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Part One

Coroners’ Report 2008



General

1. A total of 41,530 deaths were registered this year, which included a total

of 10,314 deaths reported to the Coroners. Figures for the last eight years are set

out below :
% Deaths
Total Deaths Deaths Reported Deaths Not Reported Reported
2001 33,305 7,733 25,572 23.2
2002 34,316 7,890 26,426 23.0
2003 36,421 9,315 27,106 25.6
2004 37,322 9,108 28,214 24.4
2005 38,683 9,506 29,177 24.6
2006 37,415 9,025 28,390 24.1
2007 39,963 9,422 30,541 23.6
2008 41,530 10,314 31,216 24.8
2. From the list we can see that the number of deaths 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 and 2008, so that the figure of 2008
Is over 25% of the 2001 figure. The number of deaths breaks the 40,000 mark

and the number of deaths reported to the Coroners also breaks the 10,000 mark.

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

14



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 the Coroner to exercise their
power and perform their 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 in accordance with the
International Classification of Disease Code as prescribed by the World Heath
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 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 detailed report by the Police typically takes 6 months to 1 year
or sometimes even longer to complete. Upon perusal of that report, and upon
considering all the 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 detailed death investigation report so that an inquest may

be held in due course.

6. The following table sets out the figures for the last 8 years as to how

reported deaths were dealt with :

15



Percentage

Deaths Further With  Without of Inquests
Reported Investigations Inquests  Jury Jury with Jury

2001 7,733 2,374 158 71 87 45%
2002 7,890 2,451 132 83 49 63%
2003 9,315 2,678 108 67 41 62%
2004 9,108 2,059 141 99 42 70%
2005 9,506 1,351 189 150 39 79%
2006 9,025 1,061 210 181 29 86%
2007 9,422 767 185 155 30 84%
2008 10,314 1,364 145 135 10 93%

7. From the table it is noted that the number of inquests ordered during this

year has decreased when compared to the figures in the past few years. There
Is increasing number of requests from family members or their legal
representatives that public inquests be held into the deaths of loved ones. Most
of those requests involved deaths connected with medical or surgical care and
were often made on a common misconception that the purpose of an inquest was
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
medical reports from independent 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 when necessary,

especially where it appears that useful recommendations might be made.
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Chambers Applications

8. In our previous reports we described the procedure by which grieving
family members may appear before the Coroners to apply for waiver of autopsy.
This is a very important task of a Coroner. These applications increased 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.

9. 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 conduct 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 felt cultural, religious, and other reasons as to why an autopsy should

not be performed.

10. Such application must be dealt with in a manner which is sensitive to the
concern of family members who are themselves attempting to deal with intense
emotional feelings of loss. On top of this, when 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, this is something

which is extremely difficult for many family members to accept.

11. 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 on the Coroners to find out the cause of death in respect of every

17



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 certified. However, in some cases because the deceased
has, for instance, limited medical history, there is no satisfactory medical
evidence upon which a pathologist may certify a cause of death. In such cases a
careful explanation to the family as to why an autopsy is required is necessary.

These applications for waiver of autopsy have continued to increase .

12. In recent years, upon the suggestion of the Coroners, the flow of medical
information between public hospitals and the Government 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.

13. 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 because very few of them like to see
the bodies of their beloved relatives having to go through such a procedure. The
Coroners therefore have to exercise their judicial discretion carefully on every
waiver application, taking into consideration all the relevant factors and

circumstances of the matter.

18



Accidental Death

14. The number of accidental deaths this year was 615 including 273 where
further investigation by the Police followed by a detailed death investigation

report is required. This is a significant decrease compared with past figures.

Suicide

15.  The number of suicides this year is 962, including 250 where further

investigation by the Police followed by a detailed death investigation report is

required. The number of men committing suicide is still much higher than that

of women, with the ratio being 588:374.

Occupational Deaths

16. There are only 10 occupational deaths this year, a sharp decrease from
last year and the previous years. This is of course a positive development and
we believe that one of the reasons is that various industries, in particular the
construction industry and the maritime industry, have adopted some of the

recommendations of the Coroners and the Jury.

Recommendations

17.  As in previous years, a wide variety of recommendations have been
made during the year, some of which have been accepted and put into effects.

Here are some of the recommendations made by the Coroners or the Jury :-
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(1)

(i1)

(iii)

When the crane was lifting up a sheet pile, the sheet pile fell off the

shackle and struck the worker

During sheet piling operation, a foreman must be present to supervise the

work.

The worker should check to ensure that the sheet pile is properly secured
every time after he secures the sheet pile with the shackle. After that a

foreman should check again to ensure that it is properly secured.

After the sheet pile is checked and confirmed to be properly secured,
everyone should stay 10 meters away from it before the operator of the

crane starts to lift the sheet up.

A four years old child fell into a landscaped pond in a public housing

gstate

The Housing Authority should set up a control mechanism to closely
monitor the procedures by which contracts are outsourced to

subcontractors, with clear written records maintained.

The Housing Authority should carry out studies to find ways to improve
the design of landscaped ponds and to install more safety devices to

prevent similar incidents from happening.

The Government should do more to educate parents on the importance

of taking proper care of their children.

The deceased walked into the rail track to commit suicide

The MTR Corporation should do more to promote the awareness of the

locations and use of “emergency train stop buttons” at the platforms so

20



(iv)

that the public can make proper use of the buttons to prevent similar

incidents or accidents from happening again.

There should be staff on duty at the lookout towers on the MTR
platforms at all times. The staff inside the lookout towers should give
warnings through the broadcasting system to anyone who trespass the

yellow lines at any time.

The manpower on the platforms of overhead stations should be increased
so that there will be more staff to do the supervision and give warnings

to anyone who trespasses the yellow lines.

Foreign domestic helper jumped to death

The Government should conduct comprehensive and systematic review
to ensure that foreign domestic helpers get suitable assistance and will

not find themselves in a helpless state.

Various promotion pamphlets on topics such as “Feeling Distressed” or
“Prevention of Suicide” should be published in the language of the

helpers, e.g. Thai, Indonesian.

Such pamphlets should be displayed in appropriate places, e.g. in
Immigration Department, employment agencies, consulates and housing

estate lobbies so as to make them available to anyone in need.

More should be done on the radio or television to promote the

availability of different kinds of counseling services for foreign helpers.

More education should be provided to both the employers and the

helpers to strengthen and improve their communication and interpersonal
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(v)

skills.

The spreader was lifted up before the container was fully released, the

container fell and struck the container truck driver

It should be clearly stipulated in the container yard that after the crane
operator has released the container and lifted the spreader up to a height
of two meters, he has to pause for a minute to ensure that the container is
completely released from the spreader before continues lifting the

spreader.

Alerting devices should be installed at the spreaders of the container yard
as soon as practicable so that when the twist locks are not completely
released from the container corner fittings, an alarm will be triggered to
stop the spreaders from going up any further.

The inspections specified in Paragraph 7.3.1 of the “Overhead Traveling
Crane Manufacturer’s Maintenance Manual” must be duly carried out.
‘Daily inspection’ means an inspection conducted daily and nothing else.
‘Prior to start operation’ means ‘prior to the commencement of each
shift’, and “after completion of the operation’ means “after completion of

each shift” and nothing else.

The Commissioner for Labour should consider revising the legislation
such that when an inspection on a hoisting device is carried out, a
checklist is compiled. It should be clearly stated in the checklist which
item is checked and the result of the check before Form 1, Form 3 or
Form 5 is issued. The checklist should be maintained at least until the

date for the next check and until a certificate is issued.
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(vi)

(vii)

(viii)

A fourteen year old died of un-diagnosed congenital metabolism defect

The Department of Health, the Hospital Authority, the Faculty of
Medicine of various universities and others concerned should carry out a
feasibility study to see whether universal check may be carried out on all

newborn babies for ‘congenital metabolism defect’.

