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Abbreviations

CDC		  U.S. Centers for Disease Control and Prevention

COD		  Cause of death

CRVS		  Civil registration and vital statistics

ICD		  International Classification of Diseases

MCCD	 Medical Certificate of Cause of Death

MLDI		  Medicolegal death investigation

MOD		  Manner of Death

MPDSR	 Maternal and perinatal death surveillance and response

VA		  Verbal autopsy

WHO		  World Health Organization
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Summary
This document aims to help governments achieve complete death registration, 
with accurate cause of death information, in order to generate timely mortality 
statistics for use in public health interventions and policy-making. It describes good 
practices for the collection, sharing and use of cause-of-death (COD) data in civil 
registration and vital statistics (CRVS) systems. There is no single “best practice” 
for how cause-of-death data should be collected, shared with other government 
entities, processed through the civil registration system, and used for the generation 
of cause-of-death statistics and other purposes. Instead, there are various “good 
practices” that work within a country’s government, civil registration system, and 
health care system to create a holistic system that is efficient and effective. These 
good practices have one thing in common: They use processes that help achieve 
the goals set out in Section IV of this Guidance—namely, all deaths are registered 
and medically certified (whenever possible), mortality statistics disaggregated by 
age and sex are generated on a regular and timely basis, and cause-of-death data is 
shared in a timely manner for public health action and policymaking.

Sections I, II and III define the target audience for this Guidance, suggest how to use 
the document, and elaborate on the scope and purpose of the Guidance.

As mentioned above, Section IV identifies goals for collecting, sharing and using 
cause-of-death data in the CRVS system.

Section V of this Guidance focuses on the good practice procedures that help achieve 
these goals, detailing the sources of cause-of-death data—namely, the Medical 
Certificate of Cause of Death (MCCD), cause-of-death information from the medico-
legal death investigation (MLDI) system, and verbal autopsy (VA). It sets out the flow of 
cause-of-death data for each of these three main sources, from the point of collection 
to the civil registration agency (where appropriate) and to the statistics agency. 
Section V also discusses where and when International Classification of Diseases 
(ICD) mortality coding may take place within the various processes and discusses 
procedures for amending cause-of-death data when new information surfaces. 

Section VI examines maintaining confidentiality of cause-of-death data, including 
whether and how COD is included on a death certificate.

Finally, Section VII addresses the use of COD data for the generation of annual vital 
statistics and more frequent provisional statistics, and real-time sharing of COD data 
for public health purposes.
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I. Target audience 
This Guidance describes good practices that may be used in generating and 
using national mortality and cause-of-death data. The target audience of this 
Guidance therefore includes, but is not limited to, decision-makers, planners, 
and other managers at ministries of health, national statistics agencies, and civil 
registration agencies in countries aiming to improve their processes and routine 
standard operations to collect, process, and increase the completeness and 
quality of cause-of-death data and to use the data to monitor and enhance 
population health. These good practices are applicable to and may be used 
by stakeholders in countries at all levels of development of the CRVS system, 
regardless, for example, of whether electronic or paper processes are used.

II. How to use this Guidance
This Guidance is designed to provide policy- and decision-makers with an 
overview of good practices for the collection, processing, use and sharing of 
COD data. While it addresses COD specifically, it may be used in combination 
with other guidance documents to strengthen the CRVS system as a whole. For 
example, the Guidance can be used in conjunction with the “CRVS Systems 
Improvement Framework” and the “Technical Guidance for Strengthening the Vital 
Statistics Production Process,” which encourages users to undertake CRVS busi-
ness process improvement exercises, including for cause-of-death processes. 
This Guidance document can be used to inform such discussions about business 
process improvement for the collection and processing of COD in the CRVS 
system. In addition, the “CRVS Systems Improvement Framework” describes a 
methodology to assess the completeness and quality of COD data, establish 
key indicators for COD data performance, and monitor and evaluate whether 
those key performance indicators are met. A sample of complementary key 
performance indicators for COD data can be found in Annex 1 of this document. 
Likewise, the “Technical Guidance for Strengthening the Vital Statistics Production 
Process” provides steps that should be considered when collecting, sharing, 
processing, analyzing and disseminating COD data as part of vital statistics. 

This Guidance document may also be used in conjunction with the 
“Strengthening CRVS Systems Guides” which elaborate on how to implement 

https://www.vitalstrategies.org/resources/crvs-systems-improvement-framework/
https://www.vitalstrategies.org/resources/crvs-systems-improvement-framework/
https://www.d4hdataimpact.org/vital-statistics-production-process
https://www.d4hdataimpact.org/vital-statistics-production-process
https://www.vitalstrategies.org/resources/strengthening-crvs-systems-guides/
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systems for birth and death registration, medical certification of cause of death, 
International Classification of Diseases mortality coding, and verbal autopsy.

After stakeholders have decided upon desired processes and system design, they 
should analyze their country’s CRVS legal framework to ensure that the laws under-
pinning the CRVS system support any new processes. It is particularly important 
to ensure that current laws do not conflict with or prohibit any new processes. For 
more information on how to design a strong CRVS legal framework, see the United 
Nations’ “Guidelines on the Legislative Framework for Civil Registration, Vital 
Statistics and Identity Management Systems.” For information on how to analyze a 
CRVS legal framework, see the “Legal and Regulatory Review Toolkit.”1

Given the multiple stakeholders in the CRVS system, users of this guide should work 
collaboratively with all stakeholder agencies in their systems improvement efforts.

III. Scope and purpose of this Guidance 
This Guidance focuses exclusively on processes for the collection, data processing, 
sharing and use of COD data. Because there is no single best practice for the col-
lection, sharing and use of COD data, the Guidance instead presents country case 
studies and examples of good practice, so that stakeholders may determine for 
themselves which will work best in their country and adapt them to their context.

Some civil registration topics are beyond the scope of this document. Readers 
should be well versed in civil registration best practices before using this 
Guidance. Best practices for civil registration of the fact of death—including who 
or which entity should act as informant and notifier, the notification and decla-
ration process, and the steps for registration and certification—are not included 
here.2 Further, while physicians must be well trained on how to complete a med-
ical certificate of cause of death in order to yield quality COD data, training on 
how to complete an MCCD is beyond the scope of this document. Finally, while 
the Guidance discusses where and when ICD mortality coding may take place 
within the various processes, it does not contain instructions on how to conduct 

1	 Regarding the “Legal and Regulatory Review Toolkit”, users may find the following chapters of the toolkit particularly 
helpful: Chapter 3 (Birth and Death Registration), Chapter 5 (Determining and Certifying Cause of Death), Chapter 6 
(Medicolegal Death Investigation), and Chapter 9 (Production of Vital Satistics).

2	 For more details see: https://www.vitalstrategies.org/resources/the-health-sector-in-civil-registration-options-and-
methods-to-increase-registration-of-live-births-stillbirths-and-deaths/.

https://desapublications.un.org/publications/guidelines-legislative-framework-civil-registration-vital-statistics-and-identity
https://desapublications.un.org/publications/guidelines-legislative-framework-civil-registration-vital-statistics-and-identity
https://www.advocacyincubator.org/what-we-do/our-public-health-advocacy-programs/civil-registration/legal-and-regulatory-review-toolkit-for-crvsid
https://www.vitalstrategies.org/resources/the-health-sector-in-civil-registration-options-and-methods-to-increase-registration-of-live-births-stillbirths-and-deaths/
https://www.vitalstrategies.org/resources/the-health-sector-in-civil-registration-options-and-methods-to-increase-registration-of-live-births-stillbirths-and-deaths/
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ICD mortality coding, nor does it provide guidance on how to conduct mortality 
coding quality assurance. 

For resources on best practices for registration of death, training on medical certifi-
cation of cause of death, and how to conduct ICD mortality coding, see Annex 2.

IV. Goals for collecting, sharing and using 
cause-of-death data in the CRVS system
The collection, analysis, sharing and use of COD data in any CRVS system should 
adhere to and help achieve the following three goals.

Goal 1: All deaths are officially registered and have a medically certified 
cause of death.
Countries should strive to register 100% of deaths that occur in the country and 
to have a medically certified COD assigned to each death. However, in some 
contexts—particularly in countries where many people die at home and without 
medical care—it may not be possible to obtain a medically certified COD for all 
deaths. In these circumstances, a lack of a medically certified COD should not 
prevent the civil registration of a death; instead, the death should be registered 
without a COD. The family, or any other lay person, should not be asked to 
provide a COD on a death registration application, because they are not qualified 
to determine the COD. However, in these circumstances, verbal autopsy may be 
used as an interim measure to ascertain a cause of death for statistical purposes 
with the the long-term aim to have a MCCD for every death.

Goal 2: A national-level entity generates vital statistics on all-cause and 
cause-specific mortality by age, sex and location.
A national-level government entity—usually the national statistics office or other 
entity, such as the ministry of health—should be provided with anonymized death 
registration data and COD information on a regular basis for the purpose of gen-
erating related vital statistics. When a death is registered, in addition to recording 
the COD (if available), the United Nations recommends collecting data on the 
sex, age and usual place of residence of the decedent and the date and location 
of death. This permits statistical analysis and interpretation of all-cause and 
cause-specific mortality by age, sex and location. In addition to disseminating final 



GUIDANCE FOR COLLECTION AND PROCESSING OF CAUSE-OF-DEATH DATA IN THE CIVIL REGISTRATION AND VITAL STATISTICS SYSTEM

6

cause-specific mortality statistics on an annual basis, the statistics entity should 
also provide provisional3 all-cause (or provisional cause-specific, if available) 
mortality statistics on a more frequent basis, such as quarterly, monthly or weekly. 
Such timely mortality analysis is particularly relevant in times of disruption to 
mortality patterns, such as during the recent COVID-19 pandemic.4 Generation of 
provisional statistics is discussed below in Part VII, Section 1, and Box 2.

Goal 3: Cause-of-death data is shared in real time for public health purposes.
Because final annual vital statistics may take more than a year to produce, 
provisional COD data should be shared in real time, or near real time, with health 
officials for purposes of public health surveillance and other public health uses. 
Timely sharing of cause-of-death data is discussed below in Part VII, Section 2.

V. Processes for achieving the goals of 
cause-of-death data collection in the 
CRVS System
This section describes different sources and methods for collecting cause-of-
death data and the processes by which cause-of-death data is transmitted to the 
civil registration agency (as applicable), statistics agency and other government 
entities with a need for the data. These processes aim to achieve the goals set 
out above. Country examples are provided to illustrate various good practices. 

1. Sources of cause-of-death data

There are three main sources and methods of collecting cause-of-death data. 

1.	 A medical certificate of cause of death (MCCD) from the health sector for 
natural deaths (such as infections and noncommunicable diseases) 

2.	  An MCCD and other cause-of-death information from the medicolegal 
death investigation system for unnatural and suspicious deaths (for example, 
accidents, interpersonal violence, poisoning, suicide)

3.	 Verbal autopsy 

3	 Provisional data are based on the current flow of records, and may change when the recors are complete.
4	 Vital Strategies,“Revealing the Toll of COVID-19: A Technical Package for Rapid Mortality 

Surveillance and Epidemic Response,” available at: https://www.vitalstrategies.org/resources/
revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/.

https://www.vitalstrategies.org/resources/revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/
https://www.vitalstrategies.org/resources/revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/
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Lay reporting is used in some countries, which is not recommended as 
explained in section 1.4.

