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Glossary

The following terminology isused in thisreport and is briefly explained and contextualized bel ow:

SURVEILLANCE is a process that involves the ongoing and systematic collection, analysis and
interpretation of data relating to the occurrence of a heath event and the timely dissemination of this
information to those who need to know and those who need to apply it. In the NIMSS the health
events that are described are attributable to injuries and are described as non-natural deaths.

An INJURY can be defined as damage to a person caused by an acute transfer of energy
(mechanical/kinetic, thermal, chemical, electrical, radiation) or by a sudden absence of heat
(hypothermia) or oxygen (asphyxiation, drowning) (Berger & Mohan, 1996).

NON-NATURAL desaths include al deaths that were not due to, or may not have been due to, natural
causes and that in terms of the Inquests Act are subject to medico-lega investigation. We have
grouped these non-natural deaths by external cause of death and apparent manner of death.

The EXTERNAL CAUSE of death refers to the mechanism, circumstance or event that preceded the
death. Examples of the external cause of death include firearms, stabbing, motor vehicle collisions,
drowning, burns and poisonings, al of which may result in injury and eventually death.

APPARENT MANNER of death describes the intention prior to the injury that resulted in the death.
The apparent manner of deeth is divided into five different categories: violence, suicide, transport
death, unintentiona injury death and undetermined death. Note that this is the apparent manner of
death according to the forensic pathol ogists who perform the autopsies, and the final manner of death
isonly determined after court proceedings, which can take between 2 and 5 years to compl ete.

The NIMSS definition of VIOLENCE refers to intentional injuries inflicted by another person
(perpetrator). This definition excludes deaths due to culpable homicide since the NIMSS data are
geared towards prevention initiatives, and intentiona and unintentional injuries require different types
of intervention.

SUICIDE refersto fatal self-inflicted intentional injuries.

UNINTENTIONAL INJURY deaths include all other unintentional non-transport injuries such as
those due to burns, falls, poisoning and drowning.

TRANSPORT are normally also unintentional injury deaths, but may include deaths due to culpable
homicide. Again, since the NIMSS data are geared towards prevention initiatives, al transport deaths
have been grouped together to facilitate international comparison, and the development and evaluation
of prevention programmes.

UNDETERMINED deaths are those where the medical examiner is unable to determine whether the
manner of death was due to violence, suicide, transport or unintentiona injuries, or due to natural
calises.

This report uses SEX rather than GENDER to distinguish between mae and female deaths. In
genera, the term sex is used to describe distinctive physiologica features related to being male or
femae. In contrast, the term gender comprises different occupational, socia and psychologica
attributes that are varioudly attributed to being male or female. The latter concept depends on societal
norms and is not internationally comparative.

This report uses the term ‘POPULATION GROUP and associated terms such as ‘African’,
‘Coloured’, ‘Asian’ and ‘White' are used. We recognise that ‘population group’ is a socia
construction that serves particular political purposes. The use of these terms in this report does not
imply any acceptance of the racist assumptions on which these labels are based. We do not suggest

iX



that genetically distinct ‘population groups exist, with inherent biological differences or that
‘population groups exist in essentia groupings. Instead, the terms are used to reflect the differential
manner in which apartheid impacted (and still does) on the lives and health of South Africans. The
‘population groups are gross proxy measure of socid groupings in South Africa and give no
indication of inter-group diversity. The use of ‘African’, ‘Asian’, ‘Coloured’ and ‘White' dissolved
the sharp dratification within these groups, but the labels still serve as the primary research and
scientific indicators of socia grouping (Matzopoulos, 2004).



Executive Summary

This is the 9" Annual Report of the National Injury Mortality Surveillance System (NIMSS). The
NIMSS was constituted with the intention of it becoming a national mortuary-based system. The
system currently captures 21 information items describing the “who, what, when, where and how” of
fatal injuries. Despite its importance, such information has been missing from the nationa vitd
statistics on causes of death since 1991 (Matzopoul os, 2004).

The first NIMSS report covered 1 January to 31 December 1999 and described 14 897 injuries that
were registered at ten mortuaries in five provinces. This report covers 1 January to 31 December
2007, during which 33 484 fata injuries were registered at 39 mortuaries in seven provinces.
Although past data had been biased towards urban areas, all Mpumalanga mortuaries - serving mainly
rural areas have been included. Thisreport aso providesfull coverage of NIMSS in Gauteng.

In the absence of comprehensive coverage, current estimates for the injury mortality burden in South
Africais calculated to be between 60 000 and 70 000 fatalitieswhich represents 11.53% to 13.4% of
the estimated 520 000 deaths registered in South Africa each year (Bradshaw, Norman & Schneider,
2007; Peden & Butchart 1999). It is estimated that the data collected by NIMSSin 2007 accounted for
between 47.9% and 55.8% of all non-natural mortality. The NIMSS aims to progressively expand its
geographical and case coverage until all injury deaths are included in what isintended to be an
ongoing system for the epidemiological surveillance of fata injuries.

Sex, age and population group. Of the 33 484 non-naturd deaths, 80% were male and 20% female.
blacks congtituted 76% of all cases, whites 10%, coloureds 9% and Asians 3%. The magjority of deaths
were young adults, with 36% of al cases aged 15-29, and 32% aged 30-44. Five percent of the deaths
were a younger than 5 years, another 4% were aged 5-14 years, 15% were aged 45-59 years, and 7%
were 60 years and older.

Manner of death. Violence was the mgjor cause of death, accounting for 36% (N = 11 983) of al
deaths. Transport-related deaths accounted for 32% (N =10 780), other unintentional injuries (13% or
4 366 deaths) and suicide (10% or 3 422 deaths) and for 9% (N = 2 933) the manner of death was
undetermined. The leading manner of non-natural death for males was violence (39%) and for
females, transport-related death (36%).

External causes of death. Motor vehicle crashes (MVCs) were the main external cause, and
accounted for 30% of all cases. For children aged 0-4 years and for 85+ years, burns was the major
cause of death. For children aged 5-14 years and for the 45-84 years group, pedestrian injuries ranked
first. For the age range 15-29 years, sharp-object injuries ranked first, with firearms second. For the
30-44 year olds, firearms ranked first.

Violence. Nearly 40% of the 11 983 violence-related deaths were inflicted by sharp objects and just
more than one-third by firearms. The number of cases rose sharply in the 15-19 year age group and
peaked in the 25-29 age category. There were 6.5 male deaths for every female death. Of the males,
40% were Killed with sharp objects and just of one-third with firearms, while firearms followed by
sharp objects accounted for 31% and 28% respectively of female deaths. Sharp objects were the mgor
external cause of violent death between the ages 15-29, 35-39 and 45-49 years. Firearm violence-
related death was the largest single external cause of violence for the age groups 30-34, 40-44, 50-59,
65-69 and 80-84 years. Blunt objects were the major external cause of violence for those aged 0-4, 10-
14, 60-64, 70-79 and 85+ years. Most violence-related deaths occurred in and around private homes.

Suicide. Hanging accounted for 58%, poisoning for 17% and firearms for 15% of the 3 422 suicides.
Nearly two-thirds of al suicide victims were aged between 20-39 years. There were 4.6 male suicides
for every female suicide. The mgjor external causes of suicide among males were hanging (62%) and
firearms (15%), while among females it was poisoning (38%) and hanging (36%). Most suicides
occurred in private homes.
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Transport-related deaths. Of the 10 780 transport-related deaths, pedestrians accounted for 39%,
passengers 22% and drivers 18%, while 4% involved cyclists and three percent were railway-rel ated.
A further 14% of transport-related deaths were due to motor vehicle collisions (MVC); where the user
category was unknown. There were 3.6 males per female transport-related death. Pedestrian deaths
ranked as the top external cause of death for children among all age categories, except infants younger
than one year. Most MV C-related deaths occurred between 16h00 and 19h00 and on the weekends.

Burns, falls, drowning and other unintentional injury deaths. Of the 4 366 deaths due to non-
transport unintentional injuries, 39% were due to burns, 16% drowning, 10% falls and 35% were due
to other unintentional injuries. Burns were the mgjor external cause of death for children aged 4 years
and younger, and the second mgjor cause for children aged 5-9 years. Most burn and fall deaths
occurred in private homes, and drowning deaths in the sea, lakes and rivers, although a large
percentage of drowning also happened at private homes (e.g. in swimming pools).

Manner of death undetermined. For 2 9533 cases the manner of death was undetermined. A large
percentage of deaths due to poisonings were categorised as undetermined. Unlike the other categories,
undetermined deaths peaked among infants and the 25-34 age category.

City-level data. Cape Town had the highest injury mortality rate of 144.9 deaths per 100 000
population, as well asthe highest violence rate. eThekwini had the second highest overal injury
morta ity and violence rates, but the highest firearm violence rate of all four cities.

