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Convenor’s foreword
This is the eleventh Annual Report of the New South Wales Child Death Review Team.

In 2006, the deaths of 628 children and young people were registered in New South Wales. This report 
provides important information that furthers our understanding of the factors that contribute to the deaths 
of children and young people and ways that we can work to prevent these deaths in the future.

Making recommendations to prevent or reduce the likelihood of child deaths is an important function of 
the Team. We are pleased with the progress made on previous recommendations for preventing sudden 
and unexpected deaths in infancy and I would like to thank the organisations involved in progressing 
these recommendations.

The Team has also begun discussions with teams, committees and individuals who review child deaths 
in other states and territories in Australia and New Zealand in an effort to standardise our reporting. If 
this is achieved, it will allow national and international comparisons of child deaths and further inform 
prevention efforts.

On behalf of the Child Death Review Team, I extend my sympathy to the families and friends of all the 
children  whose deaths are considered in this report and to the professionals who provided care and support 
to these children.

I would also like to thank my colleagues on the Child Death Review Team for their knowledge and expertise, 
which has informed this report, and the staff at the Commission for Children and Young People who have 
made the report possible.

Gillian Calvert 
Convenor, Child Death Review Team 
Commissioner for Children and Young People
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Executive Summary
The purpose of the New South Wales Child Death Review Team (the Team) is to prevent or reduce the 
number of deaths in New South Wales of children and young people aged 0-17 years.

The specific research functions of the Team are to maintain a Child Death Register, analyse the data regarding 
the causes of death, identify patterns and trends relating to these deaths and make recommendations to 
government and non-government agencies for the prevention of further child deaths.

• From January to December 2006, the deaths of 628 children and young people aged 0-17 years were 
registered in New South Wales. The death rate was 39.4 deaths per 100,000 children and young people 
aged 0-17 years. This is an increase for the second consecutive year and is the highest death rate 
since 2001.

• Males accounted for 61.0 per cent of the deaths (383 deaths) and females accounted for 39.0 per cent 
(245 deaths). The death rate for males was 46.8 per 100,000 male children and young people aged 
0-17 years, which was an increase for the second consecutive year. The death rate for females was 31.6, 
which was similar to the previous year. The rate of deaths due to external causes was substantially higher 
for males than for females.

• There was an increase in the number of infant deaths to 401 (63.9% of all deaths). This is the second year 
in a row that the number of infant deaths increased.

• The majority of the infant deaths were due to conditions originating in the perinatal period (62.6% of all 
infant deaths). Ill-defined and unknown causes of mortality, and congenital malformations, deformations 
and chromosomal abnormalities were also among the leading causes of death for this age group.

• External causes featured more prominently in the leading causes of death for children aged over one year, 
with transport incidents being the most common cause of death for all age groups. Drowning was also a 
leading cause of death for children in the 1-4 year age group.

• There were 65 transport fatalities in 2006. The rate of transport fatalities was 4.1 deaths per 100,000 
children and young people aged 0-17 years, which was a substantial rise from previous years. Young 
males in the 15-17 year age group accounted for the majority of the fatalities. The increase in the 
overall rate was due to an increase in the male transport fatality rate. Aboriginal children were also 
over-represented in transport fatalities.

• There were 54 sudden and unexpected deaths of infants. For 47 of these (87.0%), at least one risk factor 
was present.

• The deaths of 15 children and young people were due to drowning. The rate of drowning deaths was 
0.9 deaths per 100,000 children and young people aged 0-17 years. This was an increase from 2005 
and was accounted for by a rise in the rate of drowning for males.

• Ten children and young people were fatally assaulted in 2006. The overall rate of death for fatal 
assault was 0.6 deaths per 100,000 children and young people aged 0-17 years, which was similar 
to previous years.

• Seven children and young people died by suicide. The overall rate of suicide was 1.3 deaths per 100,000 
children and young people aged 12-17 years. This was the lowest rate since the Team began reporting 
in 1996.
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• There was a substantial reduction in house fire deaths compared with the previous two years. Only one 
child died in a house fire in 2006.

• This year, the Team monitored 11 recommendations aimed at preventing or reducing child deaths that 
were made in its previous reports. The Team will continue to monitor nine of these recommendations. 
No new recommendations were made in this report. It is expected that further recommendations will be 
made following the findings of the Team’s special study examining trends in child deaths in New South 
Wales from 1996 to 2005.
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 Chapter 1: Introduction

1.1 Child Death Review Teams in Australia and New Zealand

The New South Wales Child Death Review Team (the Team) was established in 1995. The purpose of the 
Team, as specified in s.45N of the Commission for Children and Young People Act 1998, is to prevent or 
reduce the number of child deaths in New South Wales. The Team considers children from 0-17 years of age, 
excluding still births.

The New South Wales Ombudsman undertakes individual reviews of certain categories of death. These 
include children and young people in care; children reported to the Department of Community Services within 
three years of their death; children who are siblings of a child reported to the Department of Community 
Services within three years of their death; children who may have died from abuse, neglect or in suspicious 
circumstances; children who were in detention at the time of their death; and people with a disability who 
at the time of their death were living in a residential care service authorised or funded under the Disability 
Services Act 1993, or a licensed boarding house. The Ombudsman makes recommendations to prevent 
these deaths.

A number of other child death review mechanisms have been established across the states and territories 
of Australia and New Zealand to review the population of children who die within their jurisdictions. These 
mechanisms are at different stages of development and vary in their functions and operations.

• In Victoria, the Consultative Council on Obstetric and Paediatric Mortality and Morbidity reviews all 
maternal deaths and the deaths of all resident children aged 0-17 years (including still births >20 weeks 
gestation or >400gm) that are registered in Victoria in order to consider clinical features of each case 
and to assess preventability. The Victorian Child Death Review Committee monitors child deaths that are 
known to the Victorian Child Protection Service.

• In Queensland, the Child Death Review Team monitors trends and reviews and reports on the deaths of 
all children aged 0-17 years (excluding still births) that are registered in Queensland. The Queensland Child 
Death Case Review Committee reviews the deaths of children known to the Department of Child Safety 
in Queensland.

• The Western Australian Advisory Council on the Prevention of Deaths of Children and Young People 
currently reviews the deaths of children and young people aged 0-23 years (excluding still births) 
registered in Western Australia. The Western Australia Child Death Review Committee reviews the deaths 
of children and young people who were known to the Department of Community Development and the 
Perinatal and Infant Mortality Committee reviews still births and infant deaths over 32 weeks gestation.

• ACT Health has responsibility for reviewing the deaths of children in the Australian Capital Territory. 
There is currently no legislative basis for the child death review mechanism.

• South Australia has recently established the Child Death and Serious Injury Review Committee. This 
committee examines the deaths and serious injuries of South Australian children aged 0-17 years 
(excluding still births).

• In the Northern Territory, a Child Death Review and Prevention Committee has been proposed and 
Cabinet approval for introduction into the Legislative Assembly is pending. The Committee will report 
on all children aged 0-17 years in the Northern Territory who die or suffer an accident or injury.
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• In Tasmania, the Paediatric Mortality and Morbidity Sub-Committee has been established to report on the 
deaths of children aged 29 days to 17 years and the Perinatal Mortality and Morbidity Sub-Committee to 
investigate perinatal deaths of 20 weeks gestation to 28 days. 

• In New Zealand, the Child and Youth Mortality Review Committee reviews and reports on deaths of 
children and young people aged four weeks to 24 years while the Perinatal and Maternal Mortality Review 
Committee reviews and reports on perinatal and maternal deaths.

Recognising the need to develop nationally comparable data, the Team convened an inaugural meeting of 
Australian and New Zealand Child Death Review Teams (ANZCDRT) on 2 December 2005. The aim of the 
ANZCDRT is to prevent or reduce child deaths by sharing information on issues in the review and reporting 
of child deaths, and to work collaboratively towards national and international reporting.

The ANZCDRT met again on 23 March 2006 and established its work priorities for 2007 which included 
developing a classification framework for system failures in child deaths and a data dictionary to guide the 
collection and reporting of child deaths.

1.2 Functions and activities of the New South Wales Team

The specific functions of the Team are detailed in the Commission for Children and Young People Act 1998. 
Specifically, the Team must:

(a) Maintain a Child Death Register

(b) Classify deaths according to cause, demographic criteria and other relevant factors

(c) Identify patterns and trends

(d) Undertake research that aims to help prevent or reduce the likelihood of child deaths

(e) Monitor recommendations to prevent child deaths

(f) Identify areas requiring further research by the Team or other agencies.

The Team has maintained a register since 1996 of the deaths of all children and young people aged 0-17 years 
registered in New South Wales. The Team classifies these deaths according to cause of death, demographic 
criteria and other factors with a view to understanding the causes of child death and preventing these fatalities. 
Patterns and trends are identified each year and reported annually. 

Under s.45N of the Commission for Children and Young People Act 1998, the functions of the Team are 
limited to reporting on child deaths that are registered in New South Wales. 

Options for reporting usual resident deaths that are registered outside New South Wales have been explored 
through the ANZCDRT. At this stage, legislative and administrative restrictions of the various jurisdictions 
and issues related to confidentiality prevent a national approach. The Team recognises the need to report on 
the deaths of all New South Wales usual resident children and young people and is currently seeking formal 
arrangements with individual jurisdictions to allow it to report on deaths that are registered outside of the 
state. This year, limited information was obtained on deaths of New South Wales usual resident children and 
young people registered in the Australian Capital Territory, Victoria and Queensland.

Chapter 1: Introduction
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The Team’s legislation recognises that some child deaths are preventable and that prevention of child deaths 
is the responsibility of parents, families, the community, private agencies and the government. Based on its 
analysis of child deaths, the Team makes recommendations to be implemented by government and non-
government agencies and by the community for the prevention of or reduction in child deaths. The Team also 
comments upon the extent to which its previous recommendations have been accepted and may comment 
on the extent to which those recommendations have been implemented in practice. In 2006, the Team 
identified 11 of its previous recommendations as requiring comment.

With the approval of the Minister, the Team can also undertake research to prevent or reduce the likelihood 
of child deaths. This research can be undertaken alone or with others. The Team is currently conducting a 
study to examine trends in child deaths in New South Wales from 1996 to 2005. The study is investigating 
the extent to which child deaths have significantly increased or decreased over the past decade for particular 
causes of death based on different demographic characteristics and age categories.

In its report Fatal Assault and Neglect of Children and Young People (2003), the Team made two 
recommendations for research. The first aimed to identify the factors that promote and hinder adherence 
to interagency policy and practice; the second aimed to identify differences between reported children and 
young people who are injured and reported children and young people who are fatally assaulted. The Team 
believed that the findings from these studies could inform interagency practice and response. 

In its 2005 Annual Report, the Team expressed disappointment that the research had not been undertaken 
and indicated that it would explore other avenues for undertaking the recommended research. The Team has 
approached the Australian Centre for Child Protection to conduct the research. One of the Centre’s roles is 
to conduct research concerned with child protection and to communicate its understandings for policy and 
practice at a national level.

1.3 Team membership

The Team membership reflects a multi-disciplinary interagency response to promoting children’s safety, 
welfare and well-being. Members include independent experts appointed by the Minister for Community 
Services who have expertise in health care, research methodology, child development or child protection. 
The Team also has nominees from NSW government departments concerned with the safety and well-being 
of children including the departments of Community Services; Education and Training; Ageing, Disability and 
Home Care; NSW Health; NSW Police; Attorney General’s; and the Office of the State Coroner. Currently 
there are 15 members, including two Aboriginal members. 
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1.4 Confidentiality of information

The legislation requires that no information obtained by the Team can be disclosed to any other person unless 
it is made under s.45U of the Commission for Children and Young People Act 1998. This section allows the 
Convenor of the Team to provide information in the following circumstances:

• in connection with research that is undertaken in order to reduce or prevent the likelihood of deaths of 
children in New South Wales

• in connection with a possible criminal offence

• reporting that a child or class of children may be at risk of harm

• where it may relate to a death that is within the jurisdiction of the State Coroner, whether or not the death 
has been the subject of an inquest under the Coroners Act 1980

• where the information concerning the death of a child is relevant to the exercise of any of the 
Ombudsman’s functions.

In 2006, the Convenor received three requests for information. One request was withdrawn. Disclosure of 
information was authorised for one request under s.45U(1)(b) of the Commission for Children and Young 
People Act 1998. One was denied as it did not fulfil the criteria outlined under s.45U.

1.5 Previous research by the Team

The Team has tabled eleven annual reports, from 1995-1996 to January-December 2005. These reports 
include analysis of trends and patterns in the death of children and young people occurring in New South 
Wales. Some reports focused on particular issues in relation to child deaths, including parental substance 
abuse, and fatal abuse and neglect. 

The Team has also researched specific topics relating to the death of children and young people. 
Reports include:

• Systemic issues arising from child deaths involving parental substance dependence (Part C of the 
1998‑99 Child Death Review Team Annual Report, 2000)

• Fatal Assault of Children and Young People (2002)

• Suicide and Risk Taking Deaths of Children and Young People (2003a)

• Fatal Assault and Neglect of Children and Young People (2003b)

• Sudden Unexpected Deaths in Infancy: the New South Wales Experience (2005).

Further information on past reports and research can be found at www.kids.nsw.gov.au.
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2.1 Purpose of the Annual Report 

This Annual Report (the Report) describes the deaths of children and young people aged 0-17 years 
registered in New South Wales between January and December 2006. The Report identifies causes of death, 
trends and patterns, and factors associated with the deaths. It also details the extent to which previous 
recommendations made by the Team have been accepted and implemented in practice.

Under s.45N of the Commission for Children and Young People Act 1998, the functions of the Team are 
limited to reporting on child deaths registered in New South Wales. As a result, children whose usual place 
of residence was New South Wales and whose deaths were registered outside of New South Wales are 
excluded from all analyses.

Information on mortality according to usual place of residence is reported by the Australian Bureau of 
Statistics (ABS). In 2005, the deaths of 27 children and young people whose usual place of residence was 
New South Wales were registered in a different state (11 in the Australian Capital Territory; seven in Victoria; 
seven in Queensland; and two in other states). ABS data for 2006 was not available at the time of reporting. 
The Team requested limited information on 2006 registered deaths from child death review teams in all 
Australian states and territories and from New Zealand. Information was received from the Australian Capital 
Territory, Victoria and Queensland, including the child’s age, cause of death and the Statistical Division of their 
usual place of residence. This information is presented in Appendix 1.

2.2 Access to data

Section 45T of the Commission for Children and Young People Act 1998 imposes a duty on departments, 
agencies and individuals to provide the Team with ‘full and unrestricted access’ to records that the Team 
reasonably requires for the purpose of exercising its functions. This includes all government departments, 
statutory bodies or local authorities, the Commissioner of Police, the State Coroner, medical practitioners 
or health care professionals or heads of bodies which deliver health services to children. It also includes 
a person who, or the head of a body which, delivers welfare services to children (including family support 
services, children’s services, foster care or residential out-of-home care, and disability services), and the 
principal of a non-government school (within the meaning of the Education Act 1990). 

The Team has access to the National Coroners Information System (NCIS), an on-line computerised data 
storage facility that holds information on deaths reported to coroners within Australia. The NCIS is managed 
by the Victorian Institute of Forensic Medicine. The data capture in this register for New South Wales, while 
increasing, remains incomplete.
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2.3 The Child Death Register

Since 1996, the Team has maintained a Child Death Register (the Register) of the deaths of all children and 
young people aged 0-17 years registered in New South Wales. The Register is based on death registration 
data from the NSW Registry of Births, Deaths and Marriages. These data include date of birth, date of death, 
date of death registration, age, sex, Aboriginal and Torres Strait Islander status, cause of death as noted on 
the death certificate, place and country of birth, usual place of residence and parents’ names. The Register 
captures 100 per cent of child deaths registered in New South Wales. 

Where the cause of death noted on the death certificate does not provide enough information for coding 
cause of death, medical records are obtained. For each coronial case additional information is also sought, 
including the Police Report of Death to Coroner (P79A, which includes a narrative of the circumstances under 
which the death took place); the Sudden Infant Death: Death Scene Investigation Checklist (P534, completed 
by police for cases suspected of SIDS); and the final post mortem report (including autopsy, pathology and 
toxicology findings). Where no post mortem is conducted, the Coroner’s determination of the cause of death 
is sought. When necessary for determining the full circumstances surrounding a death, the Team requests 
additional details of the police investigations from the Coroner.

Additional information on Aboriginal and Torres Strait Islander status, vulnerability, disability, geographic area 
and division, remoteness, socio-economic disadvantage, cause of death, and coronial outcome are also 
added to the Register to allow the Team to fulfil its functions. Details of how this additional information is 
obtained or derived are described below.

Aboriginal and Torres Strait Islander status

Aboriginal and Torres Strait Islander status is recorded on the NSW Registry of Births, Deaths and Marriages 
death registration data. This data is likely to undercount the number of Aboriginal and Torres Strait Islander 
child deaths due to inconsistent recording on death notification forms. It is recognised that death registration 
data in New South Wales does not currently provide an acceptable level of coverage of Aboriginal and Torres 
Strait Islander deaths (ABS, 2003a). 

The Team used several other sources of information to improve the accuracy of Aboriginal and Torres 
Strait Islander identification. This included the Police Report of Death to the Coroner and other coronial 
documentation where available, and identification by an Aboriginal Team member and an Aboriginal Expert 
Advisor. The Expert Advisor was appointed under Section 45O of the Commission for Children and Young 
People Act 1998. A child was recorded as Aboriginal when the Aboriginal Team member or the Expert 
Advisor could identify the family as an Aboriginal family.

For the first time this year, the Team also obtained information from the NSW Registry of Births, Deaths and 
Marriages birth registration data for all deaths. This data identified an additional 22 children as Aboriginal 
or Torres Strait Islander. This increase highlights the under coverage of Aboriginal and Torres Strait Islander 
deaths reported by the ABS, which relies solely on death registration data. 

The inclusion of this additional method of identification means that the Aboriginal and Torres Strait Islander 
status data cannot be compared with that previously reported by the Team. The Team is continuing to 
investigate other methods to increase the number of identified children and young people of Aboriginal 
and Torres Strait Islander status. It is anticipated that the trends in child deaths study will help to inform 
these efforts.

Chapter 2: Methods
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Vulnerability of children and young people

Children and young people may be vulnerable to injury and death for a range of reasons including their age, 
and the circumstances in which they live (for example alcohol and drug use, domestic violence and crime). 

There is currently no accepted measure of vulnerability to death known to the Team. As a result, the Team 
employed a proxy measure of vulnerability. A child was considered vulnerable if they, or a sibling, had been 
reported as at risk of harm to the Department of Community Services within the three years prior to their 
death. A risk of harm report may relate to the child’s basic physical or psychological needs not being met; 
carers not arranging necessary medical care; physical or sexual abuse or ill-treatment; serious physical or 
psychological harm due to the presence of domestic violence in their household; or serious psychological 
harm from parent/caregivers behaviour toward the child.

By the very nature of its work and its statutory responsibilities, the NSW Department of Community Services 
has contact with families whose children are most vulnerable to harm. These families have a higher incidence 
of violence, alcohol and drug use and disruption than families in more advantaged circumstances. 

Information on the contact of children and their families with the Department of Community Services 
was provided to the Team by the NSW Ombudsman. The NSW Ombudsman completed a search of the 
Department of Community Services Key information and Directory System (KiDS) for all children as part of 
their function relating to reviewable deaths. Only reports that occurred prior to the death of the child were 
counted. The existence of such a report does not itself mean systemic failure.

Disability

The Team obtained information from the Department of Ageing, Disability and Home Care (DADHC) to identify 
children and young people with a disability. A child or young person was recorded as having a disability if 
they had ever received services from DADHC or from non-government agencies funded by DADHC. The 
information provided was sourced from the Commonwealth-State/Territory Agreement NSW Minimum Data 
Set Collection.

Geographic areas and divisions

Where the child was known to live in New South Wales, the usual place of residence was used for 
coding geographic area. The child’s usual residence was classified according to the Australian Standard 
Geographical Classification (ASGC; ABS, 2001c). The ASGC Main Structure allows usual place of residence 
to be classified into Statistical Local Areas (SLAs), Statistical Subdivisions (SSDs) and Statistical Divisions 
(SDs) (ABS, 2001c). Statistical Subdivisions are an intermediate sized spatial unit containing one or more 
SLAs. They are defined as socially and economically homogenous regions characterised by identifiable links 
between the inhabitants. In the 2001 edition of the ASGC, there are 207 SSDs that cover Australia and 
50 that cover New South Wales, and 1353 SLAs that cover Australia and 199 that cover New South Wales 
(ABS, 2001c). For the small number of localities which cross SLA boundaries (approximately 5%), a Street 
Index was used which contains data to allow the accurate coding of these locations. 

Chapter 2: Methods
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Remoteness

The Accessibility/Remoteness Index of Australia (ARIA) developed by the National Centre for Social 
Applications of Geographical Information Systems (GISCA) was used to code remoteness (Commonwealth 
Department of Health and Aged Care, 2001). The latest version of ARIA, commonly referred to as ARIA+, 
was used (GISCA, 2006). The ARIA+ classification defines five categories of remoteness based on physical 
road distances to cities and towns of various sizes, where the size of a town is used as a proxy for service 
availability (ABS, 2003b; GISCA, 2006). These five categories are:

• Highly Accessible – relatively unrestricted accessibility to a wide range of goods and services and 
opportunities for social interaction

• Accessible – some restrictions to accessibility of some goods, services and opportunities for 
social interaction

• Moderately Accessible – significantly restricted accessibility of goods, services and opportunities 
for social interaction

• Remote – very restricted accessibility of goods, services and opportunities for social interaction

• Very Remote – very little accessibility of goods, services and opportunities for social interaction.

As the child’s usual place of residence was used for coding remoteness, the deaths of children who usually 
lived outside of the State or whose usual place of residence was unknown were excluded from the analysis 
of remoteness.

