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Part One

Coroners’ Report 2016



Number of Deaths on a Rising Trend

1. A total of 46,662 deaths were registered this year, and a total of 10,773

deaths were reported to the Coroners. Figures for the last sixteen years are set out

below :
Deaths Reported
Deaths registered to the Coroners
2001 33,305 7,733
2002 34,316 7,890
2003 36,421 9,315
2004 37,322 9,108
2005 38,683 9,506
2006 37,415 9,025
2007 39,963 9,422
2008 41,530 10,314
2009 41,034 10,070
2010 42,705 9,999
2011 42,188 10,017
2012 43,672 10,472
2013 43,399 10,249
2014 45,710 10,598
2015 46,757 10,767
2016 46,662 10,773
2. From the list we can see that the number of deaths registered increased

year by year from 2001 to 2005. The trend has turned downward a little bit in
2006. However, the figure increased again in 2007, 2008 and 2012. The figure
of 2012 is about 31% over the 2001 figure. Although the number of deaths
registered for 2016 has slightly dropped as compared with the figure of 2015, the
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number of cases reported to coroners was higher than that of last year. The
number of deaths registered starting from 2001 shows a tendency of gradual rise
as a whole, with the exception of a slight drop in 2005 to 2006 and 2015 to 2016.
It is believed that this trend is due to a continuously rising population and an aging

population of Hong Kong.

Investigation of deaths

3. The Police will investigate every death which has been reported to the
Coroners. They will submit an investigation report together with the post mortem
report by the clinical pathologist or the forensic pathologist to the Coroners. The
Coroners will consider the police report and the post mortem report. If we are of
the view that the investigation carried out by the Police has come up with
sufficient information to enable us to exercise our power and perform our duties
under S.9 of the Coroners’ Ordinance and that the cause of death and the
circumstances of the death is clear and there is no suspicion, we shall assign the
death a classification code in accordance with the “International Statistical
Classification of Diseases and Related Health Problems” as prescribed by the
World Health Organization, so that the Registrar of Births and Deaths is able to
register the death.

4, If we consider that further investigation of the death is required, we shall
inform the Police to investigate further and to submit a more detailed death
investigation report to us. In this regard, we exercise our judicial discretion taking
into account all the circumstances of each individual death, as contained in the
Police’s first investigation report. The further investigation and submission of a
more detailed report by the Police typically takes 6 months to 1 year or sometimes

even longer. Upon perusal of that report, and upon considering all the
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circumstances of the case, we shall consider whether to hold an inquest into the

death.

5.

As to deaths in official custody, the law requires that an inquest must be

held. In these cases, the Coroners shall ask the Police to further investigate the

death and to submit a more detailed death investigation report so that an inquest

will be held in due course.

6.

reported deaths were dealt with :

2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016

Deaths

Reported to Further

the Coroners Investigations Inquests
7,733 2,374 158
7,890 2,451 132
9,315 2,678 108
9,108 2,059 141
9,506 1,351 189
9,025 1,061 210
9,422 767 185
10,314 1,364 145
10,070 1,260 193
9,999 1,106 172
10,017 1,224 182
10,472 1,420 164
10,249 1,099 176
10,598 967 148
10,767 751 100
10,773 730 77

20

With
Jury
71

83
67
99
150
181
155
135
167
131
149
138
140
139
93
63

The following table sets out the figures for the last 16 years showing how

Percentage
Without of Inquests
Jury with Jury

87 45%
49 63%
41 62%
42 70%
39 79%
29 86%
30 84%
10 93%
26 87%
41 76%
33 82%
26 84%
36 80%
9 94%
7 93%
14 82%



7. Even though the number of inquests during the recent years shows no
obvious increase, there is in fact an increasing number of requests from family
members or their legal representatives that public inquests be held into the deaths
of their loved ones. Some of the issues involved in the inquests if held are much
more complicated as compared with the past, and as a result, more hearing days
are required. Most of those requests involved deaths connected with medical or
surgical care and are often made on a common misconception that the purpose of
an inquest is to investigate and determine whether the deceased died as a result of
medical or surgical mismanagement. In dealing with those requests, discretion is
often exercised in favour of the families in ordering further investigation reports
and expert opinions from independent medical experts, which will be made
available to the families so that they will be able to know more about the cause of
death and the circumstances connected with it. In addition, inquests are held
where necessary, especially when it appears that useful recommendations might

be made.

8. There are also several cosmetic surgery related death cases in recent years
of which the families or the Coroner’s Court are of the opinion that an open
inquest should be held. The main purpose of an inquest is, of course, to find out
the truth of the death through evidence given in open court. This is for the sake
of putting forward realistic and practicable recommendations in appropriate cases,
in the hope of preventing the occurrence of similar death incidences. There is
however another important function, and that is after the family has seen the
witnesses and heard their evidence in open court, it is hoped that they may be

more able to accept the fact of the death of their loved ones.
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Chamber Applications

Q. In our previous reports we described the procedure by which family
members may appear before the Coroners to apply for waiver of autopsy. This
Is a very important and difficult task of the Coroners. These applications increase
year after year. It is important for the public to understand this aspect of work of

the Coroners and we therefore mention the procedure yet again here.

10.  Typically a public hospital clinical pathologist or a Department of Health
forensic pathologist will have examined the medical records of the deceased and
the course of events leading to his death. The pathologist will have also carried
out an external examination of the body. If he is still unable to determine a cause
of death, he would advise the Coroners that it is necessary to perform an autopsy
to ascertain the cause. Members of the family of the deceased are often deeply
upset by this suggestion and will come before a Coroner and express intensely
cultural, religious, sentimental and other reasons as to why an autopsy should not
be performed. In 2016, the Coroners dealt with a total of 953 applications under

this category.

11.  The Coroners fully appreciate the family members’ concern when they
handle this kind of applications. These family members themselves are
attempting to deal with intense emotional feelings of loss. When on top of this,
they have to face the suggested need for autopsy when throughout his life, the
deceased had indicated a fear and abhorrence of surgical intervention or even
hospital stay, it will be something which is extremely difficult for many family
members to accept.

12. Each such case must be dealt with on its merits but very often the purpose
of an autopsy is to find out the cause of death. The World Health Organization

and the Births and Deaths Registration Ordinance both effectively impose a duty

22



on the Coroners to find out the cause of death in respect of every death and to
classify the death in strict accordance with the prescribed classification. The
Registrar of Births and Deaths is also under a duty to find out the cause of death
before he may register the death in the death register. In order to find out the
cause of death the Coroner very often has to call the pathologist or even the ward
doctor to see whether on the balance of probabilities, a certain cause of death may
be identified. However, in some cases because the deceased has, for instance,
limited medical history, there is no satisfactory medical evidence upon which a
pathologist may identify a cause of death. In such cases a careful explanation to

the family as to why an autopsy is required is necessary.

13. In recent years, upon the suggestion of the Coroners, the flow of medical
information between public hospitals and the Government Forensic Pathology
Service has increased. As a result, in regard to Hospital Authority patients who
have been treated in the public hospitals in the period immediately prior to death,
the forensic pathologists now have more medical history of the deceased to enable

them to find the cause of death without having to perform an autopsy.

14, On the one hand, the Coroners have a duty to ascertain the cause of death
in respect of every death, on the other hand, we also have to consider the emotion
and sentiment of family members. The Coroners therefore have to exercise their
judicial powers carefully on every waiver application, taking into consideration

all the relevant factors and circumstances of the matter.

Suicides

15.  The number of suicides this year is 954, 165 of these were further

investigated by the Police, followed by a more detailed death investigation report.
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The number of men committing suicide is still much higher than that of women,
with the ratio of 637 : 317.