Suicide rates were highest in Tshwane (Pretoria)(17.4/100 000 population), followed by Johannesburg
(14.2/200 000 population), and eThekwini (11.9/100 000 population). Tshwane did not only have the
highest transport mortality rate (45.4/100 000 population), but a so recorded the highest rate for driver
deaths. The highest pedestrian mortality rate was recorded in Cape Town (20.1/100000).
Johannesburg had the highest rates for unintentional injuries (21.1/100 000 population), followed by
Cape Town (20.1/100 000 population), largely due to the large number of deaths due to burnsin these
two cities. Tshwane was the city that recorded the lowest overall injury ratesfor al injuries and
overall ratesfor categories of violence and traffic injuries, except for firearm suicides (ranked first),
driver deaths (ranked first) and burn deaths (ranked third).
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Chapter 1

Introduction: The National Injury Mortality Surveillance System

Injury is one of the magjor causes of death in South Africa. Externa cause of death is vita for
monitoring demographic, seasonal and socio-economically related trends in these major causes of
death and disability. Since 1991 and since Act No. 52 of 1992, which precluded entry of the external
cause of death in the death register for injury cases, such information has been missing from the
national vital statistics on causes of death. Police data systems only record information for violence,
and the national transport information system records information for an uncertain subgroup of motor
vehicle collision deaths. Deaths due to suicide and other unintentional causes, where the manner of
death is undetermined, are not tracked by any agency.

The Nationa Injury Mortality Surveillance System (NIMSS) was established in 1999 to fill this gap
by providing more comprehensive information about deaths due to external causes. The information is
collated from existing investigative procedures at mortuaries and state forensic chemistry laboratories.
All deaths due to external causes are included, alowing an overview of how the different categories
of external cause (e.g. gunshots, drowning) contribute to the profile of non-natura mortality in men,
women, and children.

The ultimate goa of the NIMSS is to establish a permanent system that will register dl such deaths
that occur annually in South Africa, and develop partnerships to inform initiatives for the prevention
of non-natura fatality.

1.1 Goals of theNIMSS

Thegoalsof the NIMSS are:
To provide ongoing and systematic information about the incidence, causes and consequences of
al non-natural deaths at local, regional and nationa levels.
To enable the early identification of new injury trends and emerging problem areas so that
adequate interventions can be timeoudly established.
To determine priorities for injury and violence prevention action, both for high-risk groups and
socio-environmental risk factors.
To help evaluate direct and indirect violence and injury prevention and control measures.
To monitor seasonal and longitudinal changesin the non-natural death profile.

The utility of the information collected by the NIMSS lies in the pointers it provides for improving the
prevention and control of injuriesin South Africa, and in evaluating the impact of direct (e.g. gun law
enforcement) and indirect (e.g. socio-economic development) interventions that are expected to
reduce some of the major causes of fatal injury. Although limited in coverage, these reports provide a
basdline profile for future monitoring and an information platform to reinforce the ongoing extension
and improvement of the system. In achieving its goas, the NIMSS is intended to meet the information
requirements of three main stakeholder groups, namely the forensic medico-lega services;, the
national crime prevention strategy; and violence and injury prevention agencies at local, provincia
and nationd level.

For forensic medico-legal services, the NIMSS will provide important information for the alocation
of resources, auditing of costs and rationalisation of services. The current absence of information
prevents proper assessment of costs, inhibits eva uation and impedes proper planning.

For the National Crime Prevention Strategy, the NIMSS will provide crucia baseline data for dl
deaths due to violence and other injuries, including information on the covariance between violence
and unintentional injury deaths, demographic and geographic variations in the magnitude and
patterning of violent deaths, and information on particularly sensitive indicators such as the use of
firearms, acohol and other substance involvement.



Injury prevention agencies include national and loca government, the South African Police Services,
non-governmental organisations, business and parastatals. The NIMSS will provide descriptive
information needed for the design and implementation of preventive interventions at municipal,
metropolitan, provincial and nationa levels.

1.2 Aimsof theNIMSS

The NIMSS uses existing medico-forensic investigative procedures. It collates onto a single data form
and into a single computer database items spread between four points in the investigative procedure,
namely postmortem reports, SAP 180 forms, chemica pathology laboratory results, and criminal
justice system reports.

For 1999 to 2000 the NIMSS was piloted with funding from the Department of Arts, Culture, Science
and Technology’s Innovation Fund on Crime Prevention. For 2000, 15 mortuaries in five provinces
contributed data to the NIMSS. For 2007, 39 mortuaries in 7 provinces contributed their data,
including al cases from Mpumaanga and Gauteng, the former giving the NIMSS a rura
representivity. Extension to other mortuarieswill continue aslong as funding permitsiit.

1.3 NIM SS methodology

The NIMSS records 21 items of information for every deceased that enters the forensic medico- lega
system in the participating facilities. To meet the system's goals and enable internationa
comparisons, the NIMSS classifies the primary medica cause of death using the International
Classification of Disease version 9 (ICD 9) and assigns a probable manner of death code to each case.
Spatid and temporal data are recorded, as is the presence of acohol in the deceased through
information from forensic laboratory reports. The fina manner of death is only available after court
findings, which are often only available up to 4 years after the death. The data are collected by the
police and forensic pathologists at each site, and captured into a computerised database by clerks and
secretarial staff at the mortuaries. The data are then sent to the Crime, Violence and Injury Lead
Programme offices in Cape Town, where they are combined with other mortuaries data and data
from the forensic chemistry laboratories, cleaned, and finally analysed by researchers. Quarterly and
yearly reports are produced for the South African Police and forensic pathologist at each facility.

1.4 NIM SS annual report

The NIMSS annua report summarises the data from al mortuaries that participated during the
reporting year. We assume that the main utility of the report will be in providing information for use
in presentations and research projects aimed at violence and injury prevention and control. We also
hope that the report will stimulate further research about the underlying causes and risk factors that
drive the patterns of fatal violence and injury among the different age, sex and population groups for
which the data have been analysed. If these questions can stimulate research to answer them, then the
possibilities for prevention of violence and injury will be greater than ever before.

Perhaps most importantly, it is emphasised that the annua report provides an overview of the data
only, and does not fully reflect the rich amount of information in the surveillance database. This
additiona information includes, in particular, suburb-level indicators of where injuries occurred and,
of course, many cross-tabular anadyses that could not be accommodated in this summary report.
Agencies wishing to access this more detailed level of information are invited to send their requests
for customised reportsto the CVI Lead Programme (Matzopoul os, 2004).



Chapter 2

Participating Facilities and Data Representivity

A totd of 14 897 fatal injuries were registered in the NIMSS for 1999. For 2000 the caseload
increased to 18 876. Fifteen mortuaries in five provinces collected data for the period 1 January to 31
December 2000. In the absence of comprehensive and reliable routinely collected data, current
estimates for the national number of deaths that occur due to non-natura causes range from 60000-
70000 per annum. This accounts for between 12% and 15% of the more than half a million deaths
that occur annudly from all causes of death (ASSA, 2003). The data collected by NIMSS in 2000
accounted for between 24% and 29% of al non-natural mortality. The deaths were mainly recorded
from urban mortuaries and citywide coverage was limited to Port Elizabeth, Cape Town and Pretoria.

For 2007 the caseload increased to 33 484. Thirty-nine mortuaries in seven provinces collected data
for the period 1 January to 31 December 2007, including all Mpumalanga mortuaries, mainly in rura
areas, and al deaths in Gauteng province. The data collected by NIMSS in 2007 accounted for
between 47.9% and 55.8% of all non-natural mortality. For 2007 NIMSS coverage included four
cities, namely Cape Town, Durban, Johannesburg and Pretoria.

Tablel: Participating mortuaries (N= 40 683)

Province Number of mortuaries Casetotal
Eastern Cape 5 6432
Gauteng 7 15435
KwaZulu Natal 3 5508
M pumalanga 18 4571
North West 2 1424
Northern Cape 1 770
Western Cape 3 6543
Total 43 40 683

Not al cases had information for every item, and therefore totals in the following graphs and tables
vary. Owing to the relatively few cases where date and time of injury were available, date and time of
death have been reported instead. While death would have occurred at the time of injury for a
majority of cases, some victims will have died hours or days after the injury itself, and this bias must
be kept in mind when reading the relevant tables and charts.



Chapter 3

The National Injury Mortality Profilefor South Africa

A total of 40 683 cases were recorded in the
South Africafor 1 January 2007 to 31
December 2007, including 6959 (17.1%) cases
that were due to natural causes.

Therest of the analysisisrestricted to the
33 484 non-natural deaths recorded by NIMSS
in 2007

3.1 Overall manner of death

The leading cause of death in the South Africa
was violence (homicide) accounting for 35.8%
of fatal injuries

Figure 1. Overall manner of death
(N=33 484)

3.1.1. Manner of death by age

The average age of the victimswas 33.1 (=
16.3 years). The leading manner of death(s)
amongst the:

* 0-14 age group was non-transport (35.7%)
followed by transport (33.4%);

* 15-24 age group was homicide (48.2%);

* 25-34 age group was homicide (43.5%)
followed by transport (30.9%);

* 35-44 age group was homicide (36.4%)
followed by transport (35.5%);

* 45-54 age group was transport (36.3%);

* 55-64 age group was transport (37.4%); and
* 65+ age group was transport (33.3%).

Figure 2. Violence/Homicide by age
(n=11299)

Figure 3. Suicide by age (n=3 229)

Figure4. Transport deaths by age (n=9 953)



Figure 5. Other unintentional (non-
transport) deaths by age (n=4 051)

Figure 6. Undetermined deaths by age
(n=2315)

3.1.2. Manner of death by sex

Of the cases recorded in the South Africa
catchment area, 26 477 (80.4%) were male and
6457 (19.6%) were femae. The leading cause
of death amongst males was homicide
(38.9%), followed by transport (31.7%). The
leading cause of death amongst females was
transport (35.7%).