Socio-economic disadvantage

The ABS Socio-Economic Indexes for Areas (SEIFA) was used to code disadvantage (ABS, 2001b). These 
indexes provide four measures of socio-economic disadvantage for small areas: 

• Index of Disadvantage

• Index of Advantage/Disadvantage

• Index of Education and Occupation

• Index of Economic Resources. 

The indexes provide information on socio-economic aspects of geographic areas. The child’s usual place 
of residence was used for coding the geographic area. The indexes therefore reflect the socio-economic 
aspects of the area in which children and young people reside, not the socio-economic aspects of the 
individuals. Further, the deaths of children who usually lived outside of the State or whose usual place of 
residence was unknown are excluded.

The SEIFA Index of Disadvantage is examined in this report. This index is derived from a number of 
attributes including low income, low educational attainment, high unemployment, and jobs in relatively 
unskilled occupations (ABS, 2001b). Low scores on the index reflect areas with high levels of disadvantage; 
high scores reflect areas with a lack of disadvantage (ABS, 2001b). The SEIFA scores are grouped into 
six quantiles (quantile 1: 0-10th percentile; quantile 2: 11-25th percentile; quantile 3: 26-50th percentile; 
quantile 4: 51-75th percentile; quantile 5: 76-90th percentile; and quantile 6: 91-100th percentile). 

Chapter 2: Methods
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Cause of death

The International Classification of Diseases, developed by the World Health Organisation (WHO, 1992), is the 
international standard diagnostic classification for mortality, including external causes of death. The Australian 
Modification (ICD-10AM) of the most recent version of this coding system was used for this report.

The underlying cause of death was coded according to the WHO definition as the “disease or injury which 
initiated the train of morbid events leading directly to death or the circumstances of the accident or violence 
which produced the fatal injury” (i.e. the condition, event or circumstances without the occurrence of which 
the person would not have died). Other reported significant conditions which may have contributed to the 
death were also coded. Coding of child deaths was undertaken by an independent clinical coder accredited 
by the Health Information Management Association of Australia (HIMAA), also appointed as an Expert Advisor. 
Specific causes of death were subsequently reviewed by a member of the Team.

Since 2000 the Team has grouped cause of death by three broad categories: ‘diseases and morbid 
conditions’, covering ICD-10AM codes A00-R94; ‘external causes of mortality’, which includes codes 
S00-Y98; and ‘ill-defined and unknown causes of mortality’, which includes codes R95-R99.

This year, the Team reported on underlying cause of death, which is consistent with reporting by the 
ABS and the approach adopted by the ANZCDRT for achieving consistency in reporting.

Identifying Sudden Unexpected Deaths in Infancy (SUDI)

The Team has defined SUDI to include cases where an infant’s death was sudden in nature and unexpected 
(the cause of death was not recognised prior to the death). The category is limited to infants (less than 
12 months of age) found dead after they were placed for sleep. This definition excludes infants who 
die unexpectedly in misadventures due to external injury (such as transport incidents) and accidental 
drowning fatalities. 

Using the information available at the time of reporting, all infant deaths that were referred to the coroner 
were assessed against the Team’s definition to determine if they were a SUDI. This assessment was 
completed by a Team member and an Expert Advisor appointed under Section 45O of the Commission 
for Children and Young People Act 1998. There was sufficient information to identify some deaths as SUDI 
without the autopsy report. One member of the Team also reviewed the deaths to classify medications taken 
by the children prior to death and illnesses suffered in the two weeks prior to the death.

Coronial outcome

For deaths that were reported to the Coroner, the coronial outcome was sought. This information included 
whether the matter had been finalised and, if the matter had been finalised, whether it had been dispensed with. 
The information reported was obtained from the Coroner’s Court Net database and is valid as at 24 May 2007.

Chapter 2: Methods
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2.4 Analysis

Data analysis of all child deaths was quantitative in nature. Data was analysed using the statistical packages 
SPSS 15.0 (SPSS Inc, 2006) and Stata 10 (StataCorp, 2007). Due to the nature of the available information, 
descriptive statistics were most appropriate.

The analysis of the deaths was undertaken according to the date of death registration. This is in line with 
other national data sets managed by the ABS and National Injury Surveillance Unit. 

Child deaths in New South Wales 2006

This report examines the deaths of 628 children and young people aged 0-17 years registered in New South 
Wales during the period 1 January 2006 to 31 December 2006 regardless of their usual place of residence. 
Therefore, children and young people whose usual place of residence was overseas or in another state or 
territory, but whose deaths were registered in New South Wales, are included in this report. 

Ninety-three per cent (583) of these children died during the period 1 January 2006 to 31 December 2006. 
The other seven per cent died in December 2005 (38) or before 1 December 2005 (7) but the deaths were 
registered in 2006.

Age-specific crude death rates were calculated based on population projections for 2006 supplied by the 
ABS (ABS, 2004). These rates show how many deaths there were per 100,000 children in each age and sex 
group in the population. No rates were calculated where there were less than four cases as such calculations 
are unreliable.

Trends

Trends in age-specific crude death rates were assessed for children aged 1-17 years using calendar years 
(January to December) for the period 1996 to 2006. Trends were assessed for deaths due to diseases and 
morbid conditions, and deaths from external causes. The results of this analysis can be found in Chapter 
3. Trends in transport fatalities, drowning fatalities, suicides and fatal assaults are presented in the relevant 
chapters. The trend for Infant Mortality Rate1 is presented for the period 1996 to 2005. Data on the number 
of live births in 2006 was not available at the time of reporting.

Analysis of geographic location

In this report, geographic location was analysed for deaths registered in 2006 only. This is a change from the 
Team’s previous approach to analysing geographic location, which considered the average death rates over a 
three year period. This change brings the analysis of geographic location in line with the rest of the report by 
examining the current year of data only.

Two measures were taken to address the problem of small numbers. First, usual place of residence was 
analysed by SD, except for the Sydney area where populations are larger and thus allow for analysis at the 
SSD level. Second, confidence intervals were presented around the death rates.

Chapter 2: Methods
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The analysis is separated for infants and those aged 1-17 years. For the older group, directly standardised 
mortality rates were calculated using the 2001 Australian age profile (ABS 2001a) as the reference. This 
enables comparison of rates across years for the Team’s Annual Reports, and with other datasets that 
have been similarly standardised, by adjusting for differences internally in the age profiles of children and 
young people across years. For the analysis of infants, an age adjustment was not necessary and the crude 
mortality figure was used. The results of this analysis can be found in Chapter 9.

As the analysis was based on place of residence in New South Wales, the deaths of children who usually 
lived outside of the state or whose usual place of residence was unknown were excluded. Information on 
the deaths of interstate resident children registered in New South Wales is presented in Appendix 2.

Associated factors

For select groups of deaths, coronial and other administrative records were reviewed to obtain further 
information relevant to the death incident. These deaths resulted from external or undetermined causes 
or occurred suddenly and unexpectedly after an infant was placed for sleep. 

A framework was developed based on previous work in the area of injury prevention to examine factors 
associated with these deaths (Williamson & Feyer, 1990; Feyer & Williamson, 1991; Williamson, Irvine & 
Sadural, 2002). Factors examined included medical conditions of the child; use of safety and personal 
protective equipment; violations of safety standards; environmental conditions; involvement of alcohol or 
drugs; the level of supervision, and the location of the incident. Based on the Team’s previous research, 
factors specific to the particular causes of death were also examined (such as detailed information on 
the sleep environments of infants and risk-taking behaviour). The results of this analysis can be found in 
Chapters 4 to 8. 

2.5 Prior Team recommendations

All relevant agencies were contacted to obtain a progress report on previous recommendations made by 
the Team. Responses were examined to determine the extent to which each recommendation had been 
implemented and review plans for continuing implementation. These results can be found in Chapter 10.

Chapter 2: Methods
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 Chapter 3:  The Child Death Register: Overview of child deaths  
in NSW, 2006

The deaths of 628 children and young people aged 0-17 years were registered between January and 
December 2006. This equates to a rate of 39.4 deaths per 100,000 children and young people aged 
0-17 years (see Table 3.1). 

3.1 Trends in child deaths 

As shown in Table 3.1 and Figure 3.1, the overall rate of death in 2006 was one of the lowest since the Team 
began reporting. However, the rate has increased for the second year in a row and is now comparable to that 
seen in 2002.

Table 3.1 Trends in child deaths: Year of registration by sex, 1996 to 2006

Females Males Total

Year of registration n Rate n Rate N Rate

1996 314 41.1 463 57.7 777 49.6

1997 320 41.8 436 54.1 756 48.0

1998 281 36.4 426 53.1 707 44.7

1999 351 45.2 463 56.8 814 51.2

2000 303 38.8 442 53.9 745 46.6

2001 299 38.0 402 48.4 701 43.5

2002 262 33.4 367 44.5 629 39.1

2003 244 31.3 322 39.2 566 35.4

2004 234 30.0 311 37.9 545 34.1

2005 250 32.2 349 42.6 599 37.5

2006 245 31.6 383 46.8 628 39.4

Note: Rate shows the rate of death per 100,000 children and young people aged 0-17 years.

Figure 3.1  Trends in deaths from all causes for children and young people aged 0-17 years, 1996-2006: Sex
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Trends in Infant deaths 

There was an increase in the number of infant deaths from 367 in 2005 (61.3% of all deaths) to 401 (63.9% 
of all deaths) in 2006. This is the second year in a row that the number of infant deaths has increased. As 
information on the number of live births in 2006 was not available at the time of reporting, the infant mortality 
rate could not be calculated for this year. Figure 3.2 presents the trend in infant mortality rates for the period 
1996 to 2005. More male than female infants died each year, although in 2002 and 2003 the rates for males 
and females were more similar than in previous years. The highest number of infant deaths for both males and 
females was recorded in 1999. The rate has been increasing for males since 2003 and for females since 2004.

Figure 3.2 Trends in deaths of infants from all causes, 1996-2005: Sex
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Source: NSW Midwives Data Collection, Centre for Epidemiology and Research, NSW Department of Health

Trends in deaths from diseases and morbid conditions (1-17 years)

Figure 3.3 presents death rates by sex and the overall rate of death for diseases and morbid conditions 
for children and young people aged 1-17 years. The overall rate has changed little from 2005 (7.3 in 2005 
and 7.7 in 2006). 

As shown in Figure 3.3, mortality rates have differed little for males and females across most years since 
1996. The main exception to this was in 1998, when the mortality rate for males and females diverged 
substantially. In 2006, the rate of female deaths was greater than for male deaths for the first time since the 
Team began reporting (8.3 and 7.2 respectively). The rate of death for males aged 1-17 years is the lowest 
the Team has reported.

Figure 3.3  Trends in deaths from diseases and morbid conditions for children and young people aged 1-17 years, 
1996-2006: Sex 
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Figure 3.4 presents the death rates by age group for diseases and morbid conditions for children and young 
people aged 1-17 years. With the exception of 1999, the rates for children aged 1-4 years have consistently 
been the highest, although this group has shown one of the greatest improvements across the years. The 
death rate in this age group has remained constant since 2005.

The greatest improvement in mortality rates due to diseases and morbid conditions has been for the 15-17 
year age group, although this group has also shown the most variable rates across time. The rate increased 
for this group to 7.6 this year from a low of 5.8 in 2005. Both the 5-9 and 10-14 year age groups have shown 
improvements, although the rate of change for both groups is not substantial.

Figure 3.4  Trends in deaths from diseases and morbid conditions for children and young people aged 1-17 years, 
1996-2006: Age at death
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Trends in deaths from external causes (1-17 years)

Death rates by sex and the overall rate due to external causes for children and young people aged 1-17 years 
are presented in Figure 3.5. The overall rate has decreased from 10.9 deaths per 100,000 children and young 
people in 1996 to 6.8 deaths in 2006. There has been an increase of 0.1 deaths between 2005 and 2006. 

As shown in Figure 3.5, the death rate due to external causes for males aged 1-17 years has been higher 
than for females each year. With the exception of 2004, rates for males have been substantially higher than 
for females across the years. The death rate for males has increased steadily from 7.5 in 2004 to 10.2 in 
2006, while female rates have declined steadily from 6.5 in 2004 to 3.1 in 2006.

Figure 3.5 Trends in deaths from external causes 1-17 years, 1996-2006: Sex 
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Figure 3.6 presents the external causes of death rates by age group for children and young people aged 
1-17 years. Across the 1996 to 2006 period, the 15-17 year old age group has consistently shown the 
highest rate of death. However, this age group has shown the greatest improvement, with the death rate of 
13.7 in 2006 being the lowest since the Team began reporting. There continues to be some variation in the 
death rates for all other age groups across the years, with substantial improvements across time in all but the 
5-9 year old age group.

Figure 3.6  Trends in deaths from external causes for children and young people age 1-17 years, 1996-2006:  
Age at death
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3.2 Child deaths January to December 2006

The deaths of 628 children and young people were registered between January and December 2006. This 
equates to a death rate of 39.4 per 100,000 children and young people aged 0-17 years.

Demographics

Age 

Just under sixty-four per cent (63.9%; 401) of the 628 children and young people were aged less than one 
year. Of these, the majority were aged less than one day and 290 (72.3%) were in the neonatal period (see 
Table 3.2a). 

Table 3.2a Infant Deaths, 2006: Age of infant at death by sex

Age at Death

Males Females Total

n % n % N %

Less than 1 day 98 24.4 62 15.5 160 39.9

1 day to < 1 week 43 10.7 37 9.2 80 20.0

1 week to 28 days 30 7.5 20 5.0 50 12.5

29 days to < 12 months 70 17.5 41 10.2 111 27.7

Total 241 60.1 160 39.9 401 100.0
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Infants had the highest death rate (486.2 deaths per 100,000 children less than one year old). Among the 
other age groups, young people aged 15-17 years and children aged 1-4 years showed the highest rates 
(see Table 3.2b).

Table 3.2b Child deaths, 2006: Age of child at death by sex 

Age at death
Males Females Total

n rate n rate N rate %
Less than one year 241 569.4 160 398.5 401 486.2 63.9
1-4 years 38 22.2 32 19.7 70 20.9 11.1
5-9 years 25 11.1 19 8.9 44 10.0 7.0
10-14 years 38 16.2 13 5.8 51 11.2 8.1
15-17 years 41 28.8 21 15.5 62 22.3 9.9
Total 383 46.8 245 31.6 628 39.4 100.0

Sex

Males accounted for 61.0 per cent of all child deaths (383 deaths) and females accounted for 39.0 per cent 
(245 deaths). Overall, the rate of death was greater for males than for females (see Table 3.2b). This pattern 
was evident among all age groups.

Vulnerable children and young people

Of the 628 children and young people who died, 17.5 per cent (110) were identified as vulnerable. Table 3.3 
shows that children and young people who were identified as vulnerable were more likely to die from external 
causes of death compared with children not identified as vulnerable (24.6% compared with 16.8%). This 
pattern is consistent with that seen in previous years.

Table 3.3 Child deaths, 2006: Vulnerability by cause of death

Cause of death
Vulnerable Not Vulnerable Total
n % n % N %

Diseases and morbid conditions 55 50.0 389 75.1 444 70.7
External causes 29 26.4 87 16.8 116 18.5
Ill-defined and unknown causes 20 18.2 29 5.6 49 7.8
Cause not yet determined 6 5.5 13 2.5 19 3.0
Total 110 17.5 518 82.5 628 100.0

Children with disabilities

Of the 628 children and young people who died, 6.8 per cent (43) were identified as having a disability. Table 
3.4 shows that 86.0 per cent of the deaths of these children were due to diseases and morbid conditions, 
compared with only 69.6 per cent of deaths amongst those without a disability. 

Table 3.4 Child deaths, 2006: Disability

Cause of death
Disability No Disability Total

n % n % N %
Diseases and morbid conditions 37 86.0 407 69.6 444 70.7
External causes 4 9.3 112 19.1 116 18.5
Ill-defined and unknown causes 2 4.7 47 8.0 49 7.8
Cause not yet determined 0 0 19 3.2 19 3.0
Total 43 100.0 585 100.0 628 100.0
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Underlying causes of death

The ICD-10AM underlying causes of death by sex are presented in Table 3.5.

Table 3.5 Underlying cause of child deaths, 2006: Cause of death by sex

 Broad ICD code descriptions

Males Females Total

n n N %

Diseases and morbid conditions
Infectious and parasitic diseases (A00-B99) 12 9 21 3.3
Neoplasms (C00-D89) 11 17 28 4.5
Endocrine, nutritional and metabolic disorders (E10-E89) 3 4 7 1.1
Mental and behavioural disorders (F00-F99) 0 1 1 0.2
Diseases of the nervous system (G00-G99) 16 15 31 4.9
Diseases of the circulatory system (I00-I99) 8 11 19 3.0
Diseases of the respiratory system (J00-J99) 8 9 17 2.7
Diseases of the digestive system (K00-K93) 6 2 8 1.3
Diseases of the musculoskeletal system and  
connective tissue (M00-M99) 1 1 2 0.3
Diseases of the genitourinary system (N00-N99) 0 2 2 0.3
Certain conditions originating in the perinatal period (P00-P96) 154 97 251 40.0
Congenital malformations, deformations, and 
chromosomal abnormalities (Q00-Q99) 27 27 54 8.6
Symptoms, signs and abnormal clinical and laboratory 
findings not elsewhere classified (R00-R94) 2 1 3 0.5
Subtotal diseases and morbid conditions 248 196 444 70.7
External Causes 
Accidents (V01-X59)

Transport incidents (V00-V99) 50 15 65 10.4
Falls (W10-W19) 0 1 1 0.2
Accidental drowning and submersion (W65-W74) 12 3 15 2.4
Exposure to fire, smoke fire and flames (X00-X09) 0 1 1 0.2
Other accidental threats to breathing (W75-W84) 5 1 6 1.0
Struck by thrown, projected or falling object (W20) 4 0 4 0.6
Contact with other and unspecified machinery (W31) 1 0 1 0.2
Bitten by dog (W54.0) 0 2 2 0.3
Accidental poisoning (X41) 1 0 1 0.2
Discharge from other and unspecified fire arms (W34) 2 0 2 0.3

Intentional self-harm (X60-X84) 5 2 7 1.1
Assault (X85-Y09) 10 0 10 1.6
Antineoplastic drugs in therapeutic use (Y43.3) 0 1 1 0.2
Subtotal external causes 90 26 116 18.5
Ill-defined and unknown causes of mortality (R95-R99) 33 16 49 7.8
All Causes 371 238 609 97.0
Cause not yet determined 12 7 19 3.0
Total 383 245 628 100.0

Notes:  The per cent shows the percentage of total deaths. The classification of cause of death has not yet been undertaken for 19 deaths 
because the necessary coronial records were not available at the time of reporting.
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Diseases and morbid conditions

The majority of children and young people died from diseases and morbid conditions (444; 70.7%). Females 
were more likely than males to die of diseases and morbid conditions (80.0% of females compared with 
64.8% of males). Of the diseases and morbid conditions, the majority of deaths were due to conditions 
originating in the perinatal period (251 deaths), followed by congenital malformations, deformations and 
chromosomal abnormalities (54 deaths) and diseases of the nervous system (31 deaths).

External causes of death

External causes accounted for the deaths of 116 (18.5%) children and young people. Ninety of these deaths 
were of males (23.5% of all male deaths) and 26 were of females (10.6% of all female deaths). More males 
than females died across almost all external causes of death. These differences are discussed in the following 
chapters of this report.

Transport incidents accounted for the majority of external cause deaths (65 deaths), followed by drowning 
(15 deaths) and assault (10 deaths). This year there were two males who died in accidents involving fire arms. 
There was only one unintentional house fire fatality.

Ill-defined and unknown causes of mortality

Ill-defined and unknown causes of mortality accounted for the deaths of 49 (7.8%) children and young people. 
Thirty-three of these deaths were of males (8.6% of all male deaths) and 16 were of females (6.5% of all 
female deaths).

Table 3.6 Underlying causes of child deaths, 2006: Leading causes of death by age group

Rank Less than 
one year olds

1-4 year olds 5-9 year olds 10-14 year olds 15-17 year olds

1 Certain conditions 
originating in the 
perinatal period 
(n=251; 62.6%)

Transport 
incidents (n=9; 
12.9%)

Transport 
incidents (n=13; 
29.5%)

Transport 
incidents (n=13; 
25.5%)

Transport 
incidents (n=28; 
45.2%)

2 Congenital 
malformations, 
deformations and 
chromosomal 
abnormalities 
(n=44; 11.0%)

Neoplasms; 
Diseases of the 
nervous system; 
Drowning  
(n=8 each; 11.4%)

Neoplasms  
(n=8; 18.2%)

Diseases of the 
nervous system 
(n=6; 11.8%)

Diseases of the 
circulatory system 
(n=7; 11.3%)

3 Ill-defined and 
unknown causes 
of mortality  
(n=43; 10.7%)

Infectious and 
parasitic diseases; 
Diseases of 
the respiratory 
system; 
Congenital 
malformations 
(n=6 each; 8.6%)

Diseases of the 
nervous system 
(n=5; 11.4%)

Neoplasms  
(n=5; 9.8%)

Neoplasms; 
Intentional self 
harm (n=5; 8.1%)

4 Diseases of the 
nervous system 
(n=8; 2.0%)

Diseases of the 
circulatory system 
(n=4; 5.7%)

Infectious and 
parasitic diseases 
(n=4; 9.1%)

Diseases of the 
circulatory system 
(n=4; 7.8%)

Diseases of the 
nervous system 
(n=4; 6.5%)

Notes: Categories are only reported where the total in the category is greater than 3.
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Underlying cause of death and age

As shown in Table 3.6, the leading causes of death vary substantially for children under one year old 
compared with those aged over one year. The majority of deaths of children aged less than one year were 
due to conditions originating in the perinatal period. Approximately 59 per cent of these deaths involved 
infants who were less than one day old and a further 24.7 per cent occurred within the first week of life. 
Ill-defined and unknown causes of mortality, and congenital malformations, deformations and chromosomal 
abnormalities were also ranked among the leading causes of death for this age group.

