bank in atotal area of 6,020 sg. km. which represents
22% of historical Palestine area, with a total population living in is 3,762,005
individualsin 2006 with capita per sg. km. 625 (MOH,2006).

Gaza Strip is a narrow piece of land, located in the south of Palestine on the coast of
Mediterranean sea (Annex 3), it has a 51 km border with occupied Palestine 1948 and
an 11 km border with Egypt (Wikipedia). Gaza strip is a high crowded area, where
approximately 1,5 million live in 365 sg. km, two third of them are registered as
refugees, estimated density is 4,000 people per sqg. km, furthermore the population is
concentrated in 7 towns, 10 villages and 8 refugee camps (PCBS, 2007). The density
Is increase in refugee camps, for example over 80.000 refugees live in beach camp
where areais less than one sg. km (UNRWA, 2005). Gaza Strip is classified into five
governorates: North of Gaza, Gaza city, Mid-Zone, Khan-younis and Rafah.

The population under 15 year old percentage in Gaza Strip is 49% and 2,5% of age 65
years and more (MOH, 2006). The estimated number of death per year is 5000 deaths,
and the crude death rate (CDR) is 3.33 per one thousand.

1.6.2 Socio-economic situation

"Isragli" closure policies against Gaza Strip people among different times has serious
negative effect on Palestinian economic situation, after a-Aqgsa Intifada in 2000,
many of Palestinian workers have lost their work in "Isragl” and sharp down turn in
wage income from "lsragl” (World Bank, 2003).

After Palestinian legislative election in 2006, all funds to the Palestinian government
from "lsragl”, the United States, Canada, and the European Union have frozen, the
severity of closure increased after political unrest in June, 2007. Prosecute
deteriorating economic situation on the Gaza Strip led to the rise in unemployment
rate to 65%, and 85% of households are living under the poverty line (UNCTAD,
2007).

Overal bad economy has a negative effect on the size of the government revenues
from taxes, which are an important source of financing for health, and increased
dependence of the Government to donors, as well as the impact on the ability of
patients to obtain medicine and make them more dependent on the Ministry of Health

in the health services.



1.6.3 Health care system

The Paestinian's overall heath is relatively good compared with neighboring
countries, maor outbreaks of diseases are prevented and health indicators also
improved by effective health services (WHO, 2006). Life expectancy in 2005 was 72
years for male and 73 years for female, infant mortality rates were 20 per 1000 live
births (MOH, 2006). The main cause of death among adults is noncommunicable
diseases, in particular cardiovascular diseases. A study carried out by Johns Hopkins
University (USA) and Al- Quds University (in Jerusalem) for CARE International in
late 2002 revealed a bad nutritional situation among the Palestinian population. The
study found that 17.5% of children aged 6-59 months suffered from chronic
malnutrition. 53% of women of reproductive age and 44% of children were found to
be anemic (Al Quds University and John Kopkins University, 2002). Iron deficiency
anemia represents the major nutritional problem, followed by subclinical vitamin A
deficiency, rickets and iodine deficiency. Furthermore, the level of chronic
mal nutrition among children under five years appears to be slowly increasing ( WHO,
2006). The stressful life condition and "Isragl” violence against Palestinians, lead to
prevalence of common mental disorders, in 2003 was reported that 40.3% among the
59% of the population whom were exposed directly to violence, compared with
12.6% among the 41% of the population whom were not exposed are suffering from
mental disorders (WHO, 2006).

The health care system in Palestine is complex. There are four magjor health providers:
MOH, United Nation Relief and Works Agency (UNRWA), nongovernmental
organizations (NGOs), and private profit sector ( Abed, 2007).

The MOH is the main health care provider in Palestine, which provides primary,
secondary and tertiary services. The UNRWA provides mainly primary health care
services to the refugee population. The NGOs and private for profit sector aso

provide the three levels of care through a wide range of practices (WHO, 2005).



1.7 Operational definitions

Health Information System (HIS): The integrated efforts to collect health data
process and transform them into information and knowledge for the use in decision
making and policy implementation at all levels of health servicesin order to improve
their effectiveness and efficiency (WHO, 2000).

However the health information system is defined, it should achieve its ultimate goal,
which is the production of information used for decisions and policies that finally
have real impact on the health system or on the general health status. The performance
of the HIS is measured against these outcomes rather than the quantity or quality of
produced data (RHINO, 2003).

Health Management Information System (HM1YS):

This is a health information system designed to assist the monitoring, management
and planning of a specific health program (WHO 1993 as cited in WHO practica
guide for developing countries, 2004). All governments need good statistics. The
need is particularly acute when resources are limited and an unwise alocation of
funds can mean the difference between survival and death. Reliable and timely health
information is an essential foundation of public health action. The goal of HMIS isto
increase the availability, value and use of timely and accurate health information in

countries and globally.

Death:

Death is defined as the end of life of an organism or cell. In humans and animals,
death is manifested by the permanent cessation of vital organic function, including the
absence of heartbest, spontaneous breathing and brain activity (WHO,1992).

Death certificate:
Death certificate, sometimes medical certificate of cause of death (MCCD) is a
document issued by a government official such as a registrar of vital statistics that

declare the date, location and cause of a persons death (Wikipedia).



Underlying cause of death

The underlying cause of death is the disease which has initiated the series of illnesses
leading directly to death, or the circumstances connected with an accident or an act of
violence which caused the injury or poisoning leading to death. The cause of death
used in statistics (the so-called statistical underlying cause of death) is determined
according to the selection and application rules of the International Classification of
Diseases (ICD-10) compiled by the World Health Organization (WHO). Annual cause
of death dtatistics are compiled according to the underlying cause of death
(WHO,1992).

Immediate cause of death:

Immediate cause of death refers to the disease, failure of injury whose symptoms
cause the person to die. However, the actua mechanism of death, e.g. cardiac arrest,
Is not regarded as immediate causes of death. The immediate cause of death is
recorded in the death certificate and saved in the statistical datafiles, but it is not used
in the compilation of annual statistics (WHO,1992).

I ntermediate cause of death:

Intermediate cause of death refers to the condition which leads from the underlying
cause of death to the immediate cause of death. The intermediate cause of death is
recorded in the death certificate and saved in the statistical datafiles, but it is not used
in the compilation of annual statistics (WHO,1992).

Documentation:
Documentation is the act or an instance of the supplying of documents or supporting
references or records. Also it defines as the collation, synopsizing, and coding of

printed material for future reference (Free dictionary).

Evaluation:

Is the systematic examination and assessment of the features of an initiative and of its
effects, in order to produce information that can be used by those who have an interest
in itsimprovement or effectiveness (WHO 1998)?



ICD-10:

The International Statistical Classification of Diseases and Related Health Problems
10" Revision (ICD-10) is a coding of a disease and signs, symptoms, abnormal
finding, complications, social circumstances and external causes of injury or disease,
as classified by the WHO (1992). The code set alows more than 12420 different
codes and permits tracking of many new diagnosis and procedures, a significant
expansion on the 6969 codes available in ICD-9. Work on ICD-10 began in 1983 and
was completed in 1992(WHO, 2007).