Accidental Deaths

16.  The number of accidental deaths this year is 593, including 124 where
further investigation by the Police followed by a more detailed death investigation
report is required. This is a significant decrease compared with the figures some
years ago. The number of men died as a result of an accident is much higher than
that of women, with the ratio of 399 : 194,

Occupational Deaths

17. In our reports up to 2009 we have only mentioned occupational deaths in
respect of which an inquest has been held. Having given the matter careful
consideration we think the whole picture has not been fully presented. Therefore
starting from the 2010 report, we refer to the number of deaths which appears to
be occupational deaths, including those occurring on land and at sea. There are a
total of 34 occupational deaths, of which 27 are on land and 7 is at sea. All of the

34 deceased are men.

Homicides

18.  The number of people unlawfully killed is 16, including 9 men and 7

women.
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Vehicular Accidents

19.  The number of deaths arising from vehicular accidents is 115. Of these
115 deaths, 72 deceased are pedestrians, being more than a half of the total death
figure. 44 deceased are 70 years or older, which represents more than a third of
the total death figure. It is therefore clear that old people are much more
vulnerable to road traffic accidents than other age groups. The number of men

died in road traffic accident is much higher than women, the ratio being 66 : 49.

Drugs and Poisons related Deaths

20.  There are 55 deaths which are related to drugs and poisons, mostly what
is commonly called dangerous drugs. The figure includes suicides, accidental
deaths, and deaths where the intent is undetermined. The ratio of men to women
is 36 : 19.

Deaths from natural causes

21.  There are 8919 deaths due to various natural diseases, of which 4071, i.e.
slightly less than half, are classified as diseases of the circulatory system.
According to the “International Statistical Classification of Diseases and Related
Health Problems”, diseases of the circulatory system include hypertensive
diseases, various heart diseases, cerebrovascular diseases, etc. The ratio of men
to women is 5293 : 3626.

22. We can see that more men than women died in all the above mentioned
classifications of deaths. In some classifications, the ratio is rather extreme, for

example, in occupational deaths, the ratio is 34 to 0.
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Recommendations

23.

As in previous years, a wide variety of recommendations have been made

during the year, some of which have been accepted and put into effect. Here are

some of the recommendations made by the Coroners or the Jury :-

(i)

(if)

A female patient went to the Accident and Emergency Department for
treatment after being diagnosed of influenza by a private doctor one day
before. She was admitted to the ward but her stable condition deteriorated
and died of sepsis 5 days later.

Hospital Authority:

To make a clear record of information of all medical and nursing staff
who have dealt with patients, ways of nursing care provided to patients as
well as date and time of execution, so that the medical staff can read and

comprehend such record easily.

A drug addict and HIV carrier who was in breach of supervision order for
released inmates, was on bail for investigation of a case, during which he
was arrested again for another alleged offence. During detention at the
police station, he committed suicide by hanging himself with his clothes.
He was taken to the hospital and died later.

Hospital Authority,
Department of Health and
Hong Kong Police Force:

(1) Ifpatients’ HIV records are shared between the Hospital Authority
and the Department of Health, medical staff should peruse the
records before giving treatment. In case there is no sharing of
records, the Hospital Authority should review the patient's medical
records to ensure proper treatment of patients and safety of medical

and nursing staff.
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(iii)

(iv)

(2)

It is recommended that the quality of CCTVs capturing image of
the corridor at the cells in Yau Ma Tei Police Station and other
police stations should be improved so as to protect the interests of

prisoners and the police.

A patient, who had medical history of chronic heart disease, went to the

Accident and Emergency Department for chest pain and was admitted to

the ward. Clinical diagnosis was acute coronary syndrome. He died

about 12 hours later due to hemopericardium

Hospital Authority:

1)

(2)

3)

To enhance medical training: to ensure medical students and
practising doctors have a timely grasp of important medical
guidelines.

(* Exhibit C31 refers to diagnosis of STEMI in <American Heart
Association>)

To review the working hours and shift system of interns so as to
avoid mistaken judgment due to overwork.

To strengthen the notification mechanism between doctors (MO,

HO and SMO) in handling patients in critical condition.

Egyptian hot air balloon incident

The Travel Industry Council of Hong Kong (TIC):

1)

TIC to conduct a thorough research and collect data from the
industry so as to list out popular activities operated in different
countries offered by travel companies involving certain degree of
risk. TIC to categorize the degree of risk in respect of different
activities provided in different countries for industry as

reference. Such list should be updated from time to time;
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(2)

(3)

(4)

()

(6)

TIC to set out clear guidelines for travel companies as to the
necessary information of activities involving certain degree of risk
to be provided to customers before taking part in such activities;
TIC to set out clear and specific guidelines for travel companies
that customers should be reminded that their travel insurance may
not cover activities involving certain degree of risk;

TIC to look into travel companies’ duty and responsibility in
selecting and supervising the local service providers and review
the existing guidelines when destination management companies
are engaged,;

TIC to set out new guidelines on travel companies’ duty and
responsibility to supervise destination management companies;
TIC to set out safety guidance and advertise to customers as to the
importance of obtaining details of travel policy insurance and

information on activities involving risk before enrolment.

Kuoni:

1)

2)

(3)

Kuoni to obtain sufficient information from local service providers
and conduct thorough risk assessment on activities involving
certain degree of risk provided to customers before offering the
same;

Kuoni to conduct thorough evaluation after every major accident
taking place during tours provided by them so as to find out the
cause of the accident and consider if there is anything that can be
done to improve the quality and safety of service provided to
customers;

Kuoni to provide sufficient information to customers about

activities involving certain risk and remind them in more specific
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(V)

(vi)

and clear terms that activities involving risk may not be covered by
their travel insurance;

(4)  Kuoni to provide more training and information to front desk staff,
including receptionists and tour escorts, so that they can be better
equipped to explain the risk involved in activities provided by the
company;

(5) Kuoni to set out clear criteria for selecting destination management
companies and local service providers with first-hand information
and to closely monitor the service provided by destination

management companies and local service providers.

A four-year old child was taken to the Accident and Emergency
Department in the early morning because of fever and vomiting. Having
been diagnosed of gastroenteritis and prescribed with medicines, he was
taken home. He died of acute myocarditis a few hours later

Hospital Authority:

Based on the facts of this case, it is recommended that when patients seek
treatment at the Accident and Emergency Department, apart from
measuring the pulse, temperature and saturation for the patients, blood
pressure and capillary refill should also be measured for better
understanding of the patients’ medical condition for triage. If patients
seek treatment again within 24 hours, detailed vital signs such as blood
glucose level should be re-measured for more accurate diagnosis and

appropriate management.

A new born baby qirl died of coarctation of aorta

Hospital Authority:

(1) To conduct review on ultrasound facilities regularly.

(2) To update equipment and facilities regularly.
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(vii)

3)

(4)

()

Personnel operating ultrasound equipment have to be assessed
regularly to ensure that they are competent in making observation
and analysis in each case.

Detailed report [like exhibit C8] has to be made after the
completion of each echocardiography.

Opinion has to be sought by further consulting 2 to 3 more experts

If examination findings cannot be ascertained.

A man died of pneumonia and acute myocardial infarction in hospital

Hong Kong Hospital Authority,

Hong Kong College of Emergency Medicine:

1)

(2)

(3)

Unanimously endorse the prescription of antibiotics to patients
with pneumonia as a first-step treatment within 4-6 hours (upon
presentation to hospital or clinical assessment) as stated in the
expert opinion report [P.33 of C16, Dr. Kam’s recommendation].
Unanimously recommend patients suffering from long-term
illnesses to be assigned to a ward within 6 hours upon clinical
assessment in case of admission access block, or to have a senior
doctor review their conditions and to have their emergency
category escalated if needs be.