The following sections discuss each of these three sources for the collection of 
cause-of-death data.

See Annex 7 for a table that summarizes the various sources of cause-of-death 
data, their methods of collection and their statistical reliability.

As noted above, while the goal is to have all deaths registered with a cause 
of death, in some countries and contexts it may not be possible to obtain a 
determination of cause of death by any of the three methods. For example, in 
some countries, a large percentage of people die at home without medical care 
and therefore a physician may not be able to medically certify cause of death. It 
would not be financially or operationally possible to refer all medically unattende 
deaths to the MLDI system. Nor would it be realistic to refer all these deaths to VA 
because it is a time-consuming and expensive process. Instead, VA can be used to 
generate population-level data from a sample of deaths to provide the necessary 
insights for public health decision-making. If it is not possible to ascertain a cause 
of death through MCCD, MLDI or VA, the death must be registered regardless. The 
lack of a cause of death should not prevent civil registration of the fact of death. 
Having said that, in the long run, the aim should be for all deaths to be seen by a 
medical professional to determine the manner of death and the cause of death; 
i.e. doing VA and / or having deaths without a cause of death should be a tempo-
rary state in the development of the COD system with the long term aim of having 
an MCCD for every death. With increasing coverage of health services and the use 
of those services by the population, this transition can occur.

1.1 Medical Certificate of Cause of Death (MCCD)	  

1.1.1 Form
Definitions: The World Health Organization’s International Standard Form of 
the Medical Certificate of Cause of Death (WHO MCCD) is the recommended 
form for recording cause and manner of death information for medical certifi-
cation of cause of death. It should be used for all deaths, including fetal deaths 
(stillbirths) and deaths referred to the MLDI system (as discussed further in 
Sections 1.2, 2.4 and 3). The WHO MCCD is designed to facilitate structured 
reporting of the sequence of diseases or conditions leading to death, as well 
as the manner of death. As such the WHO MCCD is required to enable ICD 
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mortality coding. This standardization of COD data collection allows for 
comparability of mortality statistics across countries and over time.

“Causes of death” refers to all diseases, morbid conditions or injuries that 
either resulted in or contributed to death, and the circumstances of the acci-
dent or interpersonal violence that produced any such injuries.5 Underlying 
cause of death is defined as “the disease or injury which initiated the train of 
morbid events leading directly to death, or the circumstances of the accident 
or violence which produced the fatal injury.”6 Manner of death (MOD) explains 
the circumstances in which a death occurred. On the WHO MCCD, the 
options for manner of death include: disease, accident, intentional self-harm, 
assault, legal intervention, war, pending investigation, unknown or manner 
undetermined. The WHO MCCD is attached as Annex 3.

Operational aspects: The WHO MCCD is split into three sections: 
“Administrative Data,” “Frame A: Medical Data” and “Frame B: Other Medical 
Data.” Frame A of the WHO MCCD contains data fields for the sequence of 
causes of death in Part 1, as well as for other significant conditions contributing 
to death in Part 2. Frame B includes information on recent surgery, whether an 
autopsy was performed, the manner of death, place of external cause, ques-
tions regarding fetal and infant death, and whether the deceased was pregnant 
at the time or within one year of the death. All sections of the MCCD should 
be completed. It is particularly important that manner of death be completed 
by medical personnel because manner of death helps ICD mortality coders 
verify an accurate cause of death.7 In addition, completing manner of death 
enables statistical studies on injuries and other deaths, which allow for the 
development of public health policy interventions.8 

In some countries the form used to report or notify the death for civil regis-
tration purposes is separate from the MCCD. However, WHO guidance states 
that countries may modify the “Administrative Data” section of the MCCD.9 

5	 United Nations, “Principles and Recommendations for a Vital Statistics System,” Revision 3, 2014, https://unstats.
un.org/unsd/demographic/standmeth/principles/m19rev3en.pdf, p. 201.

6	 World Health Organization, https://www.who.int/standards/classifications/classification-of-diseases/
cause-of-death.

7	 “WHO Recommendations for conducting an external inspection of a body and filling in the Medical Certificate of 
Cause of Death (MCCD),” 2023, https://www.who.int/publications/m/item/who-recommendations-for-conducting-
an-external-inspection-of-a-body-and-filling-in-the-medical-certificate-of-cause-of-death, p. 17.

8	 U. S. Standard Certificate of Death, Instruction for Item Number 37 Manner of Death, https://www.cdc.gov/nchs/
data/dvs/death11-03final-acc.pdf and  
National Association of Medical Examiners, “A Guide for Manner of Death Classification,” https://name.member-
clicks.net/assets/docs/4bd6187f-d329-4948-84dd-3d6fe6b48f4d.pdf.

9	 See Annex 3 for the WHO MCCD (2016), instructions in the “Administrative Data” section.

https://unstats.un.org/unsd/demographic/standmeth/principles/m19rev3en.pdf
https://unstats.un.org/unsd/demographic/standmeth/principles/m19rev3en.pdf
https://www.who.int/standards/classifications/classification-of-diseases/cause-of-death
https://www.who.int/standards/classifications/classification-of-diseases/cause-of-death
https://www.cdc.gov/nchs/data/dvs/death11-03final-acc.pdf
https://www.cdc.gov/nchs/data/dvs/death11-03final-acc.pdf
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Many countries have done so and have developed a form that combines 
a notice of death, which serves as proof of the death for civil registration 
purposes, with the medical certification of cause of death. We will refer to this 
as a combined notice-of-death/MCCD form. The U.S. Standard Certificate 
of Death (attached as Annex 4) and the MCCD Form of the Special Capital 
Region of Jakarta (attached as Annex 5) are examples of a combined notice-
of-death/MCCD form.

Some countries have developed a bifurcated form. This type of form allows 
the document to be torn at the line of bifurcation so that one portion of the 
form - containing biographical information - may be used for civil registration 
purposes and the other portion - containing cause of death and other 
information - may be used for statistical purposes. Separating biographical 
information from statistical information helps maintain confidentiality of cause 
of death in countries where cause of death is used only for statistical  purpos-
es. Morocco’s Certificate of Death (Certificat de Décès) (attached as Annex 
6) is an example of a bifurcated form. Similarly, the MCCD form of the Special 
Capital Region of Jakarta in Indonesia is a multipage form with partial carbon 
copy (attached as Annex 5).

1.1.2 Certifier
Definitions: The person who completes the cause and manner of death 
sections of the MCCD is referred to as the certifier. A certifier should be a 
medical professional trained in the proper way to complete the MCCD. For 
deaths due to natural causes that occurred in a health facility (whether public 
or private) or at home under medical care, the certifier should be the attending 
physician or other physician with knowledge of the case. 

Operational aspects: Some countries lack a sufficient number of physicians 
to medically certify all deaths that occur under the care of a health profes-
sional. Therefore, under these circumstances, some countries (for example, 
Uganda and Malawi) train other medical professionals, such as nurses and 
physician assistants, on medical certification of cause of death to implement 
a model of task sharing. 

In circumstances where there is no attending physician or other medical 
professional with knowledge of the case, the death may be referred to the 
MLDI system, or for natural deaths and as locally applicable to verbal autopsy 
(whichever is appropriate), or simply registered without a cause of death.
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1.2 MCCD and other COD information from the medicolegal death 
investigation system

1.2.1 Form
Definition: The medicolegal death investigation system is responsible for 
investigating deaths due to suspicious or unnatural causes, such as accidents, 
assaults and suicides. Many countries also refer other types of deaths to the 
MLDI system when there is a public interest in developing interventions to 
prevent such deaths—for example, maternal deaths and deaths due to speci-
fied infectious diseases. Also, unattended deaths and deaths of public health 
importance may be referred to the MLDI system. The types of deaths referred 
to the MLDI system might be defined in a country’s civil registration law, but 
more often are defined in a country’s criminal procedure code, criminal code 
and/or public health laws. 

Operational aspects: Cases referred to the MLDI system should be medically 
certified using the WHO MCCD (just as with natural deaths) in order to enable 
compilation of mortality statistics that includes natural and unnatural deaths. In 
some countries where a different form is used, or there is no clear mandate on 
which form to use, the statistics offices struggle to align the data from MLDI with 
data from the health sector. Therefore, use of different forms should be avoided.

1.2.2 Certifier
There are three main types of MLDI systems: led by medical examiner, led 
by coroner, and led by law enforcement. In a medical examiner system, the 
medical examiner is usually a forensic pathologist or, at minimum, a pathologist 
or physician trained in postmortem examinations; the medical examiner will 
therefore complete the MCCD. In contrast, coroners and law enforcement 
officials are usually not pathologists or physicians. In systems led by a coroner 
or law enforcement, the death should be referred to a pathologist or other 
physician working with the coroner or law enforcement for a postmortem 
examination. This pathologist or physician will complete the MCCD. 

In addition, the coroner or police/prosecutor (depending on the system) may 
complete an additional form containing information about the deceased and 
the cause of death. The cause of death in the coroner’s or police/prosecutor’s 
form should be based upon the postmortem examination and MCCD com-
pleted by the pathologist or physician.
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1.3 Verbal autopsy
Definition: Verbal autopsy is a method used to ascertain cause of a death based 
on an interview with next of kin or other caregivers. Verbal autopsy may be used 
when the deceased dies outside a health facility or was not under the care of a 
medical professional, and the case does not fall within the jurisdiction of MLDI 
authorities. The purpose of VA is to describe the causes of death at the commu-
nity level or population level in instances where no better alternative sources of 
mortality data exist.10 

Operational aspects: Because VA is time-consuming, expensive and the data 
is only valid at the population level, most countries do not conduct VA for all 
natural deaths that occur outside of health facilities, especially if this number is 
large. Countries generally select a sample of deaths for VA in order to generate 
probable COD that is valid at the population level.11

VA may be conducted by a wide range of individuals, including lay community 
members, health care workers and research field workers.12 The interviewer 
should be trained in the use of the WHO VA standardized interview question-
naire, which elicits information on signs, symptoms, medical history and circum-
stances preceding death. 

The cause of death, or the sequence of events that led to death, are based on the 
data collected using the VA questionnaire and any other available information.13 
The cause of death may be assigned by using a computer algorithm (automated 
VA) or by a physician who reviews the VA questionnaire results and assigns a 
COD (physician-certified VA).14 Automated VA uses a limited COD list and results 
in a cause-of death distribution for the 10 to 20 leading causes of death in the 
population under consideration (e.g., a nationally representative sample).

10	 World Health Organization, “Verbal autopsy standards: 2022 WHO verbal autopsy instrument,” https://www.who.
int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-caus-
es-of-death-tool, p. 21.

11	 U.N. Economic and Social Commission for Asia and the Pacific (ESCAP), 2021. “Verbal autopsy and the Regional 
Action Framework on Civil Registration and Vital Statistics in Asia and the Pacific: operational procedures, practices 
and innovations,” https://www.unescap.org/sites/default/d8files/event-documents/ESCAP_MCCRVS_2021_INF_2_
Verbal_autopsy_and_RAF_on_CRVS.pdf. 