Figure 7. Manner of death by sex
(n=32934)

3.2. Scene of injury

The scene of injury was known in only 25 563
(76.3%) cases. The scene that accounted for
the mgjority of deaths was roads (48.2%).

Figure8. Top 10 scenes of injury (n=24497)

3.3.  Timeof death

The peak period(s) of death for:

» homicide was 20h00 - 00h00 (22.4%)
followed by 01h00 - 03h00 (10.4%);

* suicide was 16h00 - 20h00 (22%), followed
by 07h00 - 08h00 (5.9%), followed by 12h00 -
13h00 (5.5%), followed by 10h00 - 11h00
(5.4%);

« transport related deaths was 18h00 - 22h00
(26.2%); and

* non-transport related deaths was 14h00 -
16h00 (10.4%).

Figure9. Time of death (n=27280)



3.4. Day of death

The peak days of death for:

» homicide were Saturday (25.3%), followed
by Sunday (23.2%), followed by Friday
(12.6%);

* suicide were Monday (16.4%), followed by
Saturday (14.6%), followed by Sunday
(14.5%);

« transport related deaths were Saturday
(22.6%), followed by Sunday (19.4%),
followed by Friday (15.1%); and

* non-transport were Saturday (17.9%),
followed by Sunday (17.3%), followed by
Monday (15.4%).

Figure 10. Day of death (n=33012)

Figure11. Day of violence by sex (n=11 778)

Figure 12. Day of suicide deaths by sex
(n=3387)

Figure 13. Day of transport deaths by sex
(n=10588)

3.5. Seasonal variation

The peak month for:

» homicide was December (10.7%), followed
by September (9.8%), followed by July
(8.8%);

* suicide was December (10.1%), followed by
September (9.5%), followed by October
(8.9%);

* transport related deaths was December
(9.4%), followed by August (9.1%), followed
by March (8.9%); and

* non-transport related deaths was July
(10.7%), followed by October (9.7%),
followed by December (9.4%).

Figure 14. Seasonal variation (n=33 012)



3.6. External cause of death

The cause of death was unknown in 5.9% of
the cases. The leading external cause of death
was sharp force injury (15.3%), followed by
firearms (14.9%), followed by motor vehicle

pedestrian (13.4%).

Figure 15. Top 10 external causes of death

(n=27 322)

3.6.1. External causeof homicide by age
Age was unknown in 686 of the 11 983 cases.
Of the remaining cases, the average age of the

victimswas 32 (+ 13.2 yrs). Theleading
external cause of desth for homicide in the:
* 0-14 age group was other (31.5%);

* 15-24 age group was sharp force injury
(46.7%) followed by firearms (31.7%);

* 25-34 age group was sharp force injury
(40.5%) followed by firearms (38.1%);

* 35-44 age group was sharp force injury
(37.3%) followed by firearms (37%);

* 45-54 age group was firearms (34.7%)
followed by sharp forceinjury (32.6%);

* 55-64 age group was firearms (32%)
followed by blunt force injury (32%); and
* 65+ age group was blunt forceinjury
(33.7%).

Figure 16. Sharp force violence by age
(n=4410)

Figure 17. Firearm violence by age
(n=3932)

Figure 18. Blunt forceviolence by age
(n=2378)

Figure 19. Strangulation, suffocation or
asphyxia homicide by victim age (n=231)

Figure 20 Burn homicide by victim age
(n=80)



3.6.2. External cause of suicide by age Figure 23. Firearm suicide by age (n=472)
Age was unknown in 200 of the 3 422 cases.
Of the remaining cases, the average age of the
victimswas 34 (+ 13.9 yrs). Theleading
externa cause of death for suicide in the:

* 0-14 age group was hanging (74.5%);

* 15-24 age group was hanging (69.2%);

* 25-34 age group was hanging (59.9%);

* 35-44 age group was hanging (53%);

* 45-54 age group was hanging (49.4%);

* 55-64 age group was hanging (44.6%); and

* 65+ age group was hanging (43.8%)
followed by firearms (33.6%).

Figure 21. Hanging suicide by age (n=1 878)
Figure 24. Gassing suicide by age (n=114)

Figure 22. Poisoning suicide by age (n=543)

Figure 25. Fall/push/jump from height
suicide by age (n=100)



3.6.3. External cause of transport by age Figure 28. Motor vehicledriver deaths by
Age was unknown in 820 of the 10 780 cases. age (n=1857)

Of the remaining cases, the average age of the

victimswas 34 (+ 16.2 yrs). Theleading

external cause of death for transport in the:

* 0-14 age group was motor vehicle pedestrian

(62.5%);

* 15-24 age group was motor vehicle

pedestrian (34.6%);

* 25-34 age group was motor vehicle

pedestrian (34.5%);

* 35-44 age group was motor vehicle

pedestrian (36.4%);

* 45-54 age group was motor vehicle

pedestrian (40.9%);

* 55-64 age group was motor vehicle

pedestrian (40.3%); and

« 65+ age group was motor vehicle pedestrian Figure 29. Motor vehicle unspecified deaths
(42.2%). by age (n=1 324)

Figure 26. Motor vehicle pedestrian deaths
by victim age (n=3 884)

Figure 30. Cyclist deaths by age (n=362)

Figure27. Motor vehicle passenger deaths
by age (n=2 176)



3.6.4. External cause of other
unintentional (non-transport) deaths by age
Age was unknown in 315 of the 4 366 cases.
Of the remaining cases, the average age of the
victimswas 32 (x 22 yrs). The leading cause
for non-transported related deathsin the:

* 0-14 age group was other (33%);

* 15-24 age group was burns (37.9%) followed
by other (35.2%);

* 25-34 age group was burns (48.5%);

* 35-44 age group was burns (42.6%) followed
by other (32.5%);

* 45-54 age group was burns (39.7%) followed
by other (35.6%);

* 55-64 age group was burns (34.2%); and

* 65+ age group was burns (36%).

Figure 31. Burn deaths by victim age
(n=1559)

Figure 32. Drowning deaths by victim age
(n=652)

Figure 33. Fall/push/jump from height
deaths by victim age (n=366)

Figure 34. Blunt forceinjury deaths by
victim age (n=152)
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3.7. Monthly caseload
In 641 of the 40 683 cases the post mortem
date was not available.

Thus for the 40 042 cases the caseload was
highest in December (9.6%), followed by July
(9.5%), followed by August (9.2%). The
monthly caseload was lowest in January
(7.1%).

Figure 35. Monthly caseload (N=40 042)

3.8.  Blood alcohol levels

Blood acohol concentration (BAC) levels
were obtained in 12006 of the cases. The
average BAC for those who tested positive
was 0.17 + 0.10 g/100ml

Figure 36. Blood alcohal levels (n=12 006)

3.8.1. Blood alcohol level by apparent
manner

Of the 33 484 who were fataly injured, blood
alcohol concentration were available in 12006
(35.9%) of the cases.

Tablell: Blood alcohol levels per apparent
manner

. BAC
Apparent BAC,\SI done positive Mean Std.
manner n BAC Dev.
(%)
(%)
Homicide 5567 3207
(11985) 465) | (57.6) 0.16 0.09
Suicide 1358 501
(3429) 396) | (36.9) 0.15 0.11
Transport 3619 1920
(10773) @7 | 629 0.18 01
Non-transport 911 417
(4366) 209) | (458 0.18 0.11
Undetermined 540 200
(2931) (184) | (37.0) 0.17 0.13
Total 12006 6245 0.17 0.11
3.8.2. Blood alcohol level by transport
user
Of the 10780 who died in transport collisions,
blood alcohol concentration were available in
3619 (33.7%) of the cases.
Tablelll: Blood alcohol levels per transport
user
BAC's BAC
Transport done positive Mean Std.
user n n BAC Dev.
(%) (%)
Driver 739 415
(1957) @78) | (562) 0.17 01
Passenger 510 228
(2315) @20 | @) 0141 011
Pedestrian 1560 919
(4228) 369) | (589) 0.21 01
Railway case 194 63
(368) 27| (@25 0181 012
. 191 81
Cyclist (394) (485) (42.0 0.15 0.12
Unspecified 425 214
(1487) 286) |  (50.4) 0.18 0.1
Total 3619 1920 0.21 013
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Chapter 4

Cape Town Injury Mortality Profile

A total of 6203 cases were recorded in the
Cape Town catchment area for 1 January 2007
to 31 December 2007, including 1459 (23.5%)
cases that were due to natural causes.

Therest of the analysisisrestricted to the
4744 non-natural deaths that occurred in the
catchment area. However, the section that
dealswith the pathology serviceincludesthe
natural deaths in order to provide an accurate
assessment of facility caseload.

4.1. Overall manner of death
The leading cause of death in the Cape Town
catchment area was violence (46.9%).

Figure 37. Overall manner of death
(N =4744)

4.1.1. Manner of death by age

The average age of the victimswas 31.4 (+ 16
years). The leading manner of death(s)
amongst the:

* 0-14 age group was undetermined (41.3%);
* 15-24 age group was violence (67.8%);

* 25-34 age group was violence (58.2%);

* 35-44 age group was violence (45.5%)
followed by transport (30.9%);

* 45-54 age group was violence (33.4%);

* 55-64 age group was transport (38.7%); and
* 65+ age group was non-transport (41.3%).