Chapter 2: Literaturereview

2.1 Theoretical framework

Many efforts were done all around the world to develop frameworks to strengthening
the documentation pattern of death certificates, which return to the important of death
certificate as a public health surveillance tool and a valuable source of information at
the national and local level. The researcher will use the conceptual framework as a
guide to the implementation of the study. The following conceptual framework
illustrates the main component of the study according to the review of the available
literature. It considers the main determinants which are completeness, accuracy of
data reported in death certificates, and the process of filing and registration of issued
death certificates.

(Conceptual FrameworKk)
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Figure (2.1) Conceptual framework of the study

This conceptua framework illustrate how the death notification certificate accuracy
and completeness affected by the staff training and the form of death certificate used,
and how the data in the certificate management affect the national mortality statistics
which in turn can be use for monitoring the health status and for planning and

intervention accordingly.



2.2 Literaturereview introduction

Death certificates information is amajor source of statistical datato identify public
health problems, to monitor progress in public health, to allocate research funds, and
to conduct scientific research. For these reasons good reporting for cause of death is

very important (Hoyert et al. 1999).

The accuracy of death certificate is very important point, both for personal data,
demographic data, geographic data, and date of death; place of death, and for the other
important section of death certificate which is the leading cause of death. The
information from death certificates, specifically the cause- of- death statement
(CODsg), is the basis for our national mortality database. So it is important to ensure
proper completion and accuracy of cause -of-death section of the death certificate.
That’s come through proper reporting and accuracy of CODs using the published
guidelines and definitions of immediate, intermediate, and underlying cause of death.
Accurate completion of death certificate is generally poor. Studies have shown that
death certificate error rates are high due to lack of forma training, medical
inexperience and perceived lack of certificate importance (Myers KA and Farquhar
DR, 1998).

The inaccuracy of death certificate information is well documented and can occurs as
a result of errors at a number of steps in the certification process. Inadequate or
misinterpreted clinical information can lead to erroneous ante mortem diagnosis,
which are then recorded by the physician on the death certificate. This problem has
been identified and confirmed in studies comparing death certificate information with
autopsy results or with the opinions of panels of expert reviewers. The rate of major
discrepancies in autopsy series has been documented to be as high as 30% (Kircher et
al. 1985).

The final step in the certifying process, coding by a person trained in this skill (known
as nosologist), is believed to be objective and relatively accurate. However, the
accuracy of the coding is limited by the information received from the certifying
physician. Previous studies have shown that 16% to 33% of sampled death certificates

contain maor errors in the cause of death statement. In 1993 Jordan and Bass

10



discovered that 31.9% of sample of death certificates completed at a Canadian tertiary

care teaching hospital contained such error.

Even in the United States the accuracy of death certificates is questionable, with up 29
percent of physicians erring both as to the cause of death and the deceased's age.
Many certificates are meaningless because physicians complete them without
knowing the real cause of death. Listing" cardio respiratory arrest” signifies nothing-
everyone's heart and lungs eventually stop (Iserson and KennethV, 2003). A similar
problem with the accuracy of death certificates has been reported in Great Britain.
The Roya College of Physicians of London claims that 20 percent of British death
certificates incorrectly list the cause of death (Iserson and KennethV, 2003).

As apart of Palestinian National Authority, Mediterranean region, and the global
communities, Gaza governorates face the same problem with the documentation of
death certificates, which need an evaluation to chick accuracy of death certificates
reported, the flow of these data, the outcome of these data, and finally the use of these
information for monitoring and improving the health status in Gaza governorates.

2.3 What does death certificate include?

A death certificate includes the following items, the full name of the deceased, sex of
the deceased, date of the death occurred and the address at which the death took place.
Also degth certificate should include the date of birth of the deceased, cause of death,
name and address and relationship to the deceased of the person reporting the death.

In some cases a maiden name will also be given for a married woman or widow.

2.4 General instruction for completing death certificates.

Death certificates are permanent legal records from which official copies are made. It
is essential that the certificate be prepared accurately. Physicians are responsible for
completing most of the information on the death certificate with the assistance of an
informant who is usually a family member. Completing a death certificate involves
the following guidelines: use the current form designated by the authorities, complete
each item, following the specific instructions for that item, do not use abbreviations
except those recommended in the specific item instruction, and file the origina
certificate or report with registrar. Reproductions or duplicates are not acceptable.
Most authorities require that the death certificate be completed and filed within a

11



specified time period. Physicians are expected to use medical training, knowledge of
medicine, available medical history, symptoms, diagnostic tests, and autopsy results,
if available, to determine the cause of death. Generdly, it is possible to file a
certificate with the cause of death listed as pending or pending further study. Thisis
especialy useful when additional investigation such as autopsy results are expected,
but it obligates the attending physician to update the original information after the

additional information becomes available.

The literature shows the common problems in death certification and demonstrated
several acceptable ways of writing cause of death statement exist. Optimally, a
certifier will be able to provide a simple description of the process leading to death
that is etiologically clear and be confident that this is the correct sequence of causes.
However, redlistically, description of the process is sometimes difficult because the
certifier is not certain, or the decedent is infant or old age, and or the death due to
Sudden Infant Death Syndrome (SIDS).

The reliability and accuracy of CODs remain a significant problem. Despite its
limitations, the autopsy remains the best standard against which to judge pre-mortem
diagnosis. The CODs of the death certificate may be improved if death certificatesare
completed in conjunction with the postmortem examination and amended when the

autopsy findings show a discrepancy.

2.5 Sequence leading to death, underling cause and contributory causes.

The MCCD is set out in two parts, in accordance with World Health Organization
(WHO) recommendations in the International Statistical Classification of Diseases
and Related Health Problems(ICD). The physician are asked to start with the
immediate, direct cause of death on line la, then to go back through the sequence of
events or conditions that led to death on subsequent lines, until he reach the one that
started the fatal sequence. If the certificate has been completed properly, the condition
on the lowest completed line of part | will have caused all off the conditions on the
lines above it. This initiating condition, on the lowest line of part | will usually be
selected as the underling cause of death, following the ICD coding rules in which
routine mortality statistics depend on. Then the physician should also enter any other

diseases, injuries, conditions, or events that contributed to the death, but were not part

12



of the direct sequence in part two of the certificate ( Office for National Statistics,
2005).

2.6 Roles of educational intervention in improving the accuracy of death
certification.

The inaccuracy of death certification can lead to misallocation of resources in health
care programs and research. Mgor errors in the completion of the correct cause of
death on death certificates are very common among medical residents. Studies has
showed that educational intervention can improve dramatically the accuracy in the
completion of death certificates by physicians and this intervention should be
mandatory not only during the residence programs but as part of the continuing
medical education package for physicians (Weeramanthri T et a.1993).