12	 Gouda HN, Flaxman AD, Brolan CE, Joshi R, Riley ID, AbouZahr C, et al., New challenges for verbal autopsy: 
Considering the ethical and social implications of verbal autopsy methods in routine health information systems. Soc 
Sci Med. 2017;184:65–74.

13	 World Health Organization, “Verbal autopsy standards: 2022 WHO verbal autopsy instrument,” https://www.who.
int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-caus-
es-of-death-tool#:~:text=Verbal%20autopsy%20instrument%202022,also%20deaths%20caused%20by%20
injuries.

14	 United Nations, “Principles and Recommendations for a Vital Statistics System,” Revision 3, 2014, https://unstats.
un.org/unsd/demographic/standmeth/principles/m19rev3en.pdf, paragraphs 499-501. 

https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool
https://www.unescap.org/sites/default/d8files/event-documents/ESCAP_MCCRVS_2021_INF_2_Verbal_autopsy_and_RAF_on_CRVS.pdf
https://www.unescap.org/sites/default/d8files/event-documents/ESCAP_MCCRVS_2021_INF_2_Verbal_autopsy_and_RAF_on_CRVS.pdf
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool#:~:text=Verbal%20autopsy%20instrument%202022,also%20deaths%20caused%20by%20injuries.
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool#:~:text=Verbal%20autopsy%20instrument%202022,also%20deaths%20caused%20by%20injuries.
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool#:~:text=Verbal%20autopsy%20instrument%202022,also%20deaths%20caused%20by%20injuries.
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool#:~:text=Verbal%20autopsy%20instrument%202022,also%20deaths%20caused%20by%20injuries.
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There are two good practices of data collection with physician-certified VA. In 
the first, the physician reviews only the VA interview and assigns a cause of death 
based on a limited or the full list of ICD mortality codes. Ideally, two physicians will 
review the outcome of the interview and formulate a cause of death independent-
ly. If there is a discrepancy, a third physician should arbitrate the result.15 This 
method is statistically reliable at the population level but not at the individual level, 
and no MCCD is completed. 

In the second good practice, a physician reviews the VA interview and recent 
medical records and assigns a cause of death based on the full list of ICD mortality 
codes. This is only possible if the person who died in the community was either 
recently discharged from the health facility or had sought medical care in the health 
facilities at the time of sickness in the period leading to death. This latter method is 
statistically reliable at the individual level, and in some countries the physician may 
complete an MCCD based on the results of VA and a review of medical records. If 
such an approach is used, the fact that the MCCD form was completed based on a 
VA should be captured on the MCCD.

1.4 Lay reporting 

Definition: Some countries allow the use of lay reporting of cause of death by the 
informant as part of the civil registration process. For example, the next of kin may 
complete an application for death registration and fill in a data field for cause of 
death. Or a civil registrar or other official may conduct an unstructured interview 
with the next of kin or other informant and fill in a cause of death in the death register.

Operational aspects: Lay reporting has neither legal nor statistical value because 
the providers of the information cannot be assumed to have the necessary medical 
knowledge to determine the cause of death. Therefore, lay reporting should never 
be used as a method of collecting cause-of-death data.

2. Flow of cause-of-death data from MCCD

2.1 Completion of MCCD: paper-based and digital systems

An MCCD may be completed in paper format or digitally. Whether paper-based or 
digital, the MCCD should be completed by the certifier as soon as possible after 
the cause of death is determined. In cases of natural death, this is usually just after 

15	 World Health Organization, “Verbal autopsy standards: 2022 WHO verbal autopsy instrument,” p. 20.



GUIDANCE FOR COLLECTION AND PROCESSING OF CAUSE-OF-DEATH DATA IN THE CIVIL REGISTRATION AND VITAL STATISTICS SYSTEM

1 3

death or the next day.16 In cases referred to the MLDI system, certification of 
cause of death may take longer, as discussed in Section 5 (Process for amending 
COD if new information is discovered) below.

MCCD data entry should occur close to the source of the cause-of-death da-
ta—i.e., at the hospital level. Preferably, physicians completing an electronic MCCD 
should be equipped to enter the causes of death (the data in Frame A of the WHO 
MCCD paper form) and manner of death (the data in Frame B of the WHO MCCD 
paper form) directly into the electronic system. Other medical or administrative 
staff may enter the biographical and other medical information (the remaining data 
in Frame B of the WHO MCCD paper form) directly into the system. Other medical 
or administrative staff should have authorization only for data entry and not be 
given access to the full database of all the MCCD forms for the facility.

The flow of cause-of-death data is as described below, whether paper-based or 
digital. However, if paper forms are used, formal channels for submitting paper 
forms—such as designated staff or courier services—should be used, and the 
point of data entry defined in the process.

2.2 ICD mortality coding

After an MCCD is completed, the underlying cause of death must be derived by 
applying International Classification of Diseases mortality coding rules. 

Definition: ICD mortality coding is the correct assignment of ICD alphanumerical 
codes to the conditions reported on the MCCD form followed by the correct 
application of mortality coding instructions to select the underlying cause of 
death according to established criteria. ICD mortality coding generates data that 
is relevant for a public health action.17 It also allows for comparison of mortality 
statistics over time, nationally and internationally.

Operational aspects: ICD mortality coding is a separate activity from medical 
certification of cause of death and should be carried out by trained mortality 
coding staff (also referred to as nosologists), not the physician who completed 
the MCCD form.18 Because mortality coding requires highly trained skill, it is 

16	 NHS Inform, Practical advice after a death, https://www.nhsinform.scot/care-support-and-rights/
death-and-bereavement/practical-advice-after-a-death/.

17	 World Health Organization, https://icdcdn.who.int/icd11referenceguide/en/html/index.
html#coding-instructions-for-mortality.

18	 United Nations, “Handbook on Civil Registration and Vital Statistics Systems: Management, Operation and 
Maintenance,” Revision 1, 2021, https://unstats.un.org/unsd/demographic-social/Standards-and-Methods/files/
Handbooks/crvs/crvs-mgt-E.pdf, paragraph 120.

https://www.nhsinform.scot/care-support-and-rights/death-and-bereavement/practical-advice-after-a-death/
https://www.nhsinform.scot/care-support-and-rights/death-and-bereavement/practical-advice-after-a-death/
https://icdcdn.who.int/icd11referenceguide/en/html/index.html#coding-instructions-for-mortality
https://icdcdn.who.int/icd11referenceguide/en/html/index.html#coding-instructions-for-mortality
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preferable to have mortality coding staff located at the central (national) level, 
which helps ensure consistency of mortality coding throughout the country. The 
entity responsible for mortality coding varies among countries. Mortality coding 
often takes place within the statistics agency, but in some countries mortality 
coding may take place within the ministry of health or within the national civil 
registration agency. In regions with many small countries, such as the Pacific, 
coding may take place regionally to leverage combined resources.19 

Ideally, ICD mortality coding will be automated using a program such as DORIS20 
or Iris.21 However, even when an automated program is used, trained mortality 
coders are needed to: 

1.	 Resolve issues with incomplete, inaccurate or noncompliant MCCDs

2.	 Follow up with certifiers

3.	 Manually code rejected or otherwise problematic MCCDs

After quality checks and ICD coding, the coding agency determines the underly-
ing COD. It is the work of the coder to ensure the quality of the underlying COD. 
If the coder finds a sequence of events that does not support the cause of death 
assigned by the certifier, incomplete information, or other information that raises 
questions, it is the responsibility of the coder to take the applicable steps to 
address the issues. Consequently, the underlying COD assigned by the coding 
agency may be different from the original underlying COD assigned by the physi-
cian (i.e., the cause of death listed on the lowest used line of Part 1 of the particular 
MCCD). The underlying COD is used for generating cause-of-death statistics.

When ICD coding takes place in an agency other than the entity responsible for 
statistics, it is necessary for the coding agency to share the ICD-coded COD data 
with the statistics entity, as is discussed further in Sections 2.3.1 and 2.3.2, in order 
to allow the statistics entity to generate vital statistics. 

2.3 Submission of cause-of-death data to the civil registration and/or 
statistics agency 

As stated in Goals 1 and 2, countries should aim to ensure that all deaths are 
officially registered with the civil registration agency and have a medically 

19	 Pacific Community, Pacific Island countries get boost in health data with ICD-11 center, 17 March 2023, https://www.
spc.int/updates/blog/blog/2023/03/pacific-island-countries-get-boost-in-health-data-with-icd-11-centre.

20	 World Health Organization, https://icd.who.int/doris/.
21	 https://www.bfarm.de/EN/Code-systems/Collaboration-and-projects/Iris-Institute/Iris-software/_node.html.

https://www.spc.int/updates/blog/blog/2023/03/pacific-island-countries-get-boost-in-health-data-with-icd-11-centre
https://www.spc.int/updates/blog/blog/2023/03/pacific-island-countries-get-boost-in-health-data-with-icd-11-centre
https://icd.who.int/doris/
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certified cause of death, so that the COD data may be used for the generation of 
cause-of-death statistics. In general, there are two ways to achieve these goals: 

1.	 The MCCD/underlying cause of death and the notice of death are submit-
ted from the health sector to the civil registrar, who officially registers the 
death and then submits all of the information, anonymized, to the national 
statistics agency for further analysis and production of vital statistics 
reports. Or 

2.	 The anonymized MCCD/underlying cause of death is submitted directly 
from the health sector to the statistics agency. With this approach, 
only the notice of death is submitted from the health sector to the civil 
registrar, who then registers the death and submits this information, ano-
nymized, to the national statistics agency. In this process, the anonymized 
notice-of-death information and anonymized cause-of death information 
must be matched at the statistics agency in order to have a complete 
dataset. Such linking would need to be facilitated by assigning a unique 
number to the event or the individual concerned.

Each of these processes is discussed in more detail below, including when and 
where coding is incorporated. Annex 7 provides a decision tree that presents all 
the possible processes.

2.3.1 Options for the processes for COD data submission to the civil regis-
tration and then the statistics agencies

2.3.1.1 Submission of MCCD to the civil registration agency

The health facility or certifier submits the MCCD to the civil registration 
agency (together with other required information), either directly or 
through the coding agency, which validates and codes the causes of 
death..22 In some countries, privacy and health information laws prevent 
transmission of the MCCD to the registrar, and therefore the MCCD is 
given to the family. This presents two problems. First, giving the MCCD 
to the family may also induce the physician to avoid mentioning causes 
of death on the MCCD that are stigmatizing or likely to be perceived as 
problematic by family members—for example, deaths due to HIV/AIDS, 
suicide or drug overdose. Second, if the family fails to declare the death to 

22	 United Nations, Guidelines for the Legislative Framework for Civil Registration, Vital Statistics and Identity 
Management Systems, New York, 2019, paragraph 328.
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the registrar, or declares the death but fails (unintentionally or otherwise) 
to provide the MCCD to the registrar, the cause of death data will be lost 
to the CRVS system. Therefore, if a country’s privacy laws prevent trans-
mission of the MCCD to the registrar, the MCCD should be transmitted 
directly to the entity responsible for cause of death statistics, as presented 
in Section 2.3.2.

