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SUMMARY

Introduction Diagnosing death represents an activity that carries a great deal of public responsibility for
medical professionals and is continually exposed to the control of citizens and media. Although this is a
taboo subject in medical circles, unfortunately in medical practice there are situations when the physi-
cian issues a death diagnosis form without even examining the person or for an already buried person.
Such physician’s action is impermissible and it leads to the possibility of professional and criminal law

punishment.

Case Outline By giving examples from practice, we wish to point out the need for exceptional caution
when confirming and diagnosing death in order to diagnose the true, i.e. rule out apparent death and
consequently avoid the mistake of declaring dead someone still alive.

Conclusion When confirming and declaring death, exceptional caution of the physician is necessary so

as not to declare dead someone still alive!
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INTRODUCTION

Diagnosing death represents an activity that
carries a great deal of public responsibility
for medical professionals and is perpetually
exposed to the control of the public and me-
dia [1]. This activity is regulated by the cor-
responding Healthcare Protection Act (Official
Gazette of the Republic of Serbia No. 107/2005,
02.12.2005). In practice yet another medical
document - “death diagnosis form” - can be
found, which pronounces that the person is
dead and notes the time (date and hour) when
death was declared, without stating the manner
and cause of death [2]. Therefore, this docu-
ment is not equivalent to a certificate of death,
and therefore the deceased cannot be buried
based on such a document.

Diagnosing the signs of death (uncertain,
probable and certain) is done by a detailed
physical examination of the whole body by in-
spection, palpation and auscultation [3]. It is
most significant to detect all signs of previous
and particularly recent injuries that can be sug-
gestive of homicide, thus indicating the need
for performing a forensic autopsy.

It is particularly necessary to point out that
the death diagnosis form contains the follow-
ing sentence: “Based on the performed detailed
examination of the naked body [...] I confirm
lethal outcome” [2]. This means that the physi-
cian issuing the death diagnosis guarantees by
his signature that he has personally performed
a direct examination of the deceased as de-
clared obligatory by the Healthcare Protection
Act (item 1, article 210). Unfortunately, in pres-
ent practice we have been faced with situations
where the physician issues a death diagnosis for

a person he had not examined at all or even for
a person who had been already buried. Such
physicians conduct is impermissible and may
lead to the possibility of professional and crim-
inal justice sentencing.

Based on the examples from practice we
want to indicate the need for exceptional cau-
tion when confirming and pronouncing death
so as to declare true, i.e. exclude apparent death
and thus avoid burial of someone alive, i.e. ap-
parently dead.

CASE REPORTS
Case 1

Neighbors noticed that a person living alone
had not been seen leaving the apartment for
two days. They called the police because a foul
smell started spreading from the locked apart-
ment. Upon arrival the police officer called a
physician, who noted that the entrance door
was broken in, the apartment was in disarray,
the room was dimly lit by a wall lamp only,
it was exceptionally cold with feces spread all
over the floor. Foul odor could be smelled.
The person was in face-down position. Mini-
mally disturbing the body, the physician’s find-
ing stated that the person was a female aged
about 80 years, unconscious, not breathing,
with impalpable pulse over the carotid artery,
mydriatic pupils unreactive to torch light, and
with stiff neck and jaws. The extremities were
cold and livid. The present neighbors were not
helpful in obtaining heteroanamnestic data on
previous medical conditions as the person was
unsociable and did not associate with others.
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After examination the physician passed the following di-
agnosis: sudden death of unknown cause (R 96.1 according
to the International Classification of Diseases), and issued
the death diagnosis form. After 45 minutes the physician
was called again with an explanation by the present per-
sons that the patient started giving signs of life. This time
the physician detected that the apartment was cleaned,
aired and with pulled up window shutters. On the repeated
physical examination he disclosed that the patient was un-
conscious (Glasgow Coma Scale = score 3), unresponsive
to voice and rough stimuli, of shallow and irregular breath-
ing (respiration rate of 6-9 breaths per minute), without
palpable pulse and of unmeasurable blood pressure. Due
to collapsed veins, it was not possible to insert an IV line.
An airway was inserted and the patient was ventilated with
an artificial manual breathing unit (AMBU), with the flow
rate of 151 breaths per minute. Under the diagnosis of
coma of unknown cause the patient was transported to an
on-shift hospital neurology department.