Figure 38. Violence/lHomicide by age
(n=2197)

Figure 39. Suicide by age (n = 365)

Figure40. Transport deaths by age
(n =1109)
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Figure 41. Other unintentional (non-
transport deaths) by age (n = 578)

Figure42. Undeter mined deaths by age
(n =382

4.1.2. Manner of death by sex

Of the cases recorded in the Cape Town
catchment area, 3822 (81.5%) were male and
870 (18.5%) were fema e. The leading cause
of death amongst males was Violence
(49.9%). The leading cause of death amongst
females was Violence (35.2%).

Figure43. Manner of death by sex
(n=4692)

4.2, Sceneof injury

The scene of injury was known in 3211
(67.7%) cases. The scene that accounted for
the mgjority of deaths was roads (34.5%),
followed by informal settlements (32.1%).

Figure44. Top 10 scenes of injury
(n =3160)

4.3. Timeof death

The peak period(s) of death for:

* Violence was 01h00 - 04h00 (18%),
followed by 08h00 - 10h00 (11.6%), followed
by 22h00 - 00h00 (10.1%);

* suicide was 09h00 - 13h00 (25.4%),
followed by 19h00 - 21h00 (10.4%), followed
by 23h00 - 00h00 (5.5%), followed by 17h00 -
18h00 (5.2%);

* transport related deaths was 08h00 - 11h00
(17.6%), followed by 20h00 - 23h00 (17.3%),
followed by 01h00 - 03h00 (10.6%); and

* non-transport related deaths was 08h00 -
11h00 (17.8%), followed by 00hQO0 - 02h00
(12.8%), followed by 12h00 - 13h00 (5.8%),
followed by 04h00 - 05h00 (5.3%), followed
by 20h00 - 21h00 (5%).

Figure 45. Time of death (n = 3370)
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4.4, Day of death

The peak days of death for:

* Violence were Sunday (27.2%), followed by
Saturday (26.1%), followed by Monday
(13.3%);

* suicide were Tuesday (17.3%), followed by
Monday (15.2%), followed by Thursday
(14.9%);

« transport related deaths were Saturday
(23.5%), followed by Sunday (18.8%),
followed by Friday (13.6%); and

* non-transport were Saturday (20.4%),
followed by Sunday (18.9%), followed by
Monday (15.7%).

Figure 46. Day of death (n = 4704)

Figure47. Day of violent deaths by sex
(n =2208)

Figure 48. Day of suicide deaths by sex
(n =368)

Figure 49. Day of transport deaths by sex
(n=1117)

4.5. Seasonal variation

The peak month for:

* Violence was September (11.4%), followed
by August (9.4%), followed by December
(9.1%);

* suicide was August (11.7%), followed by
September (10.6%), followed by January
(9.8%);

* transport related deaths was November
(9.6%), followed by August (9.4%), followed
by September (9.4%); and

* non-transport related deaths was October
(12.8%), followed by December (12.6%),
followed by July (10.1%).

Figure50. Seasonal variation (n = 4704)
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4.6. External cause of death

The cause of death was unknown in 7.8% of
the cases. The leading external cause of death
was sharp force injury (25.6%), followed by
firearms (18%), followed by motor vehicle
pedestrian (14.6%).

Figure51. Top 10 external causes of death
(n =3909)

4.6.1. External cause of violence by age
Age was unknown in 27 of the 2224 cases. Of
the remaining cases, the average age of the
victimswas 29 (+ 11.1 yrs). Theleading
external cause of desth for violencein the:
* 0-14 age group was firearms (39.5%);

* 15-24 age group was sharp force injury
(51.1%) followed by firearms (35%);

* 25-34 age group was sharp force injury
(50.3%) followed by firearms (34.3%);

* 35-44 age group was sharp force injury
(54.4%);

* 45-54 age group was sharp force injury
(42.9%) followed by firearms (33.1%);

* 55-64 age group was sharp force injury
(42.6%); and

* 65+ age group was blunt force injury
(40.9%) followed by sharp force injury
(31.8%).

Figure 52. Sharp forceinjury violence by
age (n = 1096)

Figure 53. Firearm violence by age
(n=723)

Figure54. Blunt forceinjury violence by
age (n = 318)

Figure 55. Strangulation, suffocation or
asphyxia violence by age (n = 24)
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4.6.2. External cause of suicide by age
Age was unknown in 5 of the 370 cases. Of
the remaining cases, the average age of the
victimswas 35 (+ 14.4 yrs). Theleading
external cause of death for suicide in the:

* 0-14 age group was hanging (80%);

* 15-24 age group was hanging (72.6%);

* 25-34 age group was hanging (53.4%);

* 35-44 age group was hanging (54.9%);

* 45-54 age group was hanging (36.7%)
followed by firearms (30.6%);

* 55-64 age group was firearms (39.1%); and
* 65+ age group was firearms (46.7%).

Figure 56. Hanging suicide by age
(n=191)

Figure57. Firearm suicide by age (n = 64)

Figure 58. Poisoning suicide by age
(n=61)

Figure 59. Gassing suicide by age (n = 15)

Figure 60. Fall/push/jump from height
suicide by age (n = 13)
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4.6.3. External causeof transport by age
Age was unknown in 17 of the 1126 cases. Of
the remaining cases, the average age of the
victimswas 33 (x 15.9 yrs). Theleading
external cause of death for transport in the:

* 0-14 age group was motor vehicle pedestrian
(80.4%);

* 15-24 age group was motor vehicle
pedestrian (42.9%);

* 25-34 age group was motor vehicle
pedestrian (57.7%);

* 35-44 age group was motor vehicle
pedestrian (54.7%);

* 45-54 age group was motor vehicle
pedestrian (61.8%);

* 55-64 age group was motor vehicle
pedestrian (56%); and

* 65+ age group was motor vehicle pedestrian
(42.9%).

Figure61. Motor vehicle pedestrian deaths
by age (n = 631)

Figure 62. Motor vehicle passenger deaths
by age (n =172)

Figure 63. Motor vehicledriver deaths by
age (n = 144)

Figure 64. Railway deaths by age (n = 79)

Figure 65. Cyclist deaths by age (n = 56)
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4.6.4. External cause of other
unintentional (non-transport) deaths by age
Age was unknown in 19 of the 597 cases. Of
the remaining cases, the average age of the
victimswas 35 (x 22.5 yrs). The leading cause
for non-transported related deathsin the:

* 0-14 age group was burns (40.7%);

* 15-24 age group was burns (62.9%);

* 25-34 age group was burns (64.2%);

* 35-44 age group was burns (52.6%);

* 45-54 age group was burns (42.3%);

* 55-64 age group was burns (31.4%); and

* 65+ age group was fal/push/jump from
height (56.5%).

Figure 66. Burn deaths by age (n = 273)

Figure 67. Fall/push/jump from height
deathsby age (n = 101)

Figure 68. Drowning deaths by age
(n=73)

Figure 69. Blunt forceinjury deaths by age
(n=29)

Figure 70. Poisoning deaths by age
(n=20)

18



4.7. Monthly caseload

The monthly caseload was highest in August
(10.4%), followed by October (9.4%),
followed by September (9.1%). The monthly
caseload was lowest in February (6.6%).

Figure 71. Monthly caseload (N = 6182)

4.8. Blood alcohol levels

Blood alcohol concentration (BAC) levels
were obtained in 3373 of the 4744 cases. The
average BAC for those who tested positive
was 0.17 + 0.09 g/100ml

Figure 72. Blood alcohal levels (n = 3373)

4.8.1. Blood alcohol level by apparent
manner

Of the 4744 who were fataly injured, blood
alcohol concentration were availablein 3373
(71.1%).

TablelV: Blood alcohol levels per apparent
manner

BAC's | BAC
Appar ent done positive | Mean | Std.
manner n n BAC | Dev.
(%) (%)
Violence 1857 1144
(2224) (835) ©6Le) | 016|008
Suicide 317 117
(370) (85.7) @69 | 01| 01
Transport 782 453
(1126) (69.5) 79 | 18] 009
Non-transport 302 157
(597) (50.6) 20) | 019|011
Undetermined 115 39
(427) (26.9) @3g) | 019|015
Total (4744) 3373 1910 | 017 011

4.8.2. Blood alcohol level by transport

user

Of the 1126 who were fataly injured in
transport collisions, blood & cohol
concentration were available in 782 (69.4%) of
the cases.

TableV: Blood alcohol levels per transport
user

BAC's BAC

Transport done positive Mean Std

user n n BAC Dev

(%) (%)

Driver 117 68

(147) (79.6) a1 | 16| 007

Passenger 123 65

(176) (69.9) 29 | 0| 01

Pedestrian 411 266

(629) (64.3) ©a7) | 02| 009

Railway case 69 23

(80) (86.3) (333) 02 011
. 47 24

Cyclist (57) (82.5) (51.1) 0.11 | 0.08

Unspecified 15 7

@7) (55.6) 467y | 01| 008

Total 782 43| o019 o011
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Chapter 5

eThekwini (Durban) Injury Mortality Profile

A total of 5347 cases were recorded in the
eThekwini metropolitan area (Durban) areafor
1 January 2007 to 31 December 2007,
including 742 (13.9%) cases that were dueto
natural causes.

Therest of the anaysisisrestricted to the
4458 non-natura deaths that occurred in the
catchment area.