2.3.1.2 Recording COD in the death register
Country practices vary regarding whether the cause of death is entered into 
the death register of the civil registrar. In some countries, cause of death is 
used for legal purposes and is therefore part of the official death registration 
record. Other countries use COD data for statistical purposes only. Where 
this is the case, the civil registrar is merely an intermediary for forwarding this 
information to the statistics agency together with the information from the 
notice-of-death form; COD is not entered into the death register.

Most countries that record COD in the death register include only the 
underlying COD. However, some jurisdictions—including U.S. states—
record the immediate, antecedent and underlying COD in the death 
register. Other jurisdictions—for example, the United Kingdom—record the 
immediate and underlying COD but not the antecedent COD23. Regardless 
of which COD data fields are recorded, the primary reason for storing COD 
information in the death register is that this information may be needed 
for legal purposes in the future. For example, the next of kin may need 
to prove COD in order to claim benefits from life insurance, pensions or 
social services. If the civil registrar records COD information, the next of 
kin will be able to obtain a (long-form) death certificate stating the COD 
for their legal purposes. However, many countries—such as France and 
most French-speaking countries—do not record COD in the death register 
because COD information is treated as confidential. In these countries, in 
case of need (for example, for insurance purposes) the certifying physician 
can prepare a report stating that the COD was natural (if in fact that is true).

If cause of death is recorded in the death register, processes must be put 
into place to ensure that the information is kept confidential. See Section 
VI for more on confidentiality. 

23	 The “immediate cause of death” is the final condition that directly results in death. The “antecedent cause of death” 
is the condition(s) that led to or precepitated the immediate cause of death.
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2.3.1.3 Civil registration agency submission to statistics agency

After receiving the MCCD (and notice of death), registering the event and 
entering all relevant information into the death register, the civil registrar is 
responsible for sending the registration record, including the MCCD, to the 
statistics agency. The record and MCCD should be anonymized, removing 
the name and other potentially identifying data before submission to the 
statistics agency. For more information on anonymization of data, see 
the United Nations’ Guidelines on the Legislative Framework for Civil 
Registration, Vital Statistics and Identity Management Systems.24

In the process set out above, where the MCCD is sent to the civil registrar 
and then to the statistics agency (see Diagram 1), ICD mortality coding is 
done at the statistics agency. However, it is also possible that coding is con-
ducted at the ministry of health (see 2.3.1.4) or the civil registration agency 
(for example in Zambia ICD mortality coding is done at the headquarters 
of the Department of National Registration, Passport and Citizenship), 
depending upon where a country has established its coding unit.

DIAGRAM 1

CERTIFIER/ 
HEALTH FACILITY

CIVIL REGISTRATION 
AGENCY

(COD entered in 
register, if permitted)

STATISTICS AGENCY

(ICD mortality coding 
and generation of vital 
statistics)

MCCD/ 
Notice of 
Death

Anonymized 
death record 
with MCCD

24	 United Nations, “Guidelines on the Legislative Framework for Civil Registration, Vital Statistics and Identity 
Management Systems,” 2019, https://desapublications.un.org/publications/guidelines-legislative-framework-civ-
il-registration-vital-statistics-and-identity, paragraphs 488 and 506.
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2.3.1.4 Submitting only underlying cause of death to the civil registrar 
In some countries, only the underlying COD is submitted to the civil 
registrar, not the entire MCCD. The rationale for doing so is that the MCCD 
contains confidential medical information beyond just the underlying COD, 
and usually only the underlying COD is needed for legal purposes.

In countries that follow this practice, the health facility or physician will 
submit the MCCD to the agency responsible for ICD mortality coding, often 
the national statistics agency or the ministry of health. After quality checks 
and ICD mortality coding, the ICD mortality coding agency extracts the 
underlying COD and submits it the civil registration agency so that the civil 
registrar can include the underlying COD in the death registration record 
(this matching of records at the civil registrar can happen before or after the 
death is registered). Note that when this process is followed, the MCCD and 
notice of death should both contain a unique identification number (either 
for the event or for the individual concerned). When the ICD mortality 
coding agency sends the underlying COD to the civil registration agency, it 
should include the unique tracking number so that the underlying COD can 
be matched to the correct death registration record at the civil registration 
agency. Such a unique tracking number can also be used to monitor the 
civil registration of all deaths that have an MCCD and to ensure that all 
applicable deaths are matched with a COD (see also 2.3.2 below). The civil 
registration agency will send the anonymized death registration record with 
the underlying COD to the statistics agency. See Diagram 2.

Note that some countries extract both the immediate and underlying 
causes of death for submission to the civil registration agency. For example, 
in the United Kingdom, the Office for National Statistics, which carries out 
ICD mortality coding, extracts the immediate and underlying causes of 
death and sends them to the registration agency.25 

25	 United Kingdom, Office for National Statistics, User Guide to Mortality Statistics, https://www.
ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/
userguidetomortalitystatisticsjuly2017. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
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DIAGRAM 2
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Underlying CODMCCD

Notice of Death

2.3.2 Options for the processes for COD data submitted only to the 
statistics agency 
Because COD is confidential medical information - often designated as such-
by law -  some countries choose to use COD data only for statistical purposes. 
These countries therefore submit COD data only to the statistics agency and 
not to the civil registration agency. While this protects the privacy of the de-
ceased, there will be no legal record of the COD at the civil registrar’s office, 
and therefore next of kin will be unable to obtain a death certificate with COD 
if needed for legal purposes. 

In countries that submit COD data only to the statistics agency, various good 
practices are followed. In these processes, ICD mortality coding may occur in 
the health sector or at the statistics agency.

Some countries, such as Morocco, use a bifurcated notice-of-death and MCCD 
form. The health facility forwards the entire form to the Communal Health 
Bureau. The Communal Health Bureau then forwards the MCCD portion to the 
ministry of health and provides the notice-of-death portion to the family to use 
in registering the death. The ministry of health assigns ICD mortality codes in 
the MCCD portion of the form and generates mortality statistics. 

Germany similarly uses a bifurcated notice-of-death and MCCD form. In 
Germany, one portion of the form (the nonconfidential portion) is handed 
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to the next of kin for submission to the civil registration office. The MCCD 
portion (the confidential portion), which does not contain a name or any 
information that can identify the deceased, is submitted to the regional 
statistics office. The causes of death of all deceased are recorded by the 
regional statistics offices; they are then included in the mortality statistics of 
the federal government and the federal states.26

If a country submits the COD data only to the statistics agency (without the 
information flowing through the civil registration agency), there must be a way 
to ensure that the statistics agency has all the needed biographical informa-
tion about the deceased—such as date of birth, sex, place of residence, and 
date and place of death—in order to generate COD tabulations. If paper forms 
are used, this could be done by including all needed biographical and statis-
tical information in the portion of the form that is submitted to the statistics 
agency. This in turn would mean that some data fields—such as date of birth 
and date and place of death—would be included in both portions of the form, 
because they are used for legal purposes in the notice-of-death portion 
of the form and for statistical purposes in the MCCD portion of the form. 
However, physicians often object to providing the same information twice, 
with the result that often some information is missing from the MCCD portion 
of the form. Therefore, a better practice is to include legal/biographical data 
fields only in the notice-of-death portion of the form, and causes of death 
and other medical data in the MCCD portion. The two portions of the form 
will carry a unique identification code that is used by the statistics agency to 
match the anonymized COD data with the anonymized registration informa-
tion submitted to the statistics agency by the health sector and civil registrar, 
respectively. Such a unique identification code is necessary for both physical 
and electronic data transmission along the two pathways. See Diagram 3. 
The unique identification code will usually be preprinted on paper forms or 
pre-generated on e-forms in order to avoid duplication.

26	 Germany, Federal Institute for Drugs and Medical Devices, Causes of death statistics, https://www.bfarm.de/EN/
Code-systems/Classifications/ICD/ICD-10-WHO/Causes-of-death-statistics/_node.html. 

https://www.bfarm.de/EN/Code-systems/Classifications/ICD/ICD-10-WHO/Causes-of-death-statistics/_node.html
https://www.bfarm.de/EN/Code-systems/Classifications/ICD/ICD-10-WHO/Causes-of-death-statistics/_node.html
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DIAGRAM 3
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Anonymized 
record
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2.4 Stillbirths tracked through ministry of health
As with death, a stillbirth (which is a late-term fetal death)27 should have a 
medically certified cause of death. The majority of countries require stillbirths 
to be registered through the civil registration agency with the stillbirth recorded 
in a register that is distinct from the birth and death register. Apart from having a 
distinct register, the flow of cause-of-death data for a stillbirth will generally be 
the same as for a death.

However, some countries—including France, Colombia and Cambodia—do not 
register stillbirths at the civil registration agency. Instead, stillbirths are reported 
and tracked through the health sector. In such countries, the health facility where 
the stillbirth occurred will complete the MCCD and submit it to the ministry of 
health. In some countries, the ministry of health is responsible for sending ano-
nymized stillbirth MCCD information to the national statistics agency, which then 
compiles statistics on stillbirths. In other countries, the ministry of health itself 
is responsible for compiling statistics on stillbirths. Either is good practice. The 
ministry of health or the statistics agency may be responsible for ICD mortality 
coding of the stillbirth MCCD.

27	 A fetal death is defined by WHO as a death prior to the complete expulsion or extraction from its mother of a 
product of conception, irrespective of the duration of the pregnancy. The death is indicated by the fact that after 
such separation the fetus does not breathe or show any other evidence of life, such as beating of the heart, pulsation 
of the umbilical cord or definite movement of voluntary muscle. Stillbirths are a subset of fetal deaths. WHO 
recommends the following threshold criteria for stillbirths: gestational age greater than or equal to 22 completed 
weeks, or weight greater than or equal to 500 grams. ICD-11 Reference Guide, World Health Organization, https://
icdcdn.who.int/icd11referenceguide/en/html/index.html, section 2.25.4.3 and 2.25.4.5.
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3. Flow of MCCD and other COD data in cases referred to the 
MLDI system

The type of MLDI system—whether led by a medical examiner, a coroner or law 
enforcement—establishes by law the flow of COD data within the system and to 
the civil registration agency and/or statistics agency, as discussed below.

3.1 Medical examiner system
In a medical examiner system, the medical examiner is responsible for submis-
sion of the MCCD. Specifically, in countries that submit the MCCD to the civil 
registration agency, it will be the responsibility of the medical examiner to submit 
the MCCD to the civil registration agency, either directly or through the Ministry 
of Health or the coding agency. In countries where the MCCD is submitted only 
to the statistics agency, the medical examiner will submit the MCCD to the 
statistics agency. If the underlying COD is submitted only to the civil registration 
agency, the medical examiner will send the MCCD to the coding agency, which 
will then extract the underlying COD and send it to the civil registration agency.

3.2 Coroner- or law enforcement–led systems 
In systems led by a coroner or law enforcement, the forensic pathologist working 
with the coroner or law enforcement completes the MCCD and sends a separate 
pathology report about cause of death to the coroner or law enforcement. 
The coroner or law enforcement (as applicable) then completes a report and 
submits it to the civil registration agency, thereby declaring the death for civil 
registration purposes. In countries where COD is recorded in the death register, 
the report will include a COD section similar to Frame A of the WHO MCCD. This 
information should be based on the pathology report and MCCD. Depending 
on the practices followed in individual countries (as discussed in Section 2.3), 
the MCCD itself may be submitted to the civil registration agency, go directly 
to the statistics agency, or be submitted to the ICD mortality coding agency for 
extraction of the underlying COD. 