The accuracy of data contained on the death certificate has been the subject of a
number of studies. The maor death certificate error that has been cited in the
literature is inaccurate cause of death as assigned by certifying physicians. Since death
certificate data is used to calculate vital statistics, these inaccuracies lead to problems
in reporting vital statistics and in population based studies that rely on vital statistics.
This limitation has been recognized in the United States, Great Britain, Canada, and
many other countries. Several solutions for correcting these inaccuracies have been
proposed, including physician education, quality assurance programs with feedback,
and encouraging more autopsies. All of these measures are designed to improve the

accuracy of assigning the cause of death (Maudsley G and Williams EMI, 1996).

Also EL- Nour et al,2004 study in the pediatric hospital in Khartoum state found that
there was serious lack of training of doctors on death certification and the death
certificate format was not modified or updated for long, and their recommendation
was to conduct training for doctors at all level and the death certificate format has to
be modified and updated to be appropriate and easy to fill by. They found that the
filling out of the death certificate was inappropriate and incomplete. Part 1l of the
cause of death item was not filled out in (97%) of the certificates. The completion of
most items of the death certificate was partial (98.2%).

13



Also another study were conducted in Beirut in 2002 revealed that the information on
death certificates was complete in respect off all demographic characteristics of the
deceased persons except for occupation and month of birth. Data relating to these
variables were missing on approximately 95% and 78% of the certificate respectively.
And around half of the certificates did not carry a certifiers signature and an even
larger proportion lacked documentation of the underlying cause of death( Sibai et al.
2002).

2.7 Cause-of-death Querying

Cause-of-death querying is a process by which the State health department contacts
the medical certifier who completed the cause-of-death statement and asks for
clarification or further information so that resulting mortality statistics may be as
complete and accurate as possible. The purpose of queryingis to obtain information
needed to properly code and classify the cause of death to educate the certifier about
the proper method of completing medica certifications of death(Rosenberg
HM,1989). Querying is one of the most important ways to improve the quality of
cause-of-death data. It must therefore, be viewed as an integral part of any State’s
vital statistics activity. Querying is an essential part of the vital registration process, so
both local registrars and registration personnel in the State health department should
be thoroughly knowledgeable of the laws, procedures, and other requirements for
death registration, querying, and death certificate amendment(Rosenberg HM,1991).
While querying has an immediate goal of clarifying the cause of death for individual
records, it has a broader goal of educating physicians on how to complete a medical
certification. It is very important that all physicians, medica examiners, or coroners
who may be certifying deaths be properly oriented to the principles of medical
certification, the manner in which the statements are to be entered, and the importance
of completeness, accuracy, and specificity in listing the causes of death. Even the most
conscientious physician sometimes has a difficult time in distinguishing between those
conditions that should be included in the causal chain versus those conditions not in
the chain but medically important and relevant.

States must decide who can best carry out querying. Historically, nosologists have
done the querying, but with the advent of automated processing, fewer States have

nosologists. These States must develop different mechanisms for querying, perhaps
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by training other staff to query. The person who queries records needs to be
someone who understands the content and purpose of the querying manual, whichin
turn implies an understanding of coding rules and medical causality. That person
could be an experienced nosologist or atrained statistician or a medical officer with
an understanding of how death certificates should be completed. Consideration
might be given to identifying a physician on staff in the State health department or
under contract who could provide assistance with the querying process(Hanzlick
R,1994). It iscritica that the person doing the querying have good communication
skills as well as an understanding of why the certificate is being queried (e.g., to
obtain more information or to correct obviousinadequacies).

If employed correctly, the query procedure can be a very effective method of
acquainting physicians with the proper methods for certifying a cause of death.
Unfortunately, most physicians do not receive training on completing death
certificates during their formal education; therefore, querying can help provide them
with information to enable them to certify a death correctly. Many common errors
or omissions can be avoided by consistent querying, if sufficient explanation is
furnished to the certifier to help them modify their approach with future medical
certifications(Hopkins et a.1989).

2.8 1CD revisions

Since the beginning of the century the International Classification of Diseases and
Related Health Problems (ICD) for mortality has been modified about once every ten
years, except for the twenty year interval between the last two revisions, ICD-9 and
ICD-10, as shown below:

Revision Yearsin Effect
First (ICD-1) 1900-1909
Second ICD-2) 1910-20
Third (ICD-3) 1921-29
Fourth (ICD-4 1930-38

Fifth (ICD-5) 1939-48
Sixth (ICD-6) 1949-57
Seventh (ICD-7) 1958-67
Eighth, Adapted (ICDA-8) 1968-78
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Ninth (ICD-9) 1979-1989

Tenth (ICD-10) 1989-

The rationale for the periodic revisions has been to reflect advances in medical
science and changes in diagnostic terminology. Historically, the U.S. accepted the
WHO versions of the ICD, except for the Eighth Revision, when the U.S. produced its
own “adapted’ version, which is symbolized by the “A” in ICDA-8. TheU.S.’s
rgjection of the WHO version reflected principally disagreements on the content of
the circulatory chapter. Those changes in the ICD for mortality have been made only
every ten to twenty years rather than annually promote comparability over time in
mortality trend data (NCHS, 2000).

2.9 Differences between ICD-10 and ICD-9

ICD-10 differs from ICD-9 in a number of respects: 1) ICD-10 is far more detailed
thanlCD-9; about 8,000 categories compared with 4,000 categories. The expansion
was mainly to provide more clinical detail for morbidity applications; 2) ICD-10 uses
4-digit aphanumeric codes compared with 4-digit numeric codes in ICD-9; 3) three
additional chapters have been added and some chapters rearranged; 4) cause-of-death
titles have been changed, and conditions have been regrouped; 5) some coding rules
have been changed. 6) Finally, ICD-10 is published in three volumes compared with

two volumesin ICD-9

2.10 Most common errorsin death certificates

The accuracy of data contained in degath certificate has been the subject of a number of
studies. The magor death certificate error that has been cited in the literature is
inaccurate cause of death as assigned by certifying physicians. Since death certificate
data is used to calculate vital statistics, these inaccuracies lead to problems in
reporting vital statistics and in a population based studies that rely on vital statistics
(Maudsley G and Williams EMI, 1996). Data other than cause of death are also
recorded in death certificates. These include demographic data ( age, sex, place of
death and residence of deceased), date and time of death, if the deceased was pregnant
at time of death, data related to occupation and certifying physician data. In most
reports the demographic data are assumed to be and not subject to significant error.
Previous study found some errors in recording place of residence on death certificate,
but these errors have tended to be uncommon (McCarthy MA,1960).
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2.11 Documentation and Reporting

Documentation and reporting are methods of communicating information related to
health care management. In any setting the success of a care plan depends on accurate
and complete reporting and precise record documentation. Good documentation and
reporting create a high level of communication that hel ps health team members have a
common view of the clients problems.

Edelstein (1990) defines documentation as any thing written or printed that relied on
as a record of proof for authorized persons. A medical record should be a
comprehensive description of the client's health status and needs, as well as the
services provided for the client's care. Good documentation reflects not only quality

of care but also evidence of each health care member's accountability in giving care.