51 Overall manner of death
The leading cause of dezth in the Durban
catchment area was violence (44.1%).

Figure 73. Overall manner of death
(N = 4458)

5.1.1. Manner of death by age

The average age of the victimswas 31.8 (+ 16
years). The leading manner of death(s)
amongst the:

* 0-14 age group was undetermined (37.6%)
followed by transport (30.4%);

* 15-24 age group was violence (56.2%);

* 25-34 age group was violence (54.3%);

* 35-44 age group was violence (43.1%);

* 45-54 age group was violence (34.9%)
followed by transport (32.7%);

* 55-64 age group was transport (33.3%)
followed by violence (31.6%); and

* 65+ age group was Violence (27.6%),
followed by transport (26.5%), followed by
undetermined (20.6%).

Figure 74. Violence by age (n = 1910)

Figure 75. Suicide by age (n = 394)

Figure 76. Transport deaths by age
(n =1088)
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Figure 77. Other unintentional (non-
transport deaths) by age (n = 296)

Figure 78. Undeter mined deaths by age
(n =562)

5.1.2. Manner of death by sex

Of the cases recorded in the Durban catchment
area, 3584 (82.6%) were male and 757
(17.4%) were female. The leading cause of
death amongst males was violence (48.7%).
The leading cause of death amongst females
was transport (31.8%).

Figure 79. Manner of death by victim Sex
(n=4341)

5.2. Sceneof injury

The scene of injury was known in 2798
(62.8%) cases. The scene that accounted for
the mgjority of deaths was roads (52.2%).

Figure 80. Top 10 scenes of injury
(n =2675)

5.3. Time of death

The peak period(s) of death for:

* Violence was 19h00 - 00h0O0 (30.1%)
followed by 06h00 - 07h00 (5%);

* suicide was 15h00 - 19h00 (24.3%),
followed by 06h00 - 08h00 (13.2%), followed
by 12h00 - 14h00 (11.4%);

« transport related deaths was 16h00 - 21h00
(34.5%); and

* non-transport related deaths was 05h00 -
08h00 (20.1%), followed by 14h00 - 16h00
(10.6%), followed by 11h00 - 12h00 (6.3%),
followed by 01h00 - 02h00 (5.9%), followed
by 20h00 - 21h00 (5.1%).

Figure 81. Time of death (n = 3709)
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5.4.  Day of death
The peak days of death for:

* Violence were Saturday (25.3%), followed

by Sunday (21.6%), followed by Friday
(13.6%);

* suicide were Friday (15.6%), followed by

Sunday (15.6%), followed by Tuesday
(14.9%);

* transport related deaths were Saturday
(22.7%), followed by Sunday (17.8%),
followed by Friday (17.2%); and

* non-transport were Saturday (18.8%),

followed by Monday (16.7%), followed by

Sunday (15.3%).

Figure 82. Day of death (n = 4238)

Figure 83. Day of violence deaths by sex
(n =1876)

Figure 84. Day of suicide deaths by sex
(n =389)

Figure 85. Day of transport deaths by sex
(n =1084)

55.  Seasonal variation

The peak month for:

* Violence was December (10.6%), followed
by July (9.9%), followed by March (9.0%);

* suicide was October (11.0%), followed by
August (10.5%), followed by September
(10.0%);

* transport related deaths was March (10.3%),
followed by May (10.3%), followed by
November (10.2%); and

* non-transport related deaths was April
(12.5%), followed by May (11.8%), followed
by November (11.5%).

Figure 86. Seasonal variation (n = 4238)
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5.6. External cause of death

The cause of death was unknown in 7.2% of
the cases. The leading external cause of death
was firearms (22.3%), followed by sharp force
injury (16%), followed by motor vehicle
pedestrian (13.9%).

Figure 87. Top 10 external causes of death
(n =3602)

5.6.1. External cause of violence by age
Age was unknown in 54 of the 1963 cases. Of
the remaining cases, the average age of the
victimswas 31 (+ 12.7 yrs). Theleading
external cause of desth for Violencein the:
* 0-14 age group was blunt force injury
(34.1%);

* 15-24 age group was firearms (42.6%)
followed by sharp forceinjury (38.8%);

* 25-34 age group was firearms (45.4%)
followed by sharp forceinjury (36.1%);

* 35-44 age group was firearms (50.6%);

* 45-54 age group was firearms (44.9%);

* 55-64 age group was firearms (44%); and
* 65+ age group was blunt force injury
(40.4%) followed by firearms (31.9%).

Figure 88. Firearm violence by age
(n =849)

Figure 89. Sharp forceinjury violence by
age (n = 639)

Figure 90. Blunt forceinjury violence by
age (n = 348)

Figure 91. Strangulation, suffocation or
asphyxia violence by age (n = 26)
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5.6.3. External cause of suicide by age
Age was unknown in 4 of the 398 cases. Of
the remaining cases, the average age of the
victimswas 33 (x 13.3 yrs). Theleading
external cause of death for suicide in the:

* 0-14 age group was hanging (77.8%);

* 15-24 age group was hanging (73%);

* 25-34 age group was hanging (74.4%);

* 35-44 age group was hanging (66.7%);

* 45-54 age group was hanging (60.5%);

* 55-64 age group was hanging (62.5%); and
* 65+ age group was firearms (35.7%).

Figure 92. Hanging suicide by age
(n=272)

Figure 93. Poisoning suicide by age
(n=44)

Figure 94. Firearm suicide by age (n = 37)

Figure 95. Fall/push/jump from height
suicide by age (n = 20)

Figure 96. Gassing suicide by age (n =7)
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5.6.3. External causeof transport by age
Age was unknown in 51 of the 1139 cases. Of
the remaining cases, the average age of the
victims was 33 (+ 16.3 yrs). Theleading
external cause of death for transport in the:

* 0-14 age group was motor vehicle pedestrian
(66.1%);

* 15-24 age group was motor vehicle
pedestrian (47.1%);

* 25-34 age group was motor vehicle
pedestrian (47.4%);

* 35-44 age group was motor vehicle
pedestrian (47.6%);

* 45-54 age group was motor vehicle
pedestrian (56.6%);

* 55-64 age group was motor vehicle
pedestrian (53.2%); and

* 65+ age group was motor vehicle pedestrian
(51.1%).

Figure97. Motor vehicle pedestrian deaths
by age (n = 555)

Figure 98. Motor vehicle unspecified deaths
by age (n = 218)

Figure 99. Motor vehicle passenger deaths
by age (n = 125)

Figure 100. Motor vehicledriver deaths by
age (n =121)

Figure 101. Railway deaths by age (n = 49)
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5.6.4. External cause of other
unintentional (non-transport) deaths by age
Age was unknown in 7 of the 303 cases. Of
the remaining cases, the average age of the
victimswas 33 (x 22.5 yrs). The leading cause
for non-transported related deathsin the:

* 0-14 age group was drowning (30.9%);

* 15-24 age group was burns (26.1%);

* 25-34 age group was burns (26.9%),
followed by drowning (19.2%), followed by
blunt force injury (19.2%);

* 35-44 age group was burns (33.9%);

* 45-54 age group was blunt force injury
(32.1%);

* 55-64 age group was fall/push/jump from
height (34.8%); and

* 65+ age group was fal/push/jump from
height (37.9%).

Figure 102. Burn deaths by age (n = 75)

Figure 103. Fall/push/jump from height
deaths by age (n = 54)

Figure 104. Drowning deaths by age
(n =50)

Figure 105. Blunt forceinjury deaths by age
(n=37)

Figure 106. Electrocution deaths by age
(n=18)
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5.7. Monthly caseload

The monthly caseload was highest in
December (9.5%), followed by May (9.3%),
followed by October (9.3%). The monthly
casel oad was lowest in February (6.7%).

Figure 107. Monthly caseload (N = 5263)

5.8.  Blood alcohol levels

Blood alcohol concentration (BAC) levels
were obtained in 2097 of the 4458 cases. The
average BAC for those who tested positive
was 0.17 + 0.09 g/100ml

Figure 108. Blood alcohol levels (n = 2097)

5.8.1. Blood alcohol level by apparent
manner

Of the 4458 who were fataly injured, blood
alcohol concentration were available in 2097
(47.0%).

TableVI: Blood alcohol levels per apparent
manner

Appar ent BAC's BAC Mean Std.
manner done positive BAC Dev.
n n
(%) (%)
Violence 1150 626 0.16 | 0.08
(1964) (58.6) (54.4)
Suicide 161 67 018 | 011
(398) (40.5) (41.6)
Transport 586 284 0.19 0.1
(1139) (51.5) (48.5)
Non-transport 80 37 0.17 | 0.09
(303) (26.4) (46.3)
Undetermined 120 45 0.19 0.1
(654) (18.4) (37.5)
Total 2097 1059 0.18 0.1

5.8.2. Blood alcohol level by transport

user

Of the 1139 who were fataly injured in
transport collisions, blood a cohol
concentration were available in 586 (51.4%) of
the cases.

Table VII: Blood alcohol levels per
transport user

Transport BAC's BAC Mean | Std.
user done positive BAC | Dev
n n
(%) (%)
Driver 71 34 0.18 | 0.09
(122) (58.2) (47.9)
Passenger 57 16 0.14 | 0.08
(126) (45.2) (28.1)
Pedestrian 280 142 019 | 01
(573) (48.9) (50.7)
Railway case 34 13 0.18 | 0.09
(57) (59.7) (38.2
Cyclist 15 5 0.2 | 0.07
(19) (79.0) (333
Unspecified 129 74 0.19 | 0.09
(240) (53.8) (57.4)
Total 586 284 022| 0.1
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Chapter 6

Johannesburg Injury Mortality Profile

A total of 5531 cases were recorded in the

Johannesburg catchment areafor 1 January 2007

to 31December 2007, including 800 (14.5%)
cases that were due to natural causes.