Some countries have an MLDI system that employs both coroners and medical 
examiners. In these systems, the law should explicitly state which of the two 
officials—coroner or medical examiner—is responsible for submission of COD data.



GUIDANCE FOR COLLECTION AND PROCESSING OF CAUSE-OF-DEATH DATA IN THE CIVIL REGISTRATION AND VITAL STATISTICS SYSTEM

2 3

4. Flow of COD data from verbal autopsy 

If automated VA or physician-certified VA based on interviews alone is used, 
the results should be used for statistical purposes only. That is because the 
results are statistically valid at the population level and not the individual 
level. Therefore, the VA results should be sent directly to the statistics agency. 
Alternatively, if the VA results are routed through the civil registration agency, the 
VA-determined COD should not be entered into the death register, and the civil 
registration agency should forward the COD information to the statistics agency.

Physician-certified VA with a review of medical records is more reliable at the 
individual level. If the physician reviews both the VA results and recent medical 
records, the physician may complete an MCCD. In some countries this resultant 
MCCD is treated like any other MCCD completed by a physician and may be 
used for legal purposes.28 In that case, the physician will submit the MCCD to the 
civil registration agency, or to the statistics agency, or to the ICD mortality coding 
agency, depending on the usual MCCD processes followed in the country, as 
discussed in Section 2.3.

5. Process for amending COD if new information is discovered

A definitive cause of death may not always be available within the time period 
prescribed for reporting the death to the civil registrar, which is usually three 
to 15 days. This can be the case for deaths referred to the MLDI system. While 
many cases may be resolved quickly, it can take weeks or months to recieve 
the results of lab tests, and if an inquest is held, this can take months or years. If 
the MCCD and notice of death take separate pathways, this is not a problem. 
The notice of death will be sent to the civil registrar within the prescribed time 
period, while the MCCD will not be filed until the investigation is complete. 

However, if a country uses a combined notice-of-death/MCCD form, the death 
must be reported on this form within the prescribed period. Therefore, when the 
results of a postmortem examination are not complete before the expiration of 
the prescribed registration time period, the combined notice-of- death/MCCD 
form will be submitted to the civil registrar and/or statistics agency with the 

28	 World Health Organization and Bloomberg Philanthropies Data for Health Initiative, “Sampling Strategies for 
Representative National CRVS Verbal Autopsy Planning: A Guidance Document and Sample Size Calculator Tool, 
Part A—Principles and Strategy,” https://cdn.who.int/media/docs/default-source/classification/other-classifications/
autopsy/crvs-va-national-sampling-strategies-for-representative-va-implementation.-v2.4.pdf?sfvrsn=2f67c8c6_3. 

https://cdn.who.int/media/docs/default-source/classification/other-classifications/autopsy/crvs-va-national-sampling-strategies-for-representative-va-implementation.-v2.4.pdf?sfvrsn=2f67c8c6_3
https://cdn.who.int/media/docs/default-source/classification/other-classifications/autopsy/crvs-va-national-sampling-strategies-for-representative-va-implementation.-v2.4.pdf?sfvrsn=2f67c8c6_3
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“pending investigation” box checked in the “manner of death” section of the WHO 
MCCD. Once the results of the postmortem examination are available, an amend-
ed MCCD should be submitted29 to the civil registrar and/or statistics agency, 
following the processes ordinarily used for MCCDs, as discussed in Section 2.3.

For an example of how causes of death can be amended in England and Wales, 
see Box 1.

BOX 1: 
Amending Cause of Death in England and Wales
In England and Wales, deaths certified by doctors may have their cause of death amend-
ed as a result of a postmortem or of tests initiated before death. The certifier sends 
this additional information directly to the ICD coding team at the Office for National 
Statistics (ONS), where it is only used for statistical purposes and does not appear in the 
public record. In addition, the ONS coders may contact the certifier for more information 
if the certificate is unclear or they cannot code the underlying cause. 

When a death has been certified by a coroner after a postmortem with no inquest, further 
information may be available once the coroner receives results of bacteriology or his-
topathology. The cause of death may be amended in these circumstances, although this 
occurs rarely. For example, following an inquest, coroners may submit to the ONS details 
of how a fatal accident occurred. Coroners normally only certify the cause of death after 
their investigations are complete. Usually, the first and only information the ONS receives 
about deaths is ultimately regarded as the underlying cause. 

Coroners may also provide an underlying cause of death much later in circumstances 
where a death is registered before waiting for the conclusion of a criminal proceeding. 
For example, a death that is determined to be due to assault after a criminal investigation 
might initially have been coded as “undetermined.” 

Source: United Kingdom, Office for National Statistics, User guide to mortality statistics, p. 20, available at: 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/
userguidetomortalitystatisticsjuly2017

29	 “WHO Recommendations for conducting an external inspection of a body and filling in the Medical Certificate of 
Cause of Death (MCCD),” 2023, p. 15.

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017


GUIDANCE FOR COLLECTION AND PROCESSING OF CAUSE-OF-DEATH DATA IN THE CIVIL REGISTRATION AND VITAL STATISTICS SYSTEM

2 5

VI.	 Confidentiality of cause-of-death 
information
1. Access by authorized officials

If cause-of-death information is stored in the civil register, the civil registration 
agency must put in place protocols to ensure that the information is secure and 
may be accessed only by authorized persons for official purposes.30 The legal 
framework should ensure that any violation of personal privacy and confiden-
tiality will be penalized. Similarly, health facilities and medical personnel must 
maintain confidentiality of the MCCD, including when transferring the medical 
files of decedents to storage.31 

Maintaining data confidentiality is also important when it comes to VA data. It is 
particularly important when transmitting data online or using mobile devices to 
transmit VA data. The data should be end-to-end encrypted during transmission, 
which ensures that no third party, including internet service providers or mali-
cious actors, can access the data while it is in transit.

2. Inclusion of COD on death certificate issued by the civil registrar 

Information on cause of death can be important to close family members of the 
decedent for insurance, pensions and other matters. Therefore, United Nations 
guidance provides that close family members should have the right to request 
COD information.32 However, due to the sensitive nature of COD information, 
countries should carefully consider whether, when and how cause of death is 
included in the death certificate issued by the civil registrar. 

Country practices vary with regard to inclusion of COD on the death certificate. 
Some countries (e.g., Cambodia and Malawi) do not include COD information on 
death certificates issued by the civil registrar, while others do (e.g. Uganda). If COD 
is included, only parties with a legitimate interest—such as immediate family or next 
of kin or their legal representatives—should be able to request a death certificate.33 

30	 United Nations, “Principles and Recommendations for a Vital Statistics System,” Revision 3, 2014, paragraph 498.
31	 “WHO Recommendations for conducting an external inspection of a body and filling in the Medical Certificate of 

Cause of Death (MCCD),” 2023, p. 16.
32	 United Nations, “Principles and Recommendations for a Vital Statistics System,” Revision 3, 2014, paragraph 498.
33	 United Nations, “Guidelines on the Legislative Framework for Civil Registration, Vital Statistics and Identity 

Management Systems,” 2019, paragraph 363.
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In an effort to balance the needs of the family with the obligation to keep COD 
information confidential, some countries—such as the U.S.—have developed a 
short-form and long-form death certificate.34 The short-form death certificate is 
the default certificate, issued without cause-of-death information. The long-form 
death certificate, with cause-of-death information, is issued only when specifi-
cally requested and only to close relatives or persons who can prove a legitimate 
need for the cause-of-death information. 

If a country decides to include cause of death on its standard-form death certif-
icate or on a long-form death certificate, a decision must be made as to which 
causes of death to include. Some countries include only the underlying cause of 
death. Others include the immediate, antecedent and underlying causes of death. 
The underlying COD is likely most relevant for legitimate use by family members.

As noted above, some countries—such as France—do not record cause of death 
in the death register and therefore cannot and do not include cause of death on 
a death certificate. In France, the actual causes of death can only be released to a 
judge responsible for investigating a legal matter. 

VII.  Use of cause-of-death data
Prompt and accurate certification of cause of death serves a number of  
critical functions. In addition to the well-established legal and administrative 
functions, information on cause of death is used by governments to monitor the 
health of the population and to plan and evaluate public health interventions 
and services. Furthermore, cause-of-death data is extensively used to support 
epidemiological research.35 

1. Generation of vital statistics from COD data 

1.1 Annual generation of vital statistics including cause-of-death statistics
Vital statistics are statistics about vital events generated from data collected 
through the civil registration system. The United Nations “Principles and 
Recommendations for a Vital Statistics System” contains recommended 

34	 United Nations, “Guidelines on the Legislative Framework for Civil Registration, Vital Statistics and Identity 
Management Systems,” 2019, paragraph 360.

35	 “WHO Recommendations for conducting an external inspection of a body and filling in the Medical Certificate of 
Cause of Death (MCCD),” 2023, p. 11.
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tabulations for birth, death, cause of death, infant death, fetal death (stillbirth), 
marriage and divorce. These tabulations—including COD tabulations—should be 
published at least annually.36 

Annual COD tabulations (also called mortality statistics) should be based on 
all deaths that occurred and were registered with a cause of death during the 
relevant calendar year and include ICD cause-specific data. Countries should 
aim to publish final mortality data within 12 months of the close of the calendar 
year. However, the reality for many countries is that mortality data and other vital 
statistics are often published two or more years after the close of a calendar year.

Vital statistics can be presented in many forms, including public health bulletins, 
data reports, and data portals.37 

1.2 Weekly/monthly/quarterly provisional statistics
Because final cause-specific mortality data can take years to produce, countries 
should aim to produce and disseminate provisional mortality data at least quarterly, 
and more frequently if possible. Such dissemination of data to relevant stakehold-
ers (e.g., the ministry of health) will enable the timely use of cause-of-death data.

In some countries, like the United Kingdom, provisional mortality data is based 
on the notice of death alone (not the MCCD) and therefore does not contain 
cause-specific data. This is referred to as “all-cause” mortality data. All-cause 
mortality data provides the incidence of deaths by age, sex and location. While 
this provisional data does not assist with cause-specific public health interven-
tions, it can help public health officials and other decision-makers to spot mortal-
ity trends, such as excess mortality associated with infectious disease outbreaks 
or extreme weather events (e.g., heat waves, extreme cold).38 In addition, the use 
of dashboards—with real-time provisional mortality data—helps nontechnical 
users understand variation in mortality levels. In pandemic times, government 
officials can issue short policy bulletins to explain discrepancies in various data 
sources and educate the public on how to interpret results with caveats. For an 
example of weekly all-cause mortality data, see the United Kingdom’s Office for 
National Statistics website.

36	 United Nations, “Principles and Recommendations for a Vital Statistics System,” Revision 3, 2014, paragraphs 258-264.
37	 For guidance and examples on how to generate and enhance utilisation of mortality data, see the products and 

resources available from the Data for Health Data Impact Program: https://www.d4hdataimpact.org/.
38	 Vital Strategies, “Revealing the Toll of COVID-19: A Technical Package for Rapid Mortality 

Surveillance and Epidemic Response,” available at: https://www.vitalstrategies.org/resources/
revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths
https://www.d4hdataimpact.org/
https://www.vitalstrategies.org/resources/revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/
https://www.vitalstrategies.org/resources/revealing-the-toll-of-covid-19-a-technical-package-for-rapid-mortality-surveillance-and-epidemic-response/
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In other countries, like the United States, provisional data is based on the MCCD 
and therefore contains cause-specific information. However, the data may not 
be complete and may change when the final data is released. See Box 2 for more 
information about provisional data in the United States.

