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Part One

Coroners’ Report 2024



Number of Deaths on a Rising Trend

1. A total of 52,366 deaths were registered this year, and a total of 12,281

deaths were reported to the Coroners. Figures for the last 24 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
2017 45,883 10,768
2018 47,479 10,976
2019 48,706 11,168
2020 50,653 12,680
2021 51,536 12,694
2022 61,557 17,193
2023 56,776 12,996
2024 52,366 12,281
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2. From the list above we can see that the number of deaths registered
increased year by year from 2001 to 2005. The trend showed a slight downturn
in 2006. The figures in the past 16 years, between 2007 and 2022, show a mixed
uptrend. The number of deaths registered and the number of cases reported to
Coroners in 2024 have dropped as compared with the figures of 2023, with the

number of deaths reported to Coroners decreasing by 5%.

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
determine that the investigation carried out by the Police has provided 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 are clear and there is no suspicion, we will assign a classification code
to the death 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. Notwithstanding the preliminary view of the Police on the absence of
suspicion in a death, if we consider that further investigation of the death is
necessary, we will inform the Police to carry out relevant investigations and to
submit a more detailed death investigation report. 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 6-12 months or longer in some cases. Upon perusal of that report, and upon
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considering all the circumstances of the case, we will determine 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 will 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 Inquests

the Coroners Investigations  Held
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
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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 24 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%



2017 10,768 1,128 117 112 5 96%

2018 10,976 1,083 161 152 9 94%
2019 11,168 1,047 130 114 16 88%
2020 12,680 1,099 74 64 10 86%
2021 12,694 1,120 163 150 13 92%
2022 17,193 1,199 139 122 17 88%
2023 12,996 999 184 172 12 93%
2024 12,281 995 147 128 19 87%
7. In recent years, there has been a growing number of deceased’s family

members and their legal representatives, as well as other interested parties
requesting open inquests. The issues involved have become more complicated
than in the past, with most cases concerning medical or post-operative incidents.
These requests were 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 such requests, the Coroner
has often exercises discretion in favour of the families by ordering the Police to
furnish further investigation reports and expert opinion reports from independent
medical experts, which will be made available to the families enabling them to
better undertsand the cause of death and the circumstances connected with it.

Inquests are also held where it appears that useful recommendations may be made.

8. The main purpose of an inquest is 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 incidents. 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 will be better able to accept the death

of their loved ones.
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Chambers Applications

Q. In our previous reports we described the procedure for family members
to apply to the Coroner for waiver of autopsy. This is a very important and
difficult task of the Coroners. It is important for the public to understand this
aspect of the Coroner’s work, which is why we are explaining the procedure once

again here.

10. Typically, a public hospital clinical pathologists or a Department of
Health forensic pathologists will have examined the medical records of the
deceased and the course of events leading to his death. The pathologists will have
also carried out an external examination of the body. If they are still unable to
determine a cause of death, they will advise the Coroner that it is necessary to
perform an autopsy to ascertain it. Members of the family of the deceased are
often deeply upset by this suggestion and will appear before a Coroner to express
intense cultural, religious and other reasons why an autopsy should not be
performed. In 2024, the Coroners dealt with a total of 486 applications under this

category.

11. The Coroner fully appreciates the family members’ concern when
handling these applications. The family is already coping with intense grief.
Their distress is compounded by the need for an autopsy, especially if the
deceased had expressed an aversion or abhorrence to surgical intervention or
hospital stay, making the procedure feel like a violation and exceptionally difficult

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. According to the stipulations of
the World Health Organization and the Births and Deaths Registration Ordinance,
the Coroners are under statutory duties to find out the cause of death in respect of
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every death and to classify the death cases in 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 detailed

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

13. In recent years, upon the suggestion of the Coroner, the flow of medical
information between public hospitals and the Government Forensic Pathology
Service has strengthened. As a result, for public hospital patients who were
treated immediately prior to death, forensic pathologists now have more
comprehensive medical history of the deceased to enable them to determine the

cause of death without having to perform an autopsy.

14, On the one hand, the Coroner has a duty to ascertain the cause of death in
every case. On the other hand, we must also consider the emotions and sentiments
of family members. The Coroner must therefore exercise judicial power carefully
in considering every waiver application, taking into consideration all the relevant

factors and circumstances of the matter.
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Suicides

15. There were 1,138 suicide cases this year, an increase of 4% compared
with 2023. 160 of these were further investigated by the Police, followed by a
more detailed death investigation report. In line with the past years, the number
of men committing suicide is still much higher than that of women, with the ratio
of 762 : 376. The number of juvenile suicide remains relatively unchanged

compared to last year.

Accidental Deaths

16. The number of accidental deaths this year is 767. Of these, 272 required
further investigation by the Police, followed by a more detailed death
investigation report. This year’s figures were more or less the same as last year’s.
The number of men who died as a result of accidents was significantly higher than
that of women, with a ratio of 523 : 244,

Occupational Deaths

17. In our reports up to 2009, we only mentioned occupational deaths for
which an inquest had been held. After careful consideration, we believe the whole
picture had not been adequately presented. Therefore, starting from the 2010
report, the number of deaths referred to includes occupational deaths, both on land
and at sea. There were a total of 47 occupational deaths, all of which were on

land. 42 of the deceased were men, and 5 were women; the ratio was 42 : 5.
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Homicides

18. The number of people unlawfully killed was 14, comprising 9 men and 5

women.

Vehicular Accidents

19. The number of deaths arising from vehicular accidents was 110. Among
these, 62 deceased were pedestrians, accounting for about half of the total
fatalities. Of the 62 pedestrians deaths fatalities, 29 were aged 70 years or above,
representing about half of the total fatalities. It is evident that older individuals
are more susceptible to road traffic accidents compared to other age groups. The

ratio of men to women was 80 : 30.

Drugs and Poisons related Deaths

20. There were 140 deaths related to drugs and poisons, a 16% decrease from
the previous year. Most of them involved dangerous drugs. The figure included
suicide, accidental death, and death where the intent was undetermined. The ratio

of men to women was 101 : 39.

Deaths from natural causes

21. There were 10,478 deaths due to various diseases, with 4,862,
approximately half, 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 and cerebrovascular diseases. The ratio of men to women
among the deaths was 6,136 : 4,342.

31



22, We can see that more men than women died in all the above mentioned
classifications of deaths. In some classifications, such as occupational deaths, the
gender disparity was particularly pronounced where the ratio of men to women
was 42 to 5.

Recommendations

23. As in previous years, a wide variety of recommendations were made
during the year, some of which have been accepted and implemented. Here are

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

(1) Hepatitis B carrier developed fulminant hepatic failure after being

placed on high dose 1mmunosuppressive therapy without

prophvlactic antiviral

To: Hospital Authority

1. Length of time for using high dose steroid

It is recommended that even patients being placed on the
medication for less than 7 days have to be put into the high-risk

category, which calls for the prescription of antiviral.

2. Subsidizing hepatitis B carriers, albeit asymptomatic, to undergo

regular checkups in private clinic can be considered.

3. Educating hepatitis B carriers to take note of certain matters and

symptoms.

4, Medical notes and records have to be clear so much so that other
doctors are able to follow.
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(if)

(iii)

5. Laboratories have to give an account of the reasons for

cancelling a lab test.

A patient was found with arrhythmia four days before his death but

no further examination was conducted on the patient in hospital. The

patient eventually died of pneumonia

To:  Hospital Authority

If prolonged QTc is shown in patient’s electrocardiogram
(ECG), the hospital should conduct another ECG examination
within the next 24 hours with the provision of cardiac

monitoring.

During a catheter insertion procedure, the catheter accidentally

entered the patient's right femoral artery. The patient eventually died

of complications

To:  Hospital Authority

(1)  The Authority should consider issuing internal guidelines,
stating clearly the circumstances under which a patient is

suitable for haemodialysis.

(2)  The Authority should provide training and regular assessments
for all doctors who will carry out ultrasound-guided punctures

[in particular those in intensive care and anaesthesia].

(3)  The Authority should consider requiring doctors to set up a
pressure system during puncture procedures to monitor the

patient’s blood pressure.
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(iv)

(v)

(4)

(5

The Authority should consider requiring doctors to use an
angio catheter for catheter placement during puncture
procedures for patients to prevent displacement of the needle

tip after puncture.

The Authority should consider issuing guidelines, stating

clearly how to deal with misplacement of catheters.

During the pandemic, medical staff were unable to locate the

deceased in the crowded Accident and Emergency (A&E)

Department while he was waiting for admission, and he was later

found unconscious

To:

(1)

(2)

Hospital Authority/ Kwong Wah Hospital

A&E Departments should make good use of technology to
expedite the setting up of a system for tracking and locating

patients awaiting admission.