Case 2

A physician was called for a person who, as told by a wit-
ness, had not seem to be giving signs of life. On arrival to
the site, the physician detected a male person aged about
75 years lying motionless on an unlit apartment terrace,
with body stuck among some objects. Heteroanamnesti-
cally, the data were obtained from a son that the person
had been consuming large quantities of alcohol for years,
and was thus hospitalized several times. On examination,
the physician concluded that the person was unconscious,
not breathing, without a central pulse, and of mydriatic
pupils unreactive to light. His skin was livid, and the ex-
tremities were cold and stiff. The physician pronounced
him dead. After 75 minutes the physician was called again
from the same address because it appeared to the son that
his father was still alive. On arrival to the site the physi-
cian detected that in the meantime the patient was put to
bed in a warm room and was clothed in fresh dry clothes.
By physical examination it was confirmed that the patient
was in deep coma (Glasgow Coma Scale = score 3), with
mydriatic pupils, slowed and hardly detectable breathing,
immeasurable blood pressure, of warm and slightly paler
skin. On neurological examination right-sided paresis was
detected. As stroke was suspected, with maintained breath-
ing (placed airway) and ventilation using AMBU balloon
mask with additional oxygen of 101 breaths per minute,
the patient was transported to the nearest hospital.

DISCUSSION

Not respecting the rules on the conditions of examination
of the patient suspected to be dead may result in mak-
ing mistakes when diagnosing death [4]. To perform ad-
equately the examination, the following conditions must
be fulfilled: well-lit space, the physician should be alone
with the patient in the room and he must have easy and
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comprehensive access to the patient [2]. In both presented
cases none of the aforementioned conditions were fulfilled:
the room was poorly lit in both cases, even completely
dark in the second one; regarding the first case the person
was not even in the face-up position. Both patients were
hypothermic due to a longer stay in a very cold room.
Although guidelines on cardiopulmonary resuscitation
stress out that one should be highly cautious when diag-
nosing death in patients with hypothermia [5], physicians
succumbed to the laymen witnesses’ statements that both
persons were dead so that the examination was done su-
perficially (without auscultation and without performing
electrocardiogram as the most reliable method of con-
firming cardiac arrest). They detected that the patient was
unconscious, not breathing, with impalpable pulse, and
with mydriatic pupils [6]. New guidelines for good clinical
practice accentuate that hypothermia alone leads to im-
measurable blood pressure and decreased filling problems,
irregular pulse, and that absent pulse is not a reliable sign
of the absence of effective circulation [6]. In patients with
severe hypothermia, the absence of all vital functions is
not a sufficiently reliable indicator to pronounce death.
In hypothermic patients, dilated pupils can be caused by
numerous factors and must not be considered a sign of
death [7]. All cases that show absence of vital signs, pulse
absence or if there is any doubt regarding these factors, ad-
equate measures of cardiopulmonary resuscitation (CPR)
should be urgently performed, and must be sometimes
applied over a longer period of time, i.e. practically until
the appearance of probable or certain signs of death.

In the presented cases, the physicians did not apply
CPR measures. In some cases it is possible to achieve a
full recuperation of vital functions after prolonged CPR,
even without any consequences. It is obligatory to apply
the traditional approach to the patient in hypothermia by
transferring him to a warm, dry room and getting him into
dry clothes under the motto that nobody is dead until they
are warmed and dead.

The aforestated erroneous procedures during the dec-
laration of death indicate the fact that it is most important
for the physician to be obligatorily acquainted with the
term of apparent death [8, 9]; it is characterized by deep
unconsciousness and hardly noticeable blood-flow and
breathing. Apparent death should be suspected if mini-
mal vital signs can be noticed; if probable or certain signs
of death have not appeared after the usual period of time;
in sudden death of the adult or child; and in alcohol or
psychoactive substances poisoning, hypothermia, stroke,
uremia etc. Proof that these were the cases of apparent
death was based on later (after death was diagnosed) wit-
nesses observations of minimal signs of life in the patients,
after which the physician was called in again.