BOX 2: 
The Centers for Disease Control and Prevention (CDC) Explains Its 
Provisional Data vs. Final Data Releases for the United States

What are provisional data? 
To use our mortality data accurately and effectively, it’s important to understand the 
differences between the two main types of data we release: provisional data and final data.

Provisional data are preliminary data that may not yet be complete. Provisional data reports 
are based on a current flow of new and updated records received from states. These data 
may be released monthly or quarterly and are subject to change as information continues to 
be collected and analyzed—as such, they are estimates that may differ from the final count.

Provisional data are not final and must always be used with the understanding that 
numbers and information may change as the data becomes more complete.

What are final data? 
Final (annual) data are released only after we have received all death records from the 
states and have fully reviewed the data for completeness and quality.

Final data contain the most accurate and complete information we provide. These 
official records are used in publications and data visualizations, and for investigation and 
research, among other uses.

Why does CDC release provisional data? 
The benefit of releasing provisional data is timeliness. Final data takes time to ensure 
accuracy and completeness. Faster and more frequent data releases may signal changes 
in trends and offer investigators clues about emerging public health events. Preliminary 
data allows us to track and monitor the ongoing impact of a crisis and take smarter 
action to save lives.

Timing is everything 
The timing of data releases can be complex. Different sets of vital statistics data are 
released at different intervals—usually monthly, quarterly, or annually. Additionally, it can 
take varying lengths of time (often between six months and a year, or sometimes longer) 
for CDC to collect and review different sets of data.

For example, certain types of data (like some causes of death) may require added investi-
gative work and take more time to confirm. Final data always takes longer to release than 
provisional data.
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These differences in timing, as well as some differences in the ways the data are tabulat-
ed, can result in variation between the numbers found in the final and provisional data. 
Understanding the types of data we release and their purposes can help when deciding 
which data to use.

Source: CDC website, https://archive.cdc.gov/#/details?url=https://www.cdc.gov/surveillance/blogs-stories/
understanding-death-data.html.

1.3 Use of verbal autopsy data in vital statistics
Cause-of-death derived from VA can generate plausible cause-specific  
mortality distributions at the aggregate population level. Therefore, VA-derived 
cause-of-death mortality statistics should be reported in the national vital 
statistics report on mortality alongside aggregated cause-of-death data from 
individual MCCD records. The Rwanda Vital Statistics Report 2023 provides an 
example of how VA data can be presented alongside other mortality data.39

While it is important to report VA-derived mortality statistics, the prevailing 
opinion has been that vital statistics derived from VA should not be merged with 
vital statistics from MCCDs. The context and method of information gathering 
to assign cause of death from VA is different from the medical certification of 
cause of death by a physician. The certainty of the cause of death is lower in VA 
and therefore causes-of-death data obtained from VA and from MCCDs have not 
been merged, on the assumption that doing so would conceal differences that 
may result from these methods and lead to misinterpretation of the results.40 

However, the trend on this may be changing. Some countries use physician 
review of the VA interview results plus a review of medical records to enable the 
physician to complete an MCCD for the deceased. 

Also, whether or not a methodology can be developed to reliably combine 
MCCD and VA data for an overall understanding of COD is a complex question, 
and guidance on this is under development. 

If countries do aim to merge these datasets, they should pay careful attention to 
the differences in the nature and quality of data from each source. Aggregating 
data from different sources and of different levels of completeness and quality 
requires a thorough understanding of the data sources, the context in which 

39	 https://statistics.gov.rw/publication/2131
40	 World Health Organization, “Verbal autopsy standards: 2022 WHO verbal autopsy instrument,” p. 21.

https://statistics.gov.rw/publication/2131
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the data was collected, and the corresponding limitations and uncertainties 
associated with the use of the data.41 It is essential to understand the differences 
in the way that deaths and causes of death are captured by the various systems. 
For example: 

•	 Which health facilities submit MCCD records (e.g., all facilities, district-lev-
el facilities, public facilities, university facilities, etc.)? 

•	 Which types of deaths may be missing from the MCCD dataset (e.g., 
deaths referred for medical examination and/or police investigation or 
deaths occurring in the community)?

•	 Which deaths receive a verbal autopsy (e.g., brought in dead, rural/commu-
nity deaths, ill-defined deaths from the MCCD dataset)? 

•	 Is verbal autopsy applied to all target deaths or to a sample?

•	 Is there potential overlap in the deaths receiving an MCCD and those that 
have a verbal autopsy?

To ensure that data from MCCDs and VA can be brought together and inter-
preted, the general quality of the available data from each source should be 
evaluated separately to ensure that certain minimum standards are met before 
further analysis and aggregation are conducted. Issues to be taken into con-
sideration include: size of the datasets from each source; consistency in data 
collection and cause-of death assignment methods; quality of the data from 
each source (i.e., coverage, completeness and representativeness, and accuracy 
of information [measurement error]). 

If, based on the criteria above, the available datasets are considered to be of 
sufficient quality, the data can be prepared and aggregated. This involves a 
number of key steps, including:

•	 Standardizing certain variables across the two datasets, such as unique 
identifier, age, sex, ICD code and source of data (e.g., VA or MCCD) 

•	 Deduplicating the verbal autopsy and MCCD populations, ensuring that 
each decedent is represented in only one dataset (the MCCD record 
would usually supersede the VA data)

•	 Selecting a common cause-of death list

41	 Centers for Disease Control and Prevention, National Center for Health Statistics (2020), “Guidance on the Analysis 
of Verbal Autopsy (VA) and Medical Certificate of Cause of Death (MCCD) Data,” Version 0.2 (forthcoming).
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•	 Weighting the VA and MCCD data to adjust for the non-representativeness 
or incompleteness of the datasets. Inverse probability weighting can be 
used to adjust for missing data by place of death (i.e., community vs. hospi-
tal/facility) and the age-sex structure of the population.

If a country does aggregate these datasets, the results should always be able to 
be disaggregated; to achieve this, the MCCD form should indicate whether the 
COD is derived from VA or not, as is the case in the Philippines.

2. Timely sharing/use of COD data

2.1 Mortality surveillance and disease surveillance
While the generation of vital statistics provides important and rich data for 
governmental decision-making and public health interventions, even in the best 
of systems, final vital statistics are usually generated up to 12 months after the 
close of the calendar year. In many countries, vital statistics are only available 
years after the relevant calendar year. Yet it can be very important for public 
health officials to see cause-of-death data as the data is collected, particularly 
for purposes of surveillance and response to communicable and infectious 
disease. Access to near real-time data can alert public health officials to out-
breaks in specific parts of the country and prevent the spread of disease before 
it becomes an epidemic or pandemic. This data can also help to identify trends 
- such as new methods or sites for suicides -  allowing for early preventive action.

Therefore, collaboration among government institutions is very important. 
Some countries routinely share MCCDs with public health departments through 
mortality surveillance and disease surveillance programs that are independent 
of the civil registration process. These public health departments must guard the 
confidentiality of this information. However, some countries make an exception 
to the general rule of confidentiality of cause-of-death information when a death 
is due to a disease or condition that is notifiable under the International Health 
Regulations or national law (for example COVID-19, polio or Ebola). When the 
public health department receives notice of such a disease, officials can use the 
information to reach out to close contacts of the diseased to help protect them 
and the broader public (for an example, see Box 3).42 In addition, the International 

42	 Centers for Disease Control and Prevention, 2010 Standards to Facilitate Data Sharing and Use of Surveillance 
Data for Public Health Action, webpage last reviewed 2014, available at: http://www.cdc.gov/nchhstp/program-
integration/SC-Standards.htm#DATA-SHARINGfor Public Health Action. See also http://www.cdc.gov/nchhstp/
programintegration/Data-Security-FAQ.htm.

https://www.who.int/health-topics/international-health-regulations
https://www.who.int/health-topics/international-health-regulations
http://www.cdc.gov/nchhstp/programintegration/SC-Standards.htm#DATA-SHARINGfor Public Health Action
http://www.cdc.gov/nchhstp/programintegration/SC-Standards.htm#DATA-SHARINGfor Public Health Action
https://www.cdc.gov/nchhstp/programintegration/data-security-faq.htm
https://www.cdc.gov/nchhstp/programintegration/data-security-faq.htm
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Health Regulations obligate WHO member states to report certain disease events 
to WHO for global health monitoring and epidemic response.

The benefits of data sharing are immense and, therefore, stekholder 
collaboration is essential. However, there is the potential risk that an individual 
may be identified through geographic or other information. These risks can 
be mitigated by developing privacy rules and standards that ensure such data 
is used appropriately and only for authorized activities. Australia’s recently 
enacted Data Availability and Transparency Act 2022 establishes specific rules 
limiting the circumstances where identified data may be used, as well as privacy 
requirements for data sharing agreements.

BOX 3: 
South Africa
In South Africa, prior to 2014, registrars in the Western Cape province shared MCCDs 
with local departments of health. This allowed the departments to use the MCCD for 
disease surveillance purposes.* For example, if a child died of diarrhea, the departments 
would make a wellness visit to the family to instruct about sanitary practices, which 
would help ensure that other children in the family would not die of diarrhea. 

In 2014, new rules required the sealing of the MCCD page of the combined notice of 
death/MCCD.** The form is currently given to the family, with the MCCD portion of the 
form sealed. The family brings this form to the local civil registrar, who enters the available 
details regarding the death in the death register and then submits the form to the central 
civil registration agency within the Department of Home Affairs, while still keeping 
the COD information sealed. The Department of Home Affairs enters certain legal 
information into the population register and sends the entire form to Stats SA (the national 
statistics agency). Only Stats SA is authorized to unseal the MCCD portion of the form. 
While this process preserves the confidentiality of medical information, it is problematic 
because it prevents public health officials from receiving and acting on cause-of-death 
information in real time. Due to the 2014 rule, local departments of health no longer have 
access to MCCDs and now cannot conduct real-time surveillance, which has compro-
mised public health efforts. There are ongoing efforts to address this problem. 

* Groenewald, et al., The importance of identified cause-of-death information being available for public health 
surveillance, actions and research, South Africa Medical Journal, July 2015, Vol. 105, No. 7. 

** Regulations on the Registration of Births and Deaths, 2014, Annexure 14, Form DHA-1663, p. 4.

https://www.legislation.gov.au/Details/C2022A00011
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2.2 Maternal and perinatal death surveillance and response
Understanding the numbers and causes of maternal, perinatal and neonatal 
deaths is a necessary step toward improving maternal, perinatal and neonatal 
survival rates. Establishing a maternal and perinatal death surveillance and re-
sponse (MPDSR) system is crucial to that understanding. WHO defines MPDSR as 
“an essential quality improvement intervention which permits the identification, 
notification, quantification and determination of causes and avoidability of 
maternal and neonatal deaths and stillbirth with the goal of orienting the mea-
sures necessary for their prevention. This definition also includes confidential 
enquiries, maternal death reviews, perinatal death reviews, maternal and perina-
tal death reviews, and maternal death surveillance and response.”43 

In many countries, MPDSR encompasses a host of activities, ranging from small 
research-driven projects to more formal countrywide projects. Often these 
activities are carried out by or in coordination with the ministry of health and 
gather information from health facilities and community health workers. However, 
occasionally some small private research projects may be conducted without 
coordination with the ministry of health. Regardless of the size of the project, 
MPDSR information gathering is frequently disconnected from the CRVS system.