Transport incidents featured as the leading cause of death for all other age groups over one year old. As 
described in Chapter 5, the nature of the transport incidents tended to vary according to the age group of 
the children and young people. Young people in the 15-17 year age group were more likely to die in incidents 
associated with adolescent risk-taking behaviours while children in the 1-4 year age group, which includes 
the years when mobility and exploratory skills usually start to develop, were more likely to die in pedestrian 
incidents associated with inadequate supervision. Drowning was also a leading cause of death for children in 
the 1-4 year age group, again highlighting the features of exploratory behaviours and inadequate supervision 
in the deaths of these young children.

Neoplasms featured as one of the leading causes of death for all age groups except the under one year olds. 
Infectious and parasitic diseases were a leading cause for children in the 1-4 year and 5-9 year age group. 
Diseases of the nervous system were a leading cause of death for all age groups. Diseases of the circulatory 
system accounted for the second highest number of deaths for young people in the 15-17 year old age 
group and were the fourth leading cause of death for the 10-14 year olds.

Contributing causes 

The deaths of many children and young people are associated with one or more contributing causes of death. 
Examination of the underlying cause and all contributing causes provides a more comprehensive picture of 
mortality among children and young people (ABS, 2003c).

In 57 of the 251 deaths due to conditions originating in the perinatal period (22.7%), other diseases or 
conditions were noted as contributing causes. Congenital disorders were the most frequently occurring 
contributing cause, featuring in 52 of these deaths (91.2% of all associated causes of death for conditions 
originating in the perinatal period). Diseases of the circulatory system and diseases of the nervous system 
contributed to two further deaths each.

Diseases of the respiratory system contributed to a wide range of underlying causes of death including 
diseases of the nervous system (14 deaths); infectious and parasitic diseases (8 deaths); congenital 
malformations (7 deaths); and other diseases of the respiratory system (7 deaths).

Deaths reported to the Coroner

Of the 628 deaths registered in 2006, 229 were reported to the Coroner (36.5%)2. Fifty-six deaths were 
due to diseases and morbid conditions (24.5%), 116 were due to external causes (50.7%), 48 were due 
to ill-defined and unknown causes (20.9%) and, for nine matters (3.9%), the cause of death had not been 
determined by the Team because the necessary coronial records were not available at the time of reporting. 
Ninety-three matters (40.6%) had not been finalised as of 24 May 2007.

2  In an additional two matters that were reported to the Coroner, a medical certificate as to the cause of death was subsequently issued.
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Of the 136 finalised matters, 119 were dispensed with (87.5%). Fifty-one of the finalised external cause 
matters were dispensed with (75.0%), including all of the suicide and drowning matters; 30 of the 31 
SUDI matters (96.8%); 32 of the 44 transport fatality matters (72.7%); and one of the five assault matters. 
The Team will continue to monitor coronial outcomes. Matters will be referred to the Coroner that have 
been dispensed with where the Team considers that holding an inquest may have helped to explain the 
circumstances surrounding the deaths, revealed important social or statistical information, or helped to 
prevent similar deaths.

Figure 3.7 shows the time taken to finalise coronial matters for all deaths reported to the Coroner, based 
on the child’s date of death. The average number of months taken to finalise the matters was 4.8 (range: 
0-13 months). Four matters (2.9%) took more than 12 months to finalise and 46 matters (33.8%) took 6-12 
months to finalise. Table 3.7 provides a breakdown of the time taken to finalise coronial matters according 
to select causes of death. On average, matters concerning SUDI deaths took the longest time to finalise, 
followed by assault deaths.

Figure 3.7 Time taken to finalise coronial matters, 2006
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Table 3.7 Time taken to finalise coronial matters for select causes of death, 2006

Cause of death

Time to finalisation (months)

Mean Minimum Maximum

SUDI 5.9 1 13

Transport 4.9 0 12

Suicide 3.8 2 7

Assault 5.2 0 13

Drowning 3.7 0 7

Of the 93 matters that had not been finalised at the time of reporting, 21 (22.6%) were of deaths that had 
occurred at least 12 months previously and 63 (67.7%) were of deaths that had occurred 6-12 months previously.
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A number of factors may contribute to delays in finalising matters and include: a shortage of qualified 
Forensic Pathologists; lengthy investigations by police; additional inquiries/investigations or expert reviews 
requested by the Coroner; late/retrospective reporting of deaths to the Coroner; and delays in finding a 
suitable court date. The New South Wales Government has advised the Team that measures are currently 
being taken to identify strategies for improving the efficiency and effectiveness of the coronial jurisdiction. 
The Team will continue to monitor the time taken to finalise coronial matters.

3.3  Aboriginal and Torres Strait Islander child deaths, January to December 2006

In 2006, 84 of the children and young people who died were identified as Aboriginal or Torres Strait Islander 
(13.4% of all deaths in this period). In comparison, Aboriginal and Torres Strait Islander children and young 
people make up 3.5 per cent of the population of children and young people in New South Wales. The rate 
of death among Aboriginal and Torres Strait Islander children and young people was estimated to be 150.1 
deaths per 100,000 Aboriginal and Torres Strait Islander children and young people aged 0-17 years3. This is 
nearly four times the overall death rate observed in 2006 (39.4 deaths per 100,000 children aged 0-17 years).

Due to changes in the Team’s methods for identifying Aboriginal and Torres Strait Islander children in New 
South Wales and differences in the reliability of population estimates across time, trends in these deaths are 
not presented.

Demographics

Table 3.8 shows the age and sex of the Aboriginal and Torres Strait Islander children who died. Fifty of the 
deaths were of infants under one year of age. This is a lower proportion than that seen in the non Aboriginal 
and Torres Strait Islander population of deaths (59.5% compared with 64.5%). Fifty-three of the deaths were 
of males. This is a higher proportion compared with the non Aboriginal and Torres Strait Islander population 
of deaths (63.1% compared with 60.7%).

Table 3.8 Aboriginal and Torres Strait Islander child deaths, 2006: Age of child at death by sex

Age at death Males Females Total

Under one year 33 17 50

1-4 years 3 10 13

5-9 years 2 3 5

10-14 years 4 0 4

15-17 years 11 1 12

Total 53 31 84

Of the 84 children and young people identified as Aboriginal or Torres Strait Islander, 31 (36.9%) were 
identified as vulnerable and three (3.6%) were identified as having a disability.

3  Estimation of rate based on population data from the ABS Census of Population and Housing (2001a; cited in Kids’ Stats, 2006).
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Underlying causes of death

The ICD-10AM underlying causes of death by sex are presented in Table 3.9. 

Table 3.9  Underlying cause of Aboriginal and Torres Strait Islander child deaths, 2006: Cause of death by sex

 Broad ICD code descriptions

Males Females Total

n n N %

Diseases and morbid conditions

Infectious and parasitic diseases (A00-B99) 1 2 3 3.6

Neoplasms (C00-D89) 0 1 1 1.2

Endocrine, nutritional and metabolic disorders (E10-E89) 1 0 1 1.2

Diseases of the nervous system (G00-G99) 1 3 4 4.8

Diseases of the circulatory system (I00-I99) 1 0 1 1.2

Diseases of the respiratory system (J00-J99) 0 1 1 1.2

Diseases of the digestive system (K00-K93) 0 1 1 1.2

Certain conditions originating in the perinatal period (P00-P96) 15 12 27 32.1

Congenital malformations, deformations, and chromosomal 
abnormalities (Q00-Q99)

5 3 8 9.5

Subtotal diseases and morbid conditions 24 23 47 56.0

External Causes

Accidents (V01-X59)

Transport incidents (V00-V99) 11 3 14 16.7

Falls (W10-W19) 0 1 1 1.2

Exposure to inanimate mechanical forces (W20-W49) 2 0 2 2.4

Bitten by dog (W54.0) 0 1 1 1.2

Accidental drowning and submersion (W65-W74) 2 0 2 2.4

Other accidental threats to breathing (W75-W84) 1 0 1 1.2

Intentional self-harm (X60-X84) 0 1 1 1.2

Subtotal external causes 16 6 22 26.2

Ill-defined and unknown causes of mortality (R95-R99) 10 1 11 13.1

All Causes 50 30 80 95.2

Cause not yet determined 3 1 4 4.8

Total 53 31 84 100.0
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The majority of Aboriginal and Torres Strait Islander children died from diseases and morbid conditions 
(47 deaths). The proportion of Aboriginal and Torres Strait Islander children who died of diseases and 
morbid conditions compared with other causes of death was lower than for the non Aboriginal and Torres 
Strait Islander child death population (56.0% compared with 73.6%). Conditions originating in the perinatal 
period accounted for the majority of deaths due to diseases and morbid conditions (27 deaths), followed by 
congenital malformations, deformations and chromosomal abnormalities (8 deaths).

External causes of death accounted for 26.2 per cent of the deaths of Aboriginal and Torres Strait Islander 
children and young people. This compares with 17.3 per cent in the non Aboriginal and Torres Strait Islander 
child death population. Transport incidents accounted for the majority of deaths due to external causes 
(14 deaths). 

Ill-defined and unknown causes of mortality accounted for 11 of the 84 deaths (13.1%).

Age group and leading causes of death

As shown in Table 3.10 the most common causes of death varied little by age group. Conditions originating 
in the perinatal period accounted for the majority of deaths for children in the less than one year age group. 
For all other age groups, transport incidents featured as the leading cause of death.

Table 3.10  Causes of deaths in Aboriginal and Torres Strait Islander children, 2006: Leading causes of death  
by age group

Rank Less than 
one year olds

1-4 year olds 5-9 year olds 10-14 year olds 15-17 year olds

1 Certain conditions 
originating in the 
perinatal period 
(n=27)

Transport 
incidents (n=3)

Transport 
incidents (n=2)

Transport 
incidents (n=8)

2 Ill-defined and 
unknown causes 
(n=11)

Congenital 
malformations, 
deformations and 
chromosomal 
abnormalities and 
diseases of the 
nervous system 
(n=2 each)

Exposure to 
inanimate 
mechanical forces 
(n=2)

3 Congenital 
malformations, 
deformations and 
chromosomal 
abnormalities 
(n=8)

Note:  Categories are only reported where the total in the category is greater than 1.
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3.4 Summary

The deaths of 628 children and young people aged 0-17 years were registered in this reporting period. The 
rate of death remains one of the lowest since the Team began reporting. However, the rate has increased for 
the second year in a row and is now comparable with the 2002 death rate. This increase is explained by a 
rise in infant deaths and in the deaths of males overall. 

The majority of the deaths in this reporting period (401 deaths; 63.9%) were of infants less than one year 
of age, with 72.3 per cent of these infants (290) dying in the neonatal period (within 28 days). For children 
aged more than one year old, the highest rate of death was seen in the 1-4 year age group (20.9 deaths per 
100,000 children aged 1-4 years), followed by the 15-17 year age group (22.3 deaths per 100,000 children 
aged 15-17 years). Overall, males accounted for a greater proportion of deaths (61.0%) and had a higher rate 
of death compared with females (46.8 compared with 31.6).

The majority of children and young people died as a result of diseases and morbid conditions (70.7%); 116 
(18.5%) died from external causes; and 49 (7.8%) died of ill-defined or unknown causes. The most common 
causes of death varied by age group. For children aged less than one year, conditions originating in the 
perinatal period accounted for the majority of deaths. The leading cause of death for all other age groups 
was transport fatalities. This year there were two male children who died in accidents involving fire arms. Of 
note, there was only one house fire fatality in this reporting period, which is a reduction from 2004 and 2005. 
New laws requiring all residential dwellings to be fitted with an Australian Standards approved smoke alarm 
commenced in 2006.

Children and young people who were identified as Aboriginal or Torres Strait Islander were over-represented 
in the death population, accounting for 13.4 per cent of all deaths in this period. The proportion of Aboriginal 
and Torres Strait Islander children who died from external causes was higher than for non Aboriginal and 
Torres Strait Islander children (26.2% compared with 17.3%).

Children and young people who were identified as vulnerable accounted for 17.5 per cent of the deaths. 
They were more likely to die from external causes than children and young people who were not identified as 
vulnerable (24.6% compared with 16.8%).

Nearly seven per cent (6.8%) of the children and young people who died were identified as having a disability. 
These children and young people were more likely to die from diseases and morbid conditions than children 
without a disability (86.0% compared with 69.6%).

There were 229 deaths reported to the Coroner in this reporting period. Nearly half of these matters remained 
open at the time of reporting. The majority of matters that had been finalised were dispensed with by the 
Coroner, except for those regarding assault fatalities. It took an average 4.8 months from the child’s date of 
death for a matter to be finalised. A substantial proportion of the matters took more than 12 months to be 
finalised or had remained open for more than 12 months at the time of reporting. 

The New South Wales Government has advised the Team that measures are currently being taken to identify 
strategies to improve the efficiency and effectiveness of the coronial jurisdiction. The Team will continue to 
monitor and report on the outcome and time taken to finalise matters reported to the Coroner. It will also 
refer matters to the Coroner that have been dispensed with if it considers that an inquest may have provided 
information to help reduce or prevent further deaths.
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 Chapter 4: Sudden unexpected deaths in infancy

4.1 Introduction 

Fifty-four infants died suddenly and unexpectedly (SUDI) during 2006. Unlike the other typologies described 
in this report, SUDI is not an ICD-10 classification.

The Team defines a death as a SUDI when it is:

• of an infant less than 12 months

• sudden in nature

• unexpected (the cause of death was not recognised at the time of death)

• occurred after an infant is placed for sleep.

The term SUDI includes sudden and unexpected deaths for which a cause is later found and excludes 
infants who die unexpectedly in misadventures due to external injury (such as transport incidents 
and accidental drownings).

In March 2006, the NSW Sudden Infant Death Advisory Committee (SIDAC) endorsed the following definition 
of SIDS for use by forensic pathologists: 

The sudden and unexpected death of an infant under one year of age, with onset of the lethal episode 
apparently occurring during sleep, that remains unexplained after a thorough investigation including 
performance of a complete autopsy and review of the circumstances of death and the clinical history 
(Krous et al., 2004).

This definition provides four categories of classification: Category IA SIDS, Category IB SIDS, Category II 
SIDS, and Unclassified Sudden Infant Death. Post resuscitation cases (infants found in extremis who are 
resuscitated and later die – “temporarily interrupted SIDS”) can be included in the above categories. The 
definitions for SIDS classifications endorsed by SIDAC were informed by these detailed definitions. The 
definitions were circulated by Coroners’ Circular 56 in August 2006.

In March 2006, the three Forensic Pathology units providing infant post mortems in New South Wales 
(Glebe, Westmead and Newcastle) also agreed to adopt a Standardised Autopsy Protocol for Sudden 
Unexpected Death of an Infant (NSW). This protocol was adapted from the International Standardized 
Protocol for Sudden Unexpected Infant Death. 

In its research report Sudden Unexpected Deaths in Infancy: the New South Wales Experience (2006) the 
Team noted that the information available for reviewing SUDI varied considerably. This variation was again 
evident for deaths in 2006. While the police Report of Death to Coroner (P79A) was available for 51 of the 
54 cases, the Sudden Infant Death: Death Scene Investigation Checklist (P534) was available for only 31 of 
the 54 cases. Where the P534 was available, not all the required information was completed for some cases. 

Chapter 4: Sudden unexpected deaths in infancy
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4.2 Demographics

The age and sex distribution of the infants is shown in Figure 4.1. The infants ranged in age from less than 
one day to 10 months. The majority of deaths were of infants aged 29 days to less than two months.

Figure 4.1 Sudden unexpected deaths of infants, 2006: Age at death and sex
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Seven of the 54 infants (13.0%) died in the neonatal period (within 28 days of birth). Three of these infants died 
in hospital shortly after their birth. Forty-seven (87.0%) SUDI occurred in the post-neonatal period (after 28 
days of birth).

Just over twice as many SUDI were of males (37 males; 17 females). The male infants were aged from three days 
to 10 months at the time of their death and the female infants were aged from less than one day to seven months. 

Thirteen of the 54 infants (24.1%) were identified as Aboriginal or Torres Strait Islander and twenty-two 
(40.7%) were identified as vulnerable. Eight infants (14.8%) lived within areas of high disadvantage. The 
majority of infants (85.2%) lived in areas of moderate to low levels of disadvantage.

Twenty three of the 54 infants (42.6%) lived in the Sydney SD, seven in the Northern SD, six in the Central 
West SD and four in the Hunter SD. The remaining infants lived in other areas of New South Wales. The 
majority of infants lived in Highly Accessible or Accessible areas of New South Wales (42; 77.8%). Twelve 
infants (22.2%) lived in Moderately Accessible areas. 

Chapter 4: Sudden unexpected deaths in infancy
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4.3 Place and time of incident

Forty-six infants were found either deceased or in distress at their home or at the home of a relative or friend. 
Two of these infants were ventilated in hospital and later died after ventilation was withdrawn. Three infants died 
in hospital shortly after birth. Two infants were found deceased in holiday accommodation while on vacation 
with their families. In two cases, the infants were found either deceased or in distress at other accommodation 
and in one case, the place of the death incident was unknown to the Team at the time of reporting.

Twenty-one infants were found in the morning between 6.00am and 9.00am. Eleven were found during the 
day between 10.00am and 6.00pm. Nineteen were found at night between 8.00pm and 5.55am. For three 
infants, information on the time found was not available to the Team at the time of reporting. Some infants 
were not found until several hours after they had been placed for sleep: eight infants were found after eight 
or more hours.

There was no seasonal pattern observed for the incidences of SUDI. February had the highest number of 
SUDI (7 deaths) and June and November the lowest (1 death each). 

4.4 Cause of death 

Determining the cause of death for infants who die suddenly and unexpectedly has several inherent 
challenges, particularly as the causes of death are diverse and the information available is variable. The 
ICD10-AM cause of death for 47 of the 54 infants is shown in Table 4.1. Full autopsy reports were available 
to the Team for 42 of the 47 infants. For the other five infants, an interim autopsy report was available. Cause 
of death was not able to be coded for seven infants because autopsy reports were not completed at the time 
of reporting. 

In this reporting period the cause of death for 35 infants was ‘ill-defined and unknown’, including 25 cases of 
SIDS and 10 cases of unknown causes. The diagnosis of other unknown sudden death, within the ill-defined 
and unknown causes of mortality, increased by 17.7 per cent from 2005. Eight SUDI were found at autopsy 
to have died from diseases and morbid conditions. Four infant deaths resulted from accidental suffocation in 
bed, including one infant in a broken cot.

In future years, SIDS will be reported according to the four classifications of SIDS identified in the forensic 
pathologists’ reports.
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Table 4.1 Sudden unexpected deaths of infants, 2006: Primary cause of death 

Primary cause of death
Less than 

29 days
29 days 

to 1 year Total

Diseases and morbid conditions (A00-R94)

G93 Other disorders of the brain 0 1 1

J18 Pneumonia unspecified 0 2 2

P23 Congenital pneumonia 1 0 1

P29 Cardiovascular disorders originating in the perinatal period 1 0 1

Q25 Congenital malformations of the heart 1 0 1

Q85 Phakomatoses, not elsewhere classified 0 1 1

R00 Abnormalities of Heart Beat 0 1 1

Ill-defined and unknown causes of mortality (R95-R99)

R95 Sudden infant death syndrome 3 22 25

R96 Other sudden death, cause unknown, within 24 hours of symptoms 0 10 10

Other external causes of accidental injury (W00-X59)

W75 Accidental suffocation and strangulation in bed (includes suffocation 
and strangulation due to bed linen, other person’s body and pillow) 0 4 4

Cause not yet determined 1 6 7

Total 7 47 54

4.5 Risk factors associated with SUDI deaths

A considerable body of research on risk factors for SIDS and SUDI has been developed. Several modifiable 
risk factors for SUDI have been identified. The strongest evidence has been provided for: 

• sleeping position

• exposure to tobacco smoke

• head coverings

• co-sleeping and smoking.

Evidence of these risk factors in the 54 SUDI is presented in figure 4.2. Forty-seven of the infants (87.0%) 
were known to be exposed to at least one of these risk factors. The information reported is likely to 
undercount the true extent of risk factors in these deaths as the necessary information was missing from the 
documents available to the Team for several infants.

Chapter 4: Sudden unexpected deaths in infancy
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Sleeping position

The back-down position has been shown to be the safest sleeping position for infants (see CDRT, 2005). The 
face-down position has been repeatedly found to be strongly associated with SIDS. Side-sleeping has also 
been identified as a risk factor, partly because the position is unstable and infants are more likely to roll to the 
face-down position.

Information on position placed for sleep was available for 48 of the 54 infants and position found was 
available for 38 infants. Figure 4.2 shows that 32 infants (66.7% of those where information was available) 
were placed on their back for sleep, eight on their side, and four face-down. Four infants died when their 
mother fell asleep while sharing a bed or lounge to breastfeed. The deaths of these infants are discussed 
later in this chapter.

Twelve infants were found face-down, 17 on their back, nine on their side, and one in another position. 

Figure 4.2  Sudden unexpected deaths of infants, 2006: Position placed for sleep and position found

0 5 10 15 20 25 30 35

unknown

face down

on side

back down

Number of infants

P
os

iti
on

 p
la

ce
d 

fo
r 

sl
ee

p

missing
other
face down
on side
back down

Position found

unknown

Exposure to tobacco smoke

Research has consistently found that maternal smoking during pregnancy increases the risk of SIDS and that 
postnatal exposure to tobacco smoke further increases the risk (CDRT, 2005). This year the Team obtained 
information on exposure to tobacco smoke from all the documents it reviewed. For the 41 infants where 
information on smoking was known, 34 households (82.9%) had at least one person who smoked either 
at the time of the infant’s death or during pregnancy.

Chapter 4: Sudden unexpected deaths in infancy
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Loose bedding

Loose bedding carries a high risk for SIDS (see CDRT, 2005). Information on bedding type was available for 
34 infants. In 27 of these cases (79.4%), at least one type of potentially hazardous bedding was known to be 
present in the infant’s sleep environment, with 14 infants placed for sleep in an environment with more than 
one unsafe bedding item.