What did the physician miss out? The first patient was
transported under the diagnosis of coma of the unknown
cause. By definition coma is a state of deep unconscious-
ness from which the patient cannot be awakened even
by physical stimuli. It is well known that, depending on
the localization of lesions that caused coma, pupils can
be dilated and nonreactive to light. However, it depends
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on etiological factors whether neck stiffness or cessation
of breathing will also develop. New guidelines for good
clinical practice also indicate that absent pulse is not a
reliable sign of absent circulation [6]. It should be kept in
mind that heart sound may be so weakened that it can be
barely audible.

In the second case, as the precondition of the apparent
death the patient was alcoholic, and had a stroke diag-
nosed during another examination. Having in mind the
data of chronic alcoholism, it is probable that hypother-
mia developed under the influence of low environmental
temperature and humidity. In practice, victims of freezing
are often homeless intoxicated persons falling asleep in
unsheltered places [10]. Accordingly, due to constriction
of blood vessels, the patient’s skin became bluish and ex-
tremities cold and stiff. Due to the paralytic influence of
cold air the patient fell into a deep coma, with dilated pu-
pils, and decreased and hardly audible breathing.
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All this indicated the state of apparent death, which is
“the transitional state of live organism in which basic vital
signs are reduced to a minimum; it can last from 24 to 48
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as for the physicians” [2].
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ment of death is not shorter than three hours, since this is
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When confirming and declaring death, exceptional cau-
tion of the physician is necessary so as not to declare dead
someone still alive!

7. Alempijevi¢ D, Savi¢ S. Education of medical examiners qualified
for death certification. Srp Arh Celok Lek. 2006; 134(Suppl 2):

135-8.

8. Zollinger U, Plattner T. The unusual cause of death - a special
assignment for the doctor in emergency service. Ther Umsch. 2005;
62(6):413-8.

9. CanasF, de la Grandmaison GL, Guillou PJ, Jeunehomme G, Durigon
M, Bernard MH. Medical and legal problems of death certificates.
Rev Prat. 2005; 55(6):587-94.

10. Robinson J. Information on practical procedures following death.
Nurs Stand. 2009; 23(19):43-7.

11. Collier R. Managing an expected home death. CMAJ. 2012;
184(4):396-7.

[la ce XUBU He Npornace MPTBMMA — NPUKa3mn 6onecHMKa

CnahaHa Anhenuh', CnobopaH CaBuh?
"Mpaacky 3aBog 3a XUTHY MeAuLMHCKY nomoh, beorpag, Cpbuja;

2/IHCTUTYT 3a CyaCcKy MeauuuHy, YHuBep3utet y beorpagy, MeguumHcku dakynter, beorpag, Cpbuja

KPATAK CAPXKAJ

YBop YTBphHrBare CMPTU je 04roBopHa 1 jaBHa npodecroHan-
Ha JleKapcka ienaTHOCT Koja je HermpecTaHO U3/10XKeHa KOHTPO-
nv rpahaHa 1 megwja. Taby TeMa y MeAULIMHCKM KPYroBUMa, Y
KJIMHUYKOj NMpaKcK ce, HaxkanocT, cpehy cuTyaumje Aa je nekap
13[a0 NMOTBPAY O CMPTY LA KOje yorLuTe Huje npernesao uim
Koje je Beh caxparbeHo. OBaKBO NocCTynatbe fekapa je Hefo-
3BOJbEHO 11 MOBaYX 3a cobom MoryhHOCT npodecroHanHor u
KPVBMYHOT KaxtbaBarba.
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Mpukasn 6onecHnKa MNprimeprma 13 npakce Xenmmo Aa yka-
XeMo Ha noTpeby 13y3eTHe onpe3HOCTV Npu yTBphHrBatby 1
npornallaBaby CMPTH, Kako 61 ce NoTBpAmna npasa, OBHOCHO
UCKIbyuuna npyBUaHa CMpT, 1 CNefcTBeHO n3berna cutyauuja
Aa ce XMBM npornace MpTBMMa.

3aksbyyak [oTpebHa je 13y3eTHa ONPE3HOCT Niekapa Npw yTBp-
HuBakby 1 NpornallaBaky CMPTY fja Ce XKUBU He 61 Mpornacunm
mpTBMMal

KrbyuHe peun: yTBphrBarbe CMPTY; KUBU; MPTBU; NpUKa3y 60-
NecHVKa; NpyBMaHa CMPT
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