Banksman hit by a reversing truck

Reversing warning devices, back-up lights, closed-circuit televisions and

ultrasonic detectors should be installed in goods vehicles.

The deceased who lived in infirmary home took leave to go out and rode

his wheelchair into the sea

First Ferry Company should make the following improvements:

(@) Provide more facilities for the disabled
(b) Set out guidelines and provide training for staff as to how to assist

the disabled taking the ferry.

The Cheshire Home in Sha Tin should make the following

improvements:

(@) When a patient makes a request to take leave out of the Home, the
Home should make proper assessment as to whether the patient

should be allowed to go out alone.

The Government should make the following improvement:

As an electric wheelchair can travel at a speed that is quite fast, it can
easily lead to an accident and pose risk to others, guidelines should be

made to govern the use of electric wheelchairs.
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(ix) Anold lady with dementia was hit when walking on rail track

Installation of closed-circuit television cameras:

(a) Cameras of closed-circuit televisions should be installed on the
walls at the two ends of the existing open platforms near the gates
so that the movements in the vicinity of those areas can be clearly
monitored.

(b) Under normal circumstances, the display panel will show the
activities at the two ends of the platforms near the gates/walls by
split screens. However when the alarm of the pressure mat is
triggered, the full screen of the display panel should show only that

end of the platform where the alarm is triggered.

Clear guidelines in respect of the “mechanism of dealing with pressure

mat alarms” should be laid down as follows:

The MTR Corporation should include typical cases in which triggering
Emergency Stop Switch (ESS) is a must and those cases in which not
triggering ESS is an option in procedure E2 “dealing with pressure mat
alarms” contained in Part E of the Guidelines for “dealing with platform

incidents”.

For example: When the station staff are not 100% sure as to why the
pressure mat alarms go off and under what circumstances they go off, the

ESS must be triggered.

On-site drills should be carried out regularly:

On-site drills should be carried out regularly at the stations, e.g. drills to
cope with the sounding of the alarms of the pressure mats, drills

involving a passenger trespassing the rail.
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(xi)

(xii)

Instructions as to the use of platform emergency plungers:

Clear instructions should be provided near platform emergency plungers
at all the platforms, to inform the passengers that they can stop a train by
pressing the plungers in case of an emergency. More detailed
information should also be provided to the passengers regarding the

penalty for the misuse of the plungers.

A sea going vessel moved away from the buoy when the mooring gang

was securing the anchor chain

Clear guidelines should be provided to harbour pilots and sailors at pilot
boats that before vessels come to a complete halt, they should not go

onto the buoys to carry out the task of securing the anchor chains.

A can of petrol placed besides the truck driver’s seat ignited.

More promotions should be done to educate drivers that keeping
flammable items such as petrol in their vehicles can lead to explosions or

fire. Drivers and passengers may suffer injuries or even death.

A sailor fell from a barge which was permanently moored to the shore

using aluminium ladder and string ladder for boarding and alighting

Immediate checks/inspections should be carried out on the boarding/
alighting facilities of the barges that are moored to the shore permanently.
If it is found that the such facilities is not safe, no activity should be
allowed on board of that barge, including prohibiting boarding and

alighting from the barge.
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(xiit) The anchor bolts securing the winch which hoisted a watertight crash

deck came off

Promotion, education and inspection should be strengthened by the
Labour Department so as to ensure that the construction industry fully
understands and strictly follows the statutory provisions that every time a
hoisting device is set up, it must first be tested by a registered

professional engineer before it can be used.

The Labour Department should consider passing laws to make it
mandatory for the work of setting up and installing a hoisting device to
be carried out by qualified staff under the supervision of a registered

professional engineer.

(xiv) Patient suffered from massive blood loss during operation

All private hospitals are required to establish and monitor a pre-arranged
and verified roster of suitably qualified surgeons and anaesthetists who
shall be on call to respond quickly to emergencies which may arise

during surgical operations.

Specific guidelines appropriate for life threatening situation such as loss

of blood should be introduced by all private hospitals.

Prevention for life threatening situations should be introduced well
before the starting of surgical operations, eg. massive bleeding should be
considered as a known risk in operations such as right adrenalectomy

and more units of cross-matched blood should be prepared.
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Conclusion

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

their duties, and have fulfilled their duties well.

19. We also like to thank the Chief Justice, the Chief Magistrate, and the
Judiciary Administration for their support, both in terms of resources and moral
support. We are also grateful to other government departments who has given
us immense support in terms of manpower and all other resources to help us to
investigate the deaths. These include but not limited to the Department of

Justice, the Hong Kong Police Force and the Government Laboratory.

20. 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.

21.  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.

22, 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 carried out autopsies and assisted us with evidence in court as well as with

responses to our more general telephone inquiries.
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23. The court interpreters, as usual, provide first class interpretation and

translations, both inside and outside Court.

24.  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 decrease in the number of fatal accidents is

the best proof. Both departments deserve a thank you from us.

Michael Chan, Esq. William Ng, Esq.

Coroner Coroner

June 2009
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Analysis of Deaths Reported to the Coroners

In 2008 there were 41,530 deaths registered, and there were 10,314
deaths reported to the Coroner.

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

TOTAL

Autopsy Orders 4243
Waivers of Autopsy 6071
Burial Orders 1619
Cremation Orders 8692
Further Death Investigation Reports Ordered 1364
Inquests held 145

Cases where recommendations are made 27

Of the 1364 further death investigation reports ordered in 2008, 762 of
which have not yet been returned from the Police as at 31.12.2008.

Of the 10,314 deaths reported in 2008, there are 196 cases of which the

causes of death are still pending over toxicological reports as at 31.12.2008.
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WERES W Rt
FIGURES IN PERCENTAGE TOTAL
S A B R
AUTOPSY ORDERED WAIVED 10314
4243 (41.14%) 6071 (58.86%)
O NN =2 NN
*j‘ﬁng i
CREMATION ORDER BURIAL ORDER 10314
8695 (84.30%) 1619 (15.70%)
- Hyd S g Wy FAEE
FURTHER DEATH NO FURTHER EEATH
INVESTIGATION REPORT INVESTIGATION REPORT 10314

1364 (13.22%)

8950 (86.78%)
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Number of Inquests Held With or Without a Jury

ARFEFER | RYARREEER | e
WI

H JURY HOUT JURY TOTAL

135 (93.10%) 10 (6.90%) 145
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TOTAL

*F1 Miscellaneous

* % Others

&3 Drowning

P95 H1 415+ Crashed by MTR

[l 1= (Z$7) Poisoning (Drug)

f'«?ﬁ.‘ s IE™ Falling from Height

=

fjfl’; Open Fire

AriFE 9t Vehicular Accidents

J % Fire

HigFE 9t Vehicular Accident
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[+

z = PR B 1 Struck by object
T C

c QO

-2 [E™ Falls

> O

g #)5 Electrocution

—

¥yt E<= Crushed by object

= 5F Injection

JHE[= #5 Surgical Operation

R 7

fE ™ Falls

i

2,

i (£147) Aspiration (Food)

[

%’Uﬁ‘}mu Cut or Puncture

&1 &7 Neoplasms

= Diseases of the genitourinary system

e L o [k

Infectious and parasitic disease

Analysis of Conclusions of Inquests and Nature of Deaths

[ —Fﬂﬁ&ﬁ Diseases of the respiratory system

THIARR —F%ﬁ&’ﬁ Diseases of the nervous system

i} it Diseases of the digestive system

PFi7BL 4 Diseases of the circulatory system

A R,

Diseases of blood and blood-forming organs

T Nature

FHH

\\erdict
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22

2

Suicide
EC I
Open
b

I

s

f

Unlawful Killing

FEabiS
Natural Causes
N )
Accidental Death
?7:;5/;7\ 3
Death by Misadventure
5 TOTAL
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A (AT