Therest of the analysisisrestricted to the 4731
non-natural deaths that occurred in the
catchment area.

6.1. Overall manner of death

The leading cause of death in the Johannesburg
catchment area was violence (homicide)
(35.9%)).

Figure 109. Overall manner of death
(N=4731)

6.1.1. Manner of death by age

The average age of the victimswas 33.6 (+ 15.8
years). Theleading manner of death(s) amongst
the:

* 0-14 age group was non-transport (49.6%)
followed by transport (31.3%);

* 15-24 age group was violence (40.6%)
followed by transport (32.1%);

* 25-34 age group was violence (43.5%);

* 35-44 age group was violence (40.1%)
followed by transport (33.2%);

* 45-54 age group was transport (37.9%);

* 55-64 age group was transport (30.7%); and

* 65+ age group was transport (37.6%) followed
by non-transport (30.2%).

Figure 110. Violence/lhomicide by age
(n=1661)

Figure 111. Suicide by age (n=541)

Figure 112. Transport deaths by age
(n=1483)
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Figure 113. Non-transport deaths by age
(n=649)

Figure 114. Undeter mined deaths by age
(n=271)

6.1.2. Manner of death by sex

Of the cases recorded in the Johannesburg
catchment area, 3819 (81.0%) were male and
893 (19.0%) were fema e. The leading cause of
death amongst males was violence (38.9%),
followed by transport (31.8%). The leading
cause of death amongst femal es was transport
(33%).

Figure 115. Manner of death by sex (n=4712)

6.2. Sceneof injury

The scene of injury was known in 3932 (83.1%)
cases. The scene that accounted for the majority
of deaths was roads (48.8%).

Figure 116. Top 10 scenes of injury (n=3814)

6.3. Time of death

The peak period(s) of death for:

* violence was 19h00 - 00h00 (29.6%) followed
by 01h00 - 03h00 (10.8%);

* suicide was 16h00 - 20h00 (23.3%), followed
by 11h00 - 14h00 (16.8%), followed by 09h00 -
10h00 (5.5%);

* transport related deaths was 18h00 - 22h00
(28.8%) followed by 00h00 - 02h00 (10.7%);
and

* non-transport related deaths was 15h00 -
17h00 (11.1%), followed by 18h00 - 19h00
(5.8%), followed by 08h00 - 09n00 (5.4%),
followed by 11h00 - 12h00 (5%).

Figure 117. Time of death (n=4650)
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6.4. Day of death Figure 121. Day of transport deaths by sex

The peak days of death for: (n=1508)
* violence were Saturday (23.3%), followed by

Sunday (21%), followed by Monday (14.4%);

* suicide were Monday (19.5%), followed by

Thursday (16%), followed by Saturday (14.5%);

* transport related deaths were Saturday

(23.3%), followed by Sunday (20%), followed

by Monday (13%); and

* non-transport were Saturday (16%), followed

by Sunday (15.8%), followed by Tuesday
(15.7%).

Figure 118. Day of death (n=4722)

Figure 119. Day of violent deaths by sex
(n=1697)

Figure 120. Day of suicide deaths by sex
(n=550)

6.5. Seasonal variation

The peak month for:

* violence was December (10.4%), followed by
September (10.2%), followed by June (10.1%);
* suicide was February (10.9%), followed by
December (9.8%), followed by July (9.6%);

* transport related deaths was July (10.5%),
followed by March (10.2%), followed by May
(9.9%); and

* non-transport related deaths was June
(11.0%), followed by July (10.4%), followed by
August (9.5%).

Figure 122. Seasonal variation (n=4722)
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6.6. External cause of death

The cause of death was unknown in 3.7% of the
cases. Theleading external cause of death was
firearms (20.8%), followed by motor vehicle
pedestrian (14.5%), followed by sharp force
injury (9.5%).

Figure 123. Top 10 external causes of death
(n=3885)

6.6.1. External cause of violence by age

Age was unknown in 36 of the 1697 cases. Of
the remaining cases, the average age of the
victimswas 33 (+ 12.2 yrs). The leading externa
cause of death for violencein the:

* 0-14 age group was firearms and blunt objects
each (19.2%);

* 15-24 age group was firearms (47.6%);

* 25-34 age group was firearms (54.2%);

* 35-44 age group was firearms (52.1%);

* 45-54 age group was firearms (52.2%);

* 55-64 age group was firearms (48.1%); and

* 65+ age group was blunt force injury (44.4%)
followed by firearms (36.1%).

Figure 124. Firearm violence by age (n=846)

Figure 125. Sharp forceinjury violence by
age (n=413)

Figure 126. Blunt forceinjury violence by age
(n=329)

Figure 127. Strangulation, suffocation or
asphyxia violence by age (n=46)
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6.6.2. External cause of suicide by age Figure 130. Firearm suicide by age
Age was unknown in 9 of the 550 cases. Of the (n=88)
remaining cases, the average age of the victims

was 34 (+ 13.1 yrs). Theleading externa cause

of death for suicidein the:

* 0-14 age group was hanging (60.1%);

* 15-24 age group was hanging (58.1%);

* 25-34 age group was hanging (52.8%);

* 35-44 age group was hanging (42.6%);

* 45-54 age group was hanging (46.4%);

* 55-64 age group was hanging (50%); and

* 65+ age group was firearms (38.9%).

Figure 128. Hanging suicide by age
(n=273)

Figure 131. Fall/push/jump from height
suicide by age (n=42)

Figure 129. Poisoning suicide by age (n=95)



6.6.3. External cause of transport by age
Age was unknown in 25 of the 1508 cases. Of
the remaining cases, the average age of the
victimswas 34 (+ 15.7 yrs). The leading externa
cause of death for transport in the;

* 0-14 age group was motor vehicle pedestrian
(78.3%);

* 15-24 age group was motor vehicle pedestrian
(33.1%);

* 25-34 age group was motor vehicle pedestrian
(35.5%);

* 35-44 age group was motor vehicle pedestrian
(43.2%);

* 45-54 age group was motor vehicle pedestrian
(51.4%);

* 55-64 age group was motor vehicle pedestrian
(52.3%); and

* 65+ age group was motor vehicle pedestrian
(48.1%)).

Figure 132. Motor vehicle pedestrian deaths
by age (n=641)

Figure 133. Motor vehicle unspecified deaths
by age (n=280)

Figure 134. Motor vehicledriver deaths by
age (n=242)

Figure 135. Motor vehicle passenger deaths
by age (n=210)

Figure 136. Railway deaths by age
(n=62)
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6.6.4. External cause of non-transport deaths
by age

Age was unknown in 14 of the 663 cases. Of the
remaining cases, the average age of the victims
was 31 (+ 23.4 yrs). The leading cause for non-
transported related deathsin the:

* 0-14 age group was burns (36.9%);

* 15-24 age group was burns (33.3%);

* 25-34 age group was burns (43.6%);

* 35-44 age group was burns (50%);

* 45-54 age group was burns (43.1%);

* 55-64 age group was burns (30.3%); and

* 65+ age group was poisoning (27.7%).

Figure 137. Burn deaths by age
(n=232)

Figure 138. Drowning deaths by age
(n=84)

Figure 139. Fall/push/jump from height
deaths by age (n=78)

Figure 140 Electrocution deaths by age (n=30)



6.7. Monthly caseload

The monthly caseload was highest in July (9.6%),
followed by June (9.4%), followed by October
(9.3%). The monthly caseload was lowest in April
(6.5%).

Figure 141. Monthly caseload (N = 5487)

6.8.  Blood alcohol levels

Blood acohol concentration (BAC) levelswere
obtained in 2693 of the 4731 cases. The average
BAC for those who tested positive was 0.16 + 0.09
0/100ml

Figure 142. Blood alcohol levels (n = 2693)

6.8.1. Blood alcohol level by apparent
manner

Of the 4731 who were fatally injured, blood
alcohol concentration were availablein 2693
(56.9%).

TableVIII: Blood alcohol levels per
apparent manner

Apparent BAC's BAC Mean | Std.
manner done positive | BAC | Dev.
n n
(%) (%)
Homicide 1103 525 0.15 | 0.08
(1696) (65.0) (47.6)
Suicide 390 104 0.14 | 0.08
(547) (71.3) (26.7)
Transport 891 421 018 | 0.1
(1512) (59.1) (47.1)
Non-transport 185 58 016 | 0.1
(663) (27.9) (31.4)
Undetermined 122 38 0.16 | 0.12
(313 (39.0) (31.2)
Total 2693 1146 016| 0.1

6.8.2. Blood alcohol level by transport
user

Of the 1512 who were fatally injured in transport
collisions, blood alcohol concentration was
available in 891 (59.1%) of the cases.

TablelX: Blood alcohol levels per transport
user

Transport BAC's BAC Mean | Std.
user done positive | BAC | Dev.
n n
(%) (%)

Driver 174 920 0.16 | 0.09

(243 (71.6) (51.7)

Passenger 142 61 0.12 | 0.08
(211) (67.3) (43.0)

Pedestrian 368 | 194 (52.7) 021| 01
(659) (55.8)

Railway case 49 | 14 (28.57) 0.13 | 0.08
(66) (74.2)

Cyclist 27 8 015 | 0.04
(45) (60) (29.6)

Unspecified 131 54 0.17 | 0.09
(285) (46.0) (41.2)

Total 891 421 019]| 01
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Chapter 7

Tshwane (Pretoria) Injury Mortality Profile

A total of 3236 cases were recorded in the

Tshwane/Pretoria catchment areafor 1 January

2007 to 31 December 2007, including 421
(13.0%) casesthat were due to natural causes.