Ten infants were known to have doonas or quilts as part of their bedding. In another two cases, an adult 
blanket was present. In seven cases, an unspecified blanket was used in bedding that was not infant specific 
or appropriate. In one incident, a sheet was found covering the infant’s head. It appeared the infant became 
entangled in the sheet during sleep.

Nineteen infants were known to have at least one pillow as part of their bedding. The types of pillows 
included adult pillows (18), baby pillows (3), roll pillows (1), and a U-shaped boomerang pillow (1). Toys were 
present in the sleeping area of two infants. 

In seven cases, the infant was placed for sleep with a blanket in an infant specific bed. It was not possible 
to determine whether the blankets posed a risk as it was unclear from the information available to the Team 
whether the child was placed for sleep at the bottom of the cot or whether the blankets were loose in the 
infant’s sleep environment.

Co-sleeping 

Information on co-sleeping was available for 53 SUDI cases in this reporting period. Twenty-five of these 
infants (47.2%) were co-sleeping with at least one adult at the time of the incident; 22 of these infants were 
placed for sleep in an adult bed, and three were sleeping on a lounge with an adult. In two of these incidents 
the infant was suffocated. In both of these the adult had excessively consumed alcohol prior to sleep. 

As noted earlier, information is not routinely collected on smoking in the household, making it difficult to 
determine if the co-sleeping occurred in the context of smoking.

4.6 Emerging issues

Infant illness and treatment 

Since 2002, the Team has monitored SUDI to identify illness and medication use in the period leading up to 
death. In this reporting period, two of the 54 (3.7%) infants were diagnosed with an Upper Respiratory Tract 
Infection (URTI) by a General Practitioner or health specialist in the two weeks leading up to their deaths. 

Seventeen of the 54 infants (31.5%) received medication in the two weeks leading up to their death. Of these, 
three infants were given prescribed medication, including ventolin (1), topical anti-fungal gel (1), and systemic 
anti-reflux medication (1). Another three infants were given non-prescribed medications, including topical 
saline drops (2) and topical gripe water (1). A further 11 infants were also given medication but no information 
was available as to whether the medication was prescribed. The medications were paracetamol (7), topical 
nose drops (1), multivitamins (3) and promethazine hydrochloride (1). One of these children was given both 
paracetamol and promethazine hydrochloride. 
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Bed-sharing

Bed-sharing is distinguished from co-sleeping. Bed-sharing is where a carer and infant share a bed for the 
purpose of feeding and settling. As noted earlier, four infants (7.4%) died when their mother fell asleep while 
bed-sharing to breastfeed. In each case, the mother woke to find the child deceased or unresponsive. It is 
not possible to determine whether the infants died as a result of suffocation by the mothers’ breasts because 
there were no witnesses to the incidents and evidence of asphyxia is not always present at autopsy. However, 
the possibility of asphyxia could not be excluded in any of these cases. In three of the four cases, the infant 
was aged less than six weeks. In one of these three cases, the infant was premature, with a gestational age 
of 34 weeks. Premature infants, and those aged less than six weeks, may be at higher risk of suffocation as 
their neck muscles may be weaker, which can hinder their ability to move their head away from the breast. 

Multiple births

Four of the infants (7.4%) were one of multiple births. Three were twins (one was the second and, for the 
other two, the birth order was unknown to the Team at the time of reporting) and one infant was the youngest 
of triplets. Three of the four infants were at least 34 weeks premature; all died in the post-neonatal period. 
The other twin of one of these infants had previously died in hospital two weeks after birth.

Parental/carer drug and alcohol use

Information regarding parental/carer substance abuse is not always accurately recorded. It is reasonable 
to assume that these factors are undercounted and are not always evident to the investigating officers.

In nine of the 54 deaths (16.7%), substance use was evident for parents and/or carers. Eight mothers 
were using heroin during pregnancy. There was evidence to suggest that, for three mothers, this drug 
use continued. 

Excessive parental/carer alcohol use was evident in three SUDI cases on the night of the infant’s death. 
In two of these cases, remnants of cannabis consumption were evident at the death scene. 
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4.7 Conclusion

There were 54 SUDI registered during 2006. Approximately forty per cent of SUDI were identified as being 
vulnerable and 24.1 per cent were identified as Aboriginal and Torres Straight Islander. 

The cause of death varied and included Sudden Infant Death Syndrome (25) and other unknown sudden 
death (10). The diagnosis of other unknown sudden death, within the ill-defined and unknown causes of 
mortality, increased by 17.7 per cent from 2005. This demonstrates the need to continue to consider all infant 
deaths that occur suddenly and unexpectedly together. Monitoring SIDS as a separate group is problematic 
due to the diagnostic shifts over time.

A number of risk factors that have been examined in the research literature were associated with the deaths: 

• infant exposure to tobacco smoke (34 of 41 households)

• placement of infants to sleep face-down or on their sides (12 of 48 infants)

• loose bedding, including pillows, doonas and toys (27 of 34 infants)

• co-sleeping (25 of 53 infants).

In the current reporting period, 47 of the 54 infants (87.0%) were known to be exposed to at least one of the 
above risk factors. 

The Team also noted some emerging risk factors in the SUDI cases:

• Four infants (7.4%) were one of multiple births. Three were twins and one was a triplet. 

• Two infants (3.7%) were diagnosed with an URTI in the period leading up to their death. Seventeen infants 
(31.5%) were receiving medication.

• Four infants (7.4%) died when they were bed-sharing with their mother while being breastfed. While it is 
unclear whether the infants were suffocated, asphyxiation could not be excluded as a possible cause 
of death. Breastfeeding is known to have a range of benefits for both infants and mothers and is widely 
encouraged. It is important that breastfeeding education and support programs include advice to mothers 
about the possibility of falling asleep while breastfeeding, and ways to make the environment safe, 
particularly in the perinatal period.
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 Chapter 5: Transport fatalities

5.1 Introduction

Sixty-five children and young people died in 56 transport incidents during this reporting period. This equates 
to an overall rate of 4.1 deaths per 100,000 children and young people aged 0-17 years, and makes 
transport incidents the most common external cause of death. 

Trends in transport fatality rates for the years from 1996 to 2006 are presented in Figure 5.1. The overall 
rate has gradually declined since 1996. However, there was a substantial increase in 2006 from 2.7 in 2005. 
This is the largest increase since the Team began reporting and is due solely to the increase in the male death 
rate, which is the highest since 1997. The male death rate has been consistently higher than the female 
death rate. The female death rate has fluctuated somewhat across the years, but remained steady in this 
reporting period.

Figure 5.1 Trends in transport fatalities 0-17 years 1996-2006: Sex
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5.2 Demographics

Fifty of the children and young people who died in transport incidents were male (6.1 deaths per 100,000 
males aged 0-17 years) and 15 were female (1.9 deaths per 100,000 females aged 0-17 years). The children 
and young people ranged in age from less than 1 day to 17 years. Transport fatalities were most frequent 
among the 15-17 year age group, accounting for 28 of the 65 fatalities (10.1 deaths per 100,000 children 
and young people aged 15-17 years). 

Fourteen (21.5%) of the children and young people were identified as Aboriginal or Torres Strait Islander. 
Eight of these children and young people lived within areas of moderate to high levels of socio-economic 
disadvantage. Eight of the 14 fatalities were of young people in the 15-17 year age group and all of these 
were of males. Young people in the 15-17 year age group accounted for a higher proportion of the Aboriginal 
and Torres Strait Islander fatalities than in the non Aboriginal and Torres Strait Islander population (57.1% 
compared with 39.2%).

Six of the children and young people were identified as vulnerable.
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The distribution of incident type for the 2006 reporting period is shown in Table 5.1. As in previous years, 
passenger fatalities were the most common type of transport incident, followed by driver and pedestrian 
fatalities. Passenger fatalities have been the most frequent type of transport fatality since the Team 
commenced reporting. There was a significant increase in passenger fatalities from 22 in 2005 to 37 in 2006.

Within the 56 incidents, there were seven incidents involving multiple fatalities of children. Four of these 
involved males in the 15-17 year age group and accounted for 10 fatalities. In each of these incidents the 
young people were either drivers or passengers in cars with peers under the age of 25 years. In a further three 
incidents, six children under the age of 14 years died as passengers while travelling in a car with their family.

Table 5.1 Transport fatalities, 2006: Type of incident by age at death

Type of incident
 Less than  
 1 year

 1-4  
 years

 5-9  
 years

 10-14 
  years

 15-17  
 years Total

Passenger 2 3 11 7 14 37

Pedestrian 0 4 2 2 2 10

Driver 0 0 0 1 9 10

Motorcycle driver 0 0 0 0 2 2

Pedal cyclist 0 0 0 2 0 2

Water transport 0 0 0 1 0 1

Air transport 0 1 0 0 0 1

Other 0 1 0 0 1 2

Total 2 9 13 13 28 65

5.3 Passenger fatalities

Thirty-seven children and young people died as passengers in 30 incidents in this reporting period (29 males 
and 8 females). Most of the fatalities occurred in the older age groups (14 in the 15-17 year age group, 7 in 
the 10-14 year group, and 11 in the 5-9 year group). Only five fatalities involved children aged less than five 
years (3 were in the 1-4 year age group and 2 were less than 1 year old).

Seven children and young people lived outside New South Wales (four in Victoria, two in Queensland and one 
in the Australian Capital Territory) and, therefore, geographic location and socio-economic status cannot be 
reported for these cases. Five children lived within the most disadvantaged areas of the state and one lived 
within one of the most advantaged areas. Nineteen children lived in Highly Accessible or Accessible areas of 
New South Wales, nine lived in Moderately Accessible areas and three in Remote areas.

Seven of the children and young people lived in the Richmond-Tweed SD; five lived in the each of the Sydney 
and North Western SDs; four lived in the Hunter SD; two lived in each of the Illawarra, Northern and Mid 
North Coast SDs and one lived in each of the Murray, Murrumbidgee and South Eastern SDs. 

Chapter 5: Transport fatalities
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Nature of the incidents 

Fifteen of 30 incidents occurred on a Friday, Saturday or Sunday (seven of the 10 incidents involving 
the fatalities of nine 15-17 year olds occurred on these days). Six of the incidents occurred during a 
holiday period.

The time of the incident was known for 28 of the 30 incidents. Twelve incidents occurred at night between 
6.01pm and 12.00am. Seven incidents occurred in the morning period between 6.01am and 12.00pm, 
seven in the afternoon period between 12.01pm and 6.00pm, and three between 12.01am and 6.00am. Four 
of the 10 incidents, involving the fatalities of six 15-17 year olds, occurred between 11.00pm and 3.00am. 

The vehicles the children and young people were travelling in were standard cars (16), four-wheel drives (9), 
heavy vehicles (3), a utility (1), and a quad bike (1). Seventeen of the incidents were single vehicle incidents. 
Nine of these involved collisions with fixed or stationary objects and eight were non-collision incidents where 
the driver lost control. Thirteen were multiple vehicle incidents involving collisions with other vehicles including 
standard cars (6); heavy transport vehicles (3); a four-wheel drive (1); a utility (1); and a van (1). For one of the 
incidents the type of vehicle collided with was unknown.

The incidents occurred on a range of road types: two on freeways or motorways; 13 on state highways 
or main traffic routes; 11 on residential or other trafficable roads (eight were sealed roads and three were 
unsealed); and three on rural properties. The road type was unknown for one incident. 

Information about the driver of the vehicle was available for 26 of the 30 incidents. In 16 incidents, a relative 
of the child or young person was the driver. The drivers in these incidents were mothers (10), fathers (4) a 
sibling (1) and another relative (1). Eleven of these involved children less than 10 years of age. In nine of the 
incidents the driver was a friend or peer of the child or young person. Eight of these involved 15-17 year old 
passengers. In the final incident the driver was an unrelated adult.

Factors associated with passenger fatalities 

Speed

Excessive speed was a factor in at least seven and possibly a further five incidents. Six of these involved 
passengers in the 15-17 year age group, two were in the 10-14 year age group, three were in the 5-9 year 
age group and one was in the 1-4 year age group. 

Other driver error

One incident resulted from action taken to avoid an animal on the road. Another resulted from the driver 
being distracted by an unrestrained pet on the front seat of the vehicle. 

Environmental factors and road conditions

Wet conditions contributed to two of the incidents. In another incident the driver was thought to be 
momentarily blinded by sunlight as the driver turned a corner, preventing the driver from seeing the other 
vehicle. The road was in poor condition in one rural incident. 

Chapter 5: Transport fatalities
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Vehicle safety

In two incidents, the vehicles were unroadworthy. Both incidents occurred on public roads in rural areas.

Restraint use

Information on restraint use was available for 25 of the 37 fatalities. In 13 of these fatalities, the children and 
young people were not using restraints appropriately at the time of the incident. Seven of these fatalities 
involved children in the 15-17 year age group; one was in the 10-14 year age group; three were in the 5-9 
year age group and two were in the 1-4 year age group. 

In seven of these fatalities, the children and young people were passengers in cars where there were 
available restraints but they were not wearing the restraints at the time of the incidents. In three of the 
fatalities, two involving young people in the 15-17 year old age group and one involving a child in the 10-14 
year age group, the passengers were travelling on the rear tray of a utility or other vehicle with a tray back 
where there were no restraints available. In one incident the child was sitting on the floor of the car as all the 
seats in the car were occupied. In another incident involving a child in the 1-4 year age group, the child had 
been placed in a baby capsule that was incorrectly installed.

In one other incident, a child was in a baby capsule that was correctly installed and used but the child was 
ejected from the capsule. The reason for this is currently being investigated. 

Supervision

In one incident, a child in the 5-9 year age group managed to release the restraint around their booster seat 
unnoticed, which was something that had happened on previous occasions. Young children are not always 
aware of the protection that restraints offer. Children can easily place themselves in dangerous situations if 
the level of supervision appropriate for the individual child is not maintained.

Fatigue

Fatigue was a contributing factor in at least two incidents, and possibly a further two incidents. One of these 
involved two fatalities. The children were all under 15 years old. All four incidents involved families travelling 
together and adult relatives were the drivers. In the two incidents where fatigue was definitely a contributing 
factor, the families were travelling long distances.

Peer driving

In nine incidents, involving the deaths of 13 young people in the 15-17 year old age group, the young person 
was known to be in a car with peers aged 25 years or younger. Speed, alcohol and/or inappropriate restraint 
use were evident in seven incidents resulting in 11 fatalities.

Alcohol and other substances

A blood alcohol level exceeding 0.05g/100ml was present at toxicology for one of the passengers in this 
reporting period. In another incident, cannabis was detected at toxicology in the deceased young person. 
In at least two other incidents, alcohol consumption by the driver of the vehicle the child was travelling in, 
or the driver of the other vehicle involved in the incident, was a contributing factor. In one of these incidents 
the driver was aged over 25 years and in the other incident the age of the driver was unknown. 
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5.4 Driver fatalities (including motorcycle drivers)

Twelve young people (11 males and 1 female) died as drivers in this reporting period. Eleven were in the 
15-17 year age group and one was in the 10-14 year age group. Eight of the drivers were on provisional 
licences and four were unlicensed.

Three young people lived within the most disadvantaged areas of New South Wales. Seven of the young 
people lived in Highly Accessible or Accessible areas of the state, four lived in Moderately Accessible areas 
and one lived in a Remote area. Five of the young people lived in the Central West SD, four in the Sydney SD, 
and one in each of the Murray, North Western and Northern SDs. 

Nature of the incidents 

The young people died in separate incidents involving standard cars (10) and motorcycles (2). Information 
on the type of collision was available for all of the 12 incidents. Six were non-collision incidents and four were 
collisions with a fixed or stationary object, indicating that the collision resulted from the driver losing control 
of the vehicle. The other incidents involved collisions with a bus (1) and a truck (1). 

Eight of these incidents occurred on residential or other trafficable roads (six were sealed and two were unsealed 
roads); three occurred on state highways or main traffic routes and for one incident the type of road was unknown.

Eight of the fatalities occurred on a Friday, Saturday or Sunday. Nine of the fatalities occurred in the afternoon 
or early evening between 1.00pm and 8.30pm. Two occurred at about 6.30am and one at about 12.30am. 
All of the incidents occurred during non-holiday periods throughout the year. 

Factors associated with driver fatalities 

Speed

Excessive speed was a factor in five of the fatalities and a possible factor in a further three fatalities. In three 
incidents, speed was combined with other hazardous driving, including hazardous overtaking, speeding 
through intersections, and failing to respond to road signs. 

Fatigue

Fatigue was a factor in two of the fatalities. In one incident, the young driver was returning home in the 
morning after being out late at a party the night before. In the other incident the young person was driving 
late at night when he was tired. 

 Environmental factors and road conditions

Environmental factors or poor road conditions contributed to four of the incidents. Two of the incidents 
occurred in wet conditions and two occurred on unsealed roads at speed. 

Restraint use

In at least three of the fatalities, seatbelts were not worn by the driver at the time of the incident. 

Chapter 5: Transport fatalities



Annual Report 2006 NSW Child Death Review Team

40

Supervision

Supervision was a factor in two incidents. In one incident an unlicensed driver in the 10-14 year age group 
lost control of the vehicle on a public road in a rural area. The young person was driving the car under the 
supervision of an adult carer.

In a second incident, a young person lost control of his motorcycle while practicing for his licence on a rural 
road. The young person was under the supervision of his parent, but out of sight at the time of the incident. 
It is likely that the young person rode the bike too fast for the road conditions and lost control of the bike. 

Peer driving

In five of the incidents the driver was known to be driving with passengers who were peers aged 25 years or 
less. In at least two of these incidents, speed and inappropriate restraint use were also evident. In these two 
incidents, the drivers were unlicensed, driving in unroadworthy vehicles along public roads on the edge of 
rural properties.

5.5 Pedestrian fatalities

Ten children and young people (4 males and 6 females) died as pedestrians in this reporting period. Four 
were children in the 1-4 year age group and two were children and young people in each of the 5-9, 10-14 
and 15-17 year age groups.

Nine of the children and young people lived within areas of moderate socio-economic disadvantage. Eight 
lived in Highly Accessible or Accessible areas of New South Wales and two lived in Moderately Accessible 
areas. Five lived in the Sydney SD, and one in each of the Hunter, Illawarra, Mid North Coast, Murrumbidgee 
and North Western SDs.

Nature of the incidents 

Pedestrians were hit by standard cars (5), trains (2) and trucks (2). For one incident the vehicle type was unknown. 

There were three incidents that occurred in a residential driveway in this reporting period. All of these fatalities 
involved children in the 1-4 year old age group. In two of these incidents the vehicles (a small truck and a 
sedan) were reversing and the child was not seen by the driver. In the third incident the child was a passenger 
who got out of the car while the driver was opening a gate and was not seen by the driver. The child then 
moved into the path of the vehicle as it drove forward. Three of the other fatalities occurred on residential 
streets; two occurred on main traffic routes; and two involved children and young people being hit by trains 
while on the railway lines. 

Five fatalities occurred on a Friday or Saturday. Five occurred between Monday and Thursday. Four occurred 
between 12.01pm and 6.00pm, and involved all the fatalities of children less than seven years of age. Three 
incidents occurred between 6.01pm and 12.00am. Two occurred between 12.01am and 12.00pm. For one 
incident, the time was unknown. Nine of the ten fatalities occurred during a non-holiday period. One occurred 
during the Christmas holidays.

Chapter 5: Transport fatalities



Annual Report 2006 NSW Child Death Review Team

41Chapter 5: Transport fatalities

Factors associated with pedestrian fatalities 

Speed

Speed was a possible factor in one hit and run incident involving a young person being hit while crossing the 
road at traffic lights. 

Alcohol and other substances

A blood alcohol level greatly exceeding 0.05g/100ml was present at toxicology for one young person who 
was hit by a train. Toxicology also revealed low levels of cannabis consistent with recent marijuana use for 
this young person, although it is unclear what role, if any, this played in the fatality. 

Other risk-taking behaviours

Two incidents involved other risk-taking behaviours. One of these involved a child in the 10-14 year age group 
and the other involved a young person in the 15-17 year age group. Both involved incidents where the young 
person was hit by a train. In one incident, the young person was severely intoxicated and fell onto the railway 
lines. In the other incident, no alcohol or drugs were involved but the child ran over the railway lines of an 
oncoming train at a suburban train station.

Supervision

Inadequate supervision was a factor in four of the fatalities. All four of the children were in the 1-4 year old 
age group. In the incidents, momentary lapses of supervision by the carer, in combination with the child’s 
exploratory behaviour, resulted in the child being in a dangerous situation. Three of these incidents involved 
children in the driveways of their home or in the driveway of a family member. The fourth involved a child who 
ran across the road whilst the child’s parent was distracted.

Environmental factors

Visibility was a factor in one of the fatalities, which occurred at night on a road that was poorly lit. Several cars 
had stopped to assist a vehicle on the side of the road but the poor lighting prevented the driver of a prime 
mover from seeing the scene early enough to take evasive action. Another fatality occurred when a child in 
the 5-9 year age group disembarked from a school bus and was hit by a car when crossing the road. It is 
possible that the bus obscured the driver’s vision of the child.

5.6 Pedal cyclist fatalities

Two males, both in the 10-14 year age group, died in pedal cycle incidents. Both lived in the Sydney SD 
and within the most advantaged areas of the state. 

Nature of the incidents 

Both fatalities occurred on a weekday at around 6.00pm and involved collisions with standard cars. One 
occurred on a highway and the other on a residential street.



Annual Report 2006 NSW Child Death Review Team

42

In one incident the young person crossed the road directly in front of oncoming traffic leaving the driver no 
time to take evasive action. In the second incident the young person crossed in front of traffic. Based on the 
information available to the Team, it seems likely that the cyclist believed they had right of way.

Factors associated with pedal cyclist fatalities 

Personal protective equipment

In both fatalities, no helmet was used. However it is unclear whether helmet use would have prevented the 
fatalities. 