Z
Dependence on Drug
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el F R Y R A oI
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DRUGS +F 3 2 1 2 1 9
8k FiM
POISONS + F
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TR R
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CHHI ~ = g 1))
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ACCIDENTAL DEATHS (Home)
D) S
EXTRACT FROM ACCIDENTAL DEATH
CHEHI ~ = g 1))

(TYPE, AGE & SEX)

2008 % 1 F] 1[I - 2008 & 12 £| 31 [!
1ST JANUARY 2008 - 31ST DECEMBER 2008

#i50l AGE GROUPS e B
LSl g | 0 [ 0 [ 20 [30 a0 [rso [eo [0 T 13 | gup AT
TYPE OF ACCIDENT SEX to to to to to to to to Un- TotaL | TOTAL
9 19 29 39 49 | 59 69 known
3 (AP piM
ASPIRATION (FOOD) + F
3 (R PIM
ASPIRATION (FOREIGN BODY) ¥ F
R RIEINE S D) i M
MECHANICAL (SUFFOCATION) ¥ F
Py M
HANGING + F
BB FIM
STRUCK BY OBJECT ¥ F
CRUSHED BY LIFT FIM
WA [ ¥ F
EELIEES M
CRUSHED BY OBJECT + F
gL FIM 1 1 1 4
BURNS + F 1
A RNCIE D i M
CARBON MONOXIDE (BATHROOM) [ + F
~ S (R PIM
CARBON MONOXIDE (FIRE) +F
- BT CHPY) piM
CARBON MONOXIDE (OTHER) + F
g PIM 1 5
FALLS +F 1
g FiM
DROWNING ©F
iy e I M 1 1 1
ELECTROCUTION +F
HIETI Fi M
CUT OR PUNCTURE ¥ F
R M
FIREARMS + F
SR M
BLUNT FORCE ¥ F
B FIM 6 8 5 1 1 21 24
DRUGS +F 1 1 1 3
# 8k FIM
POISONS + F
i GPks) piM 1 1 1
POISON (ALCOHOL) ¥ F
YR I M
SURGICAL OPERATION ¥ F
Py FIM 1 1 3
OTHERS Y F 1 1
= I M 1 1 7 10 5 2 4 30 38
SUB TOTAL +F 1 2 1 1 3 8
M TOTAL 1 1 8 12 6 3 7 38 38
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BT R CREBELE)

ACCIDENTAL DEATHS (Mental)

B LI 5 2

EXTRACT FROM ACCIDENTAL DEATH

CHi)
(TYPE, AGE & SEX)

2008 &+ 1 F] 1 fF! - 2008 =+ 12 *] 31 }!
1ST JANUARY 2008 - 31ST DECEMBER 2008

i g )

T

F gt il AGE GROUPS

I pgy |0 10 | 20 [ 30 | 40 | 50 | 60 | .o | TF SUB HEt
TYPE OF ACCIDENT SEX to to to to to to to to Un- TotaL | TOTAL
9 19 29 39 49 | 59 69 known
(AP PIM 1 1 1 3 5
ASPIRATION (FOOD) + F 1 1 2
P (R PIM
ASPIRATION (FOREIGN BODY) + F
I (2R M
MECHANICAL (SUFFOCATION) & F
11\77“4 PIM
HANGING + F
PP (B FIM
STRUCK BY OBJECT + F
CRUSHED BY LIFT FIM
FLA| [ ¥ F
(rglEi PIM
CRUSHED BY OBJECT + F
e PIM 1 1 1
BURNS =
= & QGRED M
CARBON MONOXIDE (BATHROOM) | + F
= F R CFRD M
CARBON MONOXIDE (FIRE) + F
— TR (H ) b M
CARBON MONOXIDE (OTHER) + F
[ FIM 1 1 5
FALLS + F
o Y 1 L
DROWNING + F
g M
ELECTROCUTION + F
HIESTHI FIM
CUT OR PUNCTURE + F
o P
FIREARMS + F
Sy M
BLUNT FORCE + F
£ FIM 6 8 18 21
DRUGS +F 2 3
Sk FIM
POISONS + F
e M
THER,RPEUTIC + F
i (gD M
POISONS (ALCOHOL) ¥ F
GhR|= FIM
SURGICAL OPERATION +F
TP FIM 2 2 ’
OTHERS + F
= FIM 2 1 8 9 5 1 3 29 35
SUB TOTAL +F 3 1 1 6
MEF TOTAL 2 1 8 12 6 2 4 35 35
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Ay 7% CTIhEEs)
ACCIDENTAL DEATHS (Outdoor Activity)
ot L) S 3|
OM ACC|DEN AL DEATH
Fipll ~ = a1
( YPE, AGE&SEX)
2008 # 1 F| 1 f! - 2008 & 12 F] 31 [!I
1ST JANUARY 2008 - 31ST DECEMBER 2008

EXTRACT

i) AGE GROUPS

S— |5t =
I HE 0 10 20 30 40 60 T A
[ES
TYPE OF ACCIDENT [SE ﬁig o | 0| | | o [ |7 Uh | ore, | TOTAL
9 19 29 39 49 69 known

W FIM 1 1 1 2 1 6 6
SWIMMING +F
AR FIM
CANOEING +F
B FIM
BASKET BALL +F
A=Y Y
FOOTBALL +F
PR PiM
VOLLEY BALLS +F
B Y
DIVING +F
PSR PiM
BADMINTON +F
FyEp BIM
CRICKET +F
et FIM
HIGHJJMPING +F
B Fim
HORIZONTAL BAR +F
e FiM
JAVELIN +F
GOLF +F
FRoR FIM
BASEBALL +F
e B M
RUGBY +F
st FiM
DISCUS THROWING +F
3N FiM
RACING +F
ity M
ROLLING SKATE +F
S Pim
ROWING +F

sl #IM 1 1 1
EXCURSION +F
1 pEE FiMm
MOUNTAINEERING +F

RO ’ﬁﬂ%’l IFI’J piM 1 1 1
CYCLI +F

FIfL FIM 2 2 2
FISHING +F
B Ry FIM
Horse Riding +F
E‘Tﬂ H FiM
BOAT EXCURSION +F
TR [ S P M
WINDSURFING +F

Y FIM 1 1 2 )
Others +F

= FiM 2 1 2 1 3 3 12 12
SUB TOTAL +F

M TOTAL 2 1 2 1 3 3 12 12
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AT W3 (e [FPE )
ACCIDENTAL DEATHS (Hit by Falling Object)
R 19
EXTRACT FROM ACCIDENTAL DEATH
CHARI ~ = g 1D
(TYPE, AGE & SEX)
2008 = 1 ¥ 1 ! - 2008 = 12 *] 31 [!
1ST JANUARY 2008 - 31ST DECEMBER 2008

i1l AGE GROUPS

I

T R ] O [0 [0 [0 [ [5 [& 5 1F | sus A
TYPE OF ACCIDENT . to to to to to to to un- TOTAL
SEX to TOTAL
9 19 | 29 | 39 | 49 | 59 | 69 known
BFL i} M
BRICK +F
Tl piM
STONE +F
kil PiM 1 1 1
PLANK, WOODEN b F
T2 M
POT, FLOWER =
ViR FIM
AIR CONDITIONER +F
o FiM
BOTTLE +F
E3S FIM 1 1 1
FURNITURE +F
el 7IM 1 1 1
INSTRUMENT/TOOL b F
e Y
FRAME, WINDOW b F
Eres FIM
POLE, BAMBOO T F
490 () Pim
PLASTER, CEMENT =
% GELT)) Pim
PLASTER, MOSAIC +F
P piM
SIGNBOARD +F
AR FiM
LIFT T F
H SRS bM
HOARDING +F
Yy FIM 3 3 3
OTHERS T F
| 5t Y 1 5 6 6
SUB TOTAL +F
St TOTAL 1 5 6 6
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B LI g R
OCCUPATIONAL ACCIDENTAL DEATHS