In order to bring MPDSR into the broader CRVS system and coordinate within 
the full local mortality surveillance ecosystem, countries should consider setting 
up an information-sharing group—such as a National Mortality Technical Working 
Group—where data gathered through MPDSR, VA and MCCD can be shared, 
triangulated and adjusted for national use. This will help improve the robustness 
of the data across all systems.

2.3 Disease-specific registries and other research
Many countries keep disease-specific registries—such as a cancer registry 
or a tuberculosis registry—with data on the population that has contracted 
the specific disease, to aid in the control of the disease and for public health 
interventions. For example, monitoring the incidence of new cancer diagnoses, 
the stage of cancer at diagnosis, and survival rates provides critical information 
on priorities for attention and on the performance of the health care system. 

In countries (or jurisdictions) with a disease-specific registry, medical facilities 
such as hospitals, doctors’ offices and pathology laboratories send information 

43	 World Health Organization, Maternal and Perinatal Death Surveillance and Response, available at: 
https://www.who.int/teams/maternal-newborn-child-adolescent-health-and-ageing/maternal-health/
maternal-and-perinatal-death-surveillance-and-response. 

https://www.who.int/teams/maternal-newborn-child-adolescent-health-and-ageing/maternal-health/maternal-and-perinatal-death-surveillance-and-response
https://www.who.int/teams/maternal-newborn-child-adolescent-health-and-ageing/maternal-health/maternal-and-perinatal-death-surveillance-and-response
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about cases of that disease to the registry. Most of the information comes from 
hospitals, where highly trained staff members transfer information from the 
patient’s medical record to the registry’s computer software using standardized 
codes. The data is then sent to the central disease registry. None of this informa-
tion identifies individual patients.44 

In order to get a complete picture of disease cases and deaths, mortality data 
from the civil registration or national statistics agency should be shared with the 
disease registry. Death registration records may also be shared with researchers 
so they can obtain mortality follow-up information about their study participants. 
The National Death Index in the United States serves this purpose. As discussed 
in Box 4, a process is used that maintains the confidentiality of the study partici-
pant, while still providing the needed information to the researchers.

BOX 4: U.S. National Death Index
The National Death Index is a database of all deaths in the United States. Containing 
more than 100 million death records, the National Death Index assists investigators in 
determining whether people in their studies have died and, if so, provides:

•	 Names of the states in which those deaths occurred
•	 Dates of death
•	 Corresponding death certificate numbers
•	 Cause(s) of death, if using the National Death Index Plus service

The National Death Index has been used to determine the mortality status of partici-
pants in thousands of studies, including:

•	 Survival time among people with health conditions (e.g., cancer and heart disease)
•	 Mortality risk in certain occupations (e.g., radiologists, pesticide applicators  

and auto workers)
•	 Effectiveness of surgeries (e.g., gastric bypass and bone marrow transplants)
•	 Impact of dietary factors (e.g., sodium, vitamins, coffee and antioxidants)  

on risks of death
•	 Intersection of health care and mortality, such as the costs associated with 

end-of-life care
•	 Mortality risks among vulnerable populations, such as children and  

adolescents with developmental disabilities, people released from prison,  
and psychiatric patients

Source: CDC website, available at: https://www.cdc.gov/nchs/ndi/about.htm.

44	 Centers for Disease Control and Prevention, National Program of Cancer Registries, available at: https://www.cdc.
gov/cancer/npcr/about.htm. 

https://www.cdc.gov/nchs/ndi/about.htm
https://www.cdc.gov/cancer/npcr/about.htm
https://www.cdc.gov/cancer/npcr/about.htm
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2.4 Confidentiality considerations with real-time data sharing
When sharing cause-of-death data in real time, there are two issues to consider: 

1.	 Is it necessary to share all MCCD data, or is it sufficient to share only the 
underlying causes of death? 

2.	 Should the information be anonymized, or is identified data necessary? 

MCCDs contain an array of medical data. In addition to the causes of death, 
an MCCD also contains information on manner of death, whether surgery had 
recently been performed, whether an autopsy was required, and whether a 
person was pregnant at the time or recently before death, among other things. 
This information may be needed for disease surveillance purposes. However, if 
only the cause of death is needed, that is what should be shared, and the rest of 
the information should remain confidential.

For some purposes, anonymized information is sufficient. However, if, for exam-
ple, contact tracing is required for infectious disease control or if a family visit is 
required to address the root cause of the death, then identified COD information 
may be shared. Identified mortality data may also be needed to understand 
which participants in a study have died (see also Box 4 above).
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VIII. Conclusion
While there is no single “best practice” for how cause-of-death data is collected, 
shared and used for the generation of cause-of-death statistics and other 
purposes in CRVS systems, there are many examples of “good practices” that 
countries can employ in order to achieve the three key goals:

1.	 All deaths are officially registered with a medically certified cause of death 
(whenever possible).

2.	 A national-level entity generates vital statistics on all-cause and cause-specif-
ic mortality on a regular basis. 

3.	 Cause-of-death data is shared in real time for public health purposes.

This Guidance identifies those good practices, along with their advantages and 
disadvantages, in order for users to determine which practices and processes 
will work best in the context of their own country. After determining which 
processes they wish to adopt, users are encouraged to undertake business 
process mapping to help redesign their processes to better achieve their goals. 
Users are also encouraged to review their country’s legal framework to ensure 
that laws support and foster the implementation of the new business processes.
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Annex 1: Cause-of-Death Data Key Performance 
Indicators and Milestones

Key performance 
indicators and 
milestones 

Possible  
baseline values

Possible source(s) Possible root 
causes of  
performance 
issues

Possible redesigns  
to address the  
performance issues

Is the cause of death for 
all deaths occurring in all 
health facilities (public 
and private), determined 
by a qualified medical 
professional using the 
WHO international 
standard form for 
medical certification of 
cause of death? 

or 

Percentage of deaths 
occurring in health 
facilities and the MLDI 
system with medically 
certified cause of death

Yes, in all health 
facilities

Yes, but in X out of Y 
health facilities 

No, not in any health 
facility

% of death occurring 
in health facilities 
and in the MLDI 
system with 
medically certified 
cause of death

Health records No systematic process 
has been implemented 
for collecting data on 
causes of death from 
health facilities 

Not all health facilities 
are included within the 
purview of collection of 
cause-of-death data

Insufficient quantity 
of trained medical 
professionals to 
complete MCCD in 
health facilities

Lack of standardized 
form or standardized 
form is not aligned with 
WHO MCCD

No systematic process 
for MLDI using the WHO 
international standard 
form for medical 
certification of cause of 
death

Include all health facilities in 
the country, if required, in a 
phased manner 

Harmonize practices for 
medical certification of 
cause of death so that 
the WHO international 
standard form for medical 
certification of cause of 
death is consistently used

Implement a regular 
orientation and training 
program for doctors on 
the importance of cause of 
death and the actual process 
for certifying it

Implement a quality 
assurance mechanism for 
medical certification of 
cause of death

Are MCCDs coded using 
ICD mortality coding 
rules?

or 

Percentage of MCCDs 
that are ICD mortality 
coded

Yes, MCCD forms 
are coded using ICD 
mortality coding 
rules

No, ICD mortality 
coding rules are not 
used

% of MCCDs that are 
ICD mortality coded

Records from ICD 
mortality coding 
activities

The International 
Classification of 
Diseases (ICD-10 or 
ICD-11) is not used for 
mortality coding of 
causes of death

Insufficient number of 
trained ICD mortality 
coders

Introduce ICD-11 in mortality 
coding of causes of death

Implement a regular training 
program for coding staff 
on using ICD mortality 
coding and quality control 
procedures

Out of all MCCDs com-
pleted, percentage of 
which that are submitted 
to the coding unit/civil 
registration agency (de-
pending on the chosen 
process)

Yes/No

%

Civil registration/ 
coding unit records

MCCDs are not directly 
submitted to the coding 
unit/civil registration 
agency (depending on 
the chosen process); 
MCCDs are given to 
family members of the 
deceased who may fail 
to submit the MCCD to 
the civil registrar 

Require health facilities to 
directly submit MCCD to the 
coding unit/civil registration 
agency (depending on the 
chosen process)
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MCCDs are submitted 
(anonymized) to the na-
tional statistics agency

or

Percentage of MCCDs 
that are submitted to the 
national statistics agency

Yes/No

%

Health records

Civil registration records

Statistics agency records

Lack of connection 
between civil registra-
tion agency and statistics 
agency; or lack of 
connection between ICD 
mortality coding unit and 
statistics agency

Require submission of ano-
nymized MCCD to statistics 
agency by health facility/civil 
registration agency/coding 
unit (depending on the cho-
sen process)

Percentage of deaths 
referred to the MLDI 
system that receive an 
MCCD

% MCCD data from owner 
in the MLDI system, 
health and civil registra-
tion records

Not all deaths referred 
to the MLDI system are 
referred to a physician 
for postmortem and 
MCCD

Advocate for requiring 
that all deaths referred to 
the MLDI system receive 
an MCCD from a qualified 
physician

Percentage of deaths 
referred to the MLDI sys-
tem that are registered 
with a cause of death

% MCCD data from owner 
in the MLDI system, 
health and civil registra-
tion records

Disconnect between 
MLDI system and CRVS 
system; MCCDs, if 
completed, are sent to 
law enforcement but not 
to the civil registration 
agency or statistics 
agency or other coding 
unit (depending on the 
chosen process)

Review and amend laws to 
require MLDI authorities 
to report deaths for civil 
registration, and submit a 
medically certified cause 
of death, depending on the 
chosen process, to the civil 
registration agency/statistics 
agency/coding unit

Does the country have a 
system for collecting and 
compiling cause of death 
for deaths occurring at 
home?

Yes 

Yes, but not routinely 

No

Cause-of-death report There is no established 
routine VA system for 
collecting cause of death

At-home deaths are not 
reported to the MLDI 
system

Advocate for reporting 
at-home deaths to the MLDI 
system and/or advocate 
for a routine VA system to 
collect data on cause of 
death for a sample of deaths 
occurring outside of medical 
care

Do the cause-of-death 
statistics meet the quali-
ty standard (for example, 
as defined by the use of 
ANACOD 3) and are they 
produced in a timely 
way as defined by the 
country? 

and/or 

Percentage of deaths 
with unusable COD (for 
example, as defined by 
the use of ANACOD 3)

Yes 
 
Yes, partially  

No

Cause-of-death report Cause-of-death statistics 
are not generated

Lack of quality control 
procedures using ANA-
CoD3 or other standard-
ized routine to identify 
unusable or ill-defined 
causes 

Advocate for the regular 
generation of cause-of-death 
statistics

Implement regular quality 
control procedures for 
cause-of-death data to 
determine the percentage of 
unusable COD
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Annex 2: Resources

Resources for CRVS best practices, including best practices for death registration:

United Nations, “Principles and Recommendations for the Vital Statistics System,” Revision 3, 2014. 