Pending the establishment of such a system, A&E
Departments should ensure medical staff and workers have a
systematic way to locate patients waiting for admission in

A&E Departments.

Patient died shortly after being diagnosed with myocardial infarction

To:

(1)

The Hospital Authority / Tuen Mun Hospital

The Authority should remind frontline medical staff to use
clear wording when explaining medical condition to patients

and their family.
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(vi)

(vii)

(2)

The Hospital should consider establishing a shock protocol,
stating clearly the circumstances under which medical staff
should consider setting up Extracorporeal Membrane

Oxygenation [ECMO] for patients.

Patient's condition deteriorated and eventually passed away due to

respiratory failure while waiting for chest X-ray report

To:

Hospital Authority/ Department of Health

The Department and the Authority should, with the patient's
consent, actively explore the sharing of the patient's medical
imaging information through e-platforms (including the
existing eHealth platform), and the system should
automatically send notification to the doctor requesting for the
images when they are uploaded, so that the doctor could view

the relevant images immediately.

Patient died of dissection of aorta in the absence of obvious early

symptoms

To:

(1)

(2)

Hospital Authority

If a patient complains of tearing pain in the chest that extends
to the back, medical staff should be alert and consider whether
the patient is suffering from aortic dissection. In addition, a
recent chest X-ray should be compared with an old one to

determine if the patient's mediastinum is enlarged.

If the doctor suspects the patient is suffering from acute heart
disease, medical staff should arrange for the patient to be

connected to a cardiac monitor, and to check the patient's
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electrocardiogram and arrange blood test for cardiac enzymes

every 4 hours.

(3) The doctor should attend the patient as soon as practicable

after verbally prescribing medication.

(viii)  The patient developed complications after undergoing Endoscopic

Retrograde Cholangiopancreatography [ERCP] and subsequently

died as a result of these complications

To: Hospital Authority/Queen Mary Hospital

In performing ERCP, doctors should check the patient not only
for pneumoperitoneum intra-operatively and post-operatively,
but also the presence of any retroperitoneal gas in the patient. In
case of any suspicion, doctors should arrange CT scan for the
patient as soon as feasible to confirm whether there is bowel

perforation.

(ix) A student choked to death on jelly containing konjac at school

To:  Chiu Sheung School, Hong Kong

The School shall consider organizing drills or simulation
trainings with an emphasis on crisis communication and division

of labour to cater for future medical emergency.

To:  Centre for Food Safety (Risk Communication Section)

The Centre shall consider imposing a permanent ban on all

mini-cup jelly confectionery product containing the ingredient
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“konjac” having a height or width of less than or equal to

45mm.

(X) Patient died after his liver was accidentally punctured during chest

drain insertion

To:  Hospital Authority

The Hospital Authority should provide regular training on
chest drain insertion for non-specialist doctors, such training
should include: (1) technique instruction; (2) use of

ultrasound; and (3) experience and case sharing.

(xi) Having served the full sentence of imprisonment, the deceased

committed suicide in the detention cell by hanging herself with

clothing while being detained in the Castle Peak Bay Immigration

Centre pending deportation

Immigration Department

We have the following recommendations for improvement of

all Detention Centres

1. Formulating clearer and more specific code of practice

and guidelines for staff

For example: to provide training to staff of the
Immigration Department on abnormal behavior detection
and to define specific work requirements. Staff working in
the monitor room have to record the frequency of CCTV

observation.
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2. Bringing in an independent third party to inspect the
organization and to enhance the management. For

example: once every six months

3. Every newly admitted detainee is required to be assessed
and have his/her background checked by a professional
psychologist. Records of different Detention Centres have
to be shared, for putting high-risk individuals on the
Medical Observation List.

(xii)  The deceased died the day after receiving the COVID-19 vaccine. The

deceased's coronary arteries were 90% occluded due to atherosclerosis,

and the cause of death was ventricular arrhythmia (refractory

ventricular fibrillation). It was found that the deceased died from

natural causes

Department of Health

1. Before giving the vaccine, doctors are required to collect and
request the patient's medical history, especially for those with

chronic illnesses.

2. If necessary, doctors should advise patients to undergo relevant

examinations before vaccination.

3. It is strongly recommended that eHealth be used to verify the

patient's information before giving the vaccine.

(xiii) A patient had been admitted for self-harm, before undergoing

psychiatric assessment arranged by the hospital, while (attempting to)

leave by climbing through a window in the ward’s cleaning room, fell
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from height and died from multiple injuries, the finding was death by

accident
Queen Elizabeth Hospital

1. It is recommended that Queen Elizabeth Hospital should
carefully review the processes of handling psychiatric cases,
especially the emergency management procedures for patients

at risk of suicide, and make appropriate referrals.

2. It 1s recommended that the professional team at Queen
Elizabeth Hospital, including doctors and nurses, regarding
psychiatric persons, provide some appropriate “training”, such
as risk assessment and emergency response measures for
psychiatric patients. Furthermore, the hospitalization and
medication procedures for psychiatric patients should be

strengthened.

3. It is recommended that Queen Elizabeth Hospital should
carefully review the manpower arrangements of its on duty
medical team and pay full attention to the issue of manpower

shortage.

4. It is recommended that Queen Elizabeth Hospital should
strengthen the opening and closing instructions and safety
measures of ward entrances and exits [including cleaning
rooms], doors and windows, and conduct regular inspections

to reduce the risk of accidents.
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(xiv)

(xv)

Hospital Authority

It is recommended that the Hospital Authority should review
the routine handling time for psychiatric patients, instead of

limiting it to be marked by “working days”.

While removing a dead tree using an electric saw, the deceased was

stuck on the head by a trunk that fell from above. He then died of

injuries. Prior to the incident, Lands Department had received the

complaint about the dead tree and was dealing with it. Access to the

dead tree was also blocked by ropes pursuant to the instructions of the

police and firemen. The death of the deceased was found to be death

by accident

Lands Department

1. Increase the transparency of complaint cases so that the
complainant clearly knows the progress of handling to prevent
the complainant from handling the problem by himself/herself,

posing any danger.

2. Relevant authorities to take immediate measures such as
providing conspicuous signs and hoardings to prevent

members of the public from entering places of high risk.

While workers from a Drainage Services Department (DSD)

contractor were replacing pipes in a return liquor pump well at a

sewage treatment plant, the activation of a centrifuge released,
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hazardous gases, causing the workers inside the well to lose

conscionsness. Although the affected workers were eventually

rescued, a worker outside the return liqguor pump well, who was not

equipped with any safety equipment, entered the return liquor pump

well in an attempt to help. She died as a result of hydrogen sulfide

poisoning, chest injuries, and drowning. The incident was

determined to be a death by misadventure

Drainage Services Department

1. Recommendations to contractors [main contractors and

subcontractors]:

1.1. Develop and maintain a system of work in relation to the
confined space works at RLPS that is safe and without
risks to the health of workers. It includes, but is not limited

to, the following:

1.1.1. Carry out risk assessment for the working
conditions in the confined space and make
recommendations on measures to be taken
relation to the safety and health of workers while

working in that space before undertaking the works;

1.1.2. Ensure that all recommended safety precautions
were carried out such as proper isolation of

hazardous sources. Before allowing workers to
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1.13.

enter a confined space, i.e. the wet well of RLPS,
all unnecessary power sources (such as all
centrifuges) should be completely shut off and the
gate valves of Pipe A should be fully closed before
and throughout the course of work. To prevent the
power of the centrifuges from accidentally
switching on or the gate valves of Pipe A from
being opened without authorization, a lock-out and
tag-out system should be implemented. Lock-out
refers to physically locking Pipe A and the power
of centrifuges in a safe mode using lock-out
devices, whereas tag-out system refers to attaching
warning signs or labels to alert others. In practice,
the power panels of the centrifuges should be
locked off and the gate valves of Pipe A should be
shut off by all involved parties separately using
their own lock-out devices, with warning signs

displayed;

Issue a certificate stating that all necessary

precautions have been taken;
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1.1.4. Ensure the use of necessary personal protective

equipment by workers such as safety helmets,
approved BA, safety harness connected to lifeline,
etc., in particular complying the legal requirements
with respect to entering a confined space for

underground pipework;

1.1.5. Formulate and implement appropriate response plan

1.1.6.

to deal with any serious and imminent danger to
workers inside the wet well. It includes suitable
rescue arrangements and emergency procedures.
Emergency drills should be conducted periodically
for testing of the emergency response plan, and for
practicing the procedures and use of rescue
equipment. Adequate information, training and
instruction should be given to all parties concerned.
A rescue team should be readily available at the site

for emergency rescue; and

Provide clear and specific safety and health
instructions to workers with respect to the risks of
the said work. Before workers entered the wet well

to conduct the confined space works, the contractor
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1.2.