CHETHI
(TYPE, AGE & SEX)

2008 # 1 F] 1 [ - 2008 & 12 £] 31 [I
1ST JANUARY 2008 - 31ST DECEMBER 2008

F g 1D

g5 1l AGE GROUPS ot
A9 A g | 10 [ 20 [30 [ 40 ['50 [60 [ o[ 17 SUB AT
TYPE OF ACCIDENT §ef<[ o | to |t |t |t |t | | U | q55 | TOTAL
19 | 29 | 39 | 49 | 59 | 69 known
B EA] piM 1 3 4 4
STRUCK BY OBJECT +F
B I M 1 1 2 )
CRUSHED BY OBJECT 4 E
= PIM
BURNS +E
- W HM
CARBON MONOXIDE +F
T EIM 1 1 2 )
FALLS +F
EIM 1 1
ELECTROCUTION vF !
b F
HiiA FiM 1 1 .
VEHICLE +F
| S biMm
LIFT +F
Y FiM
OTHERS +F
e EIM 1 1 3 5 10 10
SUB TOTAL +F
#4EF TOTAL 1 1 3 5 10 10
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Hty=d g >
ACCIDENTAL DEATHS *
(KR ~ = & 1 HD
(TYPE, AGE & SEX)
2008 & 1 F] 1 F! - 2008 =+ 12 *] 31 }!
1ST JANUARY 2008 - 31ST DECEMBER 2008

50 AGE GROUPS 5 o
A9 g | O [ 10 [ 20 [30 a0 Trso a0 [T 1 SUB A
TYPE OF ACCIDENT SEX to to to to to to to o Un- TotaL | TOTAL
9 19 29 39 49 59 69 known
CAaP) FiMm 1 1 2 2 5 22 33 62
ASPIRATION (FOOD) +F 4 2 23 29
7 (R FIM 1 1 1 3 7
ASPIRATION (FOREIGN BODY) +F 2 2 4
I (2R FIM
MECHANICAL (SUFFOCATION) +F
pwzj: PIM
HANGING +F
B[ ER 1 FIM 1 1 2 3
STRUCK BY OBJECT +F 1 1
| [ FIM
CRUSHED BY LIFT +F
PP RS FIM
CRUSHED BY OBJECT +F
e FiMm
BURNS +F
U N ED Fi M
CARBON MONOXIDE (BATHROOM) | ¢ F
~ SR (R FIM
CARBON MONOXIDE (FIRE) +F
— SUHE(E ) M
CARBON MONOXIDE (OTHER) +F
[E™ FIM 1 3 2 2 6 8 67 89 135
FALLS +F 1 2 43 46
Js = LY 1 1 6
DROWNING +F 1 1 1 2 5
iy R FIM 1 1 1
ELECTROCUTION +F
HIESTHI FIM
CUT OR PUNCTURE +F
s FIM
FIREARMS +F
S FIM
BLUNT FORCE +F
By FIM 9 24 20 14 3 2 72 77
DRUGS +F 1 3 1 5
3k FIM 1 5
POISONS +F 1 1
¥ Y 1
THERLPEUTIC +F 1 1
fhiE GPikg) Fi M 3 1 1 5 :
POISON (ALCOHOL) +F
YR FIM 1 1 2 8 12 19
SURGICAL OPERATION +F 1 1 5 7
Yy FiMm 2 1 1 2 7 13 24
OTHERS +F 1 2 8 11
Tt FiMm 1 1 13 35 27 25 21 109 232 342
SUB TOTAL +F 1 1 5 3 10 6 84 110
M TOTAL 1 2 14 40 30 35 27 | 193 342 342

* m@\[ A=l %@l e
without further investigation and detailed Jeath investigation report.
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5 - gk (g
HOMICIDES
CHERI ~ = e 1D
(TYPE, AGE & SEX)
2008 # 1 F] 1 [ - 2008 & 12 £] 31 [I
1ST JANUARY 2008 - 31ST DECEMBER 2008

- = &5 Ifl AGE GROUPS |
7+ gk 45T g | O ] 0 ] 20 [30] 4 [80]60 [ o[ 1# | sup |_reat
TYPE OF HOMICIDE e o | o || to| o] to Uh- TOTAL
SEX to TOTAL
9 | 19 [ 29 | 39 | 49 | 59 | 69 known
& M
FIREARMS +F
R B i BIM
POLICE INVOLVED FIREARMS T F
iy B M 8
STABBING +F | 1| 1 2 1] 2 1 8
£ S FiM 1 1 1 3 6
BLUNT FORCE ASSAULT +F 3 3
g Bl M 3
STRANGULATION +F 2 1 3
BT T R [ M
BURNS AND FIRE RELATED CARBON MONOXIDE | + F
el FiM 1
SUFFOCATION +F 1 1
W 1 Y
VEHICLE INVOLVED +F
g FIM
DROWNING +F
[T b M 1
BATTERED CHILD +F | 1 1
B Bl M
DRUGS =
fli FiM
POISONING +F
E[Fqﬂ?i [ Bl PiM 1 1 3
FALL/PUSHED FROM HIGHER LEVEL +F | 2 2
e BIM 1
OTHERS 4 F 1 1
e pim [ 1] 1 1|1 4 ’3
SUB TOTAL Y F 4 1 4 1 3 1 1 4 19
M TOTAL 5 2 4 2 4 1 1 4 23 23
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A P IR ORI R )
HOMICIDES (Mental)
SR 1R N
EXTRACT FROM HOMICIDE
CHARI ~ = g 1D
(TYPE, AGE & SEX)
2008 = 1 ¥ 1 ! - 2008 = 12 *] 31 [!
1ST JANUARY 2008 - 31ST DECEMBER 2008

i Jj| AGE GROUPS e B
i g | O] 10 [ 20 [30] 40 Tso [eo] 5[ 7 SUB HE
TYPE OF HOMICIDE SEX to to to to to to to to Un- TotaL | TOTAL
9 | 19 | 29 [ 39 | 49 | 59 | 69 known
s FiMm
FIREARMS +F
bR B i FiMm
POLICE INVOLVED FIREARMS +F
i ALY
STABBING *F
£ S ARV
BLUNT FORCE ASSAULT T F
= Y
STRANGULATION +F
S L piM
BURNS AND FIRE RELATED CARBON MONOXIDE [ ¢ F
ZEL FIM
SUFFOCATION +F
e L PIM
VEHICLE INVOLVED +F
oy FIM
DROWNING +F
R I Fim
BATTERED CHILD T F
B FiM
DRUGS +F
F A e FiM 1
PUSHED FROM HIGHER LEVEL TF | 1 1
H FiMm
OTHERS +F
= Y] L
SUB TOTAL +F | 1 1
FEF TOTAL 1 1 !
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FHIFE sy A