United Nations, “Guidelines on the Legislative Framework for Civil Registration, Vital Statistics, and Identity 
Management Systems,” 2019.

United Nations, “Handbook on Civil Registration and Vital Statistics Systems: Management, Operation and 
Maintenance,” Revision 1, 2021.

World Health Organization and United Nations Children’s Fund (UNICEF), “Health sector contributions towards 
improving the civil registration of births and deaths in low-income countries: guidance for health sector managers, 
civil registrars and development partners,” 2021. 

Vital Strategies, “The health sector in civil registration: options and methods to increase registration of live births, 
stillbirths and deaths,” (intended to be used as an addendum to the aforementioned WHO/UNICEF resource).

United Nations Economic Commission for Africa, “CRVS Improvement Framework” 

Vital Strategies, “Technical Guidance for Strengthening the Vital Statistics Production Process”

Resources for MCCD training for physicians:

Vital Strategies’ Medical Certification of Cause of Death Course. 

Pacific Community, “Curriculum on Medical Certification of Cause of Death for Pacific Island Countries and 
Territories,” 2021

“Guidance for doctors completing medical certificates of cause of death in England and Wales,” 2022.

“WHO Recommendations for conducting an external inspection of a body and filling in the Medical Certificate of 
Cause of Death (MCCD),” 2023.

Resources for conducting ICD mortality coding:

WHO webpage on ICD-11.

WHO ICD-10 Interactive Self-Learning Tool. 

WHO Analysing Mortality and Causes of Death 3 (ANACoD3).

Vital Strategies’ “Quality Assurance and Improvement Framework for Medical Certification of Cause of Death and 
International Classification of Diseases Mortality Coding,” (forthcoming).

Pacific Community, “Curriculum for Coding of Cause of Death for Pacific Island Countries and Territories,” 2021

Resources for verbal autopsy:

WHO Verbal Autopsy Standards

WHO Verbal Autopsy Reference Group

Resources for production of vital Statistics:

Vital Strategies, “Production of a Vital Statistics Report”

https://unstats.un.org/unsd/demographic-social/standards-and-methods/?search=&Id=&Desc=Civil+Registration+and+Vital+Statistics&Title=&Year=&topics=
https://unstats.un.org/unsd/demographic-social/standards-and-methods/?search=&Id=&Desc=Civil+Registration+and+Vital+Statistics&Title=&Year=&topics=
https://unstats.un.org/unsd/demographic-social/standards-and-methods/?search=&Id=&Desc=Civil+Registration+and+Vital+Statistics&Title=&Year=&topics=
https://unstats.un.org/unsd/demographic-social/standards-and-methods/?search=&Id=&Desc=Civil+Registration+and+Vital+Statistics&Title=&Year=&topics=
https://unstats.un.org/unsd/demographic-social/standards-and-methods/?search=&Id=&Desc=Civil+Registration+and+Vital+Statistics&Title=&Year=&topics=
https://apps.who.int/iris/handle/10665/341911
https://apps.who.int/iris/handle/10665/341911
https://apps.who.int/iris/handle/10665/341911
https://www.vitalstrategies.org/resources/the-health-sector-in-civil-registration-options-and-methods-to-increase-registration-of-live-births-stillbirths-and-deaths/
https://www.vitalstrategies.org/resources/the-health-sector-in-civil-registration-options-and-methods-to-increase-registration-of-live-births-stillbirths-and-deaths/
https://www.vitalstrategies.org/resources/crvs-systems-improvement-framework/
https://assets-global.website-files.com/5d7f96ea4cc8598434877fed/65674b70a94d73e3f672de50_Technical%20Guidance%20for%20Improving%20the%20Vital%20Statistics%20Production%20Process_29Nov_FINAL.pdf
https://learning.vitalstrategies.org/course/index.php?categoryid=16
https://www.spc.int/digitallibrary/get/vmfzk
https://www.spc.int/digitallibrary/get/vmfzk
https://www.spc.int/digitallibrary/get/vmfzk
https://www.gov.uk/government/publications/guidance-notes-for-completing-a-medical-certificate-of-cause-of-death/guidance-for-doctors-completing-medical-certificates-of-cause-of-death-in-england-and-wales-accessible-version
https://www.who.int/publications/m/item/who-recommendations-for-conducting-an-external-inspection-of-a-body-and-filling-in-the-medical-certificate-of-cause-of-death
https://www.who.int/publications/m/item/who-recommendations-for-conducting-an-external-inspection-of-a-body-and-filling-in-the-medical-certificate-of-cause-of-death
https://www.who.int/standards/classifications/classification-of-diseases
https://icd.who.int/training/icd10training/
https://www.who.int/standards/classifications/classification-of-diseases/services/analysing-mortality-levels-and-causes-of-death
http://Vital Strategies’ “Quality Assurance and Improvement Framework for Medical Certification of Cause of
http://Vital Strategies’ “Quality Assurance and Improvement Framework for Medical Certification of Cause of
https://www.spc.int/digitallibrary/get/qbrzh
https://www.spc.int/digitallibrary/get/qbrzh
https://www.who.int/standards/classifications/other-classifications/verbal-autopsy-standards-ascertaining-and-attributing-causes-of-death-tool
https://www.swisstph.ch/en/about/eph/household-economics-and-health-systems-research/whova
https://www.vitalstrategies.org/resources/production-of-a-vital-statistics-report/
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Annex 3: International Form of Medical Certificate of 
Cause of Death (WHO MCCD, 2016)

Administrative Data (can be further specified by country)

Sex  Female   Male  Unknown

Date of birth D D M M Y Y Y Y Date of death D D M M Y Y Y Y

Frame A: Medical data: Part 1 and 2

1.	 Report disease or condition 
directly leading to death on 
line A; 
Report chain of events in due 
to order (if applicable); 
State the underlying cause on 
the lowest used line

Cause of death
Time interval from 
onset to death

A

B Due to:

C Due to:

D Due to:

2.	 Other significant conditions 
contributing to death (time 
intervals can be included in 
brackets after the condition)

Frame B: Other medical data

Was surgery performed within the last 4 weeks?   Yes  No   Unknown 

If yes please specify date of surgery D D M M Y Y Y Y

If yes please specify reason for surgery  
(disease or condition)

Was an autopsy requested?   Yes  No   Unknown 

If yes were the findings used in the certification?   Yes  No   Unknown 

Manner of death: 

  Disease  Assault   Could not be determined

  Accident  Legal intervention   Pending investigation

  Intentional self harm  War   Unknown

If external cause or poisoning: Date of injury D D M M Y Y Y Y

Please describe how external cause occurred (If 
poisoning please specify poisoning agent)
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Frame B: Other medical data

Was surgery performed within the last 4 weeks?   Yes  No   Unknown 

If yes please specify date of surgery D D M M Y Y Y Y

If yes please specify reason for surgery  
(disease or condition)

Was an autopsy requested?   Yes  No   Unknown 

If yes were the findings used in the certification?   Yes  No   Unknown 

Manner of death: 

  Disease  Assault   Could not be determined

  Accident  Legal intervention   Pending investigation

  Intentional self harm  War   Unknown

If external cause or poisoning: Date of injury D D M M Y Y Y Y

Please describe how external cause occurred (If 
poisoning please specify poisoning agent)

Place of occurrence of the external cause:

 At home  Residential institution 
School, other institution, 
public administrative area  Sports and athletics area 

 Street and highway  Trade and service area 
Industrial and construction 
area  Farm 

 Other place (please specify):   Unknown 

Fetal or infant Death

Multiple pregnancy   Yes  No   Unknown 

Stillborn?   Yes  No   Unknown 

If death within 24h specify number of hours survived Birth weight (in grams)

Number of completed weeks of pregnancy Age of mother (years)

If death was perinatal, please state conditions of mother that affected 
the fetus and newborn

For women, was the deceased pregnant?  Yes  No  Unknown 

 At time of death  Within 42 days before the death

 Between 43 days up to 1 year before death  Unknown

Did the pregnancy contribute to the death?  Yes  No  Unknown 
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Annex 4: U.S. Standard Certificate of Death
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Annex 5: MCCD Form of the Special Capital  
Region of Jakarta
 

Sample
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Sample
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Annex 6: Morocco’s Certificate of Death  
(Certificat de Décès)

Sample
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Sample
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Annex 7: Reliability and Granularity of Methods for 
Determining Causes of Death

Lay reporting Verbal autopsy Medical  
certification

Method of 
mortality data 
collection

Unstructured 
interview with 
respondents, e.g. 
next of kin

VA interview with 
automated COD 
determination

VA interview with 
physician review

VA interview 
with physician 
review of medical 
records

Completion of 
MCCD form by 
doctor; MLDI 
where required.

Method of 
assigning  
cause of death 

Unstructured 
COD assignment

Automated VA 
algorithms

Physician assigned 
COD to limited or 
full ICD list

Physician assigned 
COD to full ICD 
list

Mortality coding to 
full ICD list

Accuracy & 
resolution of COD

Low medical 
validity; limited or 
undefined list of 
CODs

Limited COD 
list. Variability in 
COD distributions 
according 
to algorithm. 
Plausible COD 
distributions for 
10-20 leading 
causes of death

Limited list of 
CODs.

Results vary across 
physicians. Review 
dependent 
on ongoing 
availability of 
physicians

Full list of ICD 
CODs. COD 
may be accurate 
at individual 
level but this is 
dependent on the 
quality (recency, 
completeness) of 
available medical 
records

Complete list of 
ICD codes. High 
granularity and 
accuracy of COD 
at individual level. 
Key element 
in medicolegal 
investigations

Statistical 
reliability

None Results invalid at 
individual level; 
valid at population 
level for statistical 
purposes only

Results invalid at 
individual level; 
Statistics reliable 
for selected 
(limited or full) list 
of CODs.

Results valid 
at individual 
level (subject to 
availability and 
quality of medical 
records); list of 
CODs comparable 
across 
populations, 
locations and 
times

CODs are 
statistically 
accurate, reliable 
and comparable 
across populations 
and over time and 
place
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Annex 8: MCCD Flowchart

MCCD/Notice of Death*

MCCD sent to civil registration agency?**

COD entered into record?

COD + notice-of- death 
data entered into 

civil registration record

Only notice-of- death 
data entered into civil 

registration record

Anonymized death record + MCCD

Compile and generate COD statistics

Notice-of-death data 
entered into civil 

registration record

Anonymized 
death record data

Match death record data and MCCD

Anonymized death record + MCCD

Certifier/
Health Facility

Civil
Registration
Agency

Statistics
Agency

YES NO

YES NO

MCCD + notice of death Notice of death

Anonymized  
MCCD

*A “notice of death” is a form from the health facility that contains the essential facts about the death (date and place of occurrence) and the 
deceased (name, sex, date of birth). It does not contain the cause of death.

**Note: The location of ICD coding is not shown because it varies by country, often being at the statistics agency, ministry of health, or civil 
registration agency.
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vitalstrategies.org
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