Therest of the analysisisrestricted to the
2721 non-natural deathsthat occurred in the
catchment area.

7.1.  Overall manner of death
The leading cause of death transport-related
(37.7%).

Figure 143. Overall manner of death
(N =2721)

7.1.2. Manner of death by victim age
The average age of the victimswas 33.9 (£
16.4 years). The leading manner of death(s)
amongst the:

* 0-14 age group was non-transport (47.6%)
followed by transport (34.6%);

* 15-24 age group was transport (39%)
followed by homicide (31.2%);

* 25-34 age group was transport (39.3%)
followed by homicide (31.7%);

* 35-44 age group was transport (39.8%);

* 45-54 age group was transport (37.8%);

* 55-64 age group was transport (43.6%); and
* 65+ age group was transport (35.6%).

Figure 144. Violence/Homicide by age
(n=577)

Figure 145. Suicide by age (n = 325)

Figure 146. Transport deaths by age
(n=872)
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Figure 147. Non-transport deaths by age
(n =295)

Figure 148. Undeter mined deaths by age
(n=178)

7.1 Manner of death by sex

Of the cases recorded in the Tshwane/Pretoria,
2144 (79.7%) were male and 546 (20.3%)
were female. The leading cause of death
amongst males was transport (38.7%). The
leading cause of death amongst females was
transport (35.9%).

Figure 149. Manner of death by victim sex
(n =2690)

7.2 Sceneof injury

The scene of injury was known in 2138
(78.6%) cases. The scene that accounted for
the mgjority of deaths was roads (52.9%).

Figure 150. Top 10 scenesof injury
(n = 2059)

7.3. Timeof death

The peak period(s) of death for:

» homicide was 03h00 - 05h00 (11.9%),
followed by 22h00 - 00h00 (11.7%), followed
by 06h00 - 08h00 (11%), followed by 20h00 -
21h00 (6.3%);

* suicide was 07h00 - 09h00 (13.4%),
followed by 17h00 - 19h00 (11.8%), followed
by 10h00 - 11h00 (6.5%), followed by 15h00 -
16h00 (6.1%), followed by 22h00 - 23h00
(5.3%);

* transport related deaths was 18h00 - 22h00
(29.5%), followed by 01h00 - 02h00 (5.2%),
followed by 06h00 - 07h00 (5.2%), followed
by 23h00 - 00h00 (5.2%); and

« other unintentional (non-transport) related
deaths was 19h00 - 23h00 (22.3%), followed
by 16h00 - 17h00 (6.9%), followed by 04h00 -
05h00 (6%6), followed by 13h00 - 14h00 (6%),
followed by 01h00 - 02h00 (5.1%).

Figure 151. Time of death (n = 1705)

37



7.4. Day of death

The peak days of death for:

» homicide were Saturday (24%), followed by
Sunday (20.3%), followed by Friday (13.4%);
* suicide were Friday (17.1%), followed by
Monday (16.5%), followed by Saturday
(14%);

« transport related deaths were Saturday
(21.2%), followed by Sunday (21.1%),
followed by Friday (14%); and

* non-transport were Wednesday (18.3%),
followed by Monday (15.4%), followed by
Saturday (14.5%).

Figure 152. Day of death (n = 2674)

Figure 153. Day of violenceflhomicide deaths
by sex
(n =697)

Figurel54. Day of suicide deaths by sex
(n=384)

Figure 155. Day of transport deaths by sex
(n=1018)

7.5.  Seasonal variation

The peak month for:

» homicide was December (11.0%), followed
by November (9.7%), followed by June
(9.2%);

» suicide was April (10.1%), followed by July
(10.1%), followed by December (9.8%);

« transport related deaths was December
(10.5%), followed by July (10.2%), followed
by November (9.9%); and

* non-transport related deaths was October
(13.1%), followed by December (11.6%),
followed by July (10.5%).

Figure 156. Seasonal variation (n = 2674)
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7.6. External cause of death

The cause of death was unknown in 7.7% of
the cases. The leading external cause of death
was firearms (16.4%), followed by motor
vehicle pedestrian (14.2%), followed by motor
vehicle driver (8.1%).

Figure 157. Top 10 external causes of death
(n =2130)

7.6.1. External cause of homicide by age
Age was unknown in 131 of the 708 cases. Of
the remaining cases, the average age of the
victimswas 33 (£ 13.2 yrs). Theleading
external cause of desth for homicide in the:

* 0-14 age group was other (45%);

* 15-24 age group was sharp force injury
(33.6%) followed by firearms (32.7%);

* 25-34 age group was firearms (46.5%);

* 35-44 age group was firearms (53.3%);

* 45-54 age group was firearms (47.1%);

* 55-64 age group was firearms (52.2%); and
* 65+ age group was firearms (43.8%)
followed by blunt forceinjury (31.2%).

Figure 158. Firearm homicide by victim age
(n=257)

Figure 159. Blunt forceinjury homicide by
victim age (n = 141)

Figure 160. Sharp forceinjury homicide by
victim age (n = 136)

Figure 161. Strangulation, suffocation or
asphyxia homicide by victim age (n = 13)
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7.6.2. External cause of suicide by age
Age was unknown in 64 of the 389 cases. Of
the remaining cases, the average age of the
victimswas 36 (+ 13.7 yrs). Theleading
external cause of death for suicide in the:

* 0-14 age group was poisoning (100%);

* 15-24 age group was hanging (55.9%);

* 25-34 age group was hanging (55.9%);

* 35-44 age group was hanging (38.8%);

* 45-54 age group was hanging (39.6%)
followed by firearms (31.2%);

* 55-64 age group was firearms (38.1%)
followed by hanging (33.3%); and

* 65+ age group was hanging (35.7%)
followed by firearms (35.7%).

Figure 162. Hanging suicide by victim age
(n=152)

Figure 163. Firearm suicide by victim age
(n=78)

Figure 164. Poisoning suicide by victim age
(n=47)

Figure 165 Gassing suicide by victim age
(n=14)

Figure 166. Fall/push/jump from height
suicide by victim age (n = 13)
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7.6.3. External causeof transport by age
Age was unknown in 155 of the 1027 cases.
Of the remaining cases, the average age of the
victimswas 34 (+ 16 yrs). The leading
external cause of death for transport in the:

* 0-14 age group was motor vehicle pedestrian
(52.8%) followed by motor vehicle passenger
(34.7%);

* 15-24 age group was motor vehicle
pedestrian (32.6%);

* 25-34 age group was motor vehicle
pedestrian (28.4%), followed by motor vehicle
driver (23.9%), followed by motor vehicle
passenger (20.1%);

* 35-44 age group was motor vehicle
pedestrian (32.3%);

* 45-54 age group was motor vehicle
pedestrian (34.8%);

* 55-64 age group was motor vehicle
pedestrian (32.8%); and

* 65+ age group was motor vehicle pedestrian
(38.9%).

Figure 167. Motor vehicle pedestrian deaths
by victim age (n = 292)

Figure 168. Motor vehicle passenger deaths
by victim age (n = 175)

Figure 169. Motor vehicledriver deaths by
victim age (n = 171)

Figure 170. Motor vehicle unspecified
deaths by victim age (n = 145)

Figure 171. Cyclist deaths by victim age
(n =56)
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7.6.4. External cause of non-transport
deaths by age

Age was unknown in 51 of the 346 cases. Of
the remaining cases, the average age of the

victimswas 28 (x 22.5 yrs). The leading cause

for non-transported related deathsin the:

* 0-14 age group was burns (22.4%) followed
by drowning (20.4%);

* 15-24 age group was burns (41.5%);

* 25-34 age group was burns (41.5%);

* 35-44 age group was burns (40.9%);

* 45-54 age group was other (38.2%) followed
by burns (35.3%);

* 55-64 age group was burns (50%); and

* 65+ age group was burns (43.5%).

Figure 172. Burn deaths by victim age
(n=101)

Figure 173. Drowning deaths by victim age
(n=38)

Figure 174. Fall/push/jump from height
deaths by victim age (n = 29)

Figure 175. Electrocution deaths by victim
age (n = 16)

7.7. Monthly caseload

The monthly casel oad was highest in
December (10.0%), followed by July (9.9%),
followed by October (9.5%). The monthly
casel oad was lowest in March (6.5%).

Figure 176. Monthly caseload (N = 3126)
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7.8. Blood alcohol levels

Blood acohol concentration (BAC) levels
were obtained in 1127 of the 2721 cases. The
average BAC for those who tested positive
was0.17 + 0.12 g/100ml

Figure 177. Blood alcohol levels (n = 1127)

7.8.1. Blood alcohol level by apparent
manner

Of the 2721 who were fataly injured, blood
alcohol concentration were availablein 1127
(41.4%)).