5.7 Other transport fatalities

Four male children died in other transport fatalities. One of these fatalities involved a water transport incident 
in which the boat the child was a passenger in collided with a river bank. One incident involved a motorised 
glider crashing in a paddock of a rural property a few minutes after taking off. One incident involved a young 
person being hit by a car when riding on a motorised scooter on a residential street at night. In the final 
incident, the child was riding a horse on a rural property. 

Two of the fatalities involved children in the 1-4 year age group, one was a child in the 10-14 year age group 
and one was a young person in the 15-17 year age group.

One child lived outside New South Wales and so information on socio-economic disadvantage and 
geographic location is not reported for this child. One of the children lived within one of the most 
disadvantaged areas of the state and one lived within one of the most advantaged areas. Two of the children 
resided in Highly Accessible and Accessible areas of the Sydney SD and the Illawarra SD. One child resided 
in a Moderately Accessible area in the Mid North Coast SD. 

Factors associated with other transport fatalities

Personal Protective Equipment

In the incident involving a young person on a motorised scooter, the young person was not wearing any 
protective clothing or reflectors on his clothing, reducing his visibility for the driver. The young person was 
also not wearing a helmet, but it was unknown whether this would have prevented the fatality.

In the horse riding incident, a child in the 1-4 year age group was strapped into the saddle to prevent the 
child from falling. The child was trapped by a branch as he rode under it. If the child had been able to fall, 
the fatality may have been prevented. 

Environmental factors

Poor lighting contributed to the motorised scooter fatality. The scooter did not have lights on it and the street 
was poorly lit, reducing the scooter’s visibility. 
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Vehicle safety

In the water incident, the boat was powered by a motor which was substantially more powerful than the 
maximum recommended by the manufacturer. This resulted in the driver losing control of the boat whilst 
completing a manoeuvre on the river.

It is also considered possible that the air incident involving a motorised glider was due to a mechanical fault 
with the aircraft, which caused a fire in the engine area. It is unclear whether the fire led to further mechanical 
failure resulting in a loss of control.

5.8 Conclusion

Transport fatalities remain the most common external cause of death for children and young people aged 
0-17 years, accounting for 65 deaths in this reporting period. Overall, the transport fatality rate has risen 
to 4.1 deaths per 100,000 children in 2006 from 2.7 in 2005. This represents an overall increase of 51.2 
per cent. This is due to the greater number of male fatalities, which increased by 78.6 per cent (28 deaths 
compared with 50 deaths). 

Young males in the 15-17 year age group accounted for the majority of all transport related fatalities. Within 
the different types of fatalities, this age group accounted for the majority of driver, motorcycle rider and 
passenger fatalities. Consistent with previous years, driver inexperience and a combination of risk-taking 
behaviours, in particular speed and inappropriate restraint use, were features of most of the fatalities 
involving this age group across all incident types. In many of the incidents involving speed, the drivers had 
provisional licences or were unlicensed drivers. Almost all of these fatalities were of males, and in many of the 
incidents there were multiple passengers under the age of 25 years in the vehicle at the time of the incident. 
Intervention strategies to address safe driving practices need to focus on young males.

New restrictions will be introduced for all provisional drivers in New South Wales in July 2007 in an attempt to 
reduce the number of transport incidents involving young drivers. These will include changes to speed limits 
and restrictions on the number of passengers that they can carry at night. The current findings suggest that it 
is particularly the behaviour of young males that needs to be the target for these types of changes. It is also 
of note that alcohol and/or drug use by young people was not a prominent factor in the fatalities this year. 
This finding is consistent with last year’s report and suggests that prevention efforts to reduce risk-taking 
behaviour may be proving effective.

Fourteen of the children and young people who died in transport incidents in this reporting period were 
identified as Aboriginal or Torres Strait Islander. Aboriginal and Torres Strait Islanders were more likely to 
be in the 15-17 year age group than non Aboriginal and Torres Strait Islanders.

Inappropriate restraint use continues to be a factor in a substantial number of driver and passenger fatalities. 
Many of the fatalities occurring in this period may have been prevented if restraints had been used correctly. 
As noted above, the majority of these fatalities involved young males aged 15-17 years. These deaths 
highlight the need to constantly reinforce the message to young people that seat belts save lives. This is 
the responsibility of parents and carers, teachers, peers, Police and the wider community. A baby capsule 
and a child restraint were also used inappropriately in this reporting period. It is important that parents are 
continually reminded of the need for correct use and installation of child restraints, and for supervision of 
young children during their use.
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In the two incidents involving pedal cyclists, the children were not wearing helmets. It is unclear whether 
helmets would have prevented the fatalities. However, the incidents highlight the need for continual 
awareness campaigns for the use of helmets by cyclists. 

As with previous years, fatigue featured as a contributing factor in some incidents. Fatigue-related fatalities 
involved both experienced and inexperienced, young drivers. Most of the incidents in which fatigue was known 
to be a contributing factor occurred late at night or on long distance journeys. These fatalities highlight the 
importance of effective strategies to encourage people to plan for fatigue prevention when they will be driving 
for long periods or late at night. 

Inadequate supervision of young children continues to be a factor in pedestrian fatalities. In all four of the 
pedestrian fatalities involving young children, momentary lapses in supervision resulted in the children being 
placed in fatal situations. The appropriate level of supervision for young children should be considered in 
light of their developing abilities. They are becoming more mobile and are keen to explore. They are often 
not aware of the hazards around them and can be impulsive. Small children are also less visible to drivers. 
Therefore, parents need to be vigilant by actively and continuously supervising young children near roads and 
in driveways.
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6.1 Introduction

Fifteen children died as a result of drowning in this reporting period. This equates to a rate of 0.9 deaths per 
100,000 children aged 0-17 years and makes drowning the second most common external cause of death. 
Twelve of the children were male and three were female. The children ranged in age from 17 days to 15 years.

Trends in drowning rates for males and females between 1996 and 2006 are presented in Figure 6.1. As 
shown, the rate of drowning increased slightly from 2005. This is due to an increase in the rate of drowning 
for males from 0.9 per 100,000 males aged 0-17 years in 2005 to 1.5 in 2006. These rates should be 
interpreted with caution, as they are based on a small number of cases. 

Figure 6.1 Trends in drowning fatalities 0-17 years, 1996-2006: Sex
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Note: Rates have not been calculated for females in 1996, 2000 and 2006 because they are unreliable (n<4).

6.2 Demographics

Drowning was most frequent among the 1-4 year age group, accounting for eight of the 15 fatalities. This 
equates to a rate of 2.4 deaths per 100,000 children aged 1-4 years. Two of the children were identified 
as Aboriginal or Torres Strait Islander and five were identified as vulnerable. None were identified as having 
a disability. 

One child lived in the Australian Capital Territory and, therefore, geographic location and socio-economic 
disadvantage is not reported for this child. Five children lived in the Sydney SD, three lived in the Hunter 
SD, two lived in the Northern SD and one lived in each of the Central West, Mid-North Coast, Murray and 
Richmond-Tweed SDs. Seven children lived in Highly Accessible areas and seven in Accessible or Moderately 
Accessible areas. Two children lived within the most disadvantaged areas of New South Wales.

The distribution of drowning location is shown in Table 6.1. As in previous years, private swimming pools 
were the most common drowning location. Fatalities also occurred in public pools and spas for the second 
consecutive year. 
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Table 6.1 Drowning fatalities, 2006: Location of drowning by age at death

Age

Location
 Less than  
 1 year

 1-4  
 years

 5-9  
 years

 10-14  
 years

 15-17  
 years Total

Swimming pool – private 1 5 0 0 0 6

Swimming pool/spa – public 0 0 1 1 0 2

Natural bodies of water 0 2 1 0 1 4

Bath 2 0 0 0 0 2

Dam 0 1 0 0 0 1

Total 3 8 2 1 1 15

6.3 Private swimming pools

Six children drowned in private swimming pools during this reporting period. All the children were males 
and the majority were in the 1-4 year age group.

Location and time of the incidents

Four of the fatalities occurred at the child’s own place of residence, and one occurred at the residence of 
another person known to the child’s family. Five of the incidents occurred in in-ground swimming pools and 
one in an above-ground swimming pool.

One incident occurred in summer during the Christmas school holidays. One incident occurred at a weekend 
in March. The remaining incidents occurred on weekdays between April and September. Three of the 
incidents occurred in the afternoon between 12.00pm and 3.30pm. Two incidents occurred in the morning 
between 6.30am and 9.00am and one incident occurred in the early evening at about 6.00pm.

Factors associated with private swimming pool drowning fatalities

Access to swimming pools was a factor in all of the fatalities. In five of the six incidents, it appeared that the 
children had accessed the pool through the gates. In each case, the gates were not compliant with pool 
fencing regulations requiring that they automatically swing shut and lock. The design of the gates were either 
not compliant or the locks were in a poor state of repair. In the other incident, it appeared that the child 
accessed the pool through a gap in the fencing.

In two of these incidents, the children accessed the pools in the early morning when their carers thought they 
were asleep inside the house. In one case, the house was known to be locked and the child had managed to 
unlock the door himself. Both children were in the 1-4 year age group.

Inadequate adult supervision was identified as a factor in four fatalities. In three incidents, an adult was 
intermittently supervising the child. At the time of the incident, the adult was not visually attending to the child. 
In one incident, the child was left to be supervised by a 10 year old sibling. In all four fatalities, inadequate 
pool fencing was also an issue. None of the children were expected to be near the pool, but all managed to 
access the area without being noticed because of the inadequate fencing.

Chapter 6: Drowning
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6.4 Public swimming pools/spas

Two children drowned in public swimming pools or spas in this reporting period. Both children were female. 
One child was in the 5-9 year age group and the other was in the 10-14 year age group. 

Location and time of the incidents

One child drowned in a council-owned public pool and one in a spa at a holiday apartment complex. One 
incident occurred on a weekday in December and one incident occurred at a weekend in March. Both 
fatalities occurred between 12.00pm and 3.30pm.

Factors associated with public swimming pool/spa drowning fatalities

The child who drowned in the council-owned public pool was on a school excursion with over 200 other 
students of varying age and swimming ability. The teacher to student ratio was reported to be in accordance 
with the NSW Department of Education and Training Guidelines for the Safe Conduct of Sport and Physical 
Activity in Schools (2004). The number of lifeguards on duty at the pool was in accordance with Royal Life 
Saving Society minimum standards. However, staff were required to perform other duties out of direct sight of 
the pool. Coronial findings were unavailable to the Team at the time of reporting and so it is unclear whether 
the entire pool area was adequately supervised at the time of the incident. 

In the incident at the holiday apartment complex, the child drowned after being sucked onto the filter in the 
centre of the spa floor. Non-compliance with Australian Standards and industry guidelines for installation of 
the spa was noted in the documents reviewed by the Team. In addition, there was no emergency stop switch 
for the spa pumps.

6.5 Natural bodies of water

Four children and young people drowned in natural bodies of water. All of the children were male. Two were 
in the 1-4 year age group, one in the 5-9 year age group and one in the 15-17 year age group. 

Location and time of the incidents

One fatality occurred in a creek at the child’s place of residence; one in a river in a public recreational area; 
one in a pond at a public garden; and one in the ocean. One incident occurred in January, one in March 
and two in April. Two incidents occurred at a weekend and one of these was during a school holiday period. 
One incident occurred in the morning at about 10.30am and three occurred in the afternoon between about 
3.00pm and 4.00pm.

Factors associated with drowning fatalities in natural bodies of water

Supervision was a factor in the deaths of the two children in the 1-4 year age group and the child in the 5-9 
year age group. The two children in the 1-4 year age group were both being intermittently supervised by an 
adult. In both incidents, the child wandered off unnoticed and was found later in the nearby water. The child 
in the 5-9 year age group was playing by a river with siblings, who were all aged less than 12 years, and was 
not under direct adult supervision. The child slipped into the river and was not able to be rescued.
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Environmental factors were associated with the drowning of the young person in the 15-17 year age group. 
The young person was caught in a rip when swimming in the ocean with friends. The area of the beach 
where the incident occurred was known for its treacherous swimming conditions and the young person was 
reportedly not a strong swimmer. It is unknown whether there were any warning signs.

6.6 Bathtubs

Two children aged less than one year drowned in bathtubs. One child was female and one was male.

Inadequate supervision was identified as an issue in both fatalities. In one fatality, the child’s mother fell asleep 
in the bath with the child during the early hours of the morning between 12.00pm and 2.00am. In the other 
fatality, the child was left unsupervised in the bath with a 21 month old sibling for a short period of time.

6.7 Dams

A child in the 1-4 year age group drowned in a dam in this reporting period. The incident occurred at the 
child’s residence. The dam was unfenced and located about 50 metres from the house. The child was being 
intermittently supervised by adults outside the house and found his way to the dam without being noticed.

6.8 Conclusion

Fifteen children and young people died as a result of drowning in this reporting period. The overall rate of 
drowning fatalities increased slightly this year for the first time since 2002. This was due to an increase in the 
rate of male drowning fatalities. The majority of fatalities occurred in the 1-4 year age group.

Private swimming pools continued to be the most common location for drowning incidents. Inadequate pool 
fencing was again a critical factor associated with this type of fatality. In the majority of incidents, the children 
accessed the pools through gates that were not compliant with regulations requiring them to automatically shut 
and lock. These fatalities highlight an ongoing problem of private pool owners not complying with the NSW 
Swimming Pools Act 1992 and the inadequate monitoring and enforcement of the legislation by local councils.

Inadequate adult supervision was identified as an issue in almost all of the drowning fatalities involving 
children aged four years or less. In most of these incidents, the children were being only intermittently 
supervised by an adult or they were left under the supervision of another child. Momentary lapses in attention 
allowed the children to access the water unnoticed. 

In incidents occurring in private pools, the lack of supervision occurred in the context of inadequate pool 
fencing. These fatalities highlight the need for adults to actively assess the safety of areas where water is 
accessible to young children. The level of supervision required must be assessed against the adequacy of pool 
fencing or barriers to other bodies of water, such as ponds, dams and rivers. It is noteworthy that the majority 
of the fatalities in private pools occurred during the cooler months from March to September demonstrating that 
this level of assessment and supervision must occur regardless of whether the pool is expected to be in use.

For the second year in a row, a child drowned in a council-owned public swimming pool. The drowning occurred 
during a school excursion of more than 200 students. This fatality raises the issue of lifeguard coverage at public 
pools. Although the ratio of lifeguards to patrons may meet the minimum standards of the Royal Life Saving 
Society, coverage can not be considered adequate if the lifeguards are required to perform other duties away 
from the pool area. Managers of public pools must complete full risk assessments and make sure that their 
individual policies allow for sufficient coverage in light of the other duties lifeguards may be required to perform.
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 Chapter 7: Assault

7.1 Introduction

Ten children and young people died as a result of assault in this reporting period, making assault the third 
most common external cause of death. All the children and young people who died by assault were male. 
The death of another male child, aged less than one year, was suspicious. However, at the time of reporting, 
the autopsy report was outstanding and the cause and manner of death could not be determined by the 
Team. The death of this child is excluded from the following analysis. All eleven deaths will be reviewed in 
detail by the NSW Ombudsman. 

Trends in assault fatality rates for the years 1996 to 2006 are presented in Figure 7.1. The overall rate of 
assault for this reporting period was 0.6 deaths per 100,000 children and young people aged 0-17 years. 
The overall rate has shown little variation across the years, ranging between 0.4 deaths per 100,000 children 
and young people in 2002 to 1.1 deaths in 1997, 1999 and 2003. In this reporting period, the rate of deaths 
for males doubled from 0.6 in 2005 to 1.2 in 2006. This falls within the range of rates seen since 1996. These 
rates should be interpreted with caution, as they are based on a very small number of cases.

Figure 7.1 Trends in assault fatalities 0-17 years, 1996-2006: Sex
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7.2 Demographics

Table 7.1 presents the age group of the children who were fatally assaulted.

Table 7.1 Assault fatalities, 2006: Age at death

Age at death N

Less than one year 3

1-4 years 3

5-9 years 2

10-14 years 1

15-17 years 1

Total 10

The age of children who died as a result of assault ranged from seven weeks to 15 years. Six of the 10 fatal 
assaults involved children aged four years and younger. 

Six children lived in the Sydney SD and one child lived in each of the Hunter, Illawarra, Northern and South 
Eastern SDs. Six of the children lived in Highly Accessible areas of New South Wales and four lived in 
Accessible or Moderately Accessible areas. No children resided in areas of highest or lowest socioeconomic 
disadvantage, but were fairly evenly distributed across the remaining categories. None of the children were 
identified as Aboriginal or Torres Strait Islander.

Seven of the 10 children and young people were identified as vulnerable. One of these was in the 15-17 year 
age group and details about the nature of the risk of harm reports made in relation to this young person were 
not available to the Team at the time of reporting. In two of the cases, the first risk of harm reports were made 
only after the assault had occurred but before the children’s subsequent deaths. Risk of harm reports relating 
to the other four children were made prior to the assaults, and concerned issues of domestic violence, 
parental drug use, injuries suspicious of abuse, chronic financial issues and neglect. 

7.3 Circumstances surrounding the deaths

Time and location of incident

Four of the incidents occurred at a weekend, three occurred on a Monday and three occurred on other days 
during the week. The exact time of the incidents was difficult to determine for most of the fatalities. The 
fatalities involving children aged four years or younger all occurred some time between 9.00pm and 12.00pm 
the following day. For the fatalities involving children in the 5-9 year age group, the time of one incident could 
not be determined and the other incident occurred at about 5.00pm. The incidents involving the children in 
the 10-14 year age group and the 15-17 year age group occurred between 10.30pm and 11.30pm.

Eight of the children were assaulted at their own homes. One child was assaulted at a relative’s home. The 
young person in the 15-17 year age group was assaulted at a party in bushland.
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Method of Assault

Table 7.2 presents the method of assault by age of the children and young people. The most common 
method of assault was blunt force battery, accounting for four of the 10 deaths. This method of assault 
includes manual assault with a blunt object and forceful shaking or ‘shaken baby syndrome’ (Alexander 
and Smith, 1998; Wyszynski, 1999). The children who died by this method were all aged four years or less.

Two children died by poisoning. One child died as a result of morphine and methadone toxicity. Cannabis 
and diazepam were also detected by toxicology analysis. This fatality occurred in the context of familial 
drug use within the child’s household. The second child died as a result of being injected with morphine in 
a murder/suicide by the father. The information available to the Team did not indicate any previous drug use 
by the father.

One child was drowned by his mother in a murder/attempted suicide. One child died in a house fire with his 
mother. The fire was intentionally lit by the mother’s partner, who also died as a result of injuries sustained 
while lighting the fire.

Table 7.2 Assault fatalities, 2006: Method of death by age

Method of death
 Less than  
 1 year

 1-4  
 years

 5-9  
 years

 10-14  
 years

 15-17  
 years Total

Blunt force battery 3 1 0 0 0 4

Poisoning 0 1 1 0 0 2

Stabbing 0 0 0 1 1 2

House fire 0 1 0 0 0 1

Drowning 0 0 1 0 0 1

Total 3 3 2 1 1 10

Victim-perpetrator relationship

In all nine of the incidents involving children under 15 years old, the perpetrator was known to the child. The 
perpetrator was the child’s biological father in three incidents, biological mother in three incidents and the 
mother’s partner in two incidents. The other matter remains under investigation. In the incident involving the 
15-17 year old, the relationship between the young person and the perpetrator was unknown.

7.4 Criminal proceedings

At the time of reporting, murder charges had been made in relation to seven deaths. The investigation was 
not completed for one matter. No further action could be taken in relation to the deaths of two children, as 
the suspects also died in the incidents. 
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7.5 Fatal assault typology

The Team’s research on fatal assault (CDRT, 2002) identified four categories of fatal assault: non-accidental 
injury, family breakdown, parents affected by mental illness and killings of teenagers. 

Non-accidental injury

The deaths of five children were consistent with the non-accidental injury category. In two incidents the 
perpetrator was the child’s biological father, in one the perpetrator was the child’s biological mother and in 
one the perpetrator was in a relationship with the child’s mother. The investigation was not completed for one 
matter. All but one of these incidents involved children aged four years or less. The children typically lived in 
environments with high levels of psycho-social stress and disadvantage. Criminal records of violence and illicit 
drug use were present in the family backgrounds of three of the children. 

Three of the children were known to the Department of Community Services prior to the assaults. One of 
these children had suffered previous injuries that were suspicious of abuse, including a fractured skull. In 
another incident, risk of harm reports related to the physical and psychological well-being of the child as 
a consequence of exposure to domestic violence, parental drug use and neglect. Risk of harm reports in 
another case related to the sibling of the child and included exposure to domestic violence, chronic financial 
issues, parental drug abuse and neglect.

Family breakdown

The death of one child in a house fire followed an argument between the child’s mother and her partner, 
during which the mother allegedly tried to end the relationship. The argument extended over several hours 
prior to the incident and was at times physical by both parties. The partner also made threats to kill the 
mother. Both had consumed large amounts of alcohol. Police attended the house several hours before the 
fatal assault following a report from a witness to the argument. No action was taken as the mother did not 
wish to make a statement or have the Police involved. Police could not locate the partner at the premises at 
this time. Several calls were made to the Police by other witnesses just prior to the fire but, due to competing 
priorities, the Police did not attend the house until it was alight.

The child had been the subject of several risk of harm reports relating to domestic violence concerning the 
mother’s previous partner – the child’s natural father. No reports had been made in relation to the perpetrator.

Parental mental illness

In one incident, the child was killed by his biological mother and it appears that she may have then attempted 
to take her own life. The incident occurred on the first anniversary of her mother’s suicide and she had been 
to a family memorial service earlier in the day. Information available to the Team indicates that she had a 
history of depression and was taking prescribed medication for its treatment at the time of the incident.



Annual Report 2006 NSW Child Death Review Team

53Chapter 7: Assault

Killings of teenagers

One young person in the 15-17 year age group died by assault. The fatality occurred as a result of a physical 
altercation between the victim and the perpetrator, during which the victim was stabbed. The perpetrator was 
male. Further details about the perpetrator, including his relationship to the victim, could not be determined 
due to insufficient information available to the Team at the time of reporting.