2.12 Purpose of Records

A record is a valuable source of data used by all members of the health care team. It's
purposes include communication, financial billing, education, assessment, research,
auditing and legal documentation (Hines,1988). Statistical data relating to the
frequency of clinical disorders, complications, use of specific medica and nursing
therapies, deaths and recovery from illness can be gathered from client records. Death
certificates are a good example from which statistical data could be managed to bring
mortality data through which we can monitor the health status of the population and

also the policy maker could plan for intervention according to these data.

2.13 Guidelinesfor Good Documentation and Reporting

Quality documentation and reporting are necessary to enhance efficient,
individualized client care. Six important guidelines must be followed for quality
documentation and reporting. Documentation and reports must be factual, accurate,

complete, current, organized and confidential (Bergerson,1988).
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2.14 Computerized Documentation

Computers have been widely used in hospitals and other health care facilities for over
a decade. Automated technology improves the integration of informational resources
and the accessibility of the information to al heath care persona. Health care team
must know the benefits and risks of computerized documentation. All members of the
health care team can access and enter data and thus generate a comprehensive data
base. Mc Neil (1979) describes the computer as a source of information superior to
face- to — face reporting because the input of all individuals caring for a client is
available integrated and more complete manner than what previous shift members
choose to report and also computers can reduce many tasks that burden health care
team.

Also there are lega risks associated with computerized documentation. Computers
open the way for access to information by almost everyone. The password used to
enter and sign off computer files should not be shared with another care giver, and a
good system requires frequent changes in personal passwords to prevent unauthorized

persons from tampering with records (Collins,1990).

2.15 Evidence — Based Practice

It is the conscientious, explicit and judicious use of current best evidence in making
decisions about the care of individual patients (Sackett et al1996). It is well known
that accurate and complete information is a very important component in any
management system. All heath system need good statistics reflecting their past and
current status. This need become more important especially when the resources are
limited to assure efficient distribution and utilization of the scarce resources. The
statistics reflecting health actions are supposed to be reliable, timely and accessible to
estimate the required health indicators. Health information system enable decision
makers to identify problems and needs, track progress, evaluate the impact of
intervention and finally leads to evidence based decisions on health policy, programs
design and resource allocation (WHO,2000).

18



Chapter 3: Methodology
3.1 Study Design

The design of this study is descriptive, cross sectional design with quantitative and
qualitative approaches. The methodological triangulation will enrich the study and
strengthens the scientific rigor of the findings. The aim of the study is to evaluate the
accuracy and completeness of cause of death reported in death notification certificates
in the Gaza Strip from 1/7/2009 until 31/12/2009, accuracy of cause of death
according to ICD-10, and to assess the use of death notification certificates in
monitoring the mortality statistics. This design is chosen because it is the best design
to describe the documentation situation of death notification certificates in the Gaza
Strip. It is less expensive and enables the researcher to meet the study objectives in

short term time. It also explores the association between study variables.

3.2 Study setting

The study was conducted at MOH facilities dealing with death notifications, and these
were the health information unit (HIU), the primary health care department (PHC),
Al-Shifa Hospital, Gaza European Hospital and Pediatric Hospital. The PHC are
responsible for registration of deaths through its five governorate offices and birth and
death registration office, while the HIU are responsible for coding of cause of death
according to ICD-10, data management and doing mortality statistics to monitor the
health status in the Gaza Strip.

3.3 Study population

The study population is formed of two components. The first one are the death
notifications registered in MOH from 1/7/2009 until 31/12/2009. The second one is
the health staffs who are dealing with the death notifications. Nine physicians from Al
Shifa Hospital, Gaza European Hospital and Pediatric Hospital, in addition to three
employees from the primary health care department and health information system
department in the ministry of health were chosen to do key informative interview with
them. The tables in annex (9) illustrate the number, name, position, and place of work
for the key informant people that will be interviewed.
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3.4 Sampling process

The number of death notification certificates in Gaza Strip from 1/7/2009 until
31/12/2009 were 2332 desath certificates. The researcher used the systematic sampling
method and Epi info program to choose the study sample according to date of death.
On assumption that 25% to 30% of reporting is incomplete and at confidence level

95% with power 80%, the sample size was 256.

3.5 Selection criteria

3.5.1Inclusion criteria

All registered death notifications in MOH facilities in Gaza Strip from 1/7/2009 until
31/12/ 2009.

Key informants should be head of health care departments currently working in MOH.

3.5.2 Exclusion criteria
All death notifications which are not registered in MOH facilitiesin Gaza strip from
1/7/2009 until 31/12/ 20009.

3.6 Resear ch instruments

The researcher used two types of instruments, the first was checklist which was
established (Annex 10) which include personal, demographic, geographic, and the
cause of death variables as stated in the death notification certificates to evaluate the
completeness and accuracy of data reporting on death notification certificates and the
use of these data for monitoring and improving the health status in Gaza Strip. The
second instrument was key informant interview with the key people in Al Shifa
Hospital, Gaza European Hospital and Pediatric Hospital, primary health care
department (PHC), and health information unit in the ministry of health (HIU).

The main theme of key informant interview(Annex1l) used to assess firstly the
completeness and accuracy of personal, demographic, geographic data and cause of
death section of desth notification certificate. Secondly the researcher assessed who is
the responsible for writing these data and is he familia and or trained in doing that in
a proper way according to ICD-10 criteria or not?. The third theme was if they know
the important of following these instructions and the usefulness of data completeness

and accuracy? Finadly if the physicians and related employees need further
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interventions in addition to formal training to improve the efficiency and quality of
death certification.

3.7 Validity of theresearch

3.7.1 Face and content validity

The study instrument was constructed after reviewing the literature related to the
study then sent with the objectives of the study in enclosed covering letter to 7
experts working in the same field in order to give their views on the dimension of
statements of the questionnaire(Annex13). According to their suggestions and advice,
the researcher added, modified, excluded and changed some of the questions to be

more suitable for achieving the objectives of the study.

3.8 Data management and statistical analysis

For the quantitative part of the study the researcher used the SPSS program- version
13- to evaluate the results. This include; checklist checking, data entry, data cleaning,
frequencies, and cross tabulation. For key informative interview, data managed by
formulation of sufficient questions related to specific concerns of the study, preparing
an interview guide, and the interviews conducted in MOH facilities with each key
informant for about half an hour. Then interview data analyzed through interview
summary sheet, a systematic writing of data, organizing of data thematically. Then
thematic presentation of qualitative results presented with the quantitative results and
this integration enriched the study findings.

3.9 Pilot study

Pilot study only for quantitative part was conducted in health managing information
unit in order to test and standardized the research instrument to increase the response
rate and scientific rigor. A random sample of ten death notifications was selected and
tested according to the checklist. The results of the pilot test were excluded from the
final study results. The pilot result used to finalize the tools for general study phase.
For the qualitative part there was no need to conduct piloting because the interview
schedule was comprehensively reviewed by the study supervisor and the questions

revealed to be clear and simple.
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3.10 Ethical and administrative consider ations

The researcher was keenly committed to all ethical considerations required to conduct
a research. First, ethical approval obtained from both the school of public health Al-
Quds University and Helsinki Committee to carry out the study. Second, an approval
letter was sent to the general director of Human Resources Development in the MOH
which arranged with the director general of PHC in Gaza strip, the director general of
MOH in Gaza strip, and with the director of health managing information system
department in MOH. Confidentiality of all data collected was completely ensured.