Table X: Blood alcohol levels per apparent
manner

Table XI: Blood alcohol levels per transport
user

Transport BAC's BAC Mean | Std.
user done positive | BAC | Dev
n n
(%) (%)
Driver 119 77| 017 | 01
(203) (58.6) (64.7)
Passenger 77 37 0.14 | 0.17
(197) (39.1) (48.1)
Pedestrian 173 97 | 0.21 | 0.09
(356) (48.6) (56.1)
Railway case 18 4| 019 013
(35) (51.4) (22.2)
Cyclist 51 15 019 | 0.2
(70) (72.9) (29.4)
Unspecified 48 17| 015 0.13
(165) (29.1) (35.4)
Total 486 247 | 021 ] 0.16

Apparent BAC's BAC Mean | Std.
manner done | positive | BAC | Dev.
n n
(%) (%)
Homicide 333 151 0.17 0.1
(708) (47.0 (45.4)
Suicide 164 75| 016 | 017
(389) (42.2) (45.7)
Transport 486 247 | 018 | 0.12
(1027) (47.3) (50.8)
Non-transport 71 29 014 | 0.11
(346) (20.5) (40.9
Undetermined 73 30| 011 0.13
(251) (29.1) (41.1)
Total 1127 532 | 0.15 ] 0.3

7.8.2. Blood alcohol level by transport
user

Of the 1027 who were fataly injured in
transport collisions, blood a cohol
concentration was available in 486 (47.3%) of
the cases.
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Chapter 8
Mortality Ratesfor Cities

Mortality rates were calculated for the four cities where the NIMSS provided full coverage:
Cape Town (Sdlt River, Tygerberg and Stellenbosch mortuaries)
eThekwini (Durban) (Gale Street, Phoenix and Pinetown mortuaries)
Johannesburg (Diepkloof, Johannesburg, Roodepoort and Sebokeng mortuaries)
Tshwane (Pretoria) (Ga-Rankuwa* and Pretoria mortuaries).

Table I1: Age-adjusted city mortality rates, 1 January to 31 December 2007

r—————|

V|0Ience
- firearm 20.4 24.5 21 3 13.5
Suicide 370 11.5 398 11.9 550 14.4 389 17.4
- firearm 63 2.3 39 13 91 24 88 4.1
- hanging 193 5.6 275 7.8 280 7.3 185 8.1
Transport 1126 355 1140 35.0 1508 41.0 1027 454
- road traffic 1047 33.0 1083 333 1443 39.3 989 44.0
pedestrian 639 20.1 581 18.0 659 18.5 355 16.1
driver 146 4.7 123 3.9 243 6.3 203 8.7
- railway 80 25 55 1.6 62 1.7 30 1.3
Unintentional 597 20.1 303 10.1 663 21.1 346 16.6
- burns 284 89 78 2.6 238 6.8 117 5.6
- drowning 77 24 50 15 88 25 47 2.2
ALL INJURIES 4744 144.9 4458 134.8 4731 127.1 2721 121.8

The non-natural mortality rates for the four cities are shown in the table above. Cape Town had the
highest injury mortality rate of 144.9 deaths per 100 000 popul ation, aswell asthe highest violence
rate. eThekwini had the second highest overall injury mortality and violence rates, but the highest
firearm violence rate of al four cities.

Suicide rates were highest in Tshwane (17.4/100 000 population), followed by Johannesburg
(14.2/100 000 population), and eThekwini (11.9/100 000 population). Hanging was the preferred
method of suicidein all four cities.

Tshwane did not only have the highest transport mortality rate (45.4/100 000 population), but aso
recorded the highest rate for driver deaths. The highest pedestrian mortality rate was recorded in Cape
Town (20.1/100000). Johannesburg had the highest rates for unintentional injuries (21.1/200 000
population), followed by Cape Town (20.1/100 000 population), largely due to the large number of
deaths due to burnsin these two cities.

Tshwane was the city that recorded the lowest overall injury ratesfor all injuries and overall rates of
violence and traffic injuries, except for firearm suicides (ranked first), driver deaths (ranked first) and
burn deaths (ranked third).

City-specific growth rates were unavailable and hence we used provincia growth estimates cal culated
using 2007 projected figures® from the Actuarial Society of South Africa (ASSA, 2003).

(* Ga-Rankuwa was not part of city of Tshwane reportsin previous years. This mortuary now includes cases
from the previous Medunsa mortuary - thus thereis an increase in caseload for the city of Tshwane in 2007
compared to previous year. The same applies for Sebokeng in Johannesburg)



Chapter 9

Conclusion

The 9" Annual Report of the NIMSS has identified fatal injuries, especialy as a consequence of

motor vehicle collisions and violence as top South African public health priorities. The mgjority of the
annual injury deaths occurred among African and Coloured males in the economically active age
range of 15-44 years. The leading manner of non-natural death for males was sharp-object-related
violence, and for females, pedestrian injury. Just about two in five of all violence-related deaths were
inflicted by sharp-objects and a further third by firearms. Most of these deaths occurred in and around
the home.

Most prominent external causes of death among the other age groups include burns for infants and
children younger than 5 years, pedestrian injuries to children between 5 and 14 years of age, and then
firearm injuries from 15 years onwards.

The NIMSS data can be used in the formulation of injury prevention policy and interventions. The
data assistsin the identification of potential victim groups, hazardous locations, times and
instruments, and selected high-risk behaviours such as acohol consumption.

The Crime, Violence and Injury Lead Programme, which is co-directed by the MRC and UNISA, is
committed to facilitating the use of NIMSS data by awide range of stakeholder groups, but especialy
the forensic medico-legal services; the National Crime Prevention Strategy; and violence and injury
prevention agencies at local, provincia and national level.

The NIMSS could provide additional information, including for example suburb-level indicators of
where injuries occurred and, of course, many cross-tabular analyses that could not be accommodated
in thisreport.

Agencies wishing to access this more detailed level of information are invited to send their requests
for customised reportsto the CVI programme.
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Province
Eastern Cape
Eastern Cape
Eastern Cape
Eastern Cape
Eastern Cape
Eastern Cape
Eastern Cape
Eastern Cape
Gauteng
Gauteng
Gauteng
Gauteng
Gauteng
Gauteng
Gauteng
Gauteng
KwaZulu Natal
KwaZulu Natal
KwaZulu Natal
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
Mpumalanga
North West
North West
Northern Cape
Western Cape
Western Cape
Western Cape

Appendix |: Participating mortuaries (N=40 683)

City
East London
East London
East London
Butterworth
Queenstown
Nelson Mandela Bay(Port Elizabeth)
Nelson Mandela Bay(Port Elizabeth)
Nelson Mandela Bay(Port Elizabeth)
Bronkhorstspruit
Johannesburg
Johannesburg
Johannesburg
Johannesburg
Johannesburg
Tshwane(Pretoria)
Ga-Rankuwa
eThekwini(Durban)
eThekwini(Durban)
eThekwini(Durban)
Balfour
Belfast
Bethal
Delmas
Ermelo
Ebhuleni
Kwamhlanga
Lydenburg
Mapulaneng
Middelburg
Nelspruit
Piet Retief
Sahie
Secunda
Standerton
Tonga
V olksrust
Witbank
Klerksdorp
Potchefstroom
Kimberley
Cape Town
Cape Town
Stellenbosch

Mdantsane
Woodbrook

King Williams Town (served by Woodbrook)

Butterworth
Queenstown
Gelvandale
Mount Road
New Brighton

Bronkhorstspruit

Diepkloof
Germiston
Johannesburg
Roodepoort
Sebokeng

Tshwane(Pretoria)

Ga-Rankuwa
Gale Street
Phoenix
Pinetown
Balfour
Belfast
Bethal
Delmas
Ermelo
Ebhuleni
Kwamhlanga
Lydenburg
Mapulaneng
Middelburg
Nelspruit
Piet Retief
Sabie
Secunda
Standerton
Tonga
Volksrust
Witbank
Klerksdorp
Potchefstroom
Kimberley
Salt River
Tygerberg
Stellenbosch
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Appendix I1: NIM SS Data Collection Form
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Appendix I11: Data Request Form

\J The MRC-UNISA Crime, Violence & Injury Lead Programme (S.A)
t Form
[ sourm armica ]

[ 1. Tite | 2. First Name/s | 3. Surname
4. Organisation 5. E-mail
6. Telephone (day) | 7. Cell | 8. Fax

8. Specify your request e.g. data (raw, customised), report (customised, published, unpublished), data collection form,
consultancy etc.

9. Provide relevant information that will assist in processing your request (use separate page if necessary)

10. Describe your use/purpose for this request (use separate page if necessary)

11. Is your request related to (please tick)

Individual research Contract research Institutional research
Masters project PhD project Other (specify)

12. Name of research project and affiliation (if applicable) — submit copy of research proposal.

13. Has ethical approval been obtained for this study? | | If yes, please provide details (reference,

place etc.)

15. What are the anticipated outputs/outcomes of your project?

16. How and to what extent does this request relate to the scope and objectives of the CVI Lead Programme
- if relevant, see http://www.mrc.ac.za/crime/crime.htm or http://www.unisa.ac.za/dept/ishs/programme.html)

17. Additional comments:

20. Please note the following conditions:

- The MRC-UNISA Crime, Violence & Injury Lead Programme (CVILP) should be acknowledged in all instances.

- A copy of the final research output should be submitted to the CVILP.

- All customised reports will remain the intellectual property of the CVILP.

- The Lead Programme will as far as possible assist the applicant, however, requests may be declined or certain costs
may be payable.

18. Signature 19. Date

For office use:

Received: Date Signature
Authorised: Date Signature
Researcher assigned:

Comments:
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