Unanimously endorse and recommend the requirement of the name
of the relatives, their relationships with the patient and contents of
conversation to be filled into the DNAR form, which is to be signed
by the relatives as stated in the expert opinion report [Iltem 3d of
Dr. Leung’s recommendation, C15]. If relatives refuse to provide
particulars or refuse to endorse in the form, the doctor should note

it down as a remark.
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(viii)

(ix)

(4) Unanimously recommend that a duty nurse be arranged to be
present to assist, witness and comfort relatives if significant
medical conditions/ decisions are to be related to them.

(5)  Unanimously recommend that the doctor be able to list out in the
ICU Progress Note [C9] the doctors and nurses participating in the
resuscitation, its details as well as time and the details [relationship,
content and time] of interview with the relatives.

(6) Unanimously urge the Hospital Authority to include specific
treatment guidelines into HKCEM (Hong Kong College of
Emergency Medicine) by making reference to the expert report of
NICE {National Institute of Health & Care Excellence(UK)}. [Dr.

Kam’s recommendation, C16]

A 5-year-old boy died of adverse drug effects following an accidental
ingestion of the drug ‘ice’ at home

The Director of Social Welfare:

In ‘Procedural Guide for Handling Child Abuse Cases’, the following
lines are to be added under the headings of Risk Factors and Assessment
Matrix respectively - ‘If the carer is suspected of having an issue of drug
abuse/taking dangerous drugs, the methods of abusing drugs/taking
dangerous drugs employed by the carer, whether he/she abuses/takes
drugs/dangerous drugs at home, the places where the carer keeps the
drugs/dangerous drugs and whether those places are easily accessible to

the child need to be taken into consideration.’

A woman died after having undergone percutaneous coronary
intervention

Hong Kong Baptist Hospital:
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(x)

(xi)

1)

(2)

As it was pointed out in Dr. Chan’s expert opinion report that the
application of continuous telemetry monitoring (serial ECGs) and
the checking of cardiac enzyme levels are important for clinical
diagnosis, it is recommended that Hong Kong Baptist Hospital
review its relevant guideline.

It is recommended that Hong Kong Baptist Hospital file all patients’
medical record so as to facilitate relevant medical personnel to do

proper follow-ups and make future assessments on patients.

A man having undergone endoscopy (OGD) died of infection due to

oesophageal perforation

Hospital Authority:

1)

(2)

It is recommended that attention must be paid to the presence of air
cavities in the X-ray films after the application of SB (Sengstaken
Blakemore) tube.

As it was pointed out in the report of Dr. Cheung Ho-yin, Michael,
exhibit C12, that the application of SB tube may incorporate the
(injection of) radio-opaque media so as to ensure the correct
positioning of the gastric balloon, it is recommended that future

applications of SB tube incorporate the use of radio-opagque media.

A man having undergone jugular vein cannulation died of traumatic

haemopneumothorax

Hospital Authority:

1)

Patients or their relatives have to be explained on the risks of
cannulation of the internal jugular vein with the signing of consent
form or with the endorsement from more than 2 doctors before it is

actually performed.
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(xii)

(2)

3)

(4)

The cannulation of the internal/external jugular veins has to be
performed under the supervision of a more senior doctor.
Moreover, if an intern fails in one attempt, either the treating doctor
or a more senior and experienced doctor has to take over.

Chest X-ray has to be taken after 3 failed attempts of the
cannulation of the internal/external jugular veins.

All medical and health care personnel should take measures to
provide relevant support and immediately inform the duty doctor
or treating doctor if the patient is found to be obviously feeling

unwell, eg. rapid deterioration of vital signs.

A patient in mandatory detention under Mental Health Ordinance died of

ventricular tachyarrhythmia

Castle Peak Hospital:

(1)

In view of the present incident, in respect of Hospital Authority’s
guidelines on restraining patients, there should be a review on the
procedures of further restraining a patient after having done so for

a period of 4 hours.

(2)  There should be a comprehensive record of food intakes and blood
glucose tests for patients that are unable to take food in a normal
manner.

(3) The guidelines of applying chemical restraint first before physical
restraint should be strictly followed.

(4) Inview of the present incident, blood glucose test may be included
during resuscitation.

Tuen Mun Hospital:

In admitting suspected drunken persons, quick alcohol test should firstly

be included so as to facilitate future medical follow-ups.
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Conclusion

24. We are very grateful to the staff of the Coroner’s Court for their work.
Under the leadership of the Clerk to Coroners, they have worked hard to fulfill

their duties, and have fulfilled their duties well.

25.  We would also like to thank the Honourable Chief Justice, the Chief
Magistrate, and the Judiciary Administration for their support, both in terms of
resources and moral support. In 2016, we appointed Coroners, Ms. WONG Sze-
lai and Mr. HO Chun-yiu to attend the International Conference for Chief
Coroners 2016 in London and the Asia Pacific Coroners’ Society Conference in
Perth, Australia respectively and they benefited a lot from these conferences. We
are also grateful to other government departments who have given us immense
support in terms of manpower and all other resources to help us to investigate the
deaths. These include but are not limited to the Department of Justice, the Hong
Kong Police Force, the Forensic Pathology Service of the Department of Health,

and the Government Laboratory.

26. The standard of the police investigators is very high, as is their reports.
The Police Force has also deployed three Senior Inspectors of Police to serve as
Coroner’s Officers. They have performed excellent liaison work and they also

assist in the inquests.

27.  Thanks are also due to Government Counsel of all levels, including Senior
Counsel, of the Department of Justice who presented the evidence and assisted

the Coroner in many of the more complicated and difficult inquests.

28. Like previous years, we would like to take this opportunity to thank the
pathologists both of the Department of Health, and of the Hospital Authority, who

performed autopsies and assisted us with evidence in court as well as with
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responses to our more general telephone inquiries. Coroner Ms. June Cheung was
invited to be the speaker at a Seminar on “The Coroners Ordinance and the
Practice of Medicine” at the Princess Margaret Hospital in June 2014. Doctors
participated enthusiastically and it was indeed a valuable opportunity for mutual
communication. In March 2016, we also visited the Kwai Chung Mortuary and

had an in-depth understanding of the daily work of forensic pathologists.

29.  The Court Interpreters, as usual, provide first class interpretation and

translations, both inside and outside Court.

30.  The Labour Department and the Marine Department continue to provide
us with investigation reports on accidents which occur on land and at sea,
respectively. These reports are always prepared after thorough investigations, and
usually contain recommendations. They are of great assistance to the Coroners
and to the industry. The number of occupational deaths remains steady in the past
few years since a drop in 2013 is the best proof. Both departments deserve a thank

you from us.

Ada Yim Ho Chun-yiu

Coroner Coroner

April 2017

35



£
Part Two

Gt BT

Statistics




H H L RBHE £ HE LT (HER 1T

[y 2016 &£ - SETEBECMZES 46,662 7% - [ FISLAFHAE 2 #H
HSEC{EZEHA 10,773 5%

LUN 2 a8 St EH B 2 A EZEAEN © —

2 TRE e e ) 3465
i &0 O e A H 5 7308
TEFame 1140
KEEAS 9633
SRR HE— T PR EINSE T {E R 730
ATTIERBTER 77

SERFH B B E 2 B A e H R A (E 2 20

B> 2016 F/EME#E—HFHER 730 2R T{EZES > & E 2016 £
12 H 31 H ik > BEHIIRZHIECHE M EHIHA 538 5% -

Fr 2016 F[ESENBHIE 28wAY 10,773 FIETEES > &2
2016 4F 12 H 31 HiWfE FiemBE 2w & UL ESLRIYA 178 52

36



Analysis of Deaths Reported to the Coroners

In 2016 there were 46,662 deaths registered, and there were 10,773 deaths
reported to the Coroner.