Names were checked for completeness and not used for further procedures.

3.11 Period of the study
The study started immediately after having the University and Helsinki committee

approval in June 2010, then the approval from the general director of human resources
and development in MOH taken in July 2010. Data collection for both death
notifications and interviews took two months. After that data entry, cleaning, analysis
and interpretation were conducted which took three months. Final research report was

written in January- February 2011.

3.12 Detective and response rate

The number of death notifications found after searching are 237 out of 256, so the
detective rate was 92.5%. And the number of key informants met were twelve with
100% response rate.

3.13 Limitations of the study

e The cross sectional design of the study has some wesaknesses as it is liable to

contextual changes and does not alow giving answers of possible causalities.

Limited time available to conduct the study.

Limited scientific resources like books and journals.

Recurrent shortage of electricity.

Lack of relevant financial resources.
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Chapter 4: Results and discussion

In the following chapter the researcher attempts to illustrate the main findings of the
study and compares them with the results of previous similar studies. Following the
used methodology the findings of the persona and demographic variables, cause of
death variables, certification of treating or reporting physician and PHC registration
data availability will be first presented followed by the result of the key informed

interview related to the main theme.
4.1Results from the checklist

4.1.1Findings from identification data
Table (1) Availability of identification data in Death Certificate

Sn. Items No. %

1. PHC Governorate office

Complete documentation 209 88.2

Incompl ete documentation 28 11.8

Total 237 100
2. Deceased's |D Number

Compl ete documentation 237 100

Incompl ete documentation 0 0

Total 237 100
3. Deceased's full name

Complete 235 99.2

Partia 2 0.8

Total 237 100
4. Deceased's mother name

Documented 224 94.5

Not documented 13 55

Total 237 100
5. Deceased's birth date

Complete Documentation 150 63.3

Incompl ete documentation 87 36.7

Total 237 100
6. Deceased's place of birth

Complete Documentation 223 94.1

Incompl ete documentation 14 5.9

Total 237 100

Table 1 shows that 88% of PHC governorate office was documented, while 12% were
not documented and it shows also that 100% of the deceased ID number were
documented. The documentation of the deceased's full name was 99% complete,
while it was 1% partial documentation. It also shows that 94.5% of deceased's mother
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name were documented, while 5.5% were not documented. Finaly table 1 illustrates
that 63% of deceased's birth date were documented, while 37% were not documented
and it shows that 94% of deceased's place of birth were documented, while 6% were
not documented. These findings are approximately complete except for deceased's
birth date which were not documented for 37% of the sample and it is consistent with
what the key informants said that in relation to the identification data they are not
confirmed with the patient file, because they consider that these data has to be written
by medical secretary. This result is consistent with the findings from other study in
Beirut- Lebanon( Sibai et al. 2002) who found that 78% of deceased's month of birth

were missing in death certificates.

4.1.2 Findings from demogr aphic data
Table (2) Availability of demographic data in Death Certificate

Sn. Items No. %
1. Deceased's sex
Male 135 57
Femae 102 43
Total 237 100
Agegroup
2. 0-14 Years 68 28.7
15-60 Y ears 53 22.4
Morethan 60 Y ears 116 48.9
Total 237 100
3. Marital Status
Documented 228 96.2
Not documented 9 3.8
Total 237 100
4. Religion and Nationality
Documented 232 97.9
Not documented 5 2.1
Total 237 100
5. Residence address
Complete Documentation 76 32.1
Incompl ete documentation 161 67.9
Total 237 100
6. Original town
Documented 169 71.3
Not documented 68 28.7
Total 237 100
7. Occupation of deceased
Documented 104 43.9
Not documented 133 56.1
Total 237 100
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Table 2 illustrates that 57% of the deceased were male and 43% were female. And it
revealed that 29% of the deceased were at age group 0-14 years, 22% were a age
group 15-60 and 49% were at age group more than 60 years. And aso it shows that
96% of deceased marital status were documented, while 4% of deceased were not
documented.

Table 2 aso illustrates that 98% of deceased religion and nationality were
documented, while 2% were not documented. It also illustrates that 68% of deceased
residence address is not documented completely, while 32% is documented
completely. Also it illustrates that 71% of deceased original town were documented,
while 29% were not documented and 56% of deceased's occupation were not
documented, while 44% were documented.

We found the high percentage of incomplete documentation both for deceased's
residence address, occupation and original town and that due to the same cause key
informants said, which is the responsibility of medical secretary to document these
data. These findings also came in accordance to the study conducted in Beirut-
Lebanon( Sibai et al. 2002) who found that 95% of deceased's occupation were
missing in death certificates. The high percentage of incomplete documentation in
both identification and demographic data considered as loss of valuable source of
information which affect our ability to monitor and evaluate the health of our
population correctly, because mortality data are the most vital statistics data, and the
fundamental source of demographic, geographic, and cause of death information
(MOH, 2004). Data other than cause of death are also recorded in death certificates.
These include demographic data( age, sex, place of death and residence of deceased),
date and time of death, if the deceased was pregnant at time of death, data related to
occupation and certifying physician data. In most reports the demographic data are
assumed to be and not subject to significant error. Previous study found some errorsin
recording place of residence on death certificate, but these errors have tended to be
uncommon(McCarthy MA,1960).
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Figure (4.1) Percentages of demographic data in death certificate

4.1.3 Findings from death data

Table 3illustrates that 100% of deceased's death date is documented, while death hour
was 81% documented and 19% was not documented. It also illustrates that 97.5% of
the sample dose not mention if the deceased live less than 24 hours and 2.5%
mentioned that. Also 98% of deceased nationality at time of death is documented,
while 2% is not documented It aso shows that 94% of reporting person data were
documented, while 6% were not documented. This table also illustrates that 98% of
deceased place of death were documented, while 2% were not documented and it
shows us the kind of hospital or place of death which were 77.6% governmental, 19%
at home, 2.1% west bank and occupied Palestine and finally 1.3% NGO.