Two fatal assaults could not be classified due to insufficient information available to the Team at the time 
of reporting.

7.6 Conclusion

Ten children died from fatal assault in this reporting period. All of these children were male. The rate of assault 
for males doubled from 0.6 deaths per 100,000 males aged 0-17 years in 2005 to 1.2 in 2006, although this 
falls within the range of rates seen since 1996. The majority of children who died from assault were aged four 
years or less and only one was in the 15-17 year age group. This age profile is consistent with the 2004 and 
2005 reporting periods but varies from other research undertaken by the Team that demonstrates relatively 
high rates of fatal assault for both children aged less than four years and those aged 15-17 years (NSW 
CDRT, 2003b, 2002). 

Eight of the nine children who were aged less than fifteen years were known to be fatally assaulted by a 
parent or the parent’s partner. Five of the children were known to the Department of Community Services 
prior to the assaults. These children had been exposed to high risk social environments, including domestic 
violence, parental drug use, neglect and chronic financial issues. Criminal records of violence and drug 
use were also present in the family backgrounds of some of the children. These fatalities highlight the need 
for ongoing support for vulnerable infants and their families. The fatality of one of these children who was 
assaulted by a carer in the context of high levels of psycho-social risk and drug use again underscores the 
necessity for thorough assessment of children’s safety in households where take-home methadone is present. 

Progress on implementing the Team’s recommendations in the Fatal Assault of Children and Young People 
(2002) report and the Fatal Assault and Neglect of Children and Young People (2003) report is outlined in 
Chapter 10 of this report.
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 Chapter 8: Suicide

8.1 Introduction

Seven children and young people died by suicide in this reporting period. This makes suicide the fourth most 
common external cause of death for children and young people aged 0-17 years in 2006. 

The suicide rates by sex for children and young people aged 12-17 years for the years 1996 to 2006 are 
presented in Figure 8.1. The overall rate of suicide in 2006 was 1.3 deaths per 100,000 children aged 12-17 
years. The rate has been declining since 2002 and this is the lowest rate since 1996. With the exception 
of 1999, more males than females died by suicide each year. However, the rate for males is declining and 
is the lowest since 1996 at 1.8 deaths per 100,000 males aged 12-17 years. The rate for females was not 
calculated for this reporting period due to the very small number of deaths in this group. All rates should be 
interpreted with caution as they are based on a small number of cases.

Figure 8.1 Trends in suicide fatalities 12-17 years, 1996-2006: Sex
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One 10 year old child died by suicide in 2003, and one 11 year old died by suicide in both 2004 and 2005. These cases have been 
excluded from trend analyses.
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8.2 Demographics

Table 8.1 presents the age group and sex of the children and young people who died by suicide in this 
reporting period.

Table 8.1 Suicide fatalities, 2006: Age at death by sex

Age at death Female Male Total

12 years 0 1 1

13 years 0 1 1

16 years 1 2 3

17 years 1 1 2

Total 2 5 7

Rate 12 to 17 years – 1.8 1.3

Rate 15 to 17 years – – 1.8

Note: Rates have not been calculated for females or for males aged 15-17 years because they are unreliable (n<4).

The children and young people ranged in age from 12 to 17 years. Suicide was most frequent among young 
people in the 15-17 year age group and among males. The two younger children were both male. 

Four of the children lived in the Sydney SD and one child lived in each of the Mid-North Coast, Murrumbidgee 
and North Western SDs. Three of the children lived in Highly Accessible areas of New South Wales, two lived 
in Accessible areas and two lived in Remote areas. 

One child lived within one of the most advantaged areas of New South Wales. None lived in the most 
disadvantaged areas of the state. 

One of the children was identified as Aboriginal.

Two children were identified as vulnerable. The risk of harm reports for these young people related to sexual 
abuse, inadequate parental supervision, concerns about the child’s risk-taking and criminal behaviour, 
neglect, parental alcohol use, domestic violence and risk of physical and psychological harm.

8.3 Circumstances surrounding the deaths

Location and time of incident

Six of the incidents occurred at the child’s own home and one occurred at a relative’s home. The fatalities were 
dispersed across the year. Four occurred at weekends and one of these was during a school holiday period. 

Due to the nature of suicide, it is often difficult to ascertain the exact time that the incident occurred. However, 
two of the incidents were thought to have occurred in the morning between 8.00am and 12.00pm, one in the 
afternoon at about 3.00pm, three in the evening between 6.00pm and 8.30pm and one sometime between 
2.00am and 12.00pm.

Chapter 8: Suicide
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Method of death

Consistent with previous years, hanging was the most common method of suicide, accounting for six 
of the seven deaths. One female died by intentional self-poisoning using propranalol, which she had 
been prescribed. 

Informing others

One of the young people had made several previous threats of suicide to a family member. Three of the 
young people had left hand-written suicide notes, which were found after their deaths. In one incident, 
the young person had stored an SMS message on his mobile telephone for his family.

8.4 Suicide typology

The Team’s research on the suicide and risk-taking deaths of children and young people identified two groups 
of suicide deaths: enduring difficulties and pivotal life events (CDRT, 2003a).

Based on analysis of the information available to the Team, there was sufficient evidence to suggest that four 
of the seven deaths by suicide in this reporting period showed characteristics consistent with the enduring 
difficulties or pivotal life events categories. 

In the other three cases, neither enduring difficulties nor pivotal life events were evident. In two of these 
incidents, involving children in the 10-14 year age group, there was no indication of disturbed emotional 
state or any recent history of psychosocial issues that could help to explain the deaths. In both instances, 
the deaths seemed unexpected. Neither of the children had expressed suicidal ideation and they had not 
accessed any mental health services.

Enduring difficulties

The deaths of two males and one female, all in the 15-17 year age group, occurred in the context of enduring 
difficulties. Two of these young people were identified as vulnerable.

Two of these young people had been diagnosed with depression. One suffered multiple other difficulties, 
including family conflict, school-related problems, and previous exposure to domestic violence. One had 
received counselling from a school counsellor and through an adolescent and parent counselling service for 
about two years prior to her death. She had been prescribed the beta-blocker, propranolol. The other young 
person had also received counselling but no further information was provided by the Police investigation. The 
tricyclic antidepressant, nortryptiline, was detected in the young person’s system in toxicology analysis. One 
of these young people had made a previous suicide attempt.

The other young person had a history of psychosocial issues, including sexual abuse and the death of his 
father by suicide two and a half years prior to the incident. He had previously accessed counselling services 
and had seen a doctor at the local hospital after an episode of emotional distress approximately 12 months 
prior to the incident. He had made several suicide threats. However, his family and friends reported that his 
mood appeared to have improved substantially in the months leading up to his death.

Chapter 8: Suicide
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Pivotal life events

One young person experienced a significant life event approximately three months prior to her suicide. The 
young person was reported to have suffered depression after this event. She had accessed counselling 
through NSW Mental Health and another family and adolescent counselling service but chose to discontinue 
the services as she did not feel they were helping her. While the information available to the Team indicates a 
history of some conflict with a parent and a lack of social support, as well as previous self-harming behaviour, 
the pivotal life event appears to have been a significant factor in the young person’s emotional state in the 
period before and at the time of the incident.

8.5 Conclusion

Seven children and young people aged 12-17 years died as a result of suicide in this reporting period. The 
majority of fatalities involved males and young people aged 15-17 years.

While the rate of suicide was the lowest since the Team began reporting in 1996, the small number of cases 
limits the conclusions that can be drawn as an increase or decrease of only one or two deaths can have a 
large impact on death rates. It is unclear whether reductions in suicide rates are associated with reductions 
in suicide attempts. This report does not consider suicide attempts that do not result in death.

Multiple factors are associated with suicide and prevention needs to be multi faceted. The work targeting the 
prevention and early intervention of depression with young people undertaken by NSW Health and the NSW 
Department of Education and Training is an important part of this and should continue.

Four cases showed characteristics consistent with the suicide groupings previously identified by the Team 
(CDRT, 2003a). Three young people died in the context of enduring difficulties and one in the context of a 
pivotal life event. All four of these young people had previously accessed mental health services and two 
were identified as vulnerable. These cases highlight the need for both effective engagement of young people 
and treatment in mental health services.

Progress on implementing the Team’s recommendation in its 2003 report, Suicide and risk‑taking deaths 
of children and young people, is detailed in Chapter 10.
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 Chapter 9: Analysis of geographic location and disadvantage
This chapter presents the spatial patterning of child deaths for 2006. Separate analyses have been 
conducted for children less than one year and children aged 1-17 years. 

In locations where populations are small, an increase or decrease of only one or two deaths can have a large 
impact on death rates (National Injury Surveillance Unit, 1995). As a result, the findings in these locations 
need to be interpreted with caution. Confidence intervals are provided to guide the reader in the degree of 
caution warranted.

Children whose usual place of residence was outside New South Wales or unknown were excluded from the 
analysis. Under Section 45N of the Commission for Children and Young People Act 1998, the functions of 
the Team are limited to reporting on child deaths that are registered in New South Wales. As a result, children 
whose usual place of residence was New South Wales and whose deaths were registered outside of New 
South Wales were also excluded from the analysis. 

The registration of deaths outside New South Wales occurs more often in areas joining boarders close to 
paediatric hospitals. The areas most affected are the Richmond-Tweed, Murray and South Eastern Statistical 
Divisions (SDs). Information on mortality according to usual place of residence is reported by the ABS. In 
2005, the deaths of 27 children and young people whose usual place of residence was New South Wales 
were registered in a different state (11 in the Australian Capital Territory; 7 in Victoria; 7 in Queensland; and 
2 in other States). ABS data for 2006 was not available at the time of reporting. 

Options for reporting usual resident deaths that are registered outside New South Wales have been explored 
through the ANZCDRT. At this stage, legislation and administrative arrangements of the various jurisdictions 
and issues related to confidentiality restrict the sharing of full information. The Team is currently seeking 
formal arrangements with individual jurisdictions that will allow it to report on deaths that are registered 
outside of the state. In the interim, the Team has sought limited information from all jurisdictions. This year, 
information was obtained on deaths of New South Wales usual residents registered in the Australian Capital 
Territory, Victoria and Queensland. This information is presented in Appendix 1.

Chapter 9: Analysis of geographic location and disadvantage
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Map 1 Accessibility/Remoteness Index (ARIA+) by Region, NSW
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9.1 Geographic distribution of deaths

Remoteness

Analyses were conducted using the four categories of remoteness derived from the ARIA+ index. Map 1 
displays the categories of remoteness across New South Wales. 

Children and young people aged 1-17 years

Detailed information on death rates for 1-17 year olds by remoteness category is provided in Appendix 3 
Table A3.1. The directly standardised death rates include adjustments for differences in age profiles across 
years, using the 2001 census age profile as the standard for adjustment. Figure 9.1 summarises the results. 
The lowest directly standardised death rate was found in the least remote regions (11.59 deaths per 100,000 
children aged 1-17 years) and the highest rate in the most remote regions (37.49 deaths per 100,000 
children aged 1-17 years). 

Figure 9.1 Directly standardised death rates by remoteness, 2006: 1-17 years
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Infants aged less than one year

For infants there is only a single age group and, hence, the death rates are not adjusted for differences in 
age profiling. The crude death rate is used rather than a directly standardised death rate. As summarised 
in Figure 9.2, the lowest crude death rate for infants was also found in the least remote regions (475.31 
deaths per 100,000 infants for highly accessible regions and 467.41 for accessible regions) and the highest 
rate in the most remote regions (742.12 deaths per 100,000 infants). Further information on infant deaths is 
provided in Appendix 3 Table A3.2.

Figure 9.2 Crude death rates by remoteness, 2006: Infants

0

150

300

450

600

750

900

1050

1200

1350

1500

Remote and 
Very Remote

Moderately 
Accessible

AccessibleHighly Accessible

C
ru

de
 m

or
ta

lit
y 

ra
te

ARIA+ category

Note: Rates have been standardised using the 2001 Australian population age profile.

Distribution by Geographical Region

An analysis of death rates by geographical regions was undertaken to provide a more detailed picture of 
the spatial patterning of child death rates across New South Wales. The analysis is based at the level of 
Statistical Division (SD), except for the Sydney SD where larger population numbers support reporting at the 
lower level of Statistical Subdivision (SSD). Maps 2 and 3 display the location of the SDs and SSDs in New 
South Wales.
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Map 2 ABS NSW Statistical Divisions
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Map 3 ABS Statistical Sub-Divisions for Sydney SD
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Children and young people aged 1-17 years

As shown in Figure 9.3, directly standardised death rates ranged from a low of 4.29 deaths per 100,000 
children and young people aged 1-17 years in the Inner-Sydney SSD to a high of 41.29 deaths in the 
North-Western SD. Detailed information for all regions is provided in Appendix 3 Table A3.3.

Figure 9.3 Directly standardised death rates by region, 2006: 1-17 years.
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Other relatively high death rates were seen in the Richmond-Tweed SD (26.73 deaths), Central West SD 
(21.10 deaths), the Mid-North Coast SD (20.15 deaths), and the Central Western Sydney SSD (20.07 deaths).

Other relatively low death rates were seen in the Eastern Suburbs SSD (4.68 deaths), and the Northern 
Beaches SSD (5.76 deaths).

A spatial distribution of higher death rates was apparent in the western parts of the Sydney area. Central 
Western Sydney SSD (20.07 deaths) and Outer South Western Sydney SSD (19.91 deaths) had the highest 
rates in Sydney. 

These results should be interpreted with caution as the number of deaths in some regions is small and the 
confidence intervals around the estimated death rates are wide (see Appendix 3, Table A3.3).

It is important to note that these figures are based on the number of registered deaths in New South Wales 
and exclude the deaths of children and young people whose usual place of residence is in New South Wales 
but whose deaths were registered outside New South Wales. The number of deaths of usual residents from 
the South Eastern, Richmond-Tweed, Northern and Murray SDs reported above are undercounts as the 
deaths of some children normally resident in these areas were registered in the Australian Capital Territory, 
Queensland and Victoria (see Appendix 1). The death rate of NSW usual residents in these areas is higher. 

Chapter 9: Analysis of geographic location and disadvantage
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Infants aged less than one year

Detailed information on infant death rates by region is provided in Appendix 3 Table A3.4.

Figure 9.4 Crude death rates by region, 2006: Infants
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As shown in Figure 9.4, the Richmond-Tweed SD showed the lowest infant death rate (255.97 deaths per 
100,000 infants), followed by the South-Eastern SD (274.98 infant deaths). The highest rates were for the 
Central West SD (885.78 infant deaths), followed by the Central Western Sydney SSD (772.03 infant deaths), 
and the North Western SD (705.13 infant deaths). 

These results should be interpreted with caution as the number of deaths in some regions is small and the 
confidence intervals around the estimated death rates are wide (see Appendix 3 Table A3.4).

The number of deaths of usual residents from the South Eastern, Richmond-Tweed, Northern, Mid-North 
Coast and Murrumbidgee SDs reported above are undercounts as the deaths of some children normally 
resident in these areas were registered in the Australian Capital Territory and Queensland (see Appendix 1). 
The infant death rate of NSW usual residents in these areas is higher.
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The Review of Deaths in Nowra-Bombaderry

In 2006, the Team referred the matter of high death rates in the Nowra-Bomaderry SSD for further 
investigation by the Chief Health Officer. A Review Team was appointed by the Chief Health Officer to review 
the death rates for the period 2001 to 2004. The findings of the review were similar to the Team’s – there 
were a variety of risk factors associated with the deaths, but no common factors were found that explained 
the relatively high death rates. In relation to infant deaths the report noted: 

“Of the infant deaths in the Nowra‑Bomaderry SSD, 61% occurred in the neonatal period, slightly less than 
the 69% for Australia overall reported by the Australian Bureau of Statistics for 2003. Ninety per cent of 
the infants who died in the neonatal period were born prematurely. There are a wide range of risk factors 
for premature birth including; multiple pregnancy, assisted conception, maternal conditions (for example 
pre‑eclampsia, diabetes, and infections) preterm premature rupture of membranes, maternal smoking, 
maternal drug and/or alcohol abuse. Premature birth is also associated with younger and older maternal 
age and social disadvantage. There were one or more known risk factors for premature birth documented 
for 8 of the 10 premature births in the Nowra‑Bomaderry SSD. As all risk factors for each case were not 
documented, (for example information on the smoking status of the mother was not available for all cases) 
it is possible that risk factors have been under‑reported.

Of the seven post‑neonatal deaths, four were due to SIDS or SUDI. One or more of the modifiable risk 
factors of sleeping position, exposure to tobacco smoke, use of bed coverings or pillows and co‑sleeping 
were identified in three of the four cases… Information may not be reported on all factors in all cases, 
leading to the possible under‑reporting of risk factors. Nevertheless, this finding highlights the need for 
continuing parental education on the modifiable risk factors associated with SIDS/SUDI.”

The review also found that, while the area had higher death rates compared to the overall rate in New South 
Wales, the rates were comparable to many other SSDs on statistical testing due to the small numbers of 
deaths involved and the wide confidence intervals.

The Team will continue to monitor the geographical distribution of child deaths. Further examination of the 
spatial patterning of child deaths will be undertaken by the Team as part of its examination of 10 years of 
child deaths between 1996 and 2005.

Summary

Consistent with previous years, the analysis of the spatial distribution of child deaths revealed higher death 
rates in the most remote regions of New South Wales, such that the likelihood of a child or young person 
dying in these areas was more than 54 per cent greater than that in highly accessible areas.

Relatively high rates of death for 1-17 year olds were found in the Richmond-Tweed SD, Central West SD, 
Mid-North Coast SD and Central Western Sydney SSD. Central West SD, Central Western Sydney SSD 
and the North Western SD had the highest rates for infant deaths.

Chapter 9: Analysis of geographic location and disadvantage
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9.2 Socio-economic disadvantage

Children born into disadvantaged families are more likely to experience serious health problems and to die 
at an earlier age (Kids Stats, 2006).

As in previous years, a simple descriptive analysis of disadvantage was undertaken for explorative purposes 
using the Socio-Economic Index for Areas – Index of Relative Socio-Economic Disadvantage, developed by 
the ABS (SEIFA; ABS, 2001b).

Six socio-economic groups were created based on the percentile distribution of relative socio-economic 
disadvantage across Statistical Local Areas, representing sequentially 10%, 15%, 25%, 25%, 15%, 10% 
of the distribution: where most disadvantaged group (quantile group 1) consists of those in the top 10% 
of the distribution while those least disadvantaged are the bottom 10% (quantile group 6).

Children and young people aged 1-17 years

Figure 9.5 shows the directly standardised death rate for each disadvantage grouping, along with their 
confidence intervals. Further details can be found in Appendix 3, Table A3.5. The higher death rates are 
associated with the more disadvantaged groups, though not in a simple direct way. Clearer is that the 
lowest death rates are associated with the least disadvantaged areas of the state. Those in the group 
with the highest death rate (group 2) are nearly three times more likely to die than those in the least 
disadvantaged group.

Figure 9.5  Directly standardised death rates by socio-economic disadvantage  
(NSW Statistical Local Area), 2006: 1-17 years.
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Note: Rates have been standardised using the 2001 Australian population age profile.
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Infants aged less than one year

Figure 9.6 shows the crude death rates for infants by disadvantage grouping. Further details can be found 
in Appendix 3, Table A3.6. Again, higher death rates are associated with greater disadvantage, though the 
association is not a simple direct one. The most disadvantaged group has the highest death rate, but the 
greatest difference is between the least disadvantaged group and the other groups. Infants in the most 
disadvantaged group are over 70 per cent more likely to die than those in the least disadvantaged group.

Figure 9.6  Crude death rates by socio-economic disadvantage (NSW Statistical Local Area), 2006: Infants.
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Summary

Examination of socio-economic disadvantage and child death rates reveal great differences, with those in 
least disadvantaged areas clearly far less likely to die than all others. This is particularly pronounced for the 
1-17 year olds, where the highest death rate is three times greater than that for the least disadvantaged 
group. The Team is undertaking a detailed analysis of the relationship between child death and disadvantage 
using a range of statistical techniques as part of its study into trends in child deaths from 1996 to 2005. 

Chapter 9: Analysis of geographic location and disadvantage
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 Chapter 10: Monitoring recommendations
Section 45 of the Commission for Children and Young People Act 1998 (NSW) requires that the CDRT 
recommends ways to prevent or reduce the likelihood of child deaths. These recommendations arise from 
the Team’s maintenance of the Register or from its research and may relate to legislation, policies, practices 
and services of government or non-government agencies. 

Each Annual Report since 1998 has included comment on responses to the Team’s recommendations and 
the extent to which the recommendations have been implemented. 

Every year the Team contacts all relevant agencies for a report on progress and proposed actions. Where a 
recommendation has not been acted on, agencies are asked to provide reasons and information about any 
alternative action taken. 

The 2005 Annual Report indicated that there were certain recommendations that would continue to be 
monitored by the Team. Agencies have been asked to report on progress achieved on these matters to 
31 December 2006. 

This year the Team has monitored 11 recommendations made in its Annual Reports and in the four special 
reports: Fatal Assault of Children and Young People (2002), Suicide and Risk‑Taking Deaths of Children and 
Young People (2003a), Fatal Assault and Neglect of Children and Young People (2003b) and Sudden and 
Unexpected Deaths in Infancy (2005). For each recommendation the Team has commented on the progress 
of implementation. 

The recommendations made by the Team in previous annual reports and special reports remain appropriate 
and relevant to the issues identified in the review of 628 deaths of children and young people in this annual 
report. Time is needed for these recommendations to be implemented. No new recommendations have been 
made in this report. It is expected that further recommendations will be made following the findings of the 
Team’s special study examining trends in child deaths in New South Wales from 1996 to 2005.

The Team would like to express its thanks to the organisations which have committed their resources 
and expertise to the ongoing implementation of many of the recommendations. Their efforts contribute 
to the prevention of child fatalities and help to improve the quality of the service response where a death 
has occurred.