Cases reported to the Coroner were disposed of as follows: -

TOTAL
Autopsy Orders 3465
Waivers of Autopsy 7308
Burial Orders 1140
Cremation Orders 9633
Further Death Investigation Reports ordered 730
Inquests held 77
Cases where recommendations are made 20

Of the 730 further death investigation reports ordered in 2016, 538 of
which have not yet been returned from the Police as at 31.12.2016.

Of the 10,773 deaths reported in 2016, there are 178 cases of which the

causes of death are still pending over toxicological reports as at 31.12.2016.
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with further investigation and more detailed death investigation reports
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H4E FEM
WHITE COLLAR 7 F
JHA FM
PATIENT I F
SCIERERRX FEM
DISCIPLINARIES 7 F
BA EM
BUSINESS MAN I F
BIRAL EM
RETIRED PERSON I F
At B T | 1 )
OTHER I F
SRl B M 1 1| 2 1 1 6 -
SUB TOTAL 7 F 1 1| 2 1 5
4t TOTAL 2 1| 3|2 1 1 1 11 11

AP E N Fr R CHE RS

with further investigation and more detailed death investigation reports

45




2016 &£ 1 B 1 H

ACCIDENTAL DEATHS
CERY ~ BRI
(TYPE, AGE & SEX)

- 20164 12 431
1ST JANUARY 2016 - 31ST DECEMBER 2016

BIMSETEE

F#4H A AGE GROUPS

BN PRl | 0 10 20 30 40 50 60 70 it Nt gt
TYPE OF ACCIDENT SEX to to to to to to to to Un- SUB TOTAL
9 19 29 39 49 59 69 known | TOTAL

BA (HEY) B M 1 [ 1] 4 6 1
ASPIRATION (GASTRIC CONTENTS) 2 F 2 1 5 8
A (&) FM 2 1 [ 31 7 [ 29 42 -
ASPIRATION (FOOD) 2 F 1 3 3 38 45
A (B B M 1 L L
ASPIRATION (FOREIGN BODY) & F
A (Hft) HM 1 | 2 | 8 11 20
ASPIRATION (OTHER) & F 1 2 6 9
e B M 2 1 3 .
SUFFOCATION 2 F 1 1
F5E M 1 1 2
HANGING & F 1 1
WS B M 2 |1 [ 2213 10 0
STRUCK BY OBJECT & F
BT ERSE 5 M 1 1 L
CRUSHED BY LIFT & F
BIEEETE 5 M 2 | 1 3 2
CRUSHED BY OBJECT & F
1y B M )
BURNS 24 F 1 1
—&bR (%) M
CARBON MONOXIDE (BATHROOM) & F
—&fE (KK BEM | 2 1 3 3
CARBON MONOXIDE (FIRE) & F
A ) M
CARBON MONOXIDE (OTHER) & F
BRAE] EM |1 1 2 5 10 17 26 121 183 267
FALLS ZF | 2 1 1 1 4 6 69 84
IR HAM 2 2 5 8 4 8 29 37
DROWNING &L F 1 3 2 2 8
i B M 1 1 [ 2 4 .
ELECTROCUTION 2 F
A M
CUT OR PUNCTURE 2 F
K B M
FIREARMS 2 F
Sz M
BLUNT FORCE 2 F
) BM |1 3 19 [ 17 [ 15 [ 20 [ 4 79 105
DRUGS 2F 7 8 10 1 26
# A M
POISONS 2 F
g OBF) B M 2 [ 1 [ 2 5 6
POISON (ALCOHOL) L4 F 1 1
RGBT M 2 | 3 [ 7 12 -
MEDICAL AND SURGICAL CARE 2 F 1 1 2 4
it B M 1 1 | 4 6 12
OTHERS 2 F 1 1 4 6
INEF EM | 4 1 13 29 41 54 69 | 188 399 593
SUB TOTAL ZF 5 2 10 11 24 14 | 128 194

4EET TOTAL 9 1 15 39 52 78 83 | 316 593 593
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BSMECfEFE (AsR) *
ACCIDENTAL DEATHS (Drowning) *

sk EBIMEUH
EXTRACT FROM ACCIDENTAL DEATHS

CBRY ~ SRl R MR

(TYPE, AGE & SEX)
2016 £ 1 § 1 H - 2016 &£ 12 § 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

F#4H A1 AGE GROUPS

EHMEH] #H | 0 | 10 | 20 | 30 | 40 | 50 | 60 | .o | FA NET =t
TYPE OF ACCIDENT SEX to to to to to to to to Un- SUB TOTAL
9 19 29 39 49 59 69 known TOTAL
ot FEM 1 1 .
POOL 4 F
IR M
S 5 2 1 2 3 8 o
BEACH/SEA 4 F
M
K >
RESERVOIR 4 F
=2
FARM 4 F
B sl
CONSTRUCTION SITE 4 F
- M
K8 () >
SEA (BOAT PEOPLE) 4 F
BEE (R M
TYPHOON SHELTER (BOAT PEOPLE) 4 F
i M
FISH POND 4 F
B A M )
BATHROOM 4 F 1 1 2
ST FM
RIVER 4 F
B M
ARTESIAN WELL 4 F
M
T %
OTHERS 4 F
s M 2 | 1| 2|3 1 9 "
SUB TOTAL 4 E 1 1 2
4=+ TOTAL 2 2 2 4 1 11 11

* A NSRRI E RS
with further investigation and more detailed death investigation reports
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2016 £1 H 1 H - 2016 # 12 H 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

BIMSECER () *
ACCIDENTAL DEATHS (Home) *
fskE BIMETHE

EXTRACT FROM ACCIDENTAL DEATHS

(RN ~ e BMERD
(TYPE, AGE & SEX)

F#4H A AGE GROUPS

EINEH #H [ 0| 10 | 20 [ 30 [ 40 | 50 | 60 [ .o | A et 4B
TYPE OF ACCIDENT SEX | to | to to to to to to - Un- SUB TOTAL
9 19 29 39 49 59 69 known | TOTAL
mA (HEY) H M 2
ASPIRATION (GASTRIC CONTENTS) ZF | 1 1 2
A (&Y) H M
ASPIRATION (FOOD) 4 F
A (EY) H M
ASPIRATION (FOREIGN BODY) 4 F
me A (HAth) FM
ASPIRATION (OTHER) 4 F
=5 HM 1
SUFFOCATION ZF | 1 1
maE HM 1 1 1
HANGING 4 F
Wt FEM
STRUCK BY OBJECT 4 F
TR ST FEM
CRUSHED BY LIFT 4 F
W ERESE EM
CRUSHED BY OBJECT 7 F
Y FHM
BURNS 2 F
—&(bk C8=E) EM
CARBON MONOXIDE (BATHROOM) 4+ F
—& bR Ok M| 2 2 2
CARBON MONOXIDE (FIRE) 4 F
—&fbpe (Hfth) FHM
CARBON MONOXIDE (OTHER) 4+ F
kA HM| 1 1 3 5 7
FALLS ZF | 1 1 2
IR HM 1
DROWNING 7 F 1 1
fiEEE HM
ELECTROCUTION ZF
EE | EM
CUT OR PUNCTURE 7 F
K% HM
FIREARMS ZF
Fligs e HM
BLUNT FORCE 7 F
) EM |1 1 1 1 1 1 6 13
DRUGS 7 F 3 1 3 7
e HM
POISONS ZF
hE CHES) HM 1
POISON (ALCOHOL) 7 F 1 1
HAth HM
OTHERS 7 F
WER & &Ml HM
MEDICAL AND SURGICAL CARE 4 F
e EM | 4 2 1 1 1 5 14 28
SUB TOTAL 4ZF | 3 4 1 6 14
4= TOTAL 7 6 2 7 1 5 28 28