These findings revealed that the maority of deaths occurred in the governmental
hospital (77.6%) and we have a problem in documentation of death hour and if the
baby live less than 24 hours or not which are respectively 19% and 97.5%.
Documentation of these data is very important aspect for monitoring and legal

pUrpOSES.
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Table (3) availability of death data in death certificate

Sn. Items No. %
1. Death date
Complete Documentation 237 100
Incomplete documentation 0 0
Totd 237 100
2. Death Hour
Documented 193 814
Not documented 44 18.6
Total 237 100
3. Lessthan 24 hours
Mentioned 6 2.5
Not mentioned 231 97.5
Total 237 100
4. Nationality at time of death
Documented 232 97.9
Not documented 5 2.1
Total 237 100
5. Reporting person data
Complete Documentation 223 94.1
Incomplete documentation 14 5.9
Total 237 100
6. Place of death
Documented 233 98.3
Not documented 4 17
Total 237 100
7. Kind of hospital
Governmental 184 77.6
NGOs 3 1.3
At Home 45 19
West Bank and Occupied Palestine 5 2.1
Total 237 100.0

Some of the key informants said that it is not their job to document these data and the
others said that they are not familial with the importance of these data. These results
came in accordance with the findings from studies in Beirut and Al Khartoum(Sibai et
al.2002 and El Nour et al.2004) who found that the filling out of the death certificates

were inappropriate and incompl ete.
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The following table illustrate the distribution of place of death by name of hospital
Table (4) Distribution of place of death by name of hospital

Place of death No. %
Al Shifa 75 316
Home 45 19
European Gaza 31 13.1
Nasser 18 7.6
Forensic Medicine 16 6.8
Kamal Odwan 14 5.9
Al Naser Pediatric 10 4.2
Al Agsa Martyrs 9 3.8
Al Rantisi 4 1.7
AL Durra 3 1.3
Occupied Palestine 3 13
Bait Hanoun 2 0.8
Al Najar 2 0.8
West Bank 2 0.8

Al Owda 1 0.4
Arab Ahli 1 0.4

AL Wafaa 1 0.4
Total 237 100

This table revealed that the majority of deaths occurred in Al Shifa hospital (31.6%)
then (13.1%) in European Gaza Hospital. And this distribution are normal because
these two hospitals are the main hospitals in Gaza governorates. The third high
percentage of deaths occurred at home (19%) which off course certified by treating or
reporting physician. The percentage of deaths seen by forensic medicine was 6.8%,
which considered low when compared with other country in which the percentage
reach between 30% to 70%.

4.1.4 Findings from cause of death and pregnancy history data
Table (5) Availability of cause of death and pregnancy history data

Sn. Items No. %
1. Cause of death
Complete documentation 147 62
Incomplete documentation 90 38
Total 237 100
2. Deceased pregnant or not
Documented 0 0
Not documented 237 100
Total 237 100
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Table 5 illustrates that 62% of deceased cause of death were complete documented,
while 38% were incomplete documented and it illustrates that 100% of the sample
dose not mention if the deceased was pregnant or not at time of death. These two
items considered the most important items in the death notification certificate,
because we can monitor and evaluate the maternal mortality rate and the leading cause
of death by these items. From the results we notice the high percentage of error in
both items which in turn affect our mortality data.

Most of key informant physicians said that they are not trained, but they are familial
by experience in the proper way of documented cause of death section of DNC and
the others said that they are not trained or familial with the proper way of completing
DNC. These result came in consistent with the findings from studies in Beirut,
Canada, Khartoum and the USA ( Sibal et al. 2002, El Nour et al. 2004, Jordan and
Bass, 1993 and Iserson and KennethV, 2003). Sibai study found that more than half of
the certificates lack documentation of the underlying cause of death, EI Nour study
indicated shortage of training of physicians in El Khartoum Hospitals, Iserson and
KennethV study found that 20% of British desth certificates incorrectly list the cause
of death and Jordan and Bass found that 31.9% of sample of death certificates at a
Canadian tertiary contained such error. Major errors in the completion of the correct
cause of death on death certificates are very common among medical residents.
Studies has showed that educational intervention can improve dramaticaly the
accuracy in the completion of death certificates by physicians and this intervention
should be mandatory not only during the residence programs but as part of the

continuing medical education package for physicians (Weeramanthri T et al.1993).
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4.1.5 Findings from physician certification section

Table (6) certification of treating or reporting physician data availability

. Items No. %
1. Certification of treating or reporting
physician
Compl ete documentation 212 89.5
Incompl ete documentation 25 10.5
Total 237 100

Table (6) illustrates that 89.5% of death notification certificates were complete
certified by treating or reporting physician, while 10.5% were not completely certified

by treating or reporting physician. This mean that some certificate certification has no

clear address for certifying physician, or no clear date of certifying physician and or

no clear stamp of certifying physician.

The key informant especially from PHC and HIU assured that they face the problem

of incomplete certification by reporting physician which make a big problem for

them if they want to query the cause of death. In Beirut around half of the certificates

did not carry a certifier’s signature ( Sibai et al. 2002).

30



11%

= Complete documentation
B  |ncomplete documentation

89%

Figure (4.3) Per centages of physicians certification in death

certificate

4.1.6 Findingsfrom PHC registration section
Table (7) PHC registration data availability

Sn. Items No. %
1. PHC governorates Office
Documented 209 88.2
Not documented 28 11.8
Total 237 100
2. Documentation of death
Complete Documentation 209 88.2
Incomplete documentation 28 11.8
Total 237 100
3. ID Card Available
Yes 211 89
No 26 11
Total 237 100

Table 7 illustrates that 88% of death certificates were documented completely by PHC
governorate office, while 12% were not documented completely and 89% of ID card
were available, while 11%were not available.

When the researcher asked the key informant from PHC about the cause of this
incompl ete documentation he related that to the delay in sending DNC by families and
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hospitals and the deficiency in the number of employeesin the PHC governorate
office.

Accurate completion of death certificate is generally poor. Studies have shown that
death certificate error rates are high due to lack of forma training, medical
inexperience and perceived lack of certificate importance (Myers KA and Farquhar
DR, 1998).

4.2 Other findings from key informantsinterview

Key informant interview was held with twelve key informants (four from Shifa
Hospital, three from Gaza European Hospital, two from Pediatric Hospital, two from
Health Information Unit and one from the Primary Healthcare Department.

Cause of death, personal, demographic and geographic data reported

confirmation with patient file

All the key informants interviewed said that the cause of death reported is confirmed
with the patient file, but in relation to the personal and demographic data they are not .
They said that these data should be written by medical secretary or administrative
affaires.

Routine follow up review for the cause of death certified in the death

notification certificate

Regarding to the question related to the routine follow up review for the cause of
death most of the interviewed said that it is done routinely in the morning meeting in
which they discuss what has been written and documented, except one key informant
he said yes but not routinely just only in special cases.

Death notification certificate form used

Most of the doctors said that the desth notification certificate form used need
modification for example it should mention to autopsy and should be increase the

space for writing COD.

If the physicians are trained or familial with the proper way of

completing death notification certificates?
In relation to this question there were different opinions, some of them said that

physicians are trained and familial with the proper way of completing DNC and the
others said that they are not trained or familial.
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Thefiling system and documentation of death notification certificates

or ganization

Most of the physicians said that the filing system and documentation of DNC are well
organized except one said that it is organized but not adequate. And the PHC and HIU
employees said that there is delay in sending DNC from hospitals which affect their
work.

The extent mortality data used for monitoring the health statusin

Gaza.