1.3.

1.4.

should at least instruct them to wear suitable
approved BA and safety harness connected to a
lifeline while working inside the wet well. Also, the
contractor should instruct the standby person not to
enter the wet well even in case of emergency. The
standby person should remain stationed . outside the
confined space and summon assistance of the
rescue team and public emergency services (i.e. the

Police and the Fire Services).

Comply with the term of the SWAC e.g. informing the
Shift-in-charge of SHWSTW when the contractor(s)

arrive on site to start work and when they leave the site.

Make request to the responsible staff of DSD for
disconnecting the power sources of the centrifuge
facilities, and blanking off Pipe A and Pipe B before

entering the wet well for the confined space works,

Refer to the risk assessment carried out by a competent
person and implement the recommended measures at
RLPS accordingly before workers enter the confined

space. These include, but are not limited to,

44



1.4.1.

1.4.2.

1.4.3.

1.4.4.

Isolation and separation of the confined space from
all other connecting parts before allowing workers
to enter a confined space for work so as to prevent
any dangerous materials entering the confined
space to create hazards for the workers inside such
Is an ingress of centrate which contained a high
level of H,S from Pipe A into the wet well, and an
in-rush of free flowing solid or liquid into the wet

well;

Disconnection of the centrifuges from the power
sources and implement lock-out and tag-out system

for the control panel at the centrifuge facilities;

Blanking off Pipe A whose contents are liable to
create a hazard and implement lock-out and tag-out
system to the gate valves of Pipe A at the loading

bay of the Centrifuge Building;

Ensuring at least a standby person is stationed
outside the confined space to maintain

communication with the workers inside; and
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1.5.

1.6.

1.7.

1.8.

1.9.

1.4.5. Ensuring the safety precautions undertaken before
the confined space works begin to be effective

continuously throughout the course of the work.

Display the risk assessment report and the related
certificate issued under FIU(CS)R in a conspicuous place

at the entrance of the confined space.

Ensure the workers remaining inside the confined space of
the wet well for underground pipework to wear suitable

approved BA and safety harnesses connected to a lifeline.

Provide each worker involved in the work with a suitable
safety helmet equipped with a chin strap and ensure the
proper wearing of the same by the worker throughout the

work.

Ensure that all unprotected edges of the manhole openings
through which any person is liable to fall a distance of 2

metres or more, are properly fenced off.

Ensure that effective steps have been taken to prevent an

in-rush into the confined space of free flowing solid or

46



liquid before worker enters the confined space for the first

time.

1.10. Provide secure fencing where there is risk of a fall of a
workman from the structure adjacent to the water, i.e. the

concrete platform inside the wet well,

1.11. Provide suitable rescue equipment and keep it in an
efficient state where construction work is carried out on a
place adjacent to water into which a workman is liable to

fall with the risk of drowning.

2. Medium to Long-Term Enhancement Measures

(i) CCTV/Camera with Video Analytics Function

To further enhance site monitoring, CCTV/Camera with video
analytics function should also be deployed to detect any
abnormal and/or emergency situations, e.g. workers not wearing

PPE, workers being overcome by hazardous gases, etc.

(i) Centralized Electronic Platform

A centralized electronic platform should be developed to
manage, record and implement all relevant workflows and

communications, including the operation of the various

47



(xvi)

equipment, the contractors’ works and submissions; the site
supervision, notification of works, plant access control, and so
forth. This platform should also be able to integrate with the
Digital Works Supervision System (DWSS) and work with

smart devices, e.g. smart helmet, GPS wrist band, etc.

The deceased was observed behaving abnormally in the street, appeared

intoxicated, and resisted the police violently. After being subdued, he

was observed to be unwell in the police vehicle and later died in the

hospital. Autopsy revealed his coronary arteries were 75% occluded.

The cause of death was determined to be acute myocardial infarction

due to coronary artery disease, and a finding of death by natural causes

was made

Police Force

The police could establish guidelines that if the physical
condition of an arrested person deteriorates whilst in custody,

the situation should be reported immediately.
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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 carried out their duties

deligently and effectively.

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. We are also grateful to other government
departments that have provided immense support, both in terms of manpower and
all other resources in assisting 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 and their reports is very high. The
Police Force has also deployed three Senior Inspectors of Police to serve as
Coroner’s Officers. They have performed excellent liaison work and have

provided valuable assistance at inquests.

217, We also extend our thanks to Government Counsel of all levels of the
Department of Justice who presented the evidence and assisted the Coroners in

many of the more complex inquests.

28. As in previous years, we would like to take this opportunity to thank the
pathologists from both the Department of Health and the Hospital Authority, who
have performed autopsies, assisted us by giving evidence in court, and responded

to our general telephone inquiries.
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29. The Court Interpreters, as usual, provided first class interpretation and

translation, both inside and outside Court.

30. The Labour Department and the Marine Department continued to provide
us with investigation reports on accidents which occurred on land and at sea
respectively. These reports, which are always prepared following thorough
investigations, usually contain recommendations. They are of great assistance to
the Coroners and to the industry. We wish to formally express our gratitude to
both departments for their continued professionalism and dedication in compiling

these reports.

CHOW Chi-wei, Raymund  Monica CHOW LAM Hei-wei, Arthur

Coroner Coroner Coroner

August 2025
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Analysis of Deaths Reported to the Coroners

In 2024 there were 52,366 deaths registered, and there were 12,281 deaths
reported to the Coroner.

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

TOTAL
Autopsy Orders 2,836
Waivers of Autopsy 9,445
Burial Orders 825
Cremation Orders 11,456
Further Death Investigation Reports ordered 995
Inquests held 147
Cases where recommendations are made 26

Of the 995 further death investigation reports ordered in 2024, 556 of

which have not yet been returned from the Police as at 31 December 2024.

Of the 12,281 deaths reported in 2024, there are 293 cases of which the

causes of death are still pending over toxicological reports as at 31 December
2024.
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BEkaagH et
FIGURES AND PERCENTAGE TOTAL
A1 iR BE RS ] B ER R e e b
AUTOPSY ORDERED AUTOPSY WAIVED 12 281
2,836 (23.00%) 9,445 (77.00%)
K 3RS
CREMATION ORDER BURIAL ORDER 12281

11,456 (93.00%)

825 (7.00%)
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GEREEE SH R REEERSERRE E
Number of Inquests Held With or Without a Jury

GEREFETER A e [ P B, st
WITH JURY WITHOUT JURY TOTAL

128 (87.00%) 19 (13.00%) 147
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e adem B SERE R A

Analysis of Conclusions of Inguests and Nature of Deaths

gEst

D ~ N~
— o N © - <
TOTAL — —
HAth Others © ~ — o
ESE@J Falls o — ™
4z Drugs — — o~
ARE & 5 - Medical And Surgical Care ~ ~
3k Hanging o o
e EBE T Jumping From Height — —
73 4% Poisons — —
T LR 274 #a0% Certain Infectious And Parasitic Diseases © ©
MR Al M ESE %% Diseases of blood and blood-forming organs - .
and certain disorders involving the immune mechanism
&R 247955 Diseases Of The Circulatory System N d
JHE 400K Diseases of the digestive system ~ ~
A BEIINPR 22455597 Diseases Of The Genitourinary System © ©
LR 2405595 Diseases Of The Nervous System - -
IE, 245959 Diseases Of The Respiratory System RS 3
s Bl Mental And Behavioural Disorders — —
fi &5 Neoplasms o -
HAFEHIER » B RE R & LEE# L Symptoms, Signs
And Abnormal Clinical And Laboratory Findings Not Elsewhere < <
Classified
L
>
g 3
=] 3 =
g 5 g ©
> [a) = s} =
5 «8 | .3 = 'S | i
‘B = =g | M2 | U, | Ks F
2 mE | @8 ke | €3 | B> | =
2 w2 |8 | w8 | w8 |®s
= S =T = 8 = o L= ] R 8
B O RZ | K | RO | I | ko
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202441 F 1 H -20244E12 § 31 H

EPEES
SUICIDES

CEY ~ SRl R MR

(TYPE, AGE & SEX)