Chapter 10: Monitoring recommendations 
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CDRT Annual Report 2002
Recommendation: That Families First be enhanced to enable the provision of sustained home visiting for all 
high risk families for up to two years.

Year Agency Action Team Response 

2002 The Families First Strategy supports families with young 
children aged up to eight years by adopting a whole-of-
government response and investing in prevention and early 
intervention to significantly enhance outcomes in later life. 
The state-wide roll-out of the strategy is complete.

The funding of $1.2 billion over five years to the Department 
of Community Services (DoCS) will increase delivery of 
prevention and early intervention services to high risk 
families. The aim is to prevent vulnerable children entering 
the child protection system by identifying them either ante-
natally or immediately post-natally and providing support 
that is tailored to the specific needs of each family. Many 
of DoCS community partners will receive enhanced funding, 
particularly for support services for vulnerable families.

The response has not addressed 
whether Families First will be enhanced 
to enable the provision of sustained 
home visiting for all high risk families 
for up to two years. The CDRT will 
review this recommendation in the 
next Annual Report.

2003 The increased funding to sustained home visiting for 
vulnerable families is supported. Over the next five years, 
funds will be provided through the early intervention 
program within the DoCS budgetary enhancement. This 
program complements Families First and builds on the 
capacity of the existing early intervention system and its 
interagency and regional planning processes.

In 2003-2004, approximately $6.5 million was allocated to 
non government organisations, local government and NSW 
Health. Almost 10 per cent of the projects include a focus 
on home visiting.

These funds were provided as part of the DoCS 
enhancement package. For accountability reasons, 
reporting about them will occur outside the Families 
First framework.

The increased funding to sustained 
home visiting for vulnerable families 
is welcome.

The Team will review progress on this 
recommendation in the next Annual 
Report regarding the coordination and 
coverage of sustained home visiting 
within the early years service system.

2004 Families First provides both universal and targeted 
services to support families with young children. The Early 
Intervention program (EIP) targets families at risk and has 
sustained home visiting as a key service component.

Funding for the EIP has commenced and there are a limited 
number of programs currently being established, including 
sustained home visiting programs.

New services, including sustained home visiting 
programs, will be operational around the beginning 
of 2006-2007 year.

The Team welcomes the funding of 
sustained home visiting programs 
through the Early Intervention Program.

The Team will review progress on 
this recommendation regarding the 
coverage of sustained home visiting 
within the early years service system 
in the next Annual Report.
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Year Agency Action Team Response 

2005 Families First has been progressively implemented 
across NSW. It is now in every region, at various stages 
of development.

Families First is a partner in the Miller Randomised Control 
Trial of Sustained Home Visiting. The results of the trial are 
due in 2008.

The DoCS Early Intervention program specifically targets 
vulnerable families with children up to eight years of age. 
The Early Intervention program is intended to complement 
Families First, which is the universal or population 
based service.

The Team notes the examination of 
the impact on the health and well-
being of the mother and child of a 
sustained ante and postnatal home 
visiting program in a disadvantaged 
community compared to usual care 
being undertaken as part of the Miller 
Randomised Control Trial.

The Team agrees that the Early 
Intervention program is not a substitute 
for Families First which is population 
based. Therefore not all high risk 
families in NSW will be identified by the 
Early Intervention program – only those 
reported to DoCS.

The Team will monitor the response 
to the outcomes of the Miller trial.

2006 The Miller Trial project commenced in 2002 and was 
established as a longitudinal study. In November 2006, 
the Centre for Health Equity Training Research and 
Evaluation provided the first set of post-natal findings for 
the trial in an interim report. The Department of Community 
Services is pleased with the early progress. The results are 
not due until 2008.

The Team notes the progress of the 
evaluation of the Miller Trial. It will 
monitor the response to the outcomes 
of the trial when they are available.
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Suicide and Risk-taking Deaths of Children and Young People (2003)
Recommendation: That over the next 12 months the NSW Government reviews and updates the “We Can 
all Make a Difference: NSW Suicide Prevention Strategy” to reflect the findings from this study.

Year Agency Action Team Response 

2003-
2004

Suicide: We can all make a difference, the NSW Suicide 
Prevention Strategy, has been in the process of being 
updated to reflect NSW and national suicide prevention 
priorities within a population health approach.

The NSW Suicide prevention Advisory Group was 
convened in late 2004. The Advisory Group is currently 
considering how best to address the CDRT findings that 
are not currently recognised within the NSW Suicide 
prevention Strategy.

Several initiatives have been developed within the 
framework of the existing NSW Suicide Prevention Strategy 
that target vulnerable children and young people. These 
programs address the identified risk factors for suicide 
in this group including depression and related disorders. 
They also aim to promote resilience in young people and 
promote positive family environments.

The Team notes the initiatives 
undertaken to address risk factors 
and enhance resilience and the 
intention to finalise the revised strategy.

The Team will review the 
recommendation in the next report.

2005 Revising and updating the NSW Suicide Prevention 
Strategy requires input from the broad range of NSW 
Government Departments and community organisations 
that play a role in suicide prevention, including those 
agencies that focus on particular age groups or identified 

“at risk” groups.

It is proposed that the revised NSW Suicide Prevention 
Strategy, while adopting a whole of lifespan approach, 
will incorporate a focus on actions to prevent suicide for 
children and young people, men between 25 and 44 years 
and measures to reduce access to means of suicide.

The revised Strategy will also be consistent with the 
recently released NSW: A New Direction for Mental Health, 
and with COAG’s National Mental Health Action Plan which 
is currently in development.

The revised Strategy is due to be finalised by 30 June 2007. 
Meanwhile a range of prevention and early intervention 
activities have been introduced which contribute to suicide 
prevention by decreasing risk factors, building resilience 
and intervening early to decrease the severity and duration 
of the symptoms of mental illness or disorders. 

The Team notes the new timeframe 
for completing the revision of the NSW 
Suicide Prevention Strategy. The release 
of NSW: A New Direction for Mental 
Health is welcome and the Team is 
optimistic that implementation of NSW: 
A New Direction in conjunction with the 
expected National Mental Health Plan 
from COAG will bring improvements 
in mental health and in mental health 
services and that these improvements 
will enhance suicide prevention.

The Team endorses an overall 
approach which reduces risk factors, 
builds resilience and facilitates early 
intervention and it acknowledges the 
initiatives that promote this approach.

There is considerable recent activity 
in mental health and coordination and 
consistency between programs and 
between levels of government will be 
critical. The Team believes that this 
makes revision of the Suicide Prevention 
Strategy particularly important, to 
maintain focus and direction.

The Team will continue to monitor 
progress on this recommendation 
in the next report.

Chapter 10: Monitoring recommendations 
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Year Agency Action Team Response 

2006 New initiatives for children and young people during 
2006 include:

• The development of the Youth Mental Health Service 
Model (YMHSM) oriented towards meeting the needs 
of young people aged 14-24 years and increasing early 
access to mental health services. The model represents 
a reform agenda for NSW to integrate mental health 
care for adolescents and young people over a 10-year 
period and will include a range of services such as 
general practitioners, drug and alcohol workers and 
mental health working together to create a seamless, 
one stop service.

 The core components of the model are being evaluated. 
From 2007/08, the model will be progressively 
implemented across NSW Area Health Services.

• During 2006 planning began to reorient the 
existing Child and Mental Health Services Network 
(CAMHSNET) into MH-Kids. MH-Kids will be fully 
operational mid-2007.

• The NSW Department of Education and Training 
in consultation with NSW Health began drafting 
an updated School-Link agreement. 

• An advanced module on co-morbidity in adolescents 
(mental health disorder and substance use issues) 
was delivered under the School-Link training program. 
Participants included mental health workers, school and 
TAFE counsellors, Juvenile Justice psychologists and 
drug and alcohol workers. 

• A new specialist community-based forensic Child and 
Adolescent Mental Health Service was established 
in 2005/06 by Justice Health to assist young people 
who are in contact with Juvenile Justice Services. The 
service is co-located with other mental health services 
in Sydney West Area Health Service. 

• During 2006, more effective partnership arrangements 
were developed between NSW Health’s CAMHSNET 
and the Department of Community Services in relation 
to services for children and adolescents in out-of-
home care who are at increased risk of mental health 
problems. This includes an ongoing collaboration 
between Sydney West Area Mental Health Service, 
CAMHSNET/MH-Kids and the Department of 
Community Services to provide services for children and 
adolescents in out-of-home care with complex needs, 
including self-harm and suicide risk. 

• A series of time-limited projects coordinated by 
CAMHSNET/MH-Kids will tackle selective aspects of 
need among children and adolescents with intellectual 
disability who also experience mental health problems.

The Team notes that the target date 
advised last year for publishing the 
revised NSW Suicide Prevention 
Strategy has not been achieved.

The increased NSW and inter-
governmental activity and resourcing 
in the mental health field is welcomed, 
particularly the focus on early 
intervention and the substantial 
work undertaken by the Department 
of Health and the Department of 
Education and Training.

The Team will examine and report on 
trends in the deaths of children and 
young people by suicide as part of its 
current study of all deaths occurring in 
the 1996 to 2005 period.

The Team will cease monitoring 
progress on this recommendation.

Chapter 10: Monitoring recommendations 
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Sudden Unexpected Deaths in Infancy (2005) 
Recommendation 1: The NSW Government and SIDS and Kids NSW should use prevention strategies that 
are effective with the high-risk groups identified in this study.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant Death 
Advisory Committee, chaired by the NSW State Coroner, 
is to be expanded to oversee the implementation of 
recommendations to better manage sudden infant death in 
NSW. NSW Health supports the report’s recommendations 
and will take the lead in coordinating a statewide, multi-
agency response to sudden infant deaths. The statewide 
approach will include reviews of prevention strategies and 
how to better target high-risk groups.

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 The NSW Government has continued to work with SIDS 
and Kids in developing effective prevention strategies.

Current NSW Government initiatives for families with young 
children, such as Families First, the Aboriginal Maternal 
and Infant Health Strategy, and the DoCS Early Intervention 
program will provide a vehicle for the delivery of prevention 
strategies effective with high-risk groups.

The Team notes the ongoing support 
for SIDS and Kids in its preventative 
role. The Team also notes the 
identification of programs that could 
incorporate prevention activities and 
messages and the identification of 
other opportunities in ante-natal, 
maternity, community health and other 
settings to convey information and 
teach preventive practices. 

The Team supports the use of 
every opportunity to reach high-
risk groups using evidence-based 
prevention strategies.

The Team is satisfied with the progress 
made and will invite NSW Health to 
report on further progress next year.

2006 In addition to the response provided last year, NSW 
Health have included messages encouraging parents to 
quit smoking to reduce the risk of Sudden Infant Death 
Syndrome (SIDS) in the revised Personal Health Record 
given to all parents on the birth of their child. SIDS 
risk factors are also listed among topics for discussion 
at key health checks recommended in the Personal 
Health Record.

The Team welcomes the targeted 
initiatives for children with 
young families. 

The Team will continue to monitor 
this recommendation through annual 
reporting on SUDI for the high risk 
groups identified in its study.

Chapter 10: Monitoring recommendations 
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Recommendation 2: The NSW Government and SIDS and Kids NSW should place more emphasis on 
the risk associated with the side sleeping position in prevention strategies. Post implementation evaluation 
should be undertaken for these two recommendations to assess their success.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant Death 
Advisory Committee, chaired by the NSW State Coroner, 
is to be expanded to oversee the implementation of 
recommendations to better manage sudden infant death in 
NSW. NSW Health supports the report’s recommendations 
and will take the lead in coordinating a statewide, multi-
agency response to sudden infant deaths. The statewide 
approach will include reviews of prevention strategies and 
how to better target high-risk groups.

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 The NSW Government has continued to work with SIDS 
and Kids in developing effective prevention strategies, 
and in evaluating their effectiveness.

Evaluation will continue through the Child Health Survey 
and through monitoring of SIDS and SUDI incidence.

NSW Health has identified potential for 
future campaigns by SIDS and Kids 
to place more emphasis on the risks 
associated with side sleeping. The 
Team endorses this and hopes to see 
safe-sleeping messages included in 
all relevant material for new parents.

The Team welcomes ongoing 
evaluation of the effectiveness of 
prevention strategies, particularly 
in relation to high-risk groups.

The Team is satisfied with the progress 
made and will invite NSW Health to 
report on further progress next year.

2006 The NSW Government response to this recommendation 
remained unchanged from 2005.

The Team will continue to monitor 
this recommendation through annual 
reporting on the prevalence of the 
side-sleeping position in SUDI.

Chapter 10: Monitoring recommendations 
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Recommendation 3: NSW Health should monitor safe sleeping practices, including the use of the side 
sleeping position, used by health professionals in maternity and neonatal wards.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of prevention 
strategies and how to better target high-risk groups.

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 NSW Health has developed and implemented a 
policy to further promote safe sleeping of babies 
in maternity facilities. 

This policy was developed in consultation with the 
NSW Sudden Infant Death Advisory Committee and 
the NSW Maternal and Perinatal Committee.

The policy has been forwarded to an appropriate 
accreditation body so that ongoing monitoring of practice 
can be included in accreditation processes.

The Team strongly supports NSW 
Health’s initiatives in this area. The wide 
dissemination of these policies and 
guidelines throughout the health sector 
will contribute to safer practice.

The Team also supports the inclusion 
of safe sleeping as part of accreditation 
standards as an effective way of 
achieving and monitoring compliance.

The Team is satisfied with the progress 
made and will invite NSW Health to 
report on further progress next year.

2006 NSW Health previously reported the development and 
implementation of a policy to further promote safe sleeping 
of babies in maternity facilities. (Reference: “PD2005_594 
Babies-Safe Sleeping in NSW Health Maternity Facilities”).

This policy was developed in consultation with the 
NSW Sudden Infant Death Advisory Committee and 
the NSW Maternal and Perinatal Committee.

The policy was been forwarded to an appropriate 
accreditation body so that ongoing monitoring of practice 
can be included in accreditation processes.

Implementation has continued throughout 2006.

The Team understands that the 
policy to promote safe sleeping of 
babies in maternity facilities has been 
approved by the ACHS. This provides 
a sustainable process for monitoring 
safe sleeping practice.

The Team will continue to monitor 
this recommendation through annual 
reporting on the prevalence of the 
side-sleeping position in SUDI.

Chapter 10: Monitoring recommendations 
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Recommendation 4: Professional bodies and NSW Health should disseminate information regarding 
modifiable risk factors for SUDI. This should be preceded by a study which investigates the most effective 
methods to disseminate this information.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of prevention 
strategies and how to better target high-risk groups.

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 NSW Health will continue to consider the evidence 
on effective methods of information dissemination.

NSW Health will consult with relevant professional bodies 
and non-government organisations on the appropriate 
dissemination of information on modifiable risk factors 
for SUDI.

DoCS will assess the most practical method of distributing 
educational material on modifiable risk factors to vulnerable 
families with whom they work.

NSW Health policy and guidelines explicitly describe the 
role of health professionals in modelling and promoting 
safe sleeping behaviours in maternity units and community 
based child and family health work. 

The Team notes that NSW Health is 
reviewing the evidence on effective 
dissemination of information about 
modifiable risk factors and that it 
is consulting with professionals.

Dissemination of information 
to professionals has received 
considerable attention and this initiative 
is welcomed.

The Team will continue to monitor 
progress in this area.

2006 In addition to the information provided by NSW Health 
last year, NSW Health advise that the NSW Health policy 

“PD2005_594” and guideline “GL2005_063” explicitly 
describes the role of health professionals in modelling 
and promoting safe sleeping behaviours in maternity units 
and community based child and family health work.

The Team notes the NSW Health 
Policy describing the role of 
health professionals.

To be effective, health professionals 
need “access to the best available 
evidence and a commitment to best 
practice, and [agencies must] impart 
this information in the most effective 
way” (CDRT, 2005).

The Team will continue to monitor 
this recommendation through annual 
reporting on the modifiable risk factors 
identified in its study.



Annual Report 2006 NSW Child Death Review Team

78 Chapter 10: Monitoring recommendations 

Recommendation 5: The NSW Health Survey Program should continue to collect information on SUDI and 
SIDS risk factors and on relevant social and demographic characteristics of parents and carers.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of prevention 
strategies and how to better target high-risk groups.

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 The NSW Health Survey Program will continue to collect 
information on SUDI and SIDS risk factors and on relevant 
social and demographic characteristics of parents 
and carers.

The Team welcomes the continued 
collection and publication of this data 
in the NSW Child Health Survey.

The Team is satisfied with the progress 
made and will invite NSW Health to 
report on further progress next year.

2006 The collection of information on SUDI and SIDS risk factors 
and on relevant social and demographic characteristics 
of parents and carers is now part of the NSW Health 
Survey Program.

The Team is satisfied with the agency 
response to this recommendation.
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Recommendation 6: The NSW government should align the information currently collected throughout the 
SUDI response with international standards. It should emphasise multi-agency work, close collaboration and 
sharing of information, and be gathered by professionals with appropriate training and expertise. The Team 
believes that this can be achieved by the end of 2006.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of:

• the collection and sharing of information about deaths 

• current processes for initial assessment and information 
collection where a sudden and unexpected death of an 
infant has occurred 

• a statewide consistent protocol for post mortems. 

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 The NSW Government continues to review the collection 
of information throughout the SUDI response and consider 
this recommendation in conjunction with its consideration 
of recommendations 7 and 9.

The Team welcomes the ongoing 
review of information collection 
and reiterates the importance of 
comprehensive information to assist 
in the investigation and management 
of infant deaths and in the care of 
the family. It will also allow monitoring 
of trends.

The Team will continue to monitor 
progress in implementing this 
recommendation with regard to: 
the information that is collected; 
the integration of the information 
collection; and the timely sharing 
of this information across the 
various agencies.

2006 The NSW Government response to this recommendation 
remained unchanged from 2005.

The Team notes that this 
recommendation is being considered 
in the work undertaken to achieve 
recommendation 7, 8 and 9.

Progress on this recommendation will 
be reviewed in the next Annual Report.
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Recommendation 7: The NSW government should make sure that the tasks of the SUDI response are only 
undertaken by professionals with the appropriate role, knowledge (including up-to-date knowledge of relevant 
legislation, policies and guidelines) and expertise.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of:

• the collection and sharing of information about deaths

• current processes for initial assessment and information 
collection where a sudden and unexpected death of an 
infant has occurred

• a statewide consistent protocol for post mortems. 

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 The NSW Government agrees in principle that the SUDI 
response should be undertaken by professionals with 
the appropriate role, knowledge and expertise. This has 
been considered and addressed in conjunction with the 
response to recommendation 8.

The Team notes that NSW Health has 
worked extensively to develop the 
model for a NSW response.

The Team notes that this work 
will continue during 2006 and 
will continue to monitor progress 
in the next Annual Report.

2006 The NSW Government response to this recommendation 
remained unchanged from 2005.

The Team notes that this 
recommendation is being considered 
in the work undertaken to achieve 
recommendation 9.

Progress on this recommendation will 
be reviewed in the next Annual Report.

Chapter 10: Monitoring recommendations 
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Recommendation 8: Pathologists should follow an agreed protocol and make consistent decisions. Post 
mortem examinations should only be conducted by pathologists with specialist knowledge or experience, 
for example paediatric pathologists or forensic pathologists with specific training and expertise in paediatrics. 
The Team believes that this can be achieved by mid 2006.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths.

The statewide approach will include reviews of:

• the collection and sharing of information about deaths

• current processes for initial assessment and information 
collection where a sudden and unexpected death of an 
infant has occurred

• a statewide consistent protocol for post mortems. 

The Team is satisfied with this response. 
Progress on these recommendations 
will be reviewed in the next 
Annual Report.

2005 Senior Forensic Pathologists from the three Forensic 
Pathology sites providing SUDI post mortems in NSW have 
participated in the development of an agreed protocol for 
SUDI post mortems. The agreed protocol is based on the 
UK Royal College of Pathologists and the Royal College 
of Paediatrics and Child Health 2004 report Sudden 
unexpected death in infancy: A multi‑agency protocol 
for care and investigation.

The NSW protocol was adopted at the March 2006 
meeting of the Sudden Infant Death Advisory Committee, 
with the agreement of the three Forensic Pathology units.

A consistent definition of SIDS, informed by the national 
work under the auspices of SIDS and Kids, was also 
adopted at the March 2006 meeting.

NSW Health Circular 2002/52, Hospital Protocol for 
Unexpected Infant Death, has been revised to reflect the 
forensic protocol and the level of expertise required by 
Recommendation 7. The draft has been distributed to 
Area Health Services for comment. It is expected that the 
revised policy directive will be released in mid to late 2006.

The Team welcomes the development 
and endorsement of the new protocol 
and the adoption of a consistent 
definition of SIDS. These developments 
mean that post mortem examinations 
will be done by pathologists with 
extensive experience at a centre with 
appropriate facilities.

The Team will monitor the consistency 
in the use of the NSW protocol 
by forensic pathologists and the 
application of the agreed definition.

The Team is satisfied with the progress 
made and will invite NSW Health to 
report on further progress next year.
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Year Agency Action Team Response

2006 Senior Forensic Pathologists from the three Forensic 
Pathology sites providing SUDI post mortems in NSW have 
participated in the development of an agreed protocol for 
SUDI post mortems. The agreed protocol is based on the 
UK Royal College of Pathologists and the Royal College 
of Paediatrics and Child Health 2004 report Sudden 
unexpected death in infancy: A multi‑agency protocol 
for care and investigation. 

The NSW protocol was adopted at the March 2006 
meeting of the Sudden Infant Death Advisory Committee, 
with the agreement of the three Forensic Pathology units. 
Forensic Pathologists now report that practice is consistent 
with the protocol.

A consistent definition of SIDS, informed by the national 
work under the auspices of SIDS and Kids, was also 
adopted at the March 2006 meeting. This definition was 
distributed by Coroners’ Circular and is now commonly 
used in coronial documents.