VEHICULAR ACCIDENTS *
CHI

D
(TYPE, AGE & SEX)
2008 # 1 F] 1 [l - 2008 & 12

F[ 31 [!
1ST JANUARY 2008 - 31ST DECEMBER 2008

@l AGE GROUPS

el ey | O | 10 [ 20 [ 30 [ 40 [50 [ 60 [ o [ 17 Sjui: AT
TYPE OF ACCIDENT o |||l |wo|o|w©]| ] U | ora | TOTAL
9 | 19 | 29 | 39 | 49 | 59 | 69 known
FEE PiMm 1 1 1
AUTO v. AUTO T F
YR R T FiM 1 1 1
AUTO v. BUS, TRUCK T F
R piM
AUTO v. TRAIN =
Y M 2 2 3
AUTO v. MOTORCYCLE +F 1 1
e E T § Pl M 1 4 1 1 7 9
AUTO OUT OF CONTROL +F 1 2
e FiM 1 [ 1 2 5
TRUCK v. TRUCK +F 1 1
CTE R B 1 1 )
TRUCK v. MOTOR CYCLE T F
CH/ETI‘}'\Q‘Hg FiMm 1 1 2 )
BUS/TRUCK OUT OF CONTROL T F
e M | 1 1|1 3 s
BICYCLE v. AUTO +F
S T 1 Y
BICYCLE v. TRUCK, BUS T F
RN Pl M 2 3 5 c
BICYCLE OUT OF CONTROL +F
5 S piM 1 1 4 7 15
PEDESTRIAN v. AUTO +F 1 1 4 8
im A BIM 1 1 1 6 10 17
PEDESTRIAN v. BUS +F 1 1 5 7
R FIM 1 1 2 3 9 17 2
PEDESTRIAN v. TRUCK T F 2 2 4 6 15
e FIM 1 1 2 2
PEDESTRIAN v. MOTORCYCLE +F
RS _I—EJ /) PIM 1 ! 2
PEDESTRIAN v. TRAIN/TRAM +F 1 1
R Pl M 3 1 1 1 6 6
MOTOR CYCLE OUT OF CONTROL | ¢ F
o i FIM 1 2 3 6 9
OTHER COMBINATIONS +F 1 2 3
= YRR 4 [ 10 8 8 |12 ] 7 23 73 11
SUB TOTAL +F 1 6 2 1 4 8 16 38
M TOTAL 1 5 16 10 9 16 15 39 111 111

NP wﬁfg‘, LF:A’E;T\EW!LE{ A

with further investigation and detai

{ed death investigation report
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2008 &+ 1 k] 1 [l - 2008 &+ 12 *] 31 !
1ST JANUARY 2008 - 31ST DECEMBER 2008

Frim R R
VEHICLE ACCIDENTS
CHIP AL~ = g 1D
(POSITION IN VEHICLE, AGE & SEX)

B o e e O B R L B
i sex | DRIVER | DRIVER | PASSEN- | PEDES- | MOTOR | OTHE SUB A
(Veh.) (Bike) GER | TRIAN | CYCLIST | POSITION | ToTAL | TOTAL
BIM 1 1
O0to9 1
+ F
PiM 1 3 4
1010 19 5
+ F 1 1
FIM 3 3 1 3 10
20 t0 29 16
+F 2 4 6
BIM 1 3 3 1 8
30 t0 39 10
+ F 2 2
BIM 2 2 2 2 8
40 to 49 9
+ F 1 1
FIM 3 2 1 5 1 12
50 to 59 16
b F 4 4
FIM 1 1 5 7
60 to 69 15
+ F 1 7 8
BIM 3 20 23
70to 39
+ F 16 16
PIM
UNKNOWN
+ F
5 FiM 10 9 5 39 9 1 73
SUB 111
TOTAL | ¢ F 6 32 38
At
TOTAL 10 9 11 71 9 1 111 111
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ORI 1 % 0T 4
BLOOD ALCOHOL LEVEL IN VEHICULAR ACCIDENTS
2008 F 1 5] 1}1-2008F 12 ] 31 |!
1ST JANUARY 2008 - 31ST DECEMBER 2008

LT el I O T N A I 5 U Nt O I
BLOOD ALCOHOL DRIVER DRIVER | PASSEN- | PEDES- MOTOR OTHER TOTAL
LEVEL (Veh.) (Bike) GER TRIAN CYCLIST POSITION

Y S
NOT TESTED

i

NEGATIVE

L4k
POSITIVE

0-50 %
0-50 mg

51 - 100 £l
51-100 mg

101 - 150 Z+ i
101 - 150 mg

151 - 200 Z+ i
151 - 200 mg

201 - 250 %7l
1 1
201 - 250 mg

251 - 300 2
251 - 300 mg

301 - 350 i
301 - 350 mg

351 @»‘ph ﬁ‘)”f
351 and over

IR
TOTAL TESTS 1 4 8 34 ! ! 65

[EE$1
TOTAL CASES 11 9 11 71 8 1 111
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B ) S WA L 3TIRT = Fb st
BLOOD ALCOHOL LEVEL IN VEHICULAR ACCIDENTS
(6553 1))
(As to Ages)
1ST JANUARY 2008 - 31ST DECEMBER 2008
2008 F 1 F] 1}!-2008 = 12 F| 31 !

‘J%‘ﬁﬂﬁ #r AGE OF VICTIM

IR O BT 0 10 20 30 40 50 60

BLOOD ALCOHOL LEVEL to to to to to to to

9 19 29 39 49 59 69

70
to

Un-
known

il
TOTAL

Bt
NOT TESTED 3 5 1 3 5 7

22

46

NEGATIVE 1 5 6 3 10 6

15

46

L4k
POSITIVE

0-50 2+l
0-50mg 2 4 2 2 1 2

15

51 - 100 i
51 - 100 mg 2 1

101 - 150 Z+Jl
101 - 150 mg

151 - 200 % i
151 - 200 mg

201 - 250 Zx i
201 - 250 mg 1

251 - 300 2
251 - 300 mg

301 - 350 i
301 - 350 mg

351 Qv‘ph ﬁ‘}J\}f
351 and over

IS
TOTAL TESTS 1 2 11 9 6 1 8

17

65

[EEEe
TOTAL CASES

39

111
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Hi iﬁ e E Y g *
VEHICULAR ACCIDENTS *
CHRI ~ = s TR
(TYPE, AGE & SEX)
2008 # 1 F] 1 [ - 2008 & 12 £] 31 [I
1ST JANUARY 2008 - 31ST DECEMBER 2008

= @50 | AGE GROUPS

R 'Jﬁ' SHi=
A9t A wip | 0 [ ] 2 [0 | a0 s [ e [ pE | sus AT
TYPE OF ACCIDENT sex | 1 to to to to to to o Un- | totaL | TOTAL
9 19 | 29 | 39 49 | 59 69 known
FEER FIM 1 1 1
AUTO v. AUTO +F
P @ e M 1 1 )
AUTO v. BUS, TRUCK + F 1 1
R #iM
AUTO v. TRAIN + F
YR M 1 1 1
AUTO v. MOTORCYCLE + F
SRS p{g 1M 1 1 1
AUTO OUT OF C {\ITROL + F
ETHE T M 1 1 1
TRUCK v. TRUCK + F
CTH R M
TRUCK v. MOTOR CYCLE +F
“i4 e {su}ig PiMm
BUS/TRUCK OUT OF CONTROL + F
HHEs FIM
BICYCLE v. AUTO +F
S Ty WM 1 1 1
BICYCLE v. TRUCK, BUS + F
HEIEE) p{g FiMm 1
BICYCLE OUT OF CONTROL +F 1 1
7 Y 1 1 3 1 5 11 19
PEDESTRIAN v. AUTO Y F 1 1 1 5 8
m oA PIM 2 2 5
PEDESTRIAN v. BUS © F 1 2 3
A M 1 i I > 9
PEDESTRIAN v. TRUCK + F 1 2 1 4
A M ! ! 1
PEDESTRIAN v. MOTORCYCLE + F
SRS WA=l b M 1 1 )
PEDESTRIAN v. TRAIN/TRAM + F 1 1
EHHER A ] 1M 3 1 4 6
MOTOR CYCLE OUT OF CONTROL | + 1 1 5
H R FiM 1 2 1 4 5
OTHER COMBINATIONS +F 1 1
e FiM 1 1 5 4 5 7 2 9 34 -
SUB TOTAL +F 1 2 5 1 2 10 21
WSt TOTAL 1 2 7 9 5 8 4 19 55 55