1ST JANUARY 2024 - 31ST DECEMBER 2024

EEA R AGE GROUPS

I RRER BRI R
TYPE OF SUICIDE SEX | 9 | 19 | 29 | 39 | a9 | 50 | 68 | © | known | TOTAL | TOTAL

e 5 M 1 1 1
FIREARMS L F
ZEH) B M 3 1 2 2 1 2 11 28
DRUGS “F 1 5 3 1 3 1 3 17
g M 1 1 1 2 5 1
POISONS L F 1 2 1 2 6
T3E FM 2 12 15 21 22 42 52 166 244
HANGING I F 1 3 8 13 7 16 30 78
i R T FEM 1 15 | 41 60 62 41 73 95 388 590
JUMPING FROM HEIGHT ©F 12 15 32 29 37 30 47 202
—H R 5 M 1 12 27 35 30 16 7 128 166
CARBON MONOXIDE L F 76| 7] 76 ][5 38
ST B M 2 3 6 11 6 9 1 38 65
DROWNING LF 1|2 4 | 559 1 27
ik M 2 4 1 2 2 11 16
SHARP INSTRUMENTS & F 1 1 1 2 5
HoAh 5 M 2 1 3 1 1 8 11
OTHER % F 1 2 3
INEF 5 M 1 18 75 [ 111 [ 128 | 112 | 139 | 171 1 756 1132
SUB TOTAL % F 16 | 34 | 50 [ 57 | 59 | 59 [ 100 1 376

#85F TOTAL 1 34 | 109 | 161 | 185 | 171 | 198 | 271 2 1132 1132
2R AHETE BRSNS IR
TYPE OF INJURY INJURY UNDETERMINED WHETHER ACCIDENTALLY OR PURPOSELY INFLICTED
K B M
FIREARMS % F
2 % M
DRUGS Lk
g 5 M 1 1 1
POISONS U F
M3t B M
HANGING U F
H R %M 1 1 2 )
FALLING FROM HEIGHT I F
—HA R B M
CARBON MONOXIDE L F
HEAE B M 1 1 1 3 3
DROWNING U F
F#% %M
SHARP INSTRUMENTS % F
At 7 M
OTHER L F
INEF A M 1 1 2 1 1 6 6
SUB TOTAL U F

#83+ TOTAL 1 1 2 1 1 6 6
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EREE (BemEE) *
SUICIDES (Mental) *
sk E B
EXTRACT FROM SUICIDES
CERI ~ SR RERTD
(TYPE, AGE & SEX)
202441 H 1H -20244£12 B 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

4 4H5) AGE GROUPS
s [y Jou [0 TR Tl o T [ ] 40 | a8t
TYPE OF SUICIDE SEX 9 19 29 39 49 £9 69 o | oo | ToTAL TOTAL

P B M
FIREARMS 4 F
) B M 1 1 1 1 4 9
DRUGS 4 F 1 2 1 1 5
754s B M 1 1 4
POISONS 4 F 1 2 3
Mk B M 1 3 1 5 g
HANGING 4 F 1 2 3
R T %M 6 2 5 1 2 1 17 27
JUMPING FROM HEIGHT 4 F 1 2 2 2 1 2 10
—ER %M 2 1 3 5
CARBON MONOXIDE 4 F 1 1 2
HESE BM 1 1 3
DROWNING 4 F 2 2
ik B M 1 1 1
SHARP INSTRUMENTS I F
HAt %M 1
OTHER 4% F 1 1
/Nt FM 7 8 6 2 6 3 32 58
SUB TOTAL I F 5 6 6 4 1 4 26

485t TOTAL 12 14 | 12 6 7 7 58 58
ZAGHER PR = O =iy = R 1D
TYPE OF INJURY INJURY UNDETERMINED WHETHER ACCIDENTALLY OR PURPOSELY INFLICTED
KAy B M
FIREARMS 4 F
) ¥ M
DRUGS ZF
G 5 M
POISONS 4 F
ML EY
HANGING 4 F
R T % M 1 1 1
FALLING FROM HEIGHT 4 F
—SE bR %M
CARBON MONOXIDE 4 F
e 5 M 1 L 1
DROWNING 4 F
Filgs B M
SHARP INSTRUMENTS I F
Hfth ¥ M
OTHER TF
INEF HM 2 2 2
SUB TOTAL 4 F

#4851 TOTAL 2 2 2

* HE A R R R A

with further investigation and more detailed death investigation reports
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BH#EE (B *
SUICIDES (Hospital) *
% H B
EXTRACT FROM SUICIDES
CERY ~ SRl R
(TYPE, AGE & SEX)
202441 A 1H-20244 12531 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

44 AGE GROUPS
N INE SH =
) ppt | ot | 10| 20| 30| 40180 |60 | gy | AE )OO i
TYPE OF SUICIDE SEX 9 19 29 39 49 59 69 © | own | TOTAL

P& B M
FIREARMS I F
gy FM 1
DRUGS & F 1 1
ek BEM
POISONS I F
5274 B M
HANGING ZF
HH R B Bk T B M
JUMPING FROM HEIGHT & F
— &R B M
CARBON MONOXIDE 7 F
274 B M
DROWNING 4 F
Flgs BM
SHARP INSTRUMENTS 4 F
HAth B M
OTHER 7 F
INET B M 1
SUB TOTAL I F 1 1

48zt TOTAL 1 1 1
ZABSRER HRHEE BB R ISR ARG
TYPE OF INJURY INJURY UNDETERMINED WHETHER ACCIDENTALLY OR PURPOSELY INFLICTED
D& B M
FIREARMS I F
gy % M
DRUGS 4 F
ik B M
POISONS 4 F
5274 B M
HANGING L F
FH R B B R B M
FALLING FROM HEIGHT & F
— &b B M
CARBON MONOXIDE 4 F
At B M
DROWNING 4 F
T2 BM
SHARP INSTRUMENTS I F
HAth g M
OTHER 4 F
INEF B M
SUB TOTAL 4 F

485 TOTAL 0

* R A R R R AR

with further investigation and more detailed death investigation reports
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aEE (Bg) *
SUICIDES (OCCUPATION) *
s E B AYE
EXTRACT FROM SUICIDES
CER ~ B KRR
(TYPE, AGE & SEX)

2024415 1H-20244E 12 H 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

AR AGE GROUPS

. e 10 |2 |3 |4 | s |60 2 N L E
W ?E};E 050 to to to to to to Z(()) Un- SuB TOTAL
OCCUPATION 19 | 20 | 39 | 49 | 59 | 69 known | TOTAL

s BM | 1 3 1 5 10
STUDENT X%F 2 3 5
T B M 1 1 1
TEACHER ©F
RATBE 5 M 5 6 8 9 8 4 40 e3
NOT EMPLOYED ©F 1 2 7 6 2 18
KE T B M .
HOUSEWIFE I F 3 2 1 2 8
B4 5 M 7 5 | 14 | 5 3 1 35 a4
BLUE COLLAR ZF 2 3 3 1 9
F148 5 M 1 3 1 5 1
WHITE COLLAR ©F 2 2 2 6
WA B M
PATIENT ©F
FREisr i B M
DISCIPLINARIES ©F
HA FM 1 1 2 5
BUSINESS MAN ©F
BARAL EY 2 5 9 16 20
RETIRED PERSON I F 1 3 4
HoAh FM 1
OTHER I F 1 1
NET M| 1 3 | 14 | 13 | 25 | 18 | 16 | 14 104 155
SUB TOTAL ©F 3 9 | 12 | 12 | 8 2 5 51

43t TOTAL 1 6 | 23 | 25 | 37 | 26 | 18 | 19 155 155
e K E BB NI R SR AR S
OCCUPATION INJURY UNDETERMINED WHETHER ACCIDENTALLY OR PURPOSELY INFLICTED
s 7 M
STUDENT U F
T B M
TEACHER ©F
AR 5M 2 2 2
NOT EMPLOYED ZF
Kt X bt M
HOUSEWIFE U F
Wi 5 M 1 1 1
BLUE COLLAR U F
SES M
WHITE COLLAR ZF
WA B M
PATIENT U F
AL RRX M
DISCIPLINARIES U F
A B M
BUSINESS MAN TF
FEY U N B M 1 1 1
RETIRED PERSON 7 F
HAh M 1 1 1
OTHER U F
INEF B M 1 2 1 1 5 5
SUB TOTAL ©F

#azt TOTAL 1 2 1 1 5 5

HE—HE SRR HE RS
with further investigation and more detailed death investigation reports
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BIMECEE
ACCIDENTAL DEATHS
(R ~ MR
(TYPE, AGE & SEX)
20244 1§ 1 H - 20244123 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

#4445 AGE GROUPS
AN Wil | o | 10 20 30 40 50 60 20 gk /NEE st
TYPE OF ACCIDENT SEX 9 to to to to to to 0 Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL

W CEHZEYD %M 1 1 5 7 y
ASPIRATION (GASTRIC
CONTENTS) ( “F 6 !
SONNE-¢7D! %M 1 5 9 26 41 80
ASPIRATION (FOOD) % F 1 1 1 2 3 4 27 39
SONE 27D B M 1
ASPIRATION (FOREIGN BODY) 4 F 1 1
N CHiAth) B M 1 1 4 6 1
ASPIRATION (OTHER) 4 F 1 4 5
gl B M 1
SUFFOCATION % F 1 1
e M 1 1 1
HANGING ZF
ek BM 1 4 3 2 2 12 12
STRUCK BY OBJECT 4% F
W Tt AR BT B M
CRUSHED BY LIFT 7 F
WA 14 BRI 5 M 3 2 4 9 9
CRUSHED BY OBJECT % F
JaE BM 1 1 4 1 7 25
BURNS 4 F 1 3 3 3 4 1 2 1 18
—F R GBE) B M
CARBON MONOXIDE (BATHROOM) | #« F
—EMR CKEO BEM 1 1 3
CARBON MONOXIDE (FIRE) % F 2 2
—&fbw (HAt) BM
CARBON MONOXIDE (OTHER) 4% F
5] %M 1 6 4 8 14 35 | 149 217 320
FALLS ZF 1 1 1 2 8 10 80 103
5L B M 1 1 1 4 7 7 13 11 45 62
DROWNING 4 F 1 1 1 2 2 10 17
E %M 1 2 3 4
ELECTROCUTION 4 F 1 1
] B M 1 1 1 3 4
CUT OR PUNCTURE 4 F 1 1
P& 5 M
FIREARMS 4 F
Sl g M 1 2 1 4 6
BLUNT FORCE 4 F 2 2
g B M 1 6 21 30 33 23 5 119 152
DRUGS 4% F 8 11 9 4 1 33
g % M 1
POISONS 4 F 1 1
FEgE GBS B M 3 2 3 1 9 11
POISON (ALCOHOL) 4% F 1 1 2
NRHA AN S M 3 2 6 10 21 30
MEDICAL AND SURGICAL CARE 4 F 1 1 2 2 3 9
FHofh B M 1 1 6 4 2 4 18 20
OTHERS I F 1 1 2
JNEF B M 3 3 18 | 42 67 75 97 | 218 523 767
SUB TOTAL 4 F 4 3 6 15 22 28 32 | 134 244

#85T TOTAL 7 6 24 57 89 103 | 129 | 352 767 767
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BIMECEE (&) *
ACCIDENTAL DEATHS (Drowning) *

sk EBIMETHE
EXTRACT FROM ACCIDENTAL DEATHS

R ~ F# MR

(TYPE, AGE & SEX)
20244 1 F 1 H - 20244 12 A 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

FEE A AGE GROUPS

MAMER el 0w | 10 20 30 40 50 60 -0 N2 INEF wast
TYPE OF ACCIDENT SEX 9 to to to to to to 0 Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL
Wit BMm |1 2 3 .
POOL %ZF 1 1 1 3
R B M 1 1 3 1 3 2 11
/ 11
BEACH/SEA E
K JE M
RESERVOIR F
g P M
FARM ©E
RS »M
CONSTRUCTION SITE ©E
K (RED %M
SEA (BOAT PEOPLE) F
B M

wEIE (RO
TYPHOON SHELTER (BOAT PEOPLE) | .

FISH POND #F
Wi HM )
BATHROOM #F 1 1 2
T M 1 1 .
RIVER 4 F
I HM
ARTESIAN WELL 4 E
OTHERS I F
N AMm | 1 1213 2]a4a]ls 18
INEF 23
SUB TOTAL L F 1 1 1 2 5
#8%F TOTAL 2 1 2 3 3 5 7 23 23

* P R SR A
with further investigation and more detailed death investigation reports

62




BIMECEE (FE) *
ACCIDENTAL DEATHS (Home) *
sk B RIMSETHE
EXTRACT FROM ACCIDENTAL DEATHS
CBR1 ~ SRl R
(TYPE, AGE & SEX)
20244 1 H 1 H - 20244 12 H 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

#4073 AGE GROUPS
AR Wil | g | 10 20 30 40 50 60 20 ek et W=t
TYPE OF ACCIDENT SEX 9 to to to to to to o Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL

W CHEDD B M
ASPIRATION (GASTRIC CONTENTS) | % F
W CEYD B M 1
ASPIRATION (FOOD) I F 1 1
W CEYD BM
ASPIRATION (FOREIGN BODY) & F
N (CHAthD B M
ASPIRATION (OTHER) 7 F
5 B M 1
SUFFOCATION 4 F 1 1
Mt FEM 1 1 1
HANGING L F
WA EE R BM
STRUCK BY OBJECT 7 F
Bl T B AR BT B M
CRUSHED BY LIFT 7 F
e PEIRR Bt B M
CRUSHED BY OBJECT I F
B FM 1 1 1 3 15
BURNS “F 1 1 3 2 2 1 2 12
—F b GEE) B M
CARBON MONOXIDE (BATHROOM) | 4 F
—EMK kSO B M )
CARBON MONOXIDE (FIRE) 4 F 2 2
—Fbm (At BM
CARBON MONOXIDE (OTHER) & F
i7SEl M 1 1 2 4 6
FALLS 4 F 1 1 2
BT g M 1
DROWNING 4 F 1 1
fli7E BM
ELECTROCUTION ZF
e % M
CUT OR PUNCTURE L F
ks B M
FIREARMS 4 F
i o5 i 22 M 1
BLUNT FORCE & F 1 1
ZiEY) B M 1 3 1 4 4 1 14 27
DRUGS “F 2 5 2 3 1 13
g gM
POISONS 7 F
FE IR B M 1 1 1
POISON (ALCOHOL) 4 F
R SN BM
MEDICAL AND SURGICAL CARE I F
oA 5 M 1 2 3 3
OTHERS L F
INEF M 4 6 1 4 5 6 26 59
SUB TOTAL 4 F 1 1 4 4 7 4 9 3 33

#azt TOTAL 1 1 8 10 8 8 14 9 59 59

* HE—HE SRR HE RS
with further investigation and more detailed death investigation reports

63




BIMECHEE (HrRes) *
ACCIDENTAL DEATHS (Mental) *

Sk E RIMETE
EXTRACT FROM ACCIDENTAL DEATHS

CER ~ SERRMERD

(TYPE, AGE & SEX)
20244 1 H 1H - 20244 12 H 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

FEEYA ) AGE GROUPS
AR el 0to 10 20 30 40 50 60 70 Ref Nt Ka=t
TYPE OF ACCIDENT SEX 9 to to to to to to o Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL

WA CHEYD M
ASPIRATION (GASTRIC CONTENTS) | %« F
WA CEYD B M 1 1 3
ASPIRATION (FOOD) “ZF 1 1 2
W CEYD B M
ASPIRATION (FOREIGN BODY) I F
N CHARD B M 1 1 1
ASPIRATION (OTHER) ZF
E5) B
SUFFOCATION 4 F
Myt B M 1 1 1
HANGING ZF
BB B M
STRUCK BY OBJECT ZF
e T B AR B B
CRUSHED BY LIFT 4 E
B AE B M
CRUSHED BY OBJECT I F
JgEr 5 M 1 1 2
BURNS ZF 1 1
—H R GB=E)D B M
CARBON MONOXIDE (BATHROOM) ZF
—H R (RSO FHM
CARBON MONOXIDE (FIRE) I F
—SHfbR (it B M
CARBON MONOXIDE (OTHER) I F
[PNE] FM 1 3 4 4
FALLS L©F
TRt FHM 1 1 1
DROWNING L F
il 5 B M
ELECTROCUTION L F
BB %M
CUT OR PUNCTURE L©F
& B
FIREARMS I F
Sl % 52 FHM
BLUNT FORCE ZF
4y HM 2 4 8 6 1 21 34
DRUGS F 3 6 2 2 13
g S M
POISONS ZF
R GRS B M
POISONS (ALCOHOL) 4 F
NERHAHE MR B M
MEDICAL AND SURGICAL CARE L& F
FAth B M 1 1 2 3
OTHERS ZF 1 1
Nt BM 2 4 5 10 7 4 32 49
SUB TOTAL ZF 4 6 4 3 17

#82F TOTAL 2 8 11 14 10 4 49 49

* A R IE A
with further investigation and more detailed death investigation reports
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ACCIDENTAL DEATHS (Outdoor Activity) *

BIMETEE (FINEE) *

iR EBIMSETH

EXTRACT FROM ACCIDENTAL DEATHS

2024 £ 1 8 1 H

(R ~ MR
(TYPE, AGE & SEX)

- 2024& 12831 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

EEA R AGE GROUPS

HEANER R | o4 10 | 20 | 30 [ 40 | 50 | 60 | . et Nt W=t
TYPE OF ACCIDENT SEX 9 to to to to to to o Un- suB TOTAL
19 29 39 49 59 69 known | TOTAL