According to the answers of this question, most of physicians said that they used
mortality data for monitoring the health status at the level of their departments and the
others said that they used it when the death rate increase, but the HIU employee said
that they used it routinely to monitor the health status in Gaza.

Use of knowledge about mortality and health status to set priorities,

formulate and evaluate health strategies and programs.

Yes, most physicians said that they used mortality statistics to set their needs and
priorities for their departments and then these data send to the hospital managerial
level which in turn send it to the MOH to set priorities, formulate and evaluate health
strategies. The PHC and HIU employees met said that they used these data regularly
through presenting monthly and annual reports except for 2007 the annual report did
not presented due to technical problems. They said also that policy maker use it for

monitoring and not for planning or intervention.
Their recommendations and how these recommendations could be
implemented
e Modification for the DNC especially in the cause of death section.
e Making workshops and especial courses about ICD10 and the proper way of
completing DNC.
e Don’t use the abbreviation in the cause of death section.

e |Initiating professiona committee in the MOH responsible to review and
follow up DNC.

33



Chapter 5:Conclusion and recommendations
This chapter provides the main conclusions of this study as well as some

recommendations for decision makers that may help in adopting better documentation
of death certificates in the Gaza Strip.

5.1 Conclusion

Evaluating the documentation of death notification certificate is the first step of
evauating the quality of death documents. The main objective of this study is to
evauate the current documentation of death notification certificates in the Gaza Strip
which could help in promoting better and more accurate documentation of desth
notification certificates. In this research the researcher used triangulated approach:
first, checklist was used to investigate 256 death notification certificates, second, in-
depth interview were held with twelve department managers.

The study results show that there is a serious problem regarding the documentation of
death notification certificates in the Gaza Strip in persona and demographic section,
cause of death section, certifying physician section and PHC governorate certification

section.

The study revealed that most of the personal and demographic data are highly
documented except for deceased's origina town, birth date, occupation and residence
address which were not documented completely. Data relating to these variables were
missing on approximately 28.7%, 37%, 56% and 67.9% of the certificates
respectively. The cause of this huge missing of these very important data are due to
the lack perception of physicians of the importance of death notification certificate
and their believe that these data has to be documented by medical secretary.

Regarding to the desth data documentation the results shows that most of these data
are documented except for death hour and if the baby live less than 24 hours. Data
relating to these variables were missing in approximately 19% and 97% of the
certificate respectively. The death hour is very important subject for legal, monitoring
and evaluating aspects and has to be written by physician himself/ herself because he
Is the responsible one for the documentation. Also results revealed that 77.6% of
deaths occurred in governmental hospitals, 19% at home, 2.1% in the West Bank and
occupied Palestine hospitals and 1.3% in NGO hospitals. This distribution of place of
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death is normal distribution because the magjority of deaths occurred in the
governmental hospital as the main health care provider in the Gaza Strip especialy Al
Shifa and Gaza European hospitals which are the largest hospitalsin Gaza Strip.

The study finding revealed that 38% of the cause of death is not documented
completely nor accurately and did not follow the right consequence of cause of death.
This subject is the main important one in the DNC for mortality statistics, which need
further intervention and concern from MOH. Also 100% of the certificates did not
mention if the deceased was pregnant or not, and this topic is very serious one
because by which we can monitor the maternal mortality and health status of the

population.

Regarding to the certification of treating or reporting physician section the results
illustrate that 89.5% of certificates certified completely, while 10.5% were not
certified completely. Off course the loss of physician signature, stamp, or address
affect our ability to contact him in need for follow up or querying the cause of death.

Moreover results show that 11.8% of PHC registration was incompl ete.

And finally the participants proposed some suggestions in order to improve the
documentation of DNC as. necessity of presence of continuous training about the
proper way of completing of DNC for physician at al level, activation of mortality
and morbidity committee within hospital, modification and updating for the death
notification certificate form used especially in the cause of death section and initiating
of professional committee responsible for querying the cause of death documented in
the DNC.
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5.2 Recommendations
5.2.1 Recommendation to the Ministry of Health

e Conduct continuous training for physicians on the proper way of completing
death notification certificate.

e Reactivation of mortality and morbidity committees within hospital.

e Modification for the death notification certificate form used especialy the

cause of death section.

e Initiating professional committee in MOH responsible for querying the cause
of death documented in the DNC.

e Improving the communication and coordination between the HIU, birth and
death registry officein PHC and other departments in the hospitals.

e Putting a specific time to send DNC from hospitals to birth and death registry
office.

e Specification of who should document al the death notification certificate
data.

5.2.2 Recommendations for further research

e Other studies are needed to investigate the effect of good documentation of
death notification certificates on mortality statistics and health status of the
population.

e Further studies are needed to assess the leading cause of death in the Gaza
Strip.

e Further studies are needed to evaluate the maternal mortalities in the Gaza
Strip.

e Other studies are needed to assess the consistency of information between
death notification certificates and the clinical records of deceased patients in
the Gaza Strip.
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Map of Palestine

Gaza Governorates Sources:
- MOP
- Palestinian Health Infarmation Center
Grid: Old Palestinian grid 1823
Primary Health care Health Centers - PHC
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Evaluation of the current documentation of

death certificates in the Gaza Governorates.
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and decided the Following:-

I'o approve the above mention research study.
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ads
Member Member
i ”

Conditions:-
% Valid for 2 years from the date of approval to start.

-,

2

o
58

completed.

T/6/2010 g2

ol Al ila e et
Sl e il 8 Al o Ll Sais

_:J}:‘

2010 6 eddsabend lgids (B G

~rl e cyB 8

e sSaall el s Al

Tt is necessary Lo notify the committes in any change in the admitted study protocol.
The commiltee appreciate receiving one copy of your final research when it is

43



Annex(5

L

Jerusalem

School of Public Health

2010/7/11

agmal) bl J.\.;Ir el .)_.'It\.f!
Tl 3yg—R 20 ol e ple s

sl b
Olady gl Mg it fleles !GJ:}«.“

S EELIE S PR+ AT R P

“Evalugtion of the Current Documentation of Death Certificates in the Gaza
Strip"

P I S TP ¢1,<;'-! gioade g imes 3 e beldl Ball 3 sl By e Jpae ethizaS

We 5 3 3l g A Lo K gl 0 5 o B UL e 5 I e e
'(L_};LU%I! g | JLc.'af)‘..' pall ks J<§LLI'! ikl sz g a il ;JIJ-}‘I’ ! bt il 3 &,'-js},’l
i

PSS PO R R B [ Y Safe wibeglall ol Lke

e
B ‘”-% [
Jerusalem Branch/Telefax 02-24799234 Sphealth@admigdlquds edu 02-2799234 sulf a3l gi
Gaza Branch/telefax 08-2884422-28844 11 ' D8-2884422-2884411 _suifis o

=5 1000 oo

44



Annex(6)

Ministry of Health m%] Gl 31 s

Direcrorate General of Human Resources Development E‘_i‘;, n - — T —
g .r..]'l @ 3l A sl 4 aadl ".J"‘\_-"'