* B A R RS RS

with further investigation and more detailed death investigation reports
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BIMEUER (FBrRas) *
ACCIDENTAL DEATHS (Mental) *

HREBIMEUH
EXTRACT FROM ACCIDENTAL DEATHS

(JER ~ FEe MR
(TYPE, AGE & SEX)
20164 1 H 1 H - 20164 12 § 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

Efs4HR] AGE GROUPS
EIMNERI 1451 0 10 20 30 40 | 50 | 60 20 R INEF f
TYPE OF ACCIDENT SEX | to to to to to to to - Un- SUB TOTAL
9 19 29 39 49 | 59 | 69 known [ TOTAL
wA (BEY) HM
ASPIRATION (GASTRIC CONTENTS) 4%+ F
wA (BEY) HEM 1 1 2 5
ASPIRATION (FOOD) 4%+ F 1 3 4
wA (£Y) HEM
ASPIRATION (FOREIGN BODY) 4%+ F
WA (EA) HEM
ASPIRATION (OTHER) 4%+ F
£ HEM
SUFFOCATION 4%+ F
M3k B M
HANGING 4 F
EEZER deel FEM
STRUCK BY OBJECT 4 F
TP AR ERSE FEM
CRUSHED BY LIFT 4 F
B RESE HM
CRUSHED BY OBJECT 4%+ F
e FM
BURNS 4%+ F
—&fbk C8=) FM
CARBON MONOXIDE (BATHROOM) 4%+ F
—&fbr k) FM
CARBON MONOXIDE (FIRE) 4 F
—&fbr (EHAr) FM
CARBON MONOXIDE (OTHER) 4 F
7NE] EM 2 1 1 4 4
FALLS 4+ F
YR HM 1 1 1
DROWNING 2 F
fifEE EM
ELECTROCUTION 2 F
BB HM
CUT OR PUNCTURE 7 F
K8 HM
FIREARMS 2 F
Pl e HM
BLUNT FORCE 4+ F
L2y HM 1 1 1 1 4 1
DRUGS ZF 2 1 4 7
H5E 5 M
POISONS 2 F
b O HM 1
POISONS (ALCOHOL) 7 F 1 1
ARREE ANl EM
MEDICAL AND SURGICAL CARE 7 F
HAth BHM
OTHERS 4%+ F
/NEF HM 1 3 2 2 1 2 11 23
SUB TOTAL 4% F 2 1 6 3 12
4= TOTAL 1 5 3 8 1 5 23 23

* B AR FREAE R E R

with further investigation and more detailed death investigation reports
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2016 &£ 1 B 1 H

BIMECER (FIVES) *
ACCIDENTAL DEATHS (Outdoor Activity) *
R EREIMLUR
EXTRACT FROM ACCIDENTAL DEATHS

(R ~ SRR

(TYPE, AGE & SEX)

- 20164 12 A 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

AF#B4HR AGE GROUPS
BEYNERI eyl R et sash
0 10 20 30 40 50 60 &858
TYPE OF ACCIDENT SEX . o o 0 0 o o Zg kUn_ T%JT?A TOTAL
9 19 29 39 49 59 69 g L

Disid FM 1 1 1
SWIMMING 4 F
TASY 5 M
CANOEING 4 F
35 5 M
BASKET BALL 4 F
JEBk 5 M
FOOTBALL 7 F
Pesk 5 M
VOLLEY BALL 4 F
7&K B M
DIVING ZF
DRESISN 5 M
BADMINTON 4 F
Bk 5 M
CRICKET ZF
Bk HM
HIGH JUMP 4 F
BHAH HM
HORIZONTAL BAR ZF
[t HM
JAVELIN 4 F
[=1EEESES 5 M
GOLF 4 F
PRER 5 M
BASEBALL 4 F

i #2 HEM 1 1 0
RUGBY ZF
st HM
DISCUS THROWING 4 F
TR K HEM
ROLLER-SKATING 4 F
KIfE HEM
ROWING 2 F
BT FM
EXCURSION 4 F
BLEE HEM
MOUNTAINEERING 4 F

K EBEEES) 5 M 1 1 1
WATER SPORTS 4 F
)] HM
FISHING 4% F
LS M
HORSE RIDING 4 F

AR HM 1 1 0
BOAT EXCURSION 7 F
b ol AR5 HM
WINDSURFING ZF
HAth HM
OTHERS 7 F

/et M 1 2 1 4 4
SUB TOTAL 4 F

4=t TOTAL 1 2 1 4 4

*

AP A RIS

with further investigation and more detailed death investigation reports
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BIMECEE (B TeYES) *
ACCIDENTAL DEATHS (Hit by Falling Object) *
HskE BIMECE
EXTRACT FROM ACCIDENTAL DEATHS
SR ~ SRl MR
(TYPE, AGE & SEX)

2016 4£1 5 1H - 20164 12 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

4EH4H AT AGE GROUPS
BYMER MAl [ o] 10 [ 20 [ 30 [40 [50[ 60 [ Rt et =t
TYPE OF ACCIDENT SEX to to to to to to to - Un- SUB TOTAL
9 19 29 39 49 59 69 known TOTAL

T EM
BRICK 4 F
vato 5 M
STONE 4 F
At FM
WOODEN PLANK 4 F
Toi %M
FLOWER POT 4 F
AR kil
AIR CONDITIONER 4 F
T kil
BOTTLE 4 F
fRE HM
FURNITURE 4 F
2H/ TH HM
INSTRUMENT/TOOL 4 F
ZIHE 5 M
WINDOW FRAME 4 F
s FM
BAMBOO POLE 4 F
g GKR) B M
CEMENT PLASTER 4 F
s (4ERE) FM
MOSAIC PLASTER 4 F
2l HM
SIGNBOARD 4 F
Tt s M
LIFT 4 E
BEEEIT HM
HOARDING 4 F
Hot 5 M 1 1 2 | 1 5
OTHERS F 5
JNEF HEM 1 1 2 1 5
SUB TOTAL 4 F 5

4= TOTAL 1 1 2 1 5 5

* HE A N E RS E RS

with further investigation and more detailed death investigation reports
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BRESETfEZE
OCCUPATIONAL DEATHS
(B ~ e R MR
(TYPE, AGE & SEX)
2016 4£ 1 1 H - 20164 12 A 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

HFEES4H ] AGE GROUPS
M TEAT [ 10 [ 20 [ 30 [ 4 | 50 | 60 | o | FE | ¢t | st
TYPE OF ACCIDENT SEX to to to to to to - Un- SUB TOTAL
19 29 39 49 59 69 known TOTAL
. M 2 1 2 3 2 10
e = 0
STRUCK BY OBJECT
ZF
. M 2 1 3
WIHSE = 5
CRUSHED BY OBJECT
% F
M
Ky >
BURNS 4 F
M
g (K >
CARBON MONOXIDE (FIRE)
2 F
M 1 3 6 2 12
B & .
FALLS 4 F
M 1 2 3
o = ;
ELECTROCUTION 4 F
M 3 3
T > 3
DROWNING HF
M
i -
VEHICLE 4 F
M 1 1
Tt & .
LIFT 4 F
M 2 2
i = )
OTHERS #F
. 5 M 3 4 8 15 4 34
Nat 34
SUB TOTAL #F
st TOTAL 3 4 8 15 4 34 34
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LEINLE

HOMICIDES *

(B ~ e R MR
(TYPE, AGE & SEX)

2016 £ 1 H 1 H - 2016 &£ 12 § 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