UK 5 M 1 1 2 3 7 10
SWIMMING “ZF 1 1 1 3
BASF B M
CANOEING L F
ik B M
BASKET BALL L F
JEER FM
FOOTBALL I F
HEER B M
VOLLEY BALL 7 F
K B M 1 1 1 3 3
DIVING 7 F
PEER %M
BADMINTON I F
BRER B M
CRICKET I F
Bl B M
HIGH JUMP 7 F
HiE A M
HORIZONTAL BAR I F
T FM
JAVELIN %F
TR R ER M
GOLF 4 F
FEER B M
BASEBALL 4 F
HEER B M
RUGBY L F
P B M
DISCUS THROWING L F
bEL NN B M
ROLLER-SKATING 4 F
Bl B M
ROWING L F
L B M 1 2 1 4 4
EXCURSION L F
L) B M
MOUNTAINEERING 4 F
KRS E IEE) B M
WATER SPORTS 4 F
Enpel B M
FISHING L F
Lol B M
HORSE RIDING 4 F
b A M 1 1 1
BOAT EXCURSION 4 F
VR SRR AR Bl B M
WINDSURFING L F
FAth B M 1 1 2 )
OTHERS L F
Nt M 1 1 1 2 3 3 3 3 17 20
SUB TOTAL 4 F 1 1 1 3

#5t TOTAL 2 1 1 2 3 3 4 4 20 20

*

HEE— TSR AR S

with further investigation and more detailed death investigation reports
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BIMECEZE (% ey®8d) *
ACCIDENTAL DEATHS (Hit by Falling Object) *

sk E BN
EXTRACT FROM ACCIDENTAL DEATHS

CBURY ~ 4Pl R MR

(TYPE, AGE & SEX)
20244 1§ 1 H - 2024412531 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

445 AGE GROUPS
&y PR | g | 20 | 20 [ 30 | 40 | 50 | 60 | N N =t
TYPE OF ACCIDENT SEX 9 to to to to to to o Un- suB TOTAL
19 | 29 | 39 | 49 | 59 | 69 known | TOTAL

T 5M 1 1 1
BRICK L F
rith M
STONE L F
PN EM
WOODEN PLANK 4 F
e B M
FLOWER POT “F
WA %M
AIR CONDITIONER L F
T iMm
BOTTLE L F
e3! M
FURNITURE “F
A TH % M
INSTRUMENT/TOOL L F
BAE iMm
WINDOW FRAME L F
s M
BAMBOO POLE ©F
i Ok JiM
CEMENT PLASTER IF
e AR JiM
MOSAIC PLASTER W F
i BMm
SIGNBOARD ©F
T %M
LIFT oF
SR % M
HOARDING L F
oAl %M 1 1 2 )
OTHERS “F
INET HM 1 1 1 3 3
SUB TOTAL L F

#4851 TOTAL 1 1 1 3 3

* A R R IE A
with further investigation and more detailed death investigation reports
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BFESE TR
OCCUPATIONAL DEATHS
(B ~ Sl R
(TYPE, AGE & SEX)
20244 1 F 1 H - 20244 12 A 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

45 AGE GROUPS
EAMER 47 10 20 30 40 50 60 70 N Nt K=t
TYPE OF ACCIDENT SEX to to to to to to o Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL
, ! B M 1 4 3 1 2 11
B ” 1
STRUCK BY OBJECT
ZF
. M 3 2 3 8
W14 BEAE ” 8
CRUSHED BY OBJECT
L F
M
EEK ”
BURNS WF
BM 1 1
—SER CREO 1
CARBON MONOXIDE (FIRE)
ZF
BM 1 1 4 6 3 15
73l 18
FALLS LF 1 5 3
M 1 2 3
fil 7 & 3
ELECTROCUTION
L F
. BM
0274
DROWNING LF
BM
B
VEHICLE LF
BM
Tt B A
LIFT LF
M 1 2 1 4
At & 6
OTHERS LF 1 1 )
N B M 3 3 11 9 10 6 42
/J\ﬁ+ 47
SUB TOTAL LF ) ) 1 5
#835+ TOTAL 3 3 13 11 11 6 47 47
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RAEE >
HOMICIDES *
(B ~ Sl R
(TYPE, AGE & SEX)
20244 1 F 1 H - 20244 12 A 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

F 4] AGE GROUPS
B TR PEF] | 0 | 10 [ 20 [ 30 [ 40 | 50 | 60 | o | AwF | vt Wt
TYPE OF HOMICIDE SEX to to to to to to to to Un- SUB TOTAL
9 19 29 39 49 59 69 known TOTAL

Kk A M
FIREARMS 4 E
P T i K %M
POLICE INVOLVED FIREARMS 4 E
e A SR e 0 IMm 1 1 111 4 .
SHARP OBJECT ASSAULT 4 E 1 1
N YL HM 11111 3 .
BLUNT FORCE ASSAULT 4 E 2 2
ek iM
STRANGULATION 4 E
K. HERVIE. . S ALEE 5 M 1 1
FIRE, NOXIOUS SUBSTANCE, GASES, 1
CORROSIVE SUBSTANCE “ZF
e HM L
SUFFOCATION ©F 1 1
W T IMm
VEHICLE INVOLVED 4 E
AT sMm
DROWNING 4©F
W T 5 iM
BATTERED CHILD 4 F
55 M
DRUGS o
i HM
POISONING 4 F
B A ! 2
PUSHED FROM HIGH PLACE 4 E 1 1
o M
OTHERS 7
et HM | 1|1 1 113]2 9 y
SUB TOTAL 4 F 3 1 1 5

482+ TOTAL 1 1 4 2 3 2 1 14 14

* B S R SR R

with further investigation and more detailed death investigation reports
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HIREESTTEE
VEHICULAR ACCIDENTS
OB ~ e R MR
(TYPE, AGE & SEX)
20244 1A 1H - 2024412 A 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

EEAL R AGE GROUPS

HEANER il | g | 10 | 20 | 30 | 40 | 50 | 60 | o et N W=t
TYPE OF ACCIDENT SEX 9 to to to to to to to Un- SUB TOTAL
19 29 39 49 59 69 known | TOTAL

T APl B M 1 1 5
PEDESTRIAN v. MOTORCYCLE L F 1 1
T NERE [ SR HE | KR B M 1 1 5 5 2 14
PEDESTRIAN v. CAR/PICK-UP 26
TRUCK/VAN “F 1 5 6 12
T NBL B A B M 1 4 5 12 22 39
PEDESTRIAN v. TRUCK/BUS 7 F 1 1 1 7 10
AT NBLKEE [ g E B M 1 1 2 5
PEDESTRIAN v. TRAIN/TRAM I F
AT N\ BB e B M
PEDESTRIAN v. BICYCLE I F
B B YRR O B ) R B M 1 1 2 4
BICYCLE v. CAR/PICK-UP F 4
TRUCK/VAN
BB O JM 1 2 3 3
BICYCLE v. TRUCK/BUS 7 F
B LR A M 1 1 2 3
BICYCLE OUT OF CONTROL “ZF 1 1
LR R R ) K R B M 1 1 2
MOTORCYCLE v. CAR/PICK-UP 7F 1 1 3
TRUCK/VAN
R B B M 1 1 1 3 3
MOTORCYCLE v. TRUCK/BUS L F
B B EE R B M 1 2 5 1 9 9
MOTOR CYCLE OUT OF CONTROL 4 F
VREL TSI RIG R E /I | B M 1 2 3
HH KERE 4
CAR/PICK-UP TRUCK/VAN v. L F 1 1
CAR/PICK-UP TRUCK/VAN
VREL /IS RIA I HE/ B | M 1 1 2
CAR/PICK-UP TRUCK/VAN v. ©F 1 1 3
TRUCK/BUS
VRE SRR R UK B | B M
CAR/PICK-UP TRUCK/VAN v. E
TRAIN/TRAM
VRHL SR | 2 B R R i B M 3 2 1 1 7
CAR/PICK-UP TRUCK/VAN OUT OF E 1 1 ) 9
CONTROL
B B LR/ RAERE/ZEE | B M
TRUCK/BUS v. CAR/PICK-UP KE
TRUCK/VAN
B LR Bt B M
TRUCK/BUS v. TRUCK/BUS 4 F
B Bk M 1 1 2 5
TRUCK/BUS OUT OF CONTROL 4 F
HAb# A& B M 1 1 1 1 4 5
OTHER COMBINATIONS “ZF 1 1
INEF M 9 7 10 13 18 23 80 110
SUB TOTAL L F 1 2 2 1 3 7 14 30

#5t TOTAL 1 11 9 11 16 25 37 110 110
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HFEESEUHIEE *
VEHICULAR ACCIDENTS *

(GEEALE - it MR
(POSITION OF THE DECEASED, AGE & SEX)
20244 1 B 1 H - 20244 12 A 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