* Hjﬁ.ﬁﬁ[ugmﬁgggl Ajﬁﬁ ]

without further investigation and detalled Jeath investigation report.
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DRUG QEEIJ_%'F

Iﬂ(']f"‘—d
EXTRACT FROM ACCI ENTAL DEATHS SUICID

wy=d [HR

ED DEATHS
FIER R H

N TR
EI\PD ﬁDETERMINED INTENT

01/01/2008 - 31/12/2008

= HR]
CLASSIFICATION OF DEATH

B #@52 Hll Age Groups

T

Sex

0
to
9

10
to
19

20
to
29

30
to
39

40
to
49

50
to
59

60
to
69

70
to

s
known

SUB
TOTAL

HE
TOTAL

XA40 7RG SR B ~ BRI Bk
T hE b%ﬁ}“—ﬁﬁ:ﬂ%%%

Accidental poisoning by and exposure to
nonopioid analgesics, antipyretics and
antirheumatics

X60 2 TR STt » LA A
E’Jﬁl Fid; ki /@Af?ﬁgﬁ:@

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

Y10 ZE7EA, 8 J‘P" SEF IR S4Bk
F[[%‘ b:ﬁj\i}“—ﬁ F:J?i;lzﬁ’ffﬂ H%JTIT P,gnLFIJ
Poisoning by and exposure to nonopioid
analgesics, antipyretics and antirheumatics,
undetermined intent

(e.0. ~HHRESH Salicylates)

AR

I M

Xa1 A - G MR - SRR
FISE R BB 1 %J'J
FRIEED TS P

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

X61 it - ﬂﬁlﬁf‘ﬂ-léﬁ%ﬁ W%@ﬁ”ﬁ“@%‘
FIEkE e Jﬁ?f RE Sl JFLS!J%ME 13 bfﬁ}
FRIBED SRR PR

Fntentlonal self-poisoning by and exposure to
antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs, not
elsewhere classified

YLL SR - SI- IS - SR
FLISSPRE T E By SEPIpp 1 2 1 @Aﬁ;
B> lﬁmi%hi L (NS
Poisoning by and exposure to antiepileptic,
sedative-hypnotic, antiparkinsonism and
psychotropic drugs, not elsewhere classified

AR

I M

10

XA2 PR R 5 2B IR 1 2 gl
w7 I?ﬁ% BP0 PR P

Accidental poisoning by and exposure to
narcotics and psychodysleptics [hallucinogens],
not elsewhere classified

X62 ﬁ{ﬁ“ B PSR 1 Bl
H? I?Zi?g SEPy > SR P

Intentional self-poisoning by and exposure to
narcotics and psychodysleptics [hallucinogens],
not elsewhere classified

Y12 A LB [ 1 b%jl CZ

FRIBE R P %&ﬁgﬁ Feigu
E’msonlng by and exposure to narcotics and
psychodysleptics [hallucinogens], not elsewhere
classified, undetermined intent

33

20

21

86

93

AR

+F
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= 57 Bl Age Groups e
3= HR pepp | O [0 [20] 30 [ra0 50 T60 [ @ | gfp R
CLASSIFICATION OF DEATH = to | to | to to to to to un- TOTAL
Sex | 9 |19 |29 | 39 | 49 | 59 | 69 | © | known | 'OTAL

XA3 (=R B 12 WS AR E IR | 5 M 1 1

AERE e S 1
Acciden al poisoning by and exposure to other
drugs acting on the autonomic nervous system tF
X%Iwﬂ?E“$%:4ﬁ$ﬂﬂ%%?$¢¢& Y

F1a R R S S s

Intentional self-poisoning by and exposure to 1
other drugs acting on the autonomic nervous +F 1 1
system
Y13 B HF 12 AT A page 1)

S A T HM
Poisoning by and exposure to other drugs acting
on the autonomic nervous system, undetermined +F

intent
X44 E fyF G ﬁf’,g SE S TES ?J@Fﬁ[ ‘
pﬂﬂﬂ%b%%ﬁ%ﬁﬁ‘ bIM
Accidental poisoning by and exposure to other 4
and unspecified drugs, medicaments and 4 F 1 2 1 4
biological substances
X64 E A IF gt"lp SR~ BRI Pug i

wﬁﬁpﬁbgﬁﬁﬁ@%ﬁ. i | pm 1 1
Intentional self-poisoning by and exposure to 4
other and unspecified drugs, medicaments and + F 1 1 1 3

biological substances
Y14 8 (AT R PR |y : : ;

AN @i/\:}kl%#ﬂ ) @’Lq&ﬂﬁ FE—L 5]

Poisoning by and exposure to other and 5
unspecified drugs, medicaments and biological + F 1 1 2
substances, undetermined intent
X5 JFBOEN 12 1 B B o 2|2 ' S
Accidental poisoning by and exposure to alcohol b E
X65 L iEH Jﬁ?ﬁnﬁ ETRE2 8= el FIM

Intentional self-poisoning by and exposure to
alcohol + F
Y15 U 2 W BB R B |
et

Poisoning by and exposure to alcohol, +E

undetermined intent

E Pl S

Other poisoning

X46 LM L PP |
ORI 13 0 LS S RIPITT 1 ’

Accidental poisoning by and exposure to organic
solvents and halogenated hydrocarbons and their | 4
vapours

X66 F| Fﬁéﬁﬂﬂ*ﬂ P[5 W IR RTROTT | pyg
F” HUE b%l@ Sﬁfgl%@’r/j L?g
Intentlonal self- p0|son|ng by and exposure to
organic solvents and halogenated hydrocarbons
and their vapours
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B #55 Hll Age Groups

3= HR pepp | O [0 [20] 30 Ta0 50 80 T SJJEF R
CLASSIFICATION OF DEATH Wl to | to|to| to | to]| to] to Un- | totaL | TOTAL

Sex | 9 | 19 | 29| 39 | 49 | 59 | 69 | © | known

M L AN AR A
[OF| v 2 BT IR R TR 2
=

Poisoning by and exposure to organic solvents
and halogenated hydrocarbons and their vapours, | ¢ F
undetermined intent

X48 B%ffg% I 1y S AR FIM

Accidental poisoning by and exposure to

pesticides tF

X68 [55 5 ]| IJPJﬂL Fi L%Jg%;#ayz;lw@r‘r I M 1 1 2

Intentio aI self-poisoning by and exposure to 3
pesticides Y F 1 1

VBRSO 12 2 AT FIPAT - B | g
T FE*—EJ

Poisoning by and exposure to pesticides,
undetermined intent *F

X49 E lﬂjﬁlaf\:[éjf’puf (BE ﬁff[’ﬂff[[
ﬁHﬁbb%%#?@%g
Accidental poisoning by and exposure to other
and unspecified chemicals and noxious
substances

X69 H 9 IF ﬁf‘,p Sike Ff[} B"EJ :F{fl‘f{’afﬁ[[,pfjﬁrr
HEIE bﬁ;%ﬁ“ﬁ,tg%%

Intentional self-poisoning by and exposure to 1
other and unspecified chemicals and noxious +F
substances

Y19 E lﬂjﬁlsﬁﬁf‘,p”’“ﬂ Fﬁ[}ﬂy £ ifPJFf FIFl
= bﬁ;%ﬁ”i}ﬁl%ﬁ ) mgm FE—L 5]
Poisoning by and exposure to other and
unspecified chemicals and noxious substances, +E
undetermined intent

YA REHIEI S » S5 T LB | pi M
HjiE

Psychotropic drugs, causing adverse effects in + E
therapeutic use

= 8 |3 | 28| 25| 4 | 7 107
SUB TOTAL 11181 7 5 9 2 | 3 36

143

At
TOTAL 1 1|16 42 | 33 | 34 | 6 | 10 143 143
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2008 =+

PRy Ppog=d W
DEATHS FROM NATURAL CAUSES
CHHI ~
(TYPE, AGE & SEX)

15/ 1F -2008 & 12

- &le [iH”

F[ 31 !