HFEES4H R AGE GROUPS
e N ITEAPHER ER 1o [10 | 20 [30 ] a0 [0 | 60 | o | Fo¢ | /e Lt
TYPE OF HOMICIDE SEX 1o | to [t |t |to]tw |t |P] U SUB | TOTAL
9 | 19| 290 | 39 | 49 | 59 | 69 known | TOTAL

NS M I 1
FIREARMS 4 F 1
5 BTk HM
POLICE INVOLVED FIREARMS #E
W A ISR M 1 1 2 -
SHARP OBJECT ASSAULT 4 F 2 1 3
N AM 2 1111 4 -
BLUNT FORCE ASSAULT 7 F 1 1
et FM ’
STRANGULATION 4 F 2 2
KIE  HEYE - R - SeEE BM | 1 1
FIRE, NOXIOUS SUBSTANCE, GASES, 1
CORROSIVE SUBSTANCE ZF
=E =M
SUFFOCATION 4 F
e AM
VEHICLE INVOLVED 4 F
HIE AM
DROWNING 2 F
BT s HM
BATTERED CHILD 4 F
) HM
DRUGS 2 F
thg AM
POISONING 4 F
s e T AM
PUSHED FROM HIGH PLACE #F
o B M 1 1 5
OTHERS 4 F 1 1
JNEE B M 1 3 3 1 1 9 16
SUB TOTAL #F 1 2 1 2 1 7

&= TOTAL 2 2 1 5 3 2 1 16 16

* HE A N RS E RS

with further investigation and more detailed death investigation reports
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HEREHGETUREE

VEHICULAR ACCIDENTS

(B ~ S R
(TYPE, AGE & SEX)
2016 4£1 A 1 H - 20164 12 A 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

fFEs4HR] AGE GROUPS

BINER PERI 0 10 20 30 40 50 60 = Rt et =t
TYPE OF ACCIDENT SEX to to to to to to to - Un- SUB TOTAL
9 19 29 39 49 59 69 known | TOTAL

T ABE =M
PEDESTRIAN v. MOTORCYCLE 4 F
T ANERE | BRI | FRE BEM 1 1 1 4 10 22
PEDESTRIAN v. CAR/PICK-UP 40
TRUCK/VAN 2k il 3 11 18
T ABEEH /Bt 5 M 1 1 3 5 10 32
PEDESTRIAN v. TRUCK/BUS 4 F 1 1 3 4 13 22
T NEDKE [ BB FM
PEDESTRIAN v. TRAIN/TRAM 4 F
(PN M
PEDESTRIAN v. BICYCLE 4 F
BRI [ K S B M
BICYCLE v. CAR/PICK-UP 2
TRUCK/VAN ZF 1 2
BHEEHEE [ B M 2 1 1 1 6 7
BICYCLE v. TRUCK/BUS 4 F 1 1
BB A BEM i 1 2 2
BICYCLE OUT OF CONTROL 4 F
IS [ G | F AR 5 M 1 1 2
MOTORCYCLE v. CAR/PICK-UP 2
TRUCK/VAN ZF
EEEMAEHE /Bt B M 1 1 1
MOTORCYCLE v. TRUCK/BUS 4 F
Bk ]| BEM 2 i 3 3
MOTOR CYCLE OUT OF CONTROL 4 F
iﬁ / %’%J‘E%E-E/ FEEERE [ #HY 5 M 1 1 1 3
G | HEH 3
CAR/PICK-UP TRUCK/VAN V. #F
CAR/PICK-UP TRUCK/VAN
VREESAVEE | R EHBEHE /L | B Mm 1 2 1
CAR/PICK-UP TRUCK/VAN V. 7
TRUCK/BUS 2F
VREL KAV | F DK B | B M
CAR/PICK-UP TRUCK/VAN .
TRAIN/TRAM 2F
VREL SRR | 2 R E AT HM 3 3
CAR/PICK-UP TRUCK/VAN OUT OF 3
CONTROL ZF
G/ EEERE  AEHE | FE BHM
TRUCK/BUS v. CAR/PICK-UP
TRUCK/VAN ZF
G/ ELEERE/ Bt HM 2 1 3 8
TRUCK/BUS v. TRUCK/BUS 4 F 1 4 5
EH B A A M
TRUCK/BUS OUT OF CONTROL 4 F
Hital& B M 1 1 1 2 5 5
OTHER COMBINATIONS 7 F
INEf HEM 5 9 6 18 9 19 66 115
SUB TOTAL “ZF 1 1 2 1 12 7 25 49

4 TOTAL 1 6 11 7 30 16 44 115 115
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EIREBERUAIEE *
VEHICULAR ACCIDENTS *

CGEEME - Fi# 5 MR
(POSITION OF THE DECEASED, AGE & SEX)
2016 4£ 1 H 1 H - 2016 4 12 § 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

_ EREE R | R FTE A Htnfr & INET 2B
A ) = ST
fgg ?E’%;E DS\%R MOTOR PEDAL | PASSEN- | PEDES- OTHER SUB SoR
CYCLIST | cycLIsT GER TRIAN | POsSITION | ToTAL | TOTAL
B M
0to9 1
2LF 1 1
B M
10t0 19
ZF
HM 1 1 2 4
200 29 5
2&LF 1 1
HM 1 2 2 2 7
300 39 9
ZF 1 1 2
HEM 1 3 1 5
40 to 49 6
2&LF 1 1
HM 6 1 1 2 7 1 18
50 to 59 30
2&LF 1 1 4 6 12
HEM 3 1 5 9
60 to 69 16
ZLF 7 7
HEM 2 1 15 18
70to 43
ZLF 1 24 25
B M
UNKNOWN
ZF
N HM 10 3 9 6 32 1 61
INET 110
SUB TOTAL
ZLF 1 3 5 40 49
EZELER
TOTAL DEATHS 11 3 12 11 72 1 110 110

* R A N AR R A

with further investigation and more detailed death investigation reports
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ES BT ARSI S & *

BLOOD ALCOHOL LEVEL OF DECEASED IN VEHICULAR ACCIDENTS *

2016 21 H 1 H -20164£ 12 H 31 H

1ST JANUARY 2016 - 31ST DECEMBER 2016

IR EE & K
BLOOD ALCOHOL LEVEL

=t
DRIVER

e B
MOTOR
CYCLIST

S
PEDAL
CYCLIST

RE
PASSEN-
GER

(EPN
PEDES-
TRIAN

Hitnfir &
OTHER
POSITION

L4515

wohg

TOTAL

WHEE
NO FIGURES

17

23

b=t
NEGATIVE

42

62

Ptk (4 100 ZFHi)
POSITIVE (per 100ml blood)

0-50 =%
0-50mg

11

20

51-100 =55
51 - 100 mg

101 - 150 Z35
101 - 150 mg

151 - 200 Z 5%
151 - 200 mg

201 - 250 Z 7%
201 - 250 mg

251 - 300 =54
251 - 300 mg

301 - 350 =54
301 - 350 mg

351 =il
351 and over

(EESE
TOTAL DEATHS

11

12

11

72

110

* HEPERE R R R AR

with further investigation and more detailed death investigation reports
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BLOOD ALCOHOL LEVEL OF DECEASED IN VEHICULAR ACCIDENTS *

HIEEOLCEFSEERIRERS 2

1ST JANUARY 2016 - 31ST DECEMBER 2016

(R EFEBTF)

(As

to Ages)

2016 21 H 1 H -20164£ 12 H 31 H

IR & B K
BLOOD ALCOHOL LEVEL

v —d
X

HFH AGE OF VICTIM

0to9

10
to
19

20
to
29

30 40 50 60
to to to to
39 49 59 69

70
to

TEF
Un-
known

TOTAL

AR
NO FIGURES

12

23

(E3E3
NEGATIVE

28

62

Ptk (4 100 Z S )
POSITIVE (per 100ml blood)