A ) = SR Y | R e TN HAthfir B INGE e
iﬁé’é ?E’E;'E DFR\*/%R MOTOR PEDAL | PASSEN- | PEDES- OTHER SUB Mgat
CYCLIST | cycLIsT GER TRIAN | PosITION | ToTAaL | TOTAL
HMm
0to9
ZF
B M
10to 19 1
L F 1 1
B M 2 4 1 1 1 9
20to 29 11
L F 2 2
BEM 3 2 1 1 7
30039 8
T F 1 1
BEM 3 1 1 3 8
40 to 49 9
L F 1 1
B M 1 1 1 9 12
50 to 59 15
L F 1 2 3
B M 3 1 3 10 1 18
60 to 69 25
% F 7 7
B M 4 1 2 15 22
70 to 36
4 F 14 14
B M
UNKNOWN
I F
R FM 12 12 8 3 39 2 76
SUB TOTAL
L F 1 4 24 29
(S
TOTAL DEATHS 13 12 8 7 63 2 105 105

* A R IE A
with further investigation and more detailed death investigation reports
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HREZSLCEFSENVIRER 2 &
BLOOD ALCOHOL LEVEL OF DECEASED IN VEHICULAR ACCIDENTS *

202441 H 1 H -20244E12 § 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

S e WEEHEY | RMEEE P (TN Hopthpr & “Et
MR 5 K DRIVER | MOTOR PEDAL | PASSEN- | PEDES- | OTHER | TOTAL
BLOOD ALCOHOL LEVEL CYCLIST | CYCLIST GER TRIAN | POSITION

BAHBR
NO FIGURES

Rtk
NEGATIVE

Bt (4% 100 ZZ 7))
POSITIVE (per 100ml blood)

0-50 Z77
0-50mg

51-100 Z 5
51 - 100 mg

101 - 150 Z 7%
101 - 150 mg

151 - 200 Z 7%
151 - 200 mg

201 - 250 Z 57
201 - 250 mg

251 - 300 Z 7T
251 -300 mg

301 - 350 Z 7T
301 - 350 mg

351 = E bl b
351 and over

il SRA8E

TOTAL DEATHS 15 12 7 7 63 1 105

* HlE— A NSRRI RS
with further investigation and more detailed death investigation reports
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HREESLUEFSENVRER 28
BLOOD ALCOHOL LEVEL OF DECEASED IN VEHICULAR ACCIDENTS *

(REFEREVET)
(As to Ages)

202441 H 1 H -20244E12 § 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

ZEEEE AGE OF VICTIM

LTS 2 7K R 10 20 30 40 50 60 70 ANFE =t

0to9 to to to to to to -
BLOOD ALCOHOL LEVEL to Un TOTAL

19 29 39 49 59 69 known

BERE
NO FIGURES

(#3E3
NEGATIVE

Bt (4% 100 2T}
POSITIVE (per 100ml blood)

0-50 2w
0-50mg

51-100 Z %
51 - 100 mg

101 - 150 Z 7%
101 - 150 mg

151 - 200 Z7%
151 - 200 mg

201 - 250 Z 57
201 - 250 mg

251 - 300 Z 7T
251 - 300 mg

301 - 350 Z 17
301-350 mg

351 =kl =

351 and over

EES-} i

TOTAL DEATHS 1 11 8 9 15 25 36 105

* A N R R R A
with further investigation and more detailed death investigation reports

72



DRUGS AND POISONS RELATED DEATHS *
s ERIMET - B EE T HEER

ERZEY) RSB A BRHISE A *

EXTRACT FROM ACCIDENTAL DEATHS, SUICIDES AND UNDETERMINED INTENT

01/01/2024 - 31/12/2024

FECHERA]
CLASSIFICATION OF DEATH

EEEB4H T Age Groups

el

Sex

10
to
19

20 | 30
to | to
29 | 39

40
to
49

50
to
59

60
to
69

70
to

AEE
Un-
known

et
SUB
TOTAL

“Est
TOTAL

X40

X60

Y10

FRIFIS R SRR EE « REVENITURUREERY
BON 3 R R B L EEY)
Accidental poisoning by and exposure to

nonopioid analgesics, antipyretics and
antirheumatics

RIS R SRR S ~ IRENEENUEUREED
WUE E 3 NIRRT i EEY)

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

IERAS F SEIREE ~ IR ENEERIUEUREERY
5 SRR REEY) - BN HEERY
Poisoning by and exposure to nonopioid
analgesics, antipyretics and
antirheumatics, undetermined intent

(e.9. /KAGFEEESE Salicylates)

HEM

&LF

X41

X6l

Y11

SHERRSE  SHAF-HENRA - HUREEHME
BERIHIE (i s BV EEYIR B S 3 R
RN IAEEY) » N E BT IE S
Accidental poisoning by and exposure to
antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs,
not elsewhere classified

PRPETREE - SHEF-REIRA - DUREBUNE
BRI A S BRI B B &
FFENRLIRLEY) - A n] E A e
Intentional self-poisoning by and exposure
to antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs,
not elsewhere classified

SHERFESE  SHEF-(ENRA - DU
BRSPS A R BN EEY IR g R R R
TREZIREEY) > ArlRSHER R - BE
HEEHY

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

17

&LF

26

X42

X62

TREF BRI S L BE[ B L TR o o R 2%
BN ZIAEEY) AR AR
Accidental poisoning by and exposure to
narcotics and psychodysleptics
[hallucinogens], not elsewhere classified

TR BERIANEL 2 BE [ TR EUE B 3 R
BINZIEEY) AR RS
Intentional self-poisoning by and exposure
to narcotics and psychodysleptics
[hallucinogens], not elsewhere classified

5 M

10

17

13

54

2 F

61

5 M
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Y12

T BRI ANEL 2 ) BE [ EL S TR Y o3 o 7 5
FREZIREEY) > Al - EEA
HEEHY

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

X43

X63

Y13

TERIR B E R SR H A YR & 5k
5 R RN A EEY)

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

TERIIR B SRR R H A SR EOR
SEHETANE L 27

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

TERIN B EAEE RSy H At Sy 235
FERBEN R B HEED
Poisoning by and exposure to other drugs
acting on the autonomic nervous system,
undetermined intent

H M

2 F

X44

X64

Y14

BEAAARSFHRHVEEY) ~ SERIFIAE Y8
BRSBTS E
Accidental poisoning by and exposure to
other and unspecified drugs, medicaments
and biological substances

FAFIRFFHERIEEY) ~ BERIFN4 Y8
HHE B KRR BN YR
Intentional self-poisoning by and exposure
to other and unspecified drugs,
medicaments and biological substances

HA IR HERIEEY) ~ BERITNA= Y8
HY 5 S SRR R EEY) - BB TEE
£

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

5 M

5 M

2 F

X45

X65

Y15

BRI 3 R 2R BT
Accidental poisoning by and exposure to
alcohol

TEHIHUE B 55 S R R T EE
Intentional self-poisoning by and exposure
to alcohol

REH T R R BRI EEY) » BIE
HEEH

Poisoning by and exposure to alcohol,
undetermined intent

5 M

L&F

5 M

2 F

5 M

&F

X46

X66

=L oy R WY k= =
HESM T R BN Z YA R
Accidental poisoning by and exposure to
organic solvents and halogenated
hydrocarbons and their vapours

AR B XS B I E RS
HHCE B3 R B EE R
Intentional self-poisoning by and exposure
to organic solvents and halogenated
hydrocarbons and their vapours

5 M

5 M

2 F
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Y16 AHARIFIER LR K RSB RS AE
HIH 5 R RBNZEE,Rie 0 BEE | BM
AHEERY
Poisoning by and exposure to organic
solvents and halogenated hydrocarbons 7 F
and their vapours, undetermined intent
X471 ﬁﬁh%ﬁ“&i&%ﬂﬁﬁ&ﬁba&%%ﬁ Z 5 M
Accidental poisoning by and exposure to 1
other gases and vapours &L F 1 1
X67 Emaﬁ“&ﬁ%ﬂﬂﬁﬁﬁﬁa&%%ﬁm 5 M > l3lel 2|3 17
Intentional self-poisoning by and exposure 22
to other gases and vapours & F 1 2 1 1 5
Y17 HoAthEES KA R P8 R R R 5 M
B BERHEER
Poisoning by and exposure to other gases
and vapours, undetermined intent % F
X48 [REFHIHTEI N5 MR BN XY E EM
Accidental poisoning by and exposure to
pesticides Z F
X68 PREFINVEE HEARBNZEME HM
Intentional self-poisoning by and exposure
to pesticides & F
Y18 [RFHIHT 3L RBERZEYE - EE M
THEER
Poisoning by and exposure to pesticides,
undetermined intent 2 F
X49  HAMIAFHER L A EYHE 5 M
GhEE B S TR BRI )
Accidental poisoning by and exposure to
other and unspecified chemicals and oF
noxious substances
X69 HAMAIARFHEAI LA & KA FYmATE 5 M 1 1 )
BEHBEEBENZEY @D
Intentional self-poisoning by and exposure 3
to other and unspecified chemicals and 4 F 1 1
noxious substances
Y19 HAAARFHEALE S KA ZEYm 4 5 M
FRBBNZEY) - BEARHEEN
Poisoning by and exposure to other and
unspecified chemicals and noxious 2 F
substances, undetermined intent
AT SHEEH - HUCEE R U EEY) M 1 1
Sedatives, hypnotics and antianxiety drugs 1
7 F
HM 1 6 | 17 | 24 | 28 | 20 101
/\&} SUB-TOTAL 140
7 F 5 9 |12 | 7 4 39
4=t TOTAL 1 |11 |26 |36 |35 |24 140 140