1ST JANUARY 2008 - 31ST DECEMBER 2008

RSl g | O [T 0 [ 20 | 50 | & 20 | 17 | sus | | g | WG
TYPE OF ACCIDENT il to to to to to to to UE_ TOTAL | Autopsy | TOTAL
SEX to TOTAL :
9 19 29 39 49 59 69 known Waived
O A & P8 [y FiM 1|1 5 17 | 28 | 19 | 102 173 125
Infectious and parasitic disease 278 208
A00.0 - B99.9 v F 3 2 3 6 10 11 70 105 83
5 NV 1| 11 | 34 | 84 | 90 | 277 498 425
Neoplasms 782 677
C00 - D48.9 +F 2 7 24 40 38 173 284 252
A R v 1] 4 6 2
Diseases of blood and bIood -forming organs 10 6
D50 - D89.9 tF 4 4 4
[F1539% ~ FPEAFIR OB Rl JH{’{* ‘
1594 36 TJ PIM 2 1 1 8 13 31 56 51
Endocrine, nutritional and metabolic diseases 122 113
and immunity disorders +F 2 2 5 2 55 66 62
E00.0 - E90.9
TSR FiM 2 3 2 25 32 28
Mental and behave disorders 71 67
F00.0 - F99.9 +F 1 38 39 39
fii P WE PIM 2 2 4 3 4 4 5 21 45 32
Diseases of the nervous system : 86 64
G00.0 - G99.9 v F 2 1 3 1 2 3 1 28 41 32
AR FiM
Diseases of the eye and adnexa
H00.0 - H59.9 +F
. {ﬁﬁ;ﬁ&ﬁ PIM 3 6 14 37 151 333 404 1491 1 2440 1385
Diseases of the circulatory system 4293 2739
100.0 - 199.9 +F 2 2 10 12 52 83 109 1582 1 1853 1354
_ P RO piMm| 6 | 2 | 4| 14 | 25| 76 |18 66 | 2 923 620
Diseases of the respiratory system 1315 908
100.0 - 199.9 +F| 1 2 | 2 3 13 | 14 | 27 330 392 288
T Ay FIM 2 | 1| 9 | 14 | 38 | a7 | 175 286 175
Diseases of the digestive system 431 273
K00.0 - K93.9 T F 1 4 6 8 17 109 145 98
PERTHING ™ 2Ty FiMm 1 2 | 1 2 6 4
Diseases of the skin and subcutaneous tissue [— 10 6
1.00.0 - L99.9 v F 4 4 2
A AR AR T FIM 1 1] o4 |1 4 11 8
Diseases of the musculoskeletal system 18 13
and connective tissue .
M00.0 - M99.9 v F 1 1 2 3 7 5
S | M| 1 1 | 10| 13| 17| 64 106 99
Diseases of the genitourinary system 212 197
NO00.0 - N99.9 Y F 1 4 9 13 79 106 98
[ ~ O3B i R EIM 1 1 2 1
Pregnancy, child-birth and the puerperium 7 3
000.0 - 099.9 YF |2 2 1 5 2
—/\Lli ,Iglqu AN }
UYL T R T R FiM | 3 1 4 3
Certain conditions originating in the 8 3
perinatal period
P00.0 - P96.9 R 2 2 4
LA PIM | 6 1|1 1 3 12 4
Congenital anomalies 20 10
Q00.0 - Q99.9 Y F 2 1 2 1 2 8 6
TR B R [
& 5;?;;; ﬁjﬁ + piM 1 3 6 14 29 53 48 262 17 433 169
Symptoms, signs and abnormal clinical and 820 488
laborating findings not elsewhere classified +F 9 2 3 6 6 7 9 342 3 387 319
R00.0 - R99.9
= ﬁ[g;ﬂr T Flgys‘{vr{] FIM
Diseases of the ear and mastoid process v
H60.0-H95.9 tF
o= piM | 23 | 16 | 35 99 289 | 646 | 768 | 3135 22 5033 3131
SuB JTECIj—TAL 8483 SUE
Y F 24 9 22 44 118 181 227 2819 6 3450 2644
W TOTAL 47 | 25 | 57 | 143 | 407 | 827 | 995 | 5954 28 8483 8483 5775 5775
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ST U9t BRI 5 i A
(Ep&- Wt E%%E"’f{f ?ﬂ‘l )
Annual Return of International Classification o? Diseases Codes
for External Causes of Deaths
(with further investigation and detailed death investigation report)

TQ@/[*@E?’?}?“F SUBJECT /CODE NO.

9t
Accidents
) E
Transport accidents
1. = *&gﬁﬁgﬁyﬁhﬁiﬁ (V01-V09)
Pedestrian injured in transport accident

2. R CE S EROT 5 (V10-V19)

Pedal cyclist injured in transport accident

3. R B 10 1 (V20-V29)
Motorcycle rider injured in transport accident

4. = WIS R 05 (V30-V39)
Motorcycle rider injured in transport accident

5. AR P H L 1705 (V40-V49)
Car occupant injured in transport accident

6. AN A A T I H RO e 5 (VS0-V59)
Occupant of pick-up truck or van injured in transport accident

7. EIRLEE (R T EE 6 (V60-V69)
Occupant of heavy transport vehicle injured in transport accident

8“4 it IRl 10 5 (V70-V79)
Bus occupant injured in transport accident

9. H FB@_F{EJW’GH (\V80-Vv89)
Other land transport accidents

10. - EiErE T (V90-V94)
Water transport accidents

11, e N2t (V95-VT)
Air and space transport accidents
12. 1[0 AP L (V98-V99)
Other and unspecified transport accident
i) EG O ERVE P R
Other external causes of accidental injury

1. [#F™* (WO00-W19)
Falls

2. GEECEE OS] (W20-W49)
E[;posure to inanimate mechanical forces

71

10

11

11

73

13
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TQ@/H’F’% Hi7E  SUBJECT /CODE NO.

VI)

3. %ng ~E [Ej ﬁ put Pafes]s (W50-W64)
Exposure to animate mechanical forces

4. HyhEgeRiBTE (W65-WT4)
Accidental drowning and submersion

5. EFIEG MPERAYET IR (W75-W84)
Other accidental threats to breathing

6. BT ~ [IF A B S R e S (W85-W99)
xposure to electric current radiation and extreme ambient air temperature and
pressure

LA~ ) 79[ 45 (X00-X09)
E[;posure to smoke, fire and flames

8. ]S E PP (X10-X19)
Contact with heat and hot substances

9. Y i AT (X20-X29)
Contact with venomous animals and plants

10. iﬁ%ﬁ{ FISRT & (X30-X39)
X

posure to forces of nature

11. ]Ell E f}*ﬂ?“rb%l }%EN‘ ﬁfﬁﬂ?ﬁ‘gu]?y]}ﬂ R AV L) (X40-X49)
Acmdfental p0|son|ng by and exposure to noxious substances

12. SPRGE DT~ (NS R & if'[ Ué‘jﬂ{ (X50-X57)
Overexertlon travel and privation

13, HIH Bl PRI A RV 3 (X58-X59)
Accidental exposure to other and unspecified factors

URIE s O E] Fﬁ (X60-X84)

tentlonal self-harm

B (X85-Y09)

Assault

FFECARPYE fF (Y10-Y34)

Event of undetermined intent
[ £ R EE .?E:*J (Y35-Y36)

egal intervention and operations of war

BoBR e NRFEER RIS ;‘%”[iﬁéﬁftfl il

Complications of medical and surgical care

i) Bty ~ Bl 4 ?JW"?F P R WS (Y40-Y59)
Drugs, medicaments and blologlcal substances causing adverse effects in therapeutic
use

i) R R R e PR RBEE S (Y60-Y69)