0-50%=7g
0-50mg

20

51-100 =7
51 - 100 mg

101 - 150 Z75
101 - 150 mg

151 - 200 Z 5
151 - 200 mg

201 - 250 Z 7%
201 - 250 mg

251 - 300 =575
251 - 300 mg

301 - 350 %7
301 - 350 mg

351 Zrsill
351 and over

FESGE
TOTAL DEATHS

43

110

* HE— A RN E A RS
with further investigation and more detailed death investigation reports
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DRUGS AND POISONS RELATED DEATHS *
s ERIMEL - B BB

SAERY) K A BRRVSE T B *

EXTRACT FROM ACCIDENTAL DEATHS, SUICIDES AND UNDETERMINED INTENT

SR
CLASSIFICATION OF DEATH

01/01/2016 - 31/12/2016

EES4H ! Age Groups

el

Sex

0
to
9

10
to
19

20
to
29

30
to
39

40
to
49

50
to
59

60
to
69

70
to

T
Un-
known

/NET
SuB
TOTAL

et
TOTAL

X40

X60

Y10

IR SHImEE - IRENEERIHEUREERY
BN KRB HEEY)
Accidental poisoning by and exposure to

nonopioid analgesics, antipyretics and
antirheumatics

RIS SR EE ~ IR ENEERIT U EURSERY
HUE B #H RN IR EEY)

Intentional self-poisoning by and exposure
to nonopioid analgesics, antipyretics and
antirheumatics

FERUR R SHIREE  RENEERIGT R EERY
hERFRBENZHEEY) > BRI HEERN
Poisoning by and exposure to nonopioid
analgesics, antipyretics and
antirheumatics, undetermined intent

(e.9. /KIGELEEH Salicylates)

5 M

X41

X61

Y11

SEERFESE ~ SHAR-HEARY - HURESHRE
SRS A ENEEY B NP B &
FERINZEEEY) > AR A R
Accidental poisoning by and exposure to
antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs,
not elsewhere classified

FHERJREE - PHAR-IRT - DUETHRE
BRI A s B BRI BB K
TR ZIREEY) » AT BREAE MR
Intentional self-poisoning by and exposure
to antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs,
not elsewhere classified

SHERRSE - SHAF-(ENRA - HUREEHmEE
SERISHIE (A s BV EEYIH R 3 R R R
TARZSREEY) » NAERSUEMEE - Bl
FHEERY

Poisoning by and exposure to
antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs,
not elsewhere classified

H M

X42

X62

BRI AR 2 BE [ 2R B N o B 2
BRI AHEEY) - A I ER R
Accidental poisoning by and exposure to
narcotics and psychodysleptics
[hallucinogens], not elsewhere classified

B RIAIE B[ BLIRE E B 3
BN ERY) A AIER AR
Intentional self-poisoning by and exposure
to narcotics and psychodysleptics
[hallucinogens], not elsewhere classified

13
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Y12

TR BRI 4 BB L TR s R 28
TRz SEEEY) » R EREEAR - BER
TEEHY

Poisoning by and exposure to narcotics
and psychodysleptics [hallucinogens], not
elsewhere classified, undetermined intent

2 F

X43

X63

Y13

TERITA B EAEE S H A BRI R A
3 KRB N SR EEY)

Accidental poisoning by and exposure to
other drugs acting on the autonomic
nervous system

TERIIR B 8 RS H At SRS
EEETANZE LY

Intentional self-poisoning by and exposure
to other drugs acting on the autonomic
nervous system

TER B T A E M EEy b
FRBEINZIREEY) BRI HEED
Poisoning by and exposure to other drugs
acting on the autonomic nervous system,
undetermined intent

HEM

L& F

X44

X64

Y14

HAMARAFEHIEEY) « SERIRIAE YR
RS R BN ZEYE
Accidental poisoning by and exposure to
other and unspecified drugs, medicaments
and biological substances

BAMAMARSHEHIEEY) « SERFIAEY R
IR B KR BN 2SR
Intentional self-poisoning by and exposure
to other and unspecified drugs,
medicaments and biological substances

HAMARAEHIEEY) « SERIRIAE YR
By R BN IR - BEAHEE
iy

Poisoning by and exposure to other and
unspecified drugs, medicaments and
biological substances, undetermined intent

L&F

X45

X65

Y15

BRI R R B
Accidental poisoning by and exposure to
alcohol

TEHIHUE B 5 M R BRI
Intentional self-poisoning by and exposure
to alcohol

BREHT E RR BN Y BER
HEEHT

Poisoning by and exposure to alcohol,
undetermined intent

5 M

L&F

5 M

2 F

5 M

X46

X66

ARSI B S R E R RS
RS R EBE N ZEYE R
Accidental poisoning by and exposure to
organic solvents and halogenated
hydrocarbons and their vapours

AR B LIS R M TR RS
R B3 R B EE R
Intentional self-poisoning by and exposure
to organic solvents and halogenated
hydrocarbons and their vapours

5 M

&F
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Y16 ARSI LI S Y E /YA
s R EENZEE, R BE | B M
RHEEH
Poisoning by and exposure to organic
solvents and halogenated hydrocarbons 4 F
and their vapours, undetermined intent
XA47 HAFERERARNEI N E KRB B M
Accidental poisoning by and exposure to
other gases and vapours 7 F
X67 HAFERE K ARNEE B8 MRENZ 5 M 1 2> | 2| 6 15
Intentional self-poisoning by and exposure 21
to other gases and vapours 2 F 3 1 1 6
Y17 HEBEARNTEREBNRZER 5 M
B BERAHEER
Poisoning by and exposure to other gases
and vapours, undetermined intent ZF
X48 PREFINVEINPH R FRBN YA EM
Accidental poisoning by and exposure to
pesticides % F
X68 [RFHIHVHUE H#H MR BN XY E EM 1
Intentional self-poisoning by and exposure 1
to pesticides % F
Y18 [RFHINTTHLRBRZEYE - BE 5 M
HEEH
Poisoning by and exposure to pesticides,
undetermined intent ZF
X49 HAMARFHER LR S A EYSHE 5 M
ShheE R S BRI IR
Accidental poisoning by and exposure to
other and unspecified chemicals and 4
noxious substances
X69 HAMMIARHERI L2 A E VAT 5 M
BEHEEBRNZEY @D
Intentional self-poisoning by and exposure
to other and unspecified chemicals and 2 F
noxious substances
Y19 EAMIARRHER L2 A EYmAT 5 M
BEREENZEYS > BEAHEEH
Poisoning by and exposure to other and
unspecified chemicals and noxious 4 F
substances, undetermined intent
YAT SERFH] - HREE R B REEEY) 5 M
Sedatives, hypnotics and antianxiety drugs
ZF
B M 1 7 7 9 36
/Nt SUB-TOTAL 55
ZF 6 3 6 19
4=+ TOTAL 1 13 | 10 | 15 55 55

* HE IS R SRR R RS
with further investigation and more detailed death investigation reports
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BEARRESSECEZE
DEATHS FROM NATURAL CAUSES
CER] ~ S RMERD
(TYPE, AGE & SEX) (New Code)