2010/07/18 13

coip pmtandl AN s st A4
il slaal) Al Saagy geis
.-.‘;1._-5;\#5«._-.;3

G gl f5 adsal

$ e o ol B e 52y s e s SOl Aage Jud 2 todled § om gl (apady
— o) e e pdmY el B — Gama sy lea alall da il piinla mal e Boilall Ja=ll

"Evaluation of the Current Documentation of Death Certificates in the Gaza Strip

By ol sall ot o5 e sl a3t Aty Sl Dldlgt o Tl Ll A Zum

Pola il L s paladl Sandl UEMAT 5 el s ey laall Gndess e im ety Y Lay Jl g s

Cooenie Bl g ol GaYl Qalls J ok ) alaadi g

Fax / 08-2868109 Email / gdhrd@moh.gov.ps

Ciazz Tel/ 082

45



Annex(7)

Ministry of Health Ml
==

Directorate General of Human Resources Development

Annal) 3 133

bR [PPSR B K ES S

J01/7/18 24

ns.‘-‘—"_jL_‘_‘rﬂ;\._I;:!
Ciay gl al /5 ads gall

sl oo 2 il ad d Lees ‘T_gﬁ'lj Olsda da ol f'li__\'fL."g]‘. G azed oa el &y,.'-.‘;_n]'l (e i

oat el Aaela = Gomia 50l Aalall daall pien Lo pedbi i (3a2lall g Ja=ll

e =
I edey g o

"Evaluation of the Current Documentation of Death Certificates in the Gaza Strip

ey ) T e e el s g Bty bl Sl o g Y Sl st s

Py dad s chacn s Ganll dnbimn g il ¥ L i35 0301 3

elsl

Ceivees Sl g al Pal) Galld Jooahs ) glundn

ik o S el

il gl Gaat ple

et
==l

Ciaza T'el / 08-2827298 Fax / 08-2868109 Email / gdhrd@moh.gov.ps

46



Annex(8)

Ministry of Health

Pireetorate General of Human Resources Developinent

2010/07/18 14542

tiengmtaall AL an [ gaSall &Y
Clediiead ale i

Sl ool ka8 b ey o3y O ohe s s [l Baga Ll o s sodcl g pda gl (1o piaty
<o g 2k o) Y e Rl — e 50 s Rulall Bl pieala il s Gl y Jaud

"Iy aluation of the Current Documentation of Death Certificates in the Gaza Strip "

s gy ol pdh Jne e e kel il 3 g Aty i il o g DBV Sl o g G

LSt nal

Lo e g el Balon o mo i gl Y L g o st p oo atl p velidl Lo ) A Slddl

sl ol a0 as o ae elal) adl ¥

cu'.u'.h)g-':ﬂ:'-':llj P]J-—Ié‘gﬁ ;_,‘4-“5 Jﬁ-&-} HMJ

r\\

e el Sk SN e

CGaza Tel /08-2827298 Fax / 08-286810% Email / pdhrd@moh.gov.ps

47



Annex (9) the following tables illustrate the number, name, position, and place of

work for the key informant people that will be interviewed.
Al Shifa Hospital

NO | NAME POSITION

1 Dr. Sobhi skaik Senior manager of surgical department
2 Dr. Fawzi AL Nablsia Senior manager of ICU department

3 Dr. Marwan El Hidi Senior manager of medical department
4 Dr. Hasan El Louh Senior manager of obstetric department

Gaza European Hospital

NO | NAME POSITION

1 Dr. Yaser El Khaldi Senior manager of ICU department

2 Dr.Salah Al Shhami Senior manager of medical department
3 Dr. Sameer Abo Drass Senior manager of pediatric department

Pediatric Hospital

NO | NAME POSITION
1 Dr. Saed Barakat Senior manager of neonatal ICU department
2 Dr. Hisham Mortgja Senior manager of pediatric ICU department

Health infor mation system department

NO | NAME POSITION
1 Mr. Jehad Okasha Manager of HIS development in MOH
2 SN. M El Yazori Officer of death certificates department in HIS

Primary Health Care Department

NO

NAME

POSITION

1

Mr. Jamal Radwan

Officer of birth& death registry in PHC department
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Annex (10)

Checklist for Death notification Certificate
Death Certificate Items

Item number Item Descriptor
1 PHC governorate office
2 Deceased |D number
3 Name of Deceased:
4 Father name of the deceased
5 Grandfather name of the deceased
6 Family name of the deceased
7 Sex of the deceased
8 Mother name of the deceased
9 Marital status of the deceased
10 Religion and nationality
11 Residence address (city or town)
Street
House number
12 Date of Death (day)
Month
Y ear
Hour
13 Place of death(city or town)
14 Name of Hospital or Institution
15 Date of birth(day)
Month
Y ear
16 Number of hours of the deceased live less than 24 hours
17 Place of death(city or town)
18 Original town
19 Nationality at time of death
20 Decedent's Usual Occupation
21 Name of the person reporting the death
His address
His ID number
His relationship to the deceased
22 Underlying cause of death
Intermediate cause of death
Immediate cause of death
23 If the decedent is women, notify if she was pregnant or
aborted or delivered before death
24 Deceased were seen before death(yes or no)
25 Certifier:

| certified that | treat the deceased before death

| saw the deceased before death last time in(date)

Date of death

| saw the deceased in(date)
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| certified that all the above information is right(date and
signature)

Name of the signature

His affiliation

His address

26 Death notification received day

Buried permission

Buried location

Referred to the local register office

Date

Signature of the PHC office

27 ID card available

Note: items from 1 to 11 have to be register according to ID card or birth certificate of
the deceased, and notification to the local registry office within 7 days.
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Annex (11)

Key informant questions

. 1 am conducting a study on the current

documentation of death certificatesin Gaza strip, and | would like to ask you afew

Questions about the current documentation of death certificate in your organization.

First, I would like to ask you afew questions about the importance of proper accuracy

and completion of death notification reported

Is the cause of death reported in the death notification confirmed with the
patients file?

Is their routine follow up review for the cause of death certified in the death
notification?

Is the death notification certificate form used are well designed to fulfill ICD-
10 criteria?

Are our physicians trained or familia with the proper way of completing death
notification certificate?

Are the filing system and documentation of death notification certificates are
well organized?

To which extent the mortality data are used in monitoring the health statusin
Gazastrip?

Do you regularly use knowledge about mortality and heath status to set
priorities and to formulate and evaluate public health strategies and programs?
Could you provide 2 or 3 examples of such utilization?

Which suggestions could be recommended in order to improve the process of
death notification certificate documentation?

How recommendations could be implemented and which changes are
necessary?

Is there anything el se we should have talked about, but did not?
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Annex(13)
Name of experts
Dr. Bassam Abo Hamad
Dr. Sobhi Skaik
Dr. Riyad Awad
Dr. Mohamed AL Magadma
Mr. Mahmoud Daher
Mr. Abed El Naser Soboh
Mr. Sadi Abo Awad
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