Misadventures to patients during surgical and medical care

18

17

10

109

220

23

32
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TQ@/[*@E?@?“F SUBJECT /CODE NO.

i) S G R 1 2 1 2 e AT R ) (Y70-Y82)
Medical devices associated with adverse incidents in diagnostic and therapeutic use
V) PR PR TR T SRS Ty i L e (75 %) Fj‘x%ﬁ% g
R AR B E ) (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

Vi ELUFJH'?“{T A9 T Y PRIpY f"é’zﬁﬂﬁ (YY85-Y89)
Sequelae of external causes of morbidity and mortality

VI Z2 55 Ikt P o i o gd Elfiﬁfﬁssf'd“sjﬁﬁfmﬁj??ﬁdi (Y90-Y98) B
Supplementary factors related to causes of morbidity and mortality classified elsewhere

FENTRETE R
Unknown Cause of Mortality

F IR
Natural Cause

[Total R&EF]

252

152

1069

62
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	(i) When the crane was lifting up a sheet pile, the sheet pile fell off the shackle and struck the worker
	(ii) A four years old child fell into a landscaped pond in a public housing estate
	The Housing Authority should  set up a control mechanism to closely monitor the procedures by which contracts are outsourced to subcontractors, with clear written records maintained.
	The Housing Authority should  carry out studies to find ways to improve the design of landscaped ponds and to install more safety devices to prevent similar incidents from happening.
	The Government should  do more to educate parents on the importance of taking proper care of their children.
	(iii) The deceased walked into the rail track to commit suicide
	The MTR Corporation should do more to promote the awareness of the locations and use of “emergency train stop buttons” at the platforms so that the public can make proper use of the buttons to prevent similar incidents or accidents from happening again.
	There should be staff on duty at the lookout towers on the MTR platforms at all times. The staff inside the lookout towers should give warnings through the broadcasting system to anyone who trespass the yellow lines at any time.
	The manpower on the platforms of overhead stations should be increased so that there will be more staff to do the supervision and give warnings to anyone who trespasses the yellow lines.
	(iv) Foreign domestic helper jumped to death
	The Government should conduct comprehensive and systematic review to ensure that foreign domestic helpers get suitable assistance and will not find themselves in a helpless state.
	Various promotion pamphlets on topics such as “Feeling Distressed” or “Prevention of Suicide” should be published in the language of the helpers, e.g. Thai, Indonesian. 
	Such pamphlets should be displayed in appropriate places, e.g. in Immigration Department, employment agencies, consulates and housing estate lobbies so as to make them available to anyone in need.
	More should be done on the radio or television to promote the availability of different kinds of counseling services for foreign helpers.
	More education should be provided to both the employers and the helpers to strengthen and improve their communication and interpersonal skills.
	(v) The spreader was lifted up before the container was fully released, the container fell and struck the container truck driver
	It should be clearly stipulated in the container yard that after the crane operator has released the container and lifted the spreader up to a height of two meters, he has to pause for a minute to ensure that the container is completely released from the spreader before continues lifting the spreader.
	Alerting devices should be installed at the spreaders of the container yard as soon as practicable so that when the twist locks are not completely released from the container corner fittings, an alarm will be triggered to stop the spreaders from going up any further.
	The inspections specified in Paragraph 7.3.1 of the “Overhead Traveling Crane Manufacturer’s Maintenance Manual” must be duly carried out. ‘Daily inspection’ means an inspection conducted daily and nothing else. ‘Prior to start operation’ means ‘prior to the commencement of each shift’, and ‘after completion of the operation’ means ‘after completion of each shift’ and nothing else.
	The Commissioner for Labour should consider revising the legislation such that when an inspection on a hoisting device is carried out, a checklist is compiled. It should be clearly stated in the checklist which item is checked and the result of the check before Form 1, Form 3 or Form 5 is issued. The checklist should be maintained at least until the date for the next check and until a certificate is issued.
	(vi) A fourteen year old died of un-diagnosed congenital metabolism defect
	The Department of Health, the Hospital Authority, the Faculty of Medicine of various universities and others concerned should  carry out a feasibility study to see whether universal check may be carried out on all newborn babies for ‘congenital metabolism defect’.
	(vii) Banksman hit by a reversing truck
	Reversing warning devices, back-up lights, closed-circuit televisions and ultrasonic detectors should be installed in goods vehicles.
	(viii) The deceased who lived in infirmary home took leave to go out and rode his wheelchair into the sea
	First Ferry Company should make the following improvements:
	The Cheshire Home in Sha Tin should make the following improvements:
	The Government should make the following improvement:
	As an electric wheelchair can travel at a speed that is quite fast, it can easily lead to an accident and pose risk to others, guidelines should be made to govern the use of electric wheelchairs.
	(ix) An old lady with dementia was hit when walking on rail track
	Installation of closed-circuit television cameras:
	Clear guidelines in respect of the “mechanism of dealing with pressure mat alarms” should be laid down as follows:
	The MTR Corporation should include typical cases in which triggering Emergency Stop Switch (ESS) is a must and those cases in which not triggering ESS is an option in procedure E2 “dealing with pressure mat alarms” contained in Part E of the Guidelines for “dealing with platform incidents”.
	For example: When the station staff are not 100% sure as to why the pressure mat alarms go off and under what circumstances they go off, the ESS must be triggered. 
	On-site drills should be carried out regularly at the stations, e.g. drills to cope with the sounding of the alarms of the pressure mats, drills involving a passenger trespassing the rail.
	Instructions as to the use of platform emergency plungers：
	Clear instructions should be provided near platform emergency plungers at all the platforms, to inform the passengers that they can stop a train by pressing the plungers in case of an emergency. More detailed information should also be provided to the passengers regarding the penalty for the misuse of the plungers.
	(x) A sea going vessel moved away from the buoy when the mooring gang was securing the anchor chain
	Clear guidelines should be provided to harbour pilots and sailors at pilot boats that before vessels come to a complete halt, they should not go onto the buoys to carry out the task of securing the anchor chains.
	(xi) A can of petrol placed besides the truck driver’s seat ignited.
	More promotions should be done to educate drivers that keeping flammable items such as petrol in their vehicles can lead to explosions or fire. Drivers and passengers may suffer injuries or even death.
	(xii) A sailor fell from a barge which was permanently moored to the shore using aluminium ladder and string ladder for boarding and alighting
	Immediate checks/inspections should be carried out on the boarding/ alighting facilities of the barges that are moored to the shore permanently.  If it is found that the such facilities is not safe, no activity should be allowed on board of that barge, including prohibiting boarding and alighting from the barge.
	(xiii) The anchor bolts securing the winch which hoisted a watertight crash deck came off
	Promotion, education and inspection should be strengthened by the Labour Department so as to ensure that the construction industry fully understands and strictly follows the statutory provisions that every time a hoisting device is set up, it must first be tested by a registered professional engineer before it can be used.
	The Labour Department should consider passing laws to make it mandatory for the work of setting up and installing a hoisting device to be carried out by qualified staff under the supervision of a registered professional engineer.
	(xiv) Patient suffered from massive blood loss during operation
	All private hospitals are required to establish and monitor a pre-arranged and verified roster of suitably qualified surgeons and anaesthetists who shall be on call to respond quickly to emergencies which may arise during surgical operations.
	Specific guidelines appropriate for life threatening situation such as loss of blood should be introduced by all private hospitals.
	Prevention for life threatening situations should be introduced well before the starting of surgical operations, eg. massive bleeding should be considered as a known risk in operations such as  right adrenalectomy and more units of cross-matched blood should be prepared.
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