2016 &£ 1 H 1 H - 2016 &£ 12 H 31 H
1ST JANUARY 2016 - 31ST DECEMBER 2016

FE#54H R AGE GROUPS
PRIF#E TYPE OF DISEASES R 0 10 20 30 40 50 60 o Rt e st
SEX to to to to to to to to Un- SuB TOTAL
9 19 29 39 49 59 69 known TOTAL
FE L LR 25 A2 S BEM 2 2 6 10 29 40 96 1 186
Certain infectious and parasitic diseases A0O - 324
B99 2LF 2 3 3 2 14 20 94 138
Fi J27 5H M 2 5 10 18 61 114 309 519 843
Neoplasms C00 - D48 & F 1 1 2 7 23 43 64 183 324
MR T 5 B A
3 ' FEM 4 4
Diseases of blood and blood-forming organs and 10
certain disorders involving the immune
mechanism D50 - D89 ZF . 1 1 . 8
LISA ~ R -3 S s yre
Z?% EEATR A BB | gy | 1 s | 12 | 15 | a o
L2 123
Endocrine, nutritional and metabolic diseases
00 - E90 2&LF 2 5 8 8 35 58
FE S AL EM 1 36 37 133
Mental and behavioural disorders FOO - F99 4 F 2 94 96
AR 2GR FM 4 4 2 2 9 13 28 62 110
Diseases of the nervous system G00 - G99 4 F 4 3 1 7 7 26 48
R SR HR A% B M
Diseases of the eye and adnexa HOO - H59 4 F
B E R B M
Diseases of the ear and mastoid process H60 -
H95 xF
TS 2T BM 4 1 14 36 | 133 | 356 | 515 | 1399 2458 2071
Diseases of the circulatory system 100 - 199 & F 4 1 4 18 45 90 168 | 1283 1613
IS 2SR 5 M 6 1 6 15 18 68 160 646 920 1315
Diseases of the respiratory system JOO - J99 & F 3 2 3 7 9 38 52 280 1 395
PN B M 1 2 6 11 32 43 | 105 200 o
Diseases of the digestive system K00 - K93 2 F 2 1 3 7 18 95 126
FZREFIRZ T 4H 42 BEHM 1 1 1 4 7
Diseases of the skin and subcutaneous tissue 11
L0O - L99 % 1 3 4
HIL A BB B8 S SRR 4E G AR 4B BHM 1 5 4 6 16
Diseases of the musculoskeletal system and 30
connective tissue M0O - M99 AF 1 1 1 6 5 14
A AN 2N BEM 1 1 10 21 31 71 135 530
Diseases of the genitourinary system NOO - N99 | % F 1 2 7 17 68 95
B~ RIS DFEE 5 M
Pregnancy, childbirth and the puerperium 000 - 3
099 “F 1 2 3
— LA A & SR SRR HEM 5 2 7
Certain conditions originating in the perinatal 13
period P00 - P96 2k 4 2 6
SR BEM 3 1 1 5
Congenital malformations, deformations and 11
chromosomal abnormalities Q00 - Q99 2k 3 1 1 1 6
FATEAHAVEEIR - SR R EARRR S L5
238 ” * 5HM 8 1 8 20 28 50 90 454 13 672
Symptoms, signs and abnormal clinical and 1366
laboratory findings not elsewhere classified R0O0 | +- F 5 1 8 15 12 20 632 1 694
- R99
INET HM 36 5 41 98 236 644 | 1028 | 3189 16 5293 8919
SUB TOTAL &L F 24 10 19 49 108 228 382 | 2802 4 3626
=t TOTAL 60 15 60 147 344 872 1410 | 5991 20 8919 8919
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2016 EESETHISME R REV BB 7 SRR tS B e
(FE— D HE K ERNSE AT R ERBECEE)
Annual Return of International Classification of Diseases Code
for External Causes of Deaths
(deaths requiring further investigation and more detailed death investigation reports) 2016

SRAMCI 4R  SUBJECT /CODE NO.

1. &5k

Accidents

i) SRS
Transport accidents

1 7 NMERCE RS M 215 (V01-V09)
Pedestrian injured in transport accident 72

2. Bl RS E S 325 (V10-V19)
Pedal cyclist injured in transport accident 12

3. BEEF LB LS BRI 25 (V20-V29)
Motorcycle rider injured in transport accident 3

4. ZEmREERBEECEEI M 25 (V30-V39)

Three-wheeled motor vehicle occupant injured in transport accident

5. AZEHEME B EIAESI 26 (V40-V49)

Car occupant injured in transport accident 13

6. A G H i BHEHEEEEI 25 (V50-V59)

Occupant of pick-up truck or van injured in transport accident

7. RS R BB ES M 215 (V60-V69)

Occupant of heavy transport vehicle injured in transport accident 8

8. B LB ARSI 25 (V70-VT79)
Bus occupant injured in transport accident 2

9. HAthrfoe EATIEESN (V80-V89)
Other land transport accidents

10. /K EAzzE4N (VO0-V94)
Water transport accidents 2

11. fize foR 228 st (V95-VIT)
Air and space transport accidents

12. HAth AR A5 BHMERATEES (V98-V99)
Other and unspecified transport accidents

i) BIMNZBHIH A MERE

Other external causes of accidental injury
1. B8 F (W00-W19)
Falls 42

2. FFE A Ay HISMI) ] (W20-WA9)

Exposure to inanimate mechanical forces 12

3. ZEENH LIS S] (W50-W64)

Exposure to animate mechanical forces 1
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4. BINEIER AL (W65-WT4)
Accidental drowning and submersion

5. HMifE KPR ATESMEN (WT75-W84)
Other accidental threats to breathing

6. FEEINEI - MRS Bl YRR SRR B SRER (W85-W99)
Exposure to electric current, radiation and extreme ambient air temperature and pressure

7. BRFHME - KROKE (X00-X09)
Exposure to smoke, fire and flames

8. PEEENTT K ENE (X10-X19)

Contact with heat and hot substances

9. Ml bR HIENEY) (X20-X29)

Contact with venomous animals and plants

10. ZEZEKEH AT E (X30-X39)
Exposure to forces of nature

11. HEEWE kR BENESYEREIL T FrEEHES M3 (X40-X49)

Accidental poisoning by and exposure to noxious substances

2. S EHITFE ST « BT RS ATE LV, (X50-X57)

Overexertion, travel and privation

13. EA MR R R B HAAE 1| R oARFE BRI R (X58-X59)

Accidental exposure to other and unspecified factors

I B EECRZENEE (X60-X84)

Intentional self-harm

111, BB (X85-Y09)
Assault

IV. REEEEBHIEM: (Y10-Y34)

Event of undetermined intent

V. BATHEREETE (Y35-Y36)

Legal intervention and operations of war

VI. B2 B K SRR B 1% IR A A SRV IR L

Complications of medical and surgical care

i) BEY) ~ BER R AEVYE TG R T EECR RRE (Y40-Y59)

Drugs, medicaments and biological substances causing adverse effects in therapeutic use

i) 5 AFERESZI VR B e BT B 215 52 (Y60-Y69)

Misadventures to patients during surgical and medical care

i) B2 KOG TR R T S AR R S SR R SR B R B R i (Y70-Y82)

Medical devices associated with adverse incidents in diagnostic and therapeutic use

iv) SN HoAt e R - B A HHPR B S e S 3R OHEE (FERRRTERP
WG K3 AR sE ) (Y83-Y84)

Surgical and other medical procedures as the cause of abnormal reaction of the patient, or
of later complication, without mention of misadventure at the time of the procedure

11

20

26

154

16

11
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VII. B RSB TRV MER R R SR (Y85-Y89)

Sequelae of external causes of morbidity and mortality

VI B R B9 RSB T Y-S TR R A R EVE B R % (Y90-Y98)
Supplementary factors related to causes of morbidity and mortality classified
elsewhere

IX. ERERGIRARRIBE (R IR A BRI AR (200-299)

Factors influencing health status and contact with health services

SRR EHHSET{E R

Unknown Cause of Mortality

HASER

Natural Cause

[Total 4&8]

40

172

629
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