* HEE s R RIE TR RS
with further investigation and more detailed death investigation reports
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EARREEIECER
DEATHS FROM NATURAL CAUSES
R ~ BB MR
(TYPE, AGE & SEX) (New Code)

20244 1 H 1H - 20244 12 H 31 H
1ST JANUARY 2024 - 31ST DECEMBER 2024

EEAL] AGE GROUPS
B ER] TYPE OF DISEASES Yl 0 10 20 30 40 50 60 70 ANt INEF ST
SEX to to to to to to to to Un- suB TOTAL
9 19 29 39 49 59 69 known | TOTAL
B (L A1 E 2 R B M 1 3 9 17 57 144 231
ini i itic di - 409
gggam infectious and parasitic diseases AOO 4 F 5 1 3 6 16 26 121 178
i 9% BM 2 1 2 18 47 190 | 344 1 605 1019
Neoplasms CO00 - D48 “F 1 6 15 42 99 251 414
LR 3 125 B PRI B M 1 2 3 5 11
Diseases of blood and blood-forming organs and 16
certain disorders involving the immune “F 1 4 5
mechanism D50 - D89
NI EEFFBACEHE R e | 5 M 1 2 7 22 30 38 100
N 187
Endocrine, nutritional and metabolic diseases ZF 1 1 5 11 23 46 87
EQ0 - E90
KR AL %5 M 1 3 1 25 30 o
Mental and behavioural disorders FOO - F99 “F 1 1 62 64
PHES R FEM 1 3 7 3 6 19 30 69 132
Diseases of the nervous system GO0 - G99 “F 1 1 1 5 9 14 32 63
IR 50 0 o8 I 9 B M
Diseases of the eye and adnexa HOO - H59 F
AN & H- 15 B M
Diseases of the ear and mastoid process H60 -
Hos «F
T BR R B J M 4 11 47 159 362 730 | 1634 2947 4862
Diseases of the circulatory system 100 - 199 F 2 1 4 9 53 90 235 | 1520 1 1915
RS B M 5 1 6 11 28 56 152 | 611 1 871 1977
Diseases of the respiratory system JOO - J99 uF 4 3 8 18 31 66 276 406
LRSI 5 M 3 1 1 15 27 57 122 1 227 266
Diseases of the digestive system K00 - K93 L F 1 2 4 7 20 105 139
B AN T A AR B 2 1 1 4
Diseases of the skin and subcutaneous tissue ©F 5 5 6
L0O - L99
JULPA B 2R A0 Al AL A %M 2 2 7 11
Diseases of the musculoskeletal system and 28
connective tissue M0O - M99 “F 1 4 3 1 8 17
AR PR RERIR B 1 2 9 17 27 73 129 97
Diseases of the genitourinary system NOO - N99 | %4 F 1 5 2 7 17 66 98
TR A IR FN AR D AR B M
Pregnancy, childbirth and the puerperium O00 - | . 1
099 L F 1 1
—BBAR T H A AR B LIRS IR T B M 1 2 3
Certain conditions originating in the perinatal . 11
period POO - P96 LF |4 4 8
VYN Y] B M 1 1 1 3 1 7
Congenital malformations, deformations and 16
chromosomal abnormalities Q00 - Q99 wF 8 2 1 2 1 9
HABTERAER, BEMBEENEAL S [ B M 5 9 11 23 63 114 | 654 12 891
E231)
Symptoms, signs and abnormal clinical and 1827
laboratory findings not elsewhere classified RO0 “F 3 8 1 24 40 848 2 936
- R99
INEF B M 24 2 33 87 274 628 | 1382 | 3689 17 6136 10478
SUB TOTAL “F 22 5 11 45 124 242 544 3342 7 4342
#8851 TOTAL 46 7 44 132 398 870 1926 | 7031 24 10478 10478
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2024 FE3EEIE T RIS ME R RV BB RR 2 SRS A R
(FE—PHE K EAENSE AT R ERBECER)
Annual Return of International Classification of Diseases Code
for External Causes of Deaths
(deaths requiring further investigation and more detailed death investigation reports) in 2024

ECHS4ESE  SUBJECT /CODE NO.

. Bt

Accidents

) ARSI
Transport accidents

L T MEC#EBS M 25 (V01-V09)
Pedestrian injured in transport accident 62

2. Bl BB AR Al RS M 25 (V10-V19)

Pedal cyclist injured in transport accident 8

3. BRI B E RS 215 (V20-V29)

Motorcycle rider injured in transport accident 14

4. ZER BB BRI M 25 (V30-V39)

Three-wheeled motor vehicle occupant injured in transport accident

5. R EME B ASEEI 26 (V40-V49)

Car occupant injured in transport accident 14

6. B FEE WL BB M 215 (V50-V59)

Occupant of pick-up truck or van injured in transport accident 2

7. AR R A B RS M 215 (V60-V69)

Occupant of heavy transport vehicle injured in transport accident 1

8. LB S EES M 25 (V70-VT9)
Bus occupant injured in transport accident 1

9. HAthrfze EATHERESN (V80-V89)
Other land transport accidents 2

10. /K EAZIEES (VO0-V94)
Water transport accidents 1

11, fiZe o RZ28 i E s (V95-VI7)
Air and space transport accidents 2

12. Hofth ARSI E RIS (V98-V99)

Other and unspecified transport accidents

i) BN BRIEAN S MERE

Other external causes of accidental injury
1. &5 (WO00-W19)
Falls 50

2. FFE A AN ] (W20-WA9)

Exposure to inanimate mechanical forces 29
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3. B LA IS MY T] (W50-W64)

Exposure to animate mechanical forces

4. BHNBIE R E L (W65-WT4)
Accidental drowning and submersion

5. HAfE PR ATESME N (WT75-W84)

Other accidental threats to breathing

6. FEEHYEEIM ~ BRSSO Y ER R RO B CRUBE (W85-W99)
Exposure to electric current, radiation and extreme ambient air temperature and pressure

7. FFEHE ~ KK (X00-X09)
Exposure to smoke, fire and flames

8. FEEEN T S EETPE (X10-X19)

Contact with heat and hot substances

9. HEflE LB RATBIEY) (X20-X29)

Contact with venomous animals and plants

10. ZFZENKHEATTE (X30-X39)
Exposure to forces of nature

11. A EWE MR FENHE SYENIEI T FTEEEYE S 3 (X40-X49)

Accidental poisoning by and exposure to noxious substances

2. S EHBITF ST « BT RS AE LV, (X50-X57)

Overexertion, travel and privation

13. EA M R B R T HAE 1| R R R BRI R (X58-X59)

Accidental exposure to other and unspecified factors

I EREEE CSZENGE (X60-X84)

Intentional self-harm

11, BE%& (X85-Y09)

Assault

IV. REEEEBHIEM: (Y10-Y34)

Event of undetermined intent

V. BATHEREETE (Y35-Y36)

Legal intervention and operations of war

VI. S B K MRS % HIE S0 EER BT
Complications of medical and surgical care
) ZEY) ~ SER| R AR E Y B E R R B BN RALTE (Y40-Y59)

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

i) S NAEREZ IR e B BT B 2 A 52 (Y60-Y69)

Misadventures to patients during surgical and medical care

iif) BLER2E FOBR Hm 3 AR R S S I S SRR Y B Rt (Y70-Y82)

Medical devices associated with adverse incidents in dlagnostlc and therapeutic use

23

12

27

98

155

14
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V) SNEF R A B RERE e 250 A L R S S B& B LU R OF 3 e (TR R REITE P T
R AR R 3R R 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

VII. B RSB TRV MEREEIE R (Y85-Y89)

Sequelae of external causes of morbidity and mortality

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

IX. FERFHRRRRIEL RIS AR N R (200-299)

Factors influencing health status and contact with health services

SRR BHHSET{EFE

Unknown Causes of Mortality

SRS

Natural Causes

[Total 488]

10

135

563

1,250

79