NSW Health Circular 2002/52, Hospital Protocol for 
Unexpected Infant Death, was revised to reflect the 
forensic protocol and the level of expertise required by 
Recommendation 7 and the draft was distributed to Area 
Health Services for comment. A number of complex issues 
about implementation were raised during the consultation 
process. NSW Health is in the final stages of resolving 
these issues.

The Team understands that the 
definition for SIDS including the 
SIDS categories was circulated by 
Coroners’ Circular 56 in August 2006. 
The SIDS categories used in the 
Coroners Circular do not include the 
category of “unclassified sudden infant 
death”. Further, the definitions of the 
other categories are not consistent 
with the Krous (2004) definition used 
by the NSW Maternal and Perinatal 
Committee. The Team will ask the NSW 
Coroner to align the coronial definition 
(advised in Coroners’ Circular 56) with 
the NSW Health definition to allow for 
national and international comparisons 

The Team notes the agreement by 
NSW Senior Forensic Pathologists of 
the Standardised Autopsy Protocol 
for Sudden Unexpected Death of an 
Infant for use by Forensic Pathologists. 
However the form provided in the 
protocol is not being completed in 
any of the three sites providing SUDI 
post mortems. Without this the Team 
is unable to monitor the use of the 
protocol. The team will ask NSW 
Health to report on the consistent use 
of the protocol. 

Progress on this recommendation will 
be reviewed in the next Annual Report.
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Recommendation 9: The NSW Government should adopt a multi-agency integrated system of response 
to sudden and unexpected deaths in infancy. This will involve agreeing on a definition, clearly identifying 
the tasks of individual agencies and professionals and developing a model of response. It should reflect 
the findings from this study and address the key aspects identified including: how to achieve the balance 
between care and investigation; collection and recording of comprehensive information; involvement of 
appropriate personnel; multi-agency case review and continual improvement; and monitoring and research. 
In developing the response the needs of the family should be a central consideration. NSW Health should 
lead the coordination of this. The Team anticipates that this system would be developed by the end of 2006.

Year Agency Action Team Response

2004 In response to the report, the NSW Government 
announced that the role of the NSW Sudden Infant 
Death Advisory Committee, chaired by the NSW State 
Coroner, is to be expanded to oversee the implementation 
of recommendations to better manage sudden infant 
death in NSW. NSW Health supports the report’s 
recommendations and will take the lead in coordinating a 
statewide, multi-agency response to sudden infant deaths. 

The statewide approach will include reviews of:

• the collection and sharing of information about deaths 

• current processes for initial assessment and information 
collection where a sudden and unexpected death of an 
infant has occurred 

• a statewide consistent protocol for post mortems. 

The Team is satisfied with this 
response. Progress on these 
recommendations will be reviewed 
in the next Annual Report.

2005 The NSW Government supports the principle of an 
integrated and seamless response to sudden and 
unexpected deaths in infancy that is family centred.

NSW Health has coordinated an interagency planning 
process, which considered a whole of government 
response to the SUDI report recommendations. This has 
included Senior Officer representatives from Department of 
Community Services, Ministry for Police, Attorney General’s 
Department, and NSW Health (including the Ambulance 
Service, Health Protection and Primary Health).

The group has developed and documented a multi-agency 
response to SUDI, which will now be distributed to other 
agencies for comment prior to implementation. This 
multi-agency response has informed the revised NSW 
Health policy on dealing with unexpected infant death 
(see response to Recommendation 8).

The Team recognises the extensive 
work coordinated by NSW Health to 
achieve a better integrated response to 
unexpected infant death. Consultation 
on the revised policy will continue 
during 2006.

The Team will continue to monitor 
progress in this area with particular 
focus on the inclusion of the following 
aspects of response:

• multi-agency case review 

• continuous improvement 

• monitoring and research. 

Chapter 10: Monitoring recommendations 
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Year Agency Action Team Response

2006 The NSW Government supports the principle of an 
integrated and seamless response to sudden and 
unexpected deaths in infancy that is family centred.

NSW Health has coordinated an interagency planning 
process that considered a whole of government response 
to the SUDI report recommendations. This has included 
Senior Officer representatives from the Department 
of Community Services, Ministry for Police, Attorney 
General’s Department, and NSW Health (including 
Ambulance Service, Health Protection and Primary Health 
& Community Partnership Branches).

The group developed and documented a multi-agency 
response to SUDI. The Multi-Agency Response document 
has now been endorsed at Chief Executive level, and will 
form an appendix to the policy directive under development 
(see response to Recommendation 8)

The Team notes the work undertaken 
this year and the progress made 
towards implementation.

Progress on this recommendation will 
be reviewed in the next Annual Report.
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Appendix 1:  Deaths of New South Wales resident children registered 
outside New South Wales, 2006

As mentioned in Chapter 2, the deaths of children who are usual residents of New South Wales that are 
registered in other Australian states are not included in the analyses for this report. This year, the Team was 
able to obtain limited information on the deaths of New South Wales resident children that were registered in 
the Australian Capital Territory, Queensland and Victoria. Details of these cases are presented in Table A1.1.

Table A1.1  Deaths of New South Wales resident children registered outside New South Wales, 2006

Age group

Usual residence 
Statistical 
Division Underlying cause of death

State of death 
registration

0-28 days South Eastern Congenital malformations, 
deformations and chromosomal 
abnormalities

Australian Capital Territory

29 days to < 1 year South Eastern Conditions originating 
in the perinatal period

Australian Capital Territory

29 days to < 1 year South Eastern Diseases of the respiratory system Australian Capital Territory

10-14 years South Eastern Endocrine, nutritional 
and metabolic diseases

Australian Capital Territory

15-17 years South Eastern Unknown Australian Capital Territory

0-28 days South Eastern Congenital malformations, 
deformations and chromosomal 
abnormalities

Australian Capital Territory

0-28 days South Eastern Conditions originating 
in  the perinatal period

Australian Capital Territory

29 days to < 1 year Murrumbidgee Conditions originating 
in  the perinatal period

Australian Capital Territory

0-28 days Northern Conditions originating 
in  the perinatal period

Australian Capital Territory

29 days to < 1 year Northern Transport Queensland

15-17 years Northern Fall Queensland

29 days to < 1 year Richmond-Tweed Neoplasm Queensland

15-17 years Richmond-Tweed Endocrine, nutritional 
and metabolic diseases

Queensland

5-9 years Richmond-Tweed Neoplasm Queensland

0-28 days Richmond-Tweed Conditions originating 
in  the perinatal period

Queensland

29 days to < 1 year Mid-North Coast Conditions originating 
in  the perinatal period

Queensland

5-9 years Murray Transport Victoria

5-9 years Murray Transport Victoria
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Appendix 2:  Deaths of interstate resident children registered  
in New South Wales, 2006

As mentioned in Chapter 2, the deaths of children whose usual residence was outside New South Wales 
were not included in the analysis of geographic distribution, remoteness or socio-economic status. Details of 
these cases are presented in Table A2.1.

Table A2.1 Deaths of interstate resident children registered in New South Wales, 2006

Sex Age group Underlying Cause of death
Usual place of 
residence

Female 0-28 days Certain conditions originating in the 
perinatal period

Australian Capital Territory

Male 10-14 years Transport Australian Capital Territory

Male 1-4 years Drowning Australian Capital Territory

Male 0-28 days Certain conditions originating in the perinatal 
period

Australian Capital Territory

Female 29 days to < 1 year Diseases of the nervous system Australian Capital Territory

Male 29 days to < 1 year Congenital malformations, deformations 
and chromosomal abnormalities

Australian Capital Territory

Female 10-14 years Diseases of the nervous system Australian Capital Territory

Male 10-14 years Transport Queensland

Male 10-14 years Transport Queensland

Male 1-4 years Diseases of the digestive system Queensland

Female 0-28 days Certain conditions originating in the 
perinatal period

Queensland

Male 10-14 years Transport Victoria

Male 5-9 years Transport Victoria

Female 5-9 years Transport Victoria

Male 5-9 years Transport Victoria

Male 5-9 years Transport Victoria

Male 29 days to < 1 year Certain conditions originating in the 
perinatal period

New Caledonia

Female 0-28 days Congenital malformations, deformations 
and chromosomal abnormalities

Address not stated
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Appendix 3: Analysis of location of child deaths, 2006
Table A3.1  NSW Child Deaths 2006, Total Deaths, Crude and Directly Standardised Death Rates by Remoteness Area 

(1-17 years)

Population Deaths

 Crude  
 mortality  
 rate

 Directly  
 standardised  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Highly Accessible 743,463 92 12.37 11.59 9.22 13.96

Accessible 585,549 81 13.83 13.09 10.24 15.95

Moderately 
Accessible 162,689 36 22.13 21.24 14.27 28.21

Remote and 
Very Remote 18,361 7 38.12 37.49 9.58 65.39

Note: Rates have been standardised using the 2001 Australian population age profile.

Table A3.2 NSW Infant Deaths 2006, Total Deaths, Crude Death Rates by Remoteness Area

Population Deaths

 Crude  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Highly Accessible 45,654 217 475.31 461.71 488.92

Accessible 28,241 132 467.41 449.96 484.85

Moderately 
Accessible 7,507 37 492.87 347.03 679.36

Remote and 
Very Remote 1,078 8 742.12 320.39 1,462.26
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Table A3.3  NSW Child Deaths 2006, Total Deaths, Crude and Directly Standardised Death Rates by Region (1-17 years)

Population Deaths

 Crude  
 mortality  
 rate

 Directly  
 standardised  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Blacktown 75,465 6 7.95 7.66 1.52 13.80

Canterbury-
Bankstown 69,856 7 10.02 9.44 2.44 16.43

Central Northern 
Sydney 100,821 10 9.92 9.35 3.51 15.18

Central West 43,561 10 22.96 21.10 7.98 34.22

Central Western 
Sydney 65,904 14 21.24 20.07 9.54 30.59

Eastern Suburbs 37,794 2 5.29 4.68 0 11.21

Fairfield-Liverpool 90,986 12 13.19 12.28 5.33 19.22

Far West 5,186 0 0 0 0 0

Gosford-Wyong 73,865 8 10.83 10.24 3.14 17.34

Hunter 135,545 22 16.23 15.27 8.88 21.65

Illawarra 96,717 13 13.44 12.89 5.87 19.91

Inner Sydney 38,821 2 5.15 4.29 0 10.33

Inner Western 
Sydney 30,524 2 6.55 5.91 0 14.11

Lower Northern 
Sydney 52,178 4 7.67 7.25 0.14 14.37

Mid-North Coast 67,840 14 20.64 20.15 9.49 30.81

Murray 26,977 2 7.41 6.54 0 15.61

Murrumbidgee 37,931 6 15.82 15.08 3.01 27.15

North Western 30,206 13 43.04 41.29 18.84 63.74

Northern 43,226 9 20.82 19.54 6.73 32.35

Northern 
Beaches 47,653 3 6.30 5.76 0 12.29

Outer South-
Western Sydney 66,774 14 20.97 19.91 9.47 30.36

Outer Western 
Sydney 82,849 7 8.45 8.04 2.08 14.00

Richmond-Tweed 50,858 15 29.49 26.73 13.15 40.31

South Eastern 46,761 8 17.11 16.69 5.11 28.27

St George-
Sutherland 91,764 13 14.17 13.31 6.07 20.54

Note: Rates have been standardised using the 2001 Australian population age profile.
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Table A3.4 NSW Infant Deaths 2006, Total Deaths, Crude Death Rates by Region

Population Deaths

 Crude  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Blacktown 4,483 22 490.74 307.54 742.99

Canterbury-Bankstown 4,472 18 402.50 238.55 636.13

Central Northern Sydney 4,382 17 387.95 226.00 621.15

Central West 2,145 19 885.78 533.30 1383.25

Central Western Sydney 4,404 34 772.03 534.65 1078.83

Eastern Suburbs 2,622 18 686.50 406.86 1084.96

Fairfield-Liverpool 5,392 23 426.56 270.40 640.05

Far West 251 0 0 0 0

Gosford-Wyong 3,578 23 642.82 407.49 964.54

Hunter 6,713 41 610.76 438.29 828.56

Illawarra 4,622 19 411.08 247.50 641.95

Inner Sydney 3,383 17 502.51 292.73 804.57

Inner Western Sydney 1,857 11 592.35 295.70 1059.89

Lower Northern Sydney 3,458 14 404.86 221.34 679.28

Mid-North Coast 2,828 13 459.69 244.77 786.08

Murray 1,291 4 309.84 84.42 793.31

Murrumbidgee 2,002 9 449.55 205.56 853.39

North Western 1,560 11 705.13 352.00 1261.67

Northern 2,142 14 653.59 357.33 1096.62

Northern Beaches 2,903 8 275.58 118.97 543.00

Outer South Western Sydney 3,516 14 398.18 217.69 668.08

Outer Western Sydney 4,507 14 310.63 169.82 521.18

Richmond-Tweed 2,344 6 255.97 93.94 557.15

South Eastern 2,182 6 274.98 100.91 598.51

St George-Sutherland 5,443 19 349.07 210.17 545.12

Appendices



Annual Report 2006 NSW Child Death Review Team

92

Table A3.5  NSW Child Deaths 2006, Total Deaths, Crude and Directly Standardised Death Rates by Socio-Economic 
Disadvantage (1-17 years)

SEIFA quantile Population Deaths

 Crude  
 mortality  
 rate

 Directly 
 standardised  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Quantile 1  
[Most disadvantaged] 158,307 22 13.90 13.13 7.65 18.62

Quantile 2 232,958 47 20.18 19.22 13.73 24.72

Quantile 3 323,898 58 17.91 16.89 12.54 21.24

Quantile 4 349,414 50 14.31 13.58 9.81 17.34

Quantile 5 206,506 19 9.20 8.59 4.73 12.46

Quantile 6  
[Least disadvantaged] 238,979 20 8.37 7.94 4.46 11.42

Note: Rates have been standardised using the 2001 Australian population age profile.

Table A3.6  NSW Infant Deaths 2006, Total Deaths, Crude Death Rates by Socio-Economic Disadvantage 

SEIFA quantile Population Deaths

 Crude  
 mortality  
 rate

 Lower  
 confidence  
 interval

 Upper  
 confidence  
 interval

Quantile 1  
[Most disadvantaged] 9,243 55 595.04 448.27 774.53

Quantile 2 12,548 58 462.23 350.99 597.53

Quantile 3 16,570 84 506.94 404.36 627.63

Quantile 4 18,944 97 512.04 415.22 624.64

Quantile 5 12,325 56 454.36 343.22 590.02

Quantile 6  
[Least disadvantaged] 12,850 44 342.41 248.80 459.67
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Appendix 4:  ICD-10AM cause of death codes by sex (2002-2006 calendar years) 
Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Intestinal Infectious Diseases 
(A00-A09)

Other salmonella infections A02 Male 0 0 0 0 0 0
Female 0 0 0 1 0 1
Total 0 0 0 1 0 1

Other bacterial food-borne A05 Male 0 0 0 1 0 1
intoxications Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Viral and other specified A08 Male 1 0 0 0 1 2
intestinal infections Female 0 0 0 0 0 0

Total 1 0 0 0 1 2

Diarrhoea and gastroenteritis A09 Male 0 0 0 0 1 1
of presumed infectious origin Female 0 0 0 0 1 1

Total 0 0 0 0 2 2

Other Bacterial Diseases  
(A30-A49)

Meningococcal infection A39 Male 5 5 2 5 1 18
Female 1 2 1 0 1 5
Total 6 7 3 5 2 23

Streptococcal sepsis A40 Male 0 0 0 0 3 3
Female 0 1 1 0 1 3
Total 0 1 1 0 4 6

Other sepsis A41 Male 1 1 1 0 5 8
Female 3 2 0 0 3 8
Total 4 3 1 0 8 16

Viral Infections of the Central 
Nervous System (A80-A89)

Other viral encephalitis A85 Male 0 0 0 0 0 0
not elsewhere classified Female 0 0 0 0 1 1

Total 0 0 0 0 1 1

Unspecified viral encephalitis A86 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Viral Infections Characterised 
by Skin and Mucos 
Membrane Lesions (B00-B09)

Varicella (chickenpox) B01 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Other Viral Diseases  
(B25-B34)

Cytomegaloviral disease B25 Male 0 1 0 0 0 1
Female 0 0 0 1 0 1
Total 0 1 0 1 0 2
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Mycoses (B35-B49)

Aspergillosis B44 Male 0 0 0 0 1 1
Female 0 0 0 0 1 1
Total 0 0 0 0 2 2

Unspecified mycosis B49 Male 0 0 0 1 0 1
Female 0 0 0 0 1 1
Total 0 0 0 1 1 2

Malignant Neoplasms of Lip, 
Oral Cavity and Pharynx  
(C00-C14)

Malignant neoplasm of gum C03 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Malignant Neoplasms of 
Digestive Organs (C15-C26)

Malignant neoplasm of liver C22 Male 2 1 1 1 0 5
and intrahepatic bile ducts Female 2 1 0 0 0 3

Total 4 2 1 1 0 8

Malignant Neoplasms of 
Respiratory and Intrathoracic 
Organs(C30-C39)

Malignant neoplasm C31 Male 0 0 0 0 0 0
of accessory sinuses Female 0 0 1 0 0 1

Total 0 0 1 0 0 1

Malignant neoplasm C34 Male 1 0 0 0 1 2
of bronchus and lung Female 0 0 0 0 0 0

Total 1 0 0 0 1 2

Malignant neoplasm of heart C38 Male 0 0 0 1 0 1
mediastinum and pleura Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Malignant Neoplasms of Bone 
and Articular Cartilage  
(C40-C41)

Malignant neoplasm of bone C40 Male 1 0 1 0 0 2
and articular cartilage of limbs Female 0 0 1 0 1 2

Total 1 0 2 0 1 4

Malignant neoplasm of bone C41 Male 0 5 2 1 1 9
and articular cartilage of other Female 2 0 1 0 1 4
and unspecified sites Total 2 5 3 1 2 13

Melanoma and Other 
Malignant Neoplasms of Skin 
(C43-C44)

Other malignant neoplasms C44 Male 0 0 0 0 0 0
of skin Female 0 0 0 0 0 0

Total 0 0 0 0 0 0
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Malignant Neoplasms of 
Mesothelial and Soft Tissue 
(C45-C49)

Malignant neoplasm of C47 Male 1 0 0 1 0 2
peripheral nerves and Female 0 0 0 1 0 1
autonomic nervous system Total 1 0 0 2 0 3

Malignant neoplasm of other C49 Male 1 4 0 1 1 7
connective and soft tissue Female 1 4 0 2 2 9

Total 2 8 0 3 3 16

Malignant Neoplasms 
of Female Genital Organs  
(C51-C58)

Malignant neoplasm of ovary C56 Male 0 0 0 0 0 0
Female 0 1 0 0 0 1
Total 0 1 0 0 0 1

Malignant Neoplasms of 
Urinary Tract (C64-C68)

Malignant neoplasm of kidney C64 Male 1 1 3 1 0 6
except renal pelvis Female 1 1 1 0 0 3

Total 2 2 4 1 0 9

Malignant Neoplasms of 
Eye, Brain and other parts 
of Central Nervous System  
(C69-C72)

Malignant neoplasm of eye C69 Male 0 0 0 0 0 0
and adnexa Female 0 0 0 0 1 1

Total 0 0 0 0 1 1

Malignant neoplasm of brain C71 Male 9 9 5 7 3 33
Female 3 8 12 6 6 35
Total 12 17 17 13 9 68

Malignant neoplasm of spinal C72 Male 1 1 0 1 0 3
cord cranial nerves and other Female 1 0 1 0 0 2
parts of central nervous system Total 2 1 1 1 0 5

Malignant Neoplasms of 
Thyroid and other Endocrine 
Glands (C73-C75)

Malignant neoplasm of C74 Male 0 0 0 0 1 1
adrenal gland Female 0 0 0 0 0 0

Total 0 0 0 0 1 1

Malignant neoplasm of C75 Male 0 0 1 0 0 1
other endocrine glands Female 0 0 0 0 0 0
and related structures Total 0 0 1 0 0 1
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Malignant Neoplasms of 
Ill-Defined Secondary and 
Unspecified Sites (C76-C80)

Malignant neoplasm of other C76 Male 0 0 0 0 0 0
and ill-defined sites Female 0 0 0 0 1 1

Total 0 0 0 0 1 1

Secondary and unspecified C77 Male 0 0 0 0 0 0
malignant neoplasm of Female 0 0 0 0 1 1
lymph nodes Total 0 0 0 0 1 1

Secondary malignant neoplasm C79 Male 0 0 1 0 0 1
of other sites Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Malignant neoplasm without C80 Male 1 0 2 0 0 3
specification of site Female 0 0 0 0 0 0

Total 1 0 2 0 0 3

Malignant Neoplasms of 
Lymphoid, Haematopoietic 
and related Tissue (C81-C96) 

Diffuse non-Hodgkin lymphoma C83 Male 2 1 0 1 0 4
Female 0 0 0 1 0 1
Total 2 1 0 2 0 5

Peripheral and cutaneous C84 Male 0 1 0 0 1 2
T-cell lymphomas Female 0 0 0 0 0 0

Total 0 1 0 0 1 2

Other and unspecified types C85 Male 2 1 0 0 0 3
of non-Hodgkin lymphoma Female 0 0 2 0 0 2

Total 2 1 2 0 0 5

Lymphoid leukaemia C91 Male 1 2 3 3 1 10
Female 1 1 5 3 1 11
Total 2 3 8 6 2 21

Myeloid leukaemia C92 Male 4 4 3 1 2 14
Female 3 1 3 4 1 12
Total 7 5 6 5 3 26

Monocytic leukaemia C93 Male 0 0 0 0 0 0
Female 0 0 0 0 1 1
Total 0 0 0 0 1 1

Other leukaemias of specified C94 Male 0 0 0 1 0 1
cell type Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Leukaemia of unspecified C95 Male 1 0 3 0 0 4
cell type Female 3 0 0 0 0 3

Total 4 0 3 0 0 7

Benign Neoplasms (D10-D36)

Other benign neoplasms of D21 Male 1 0 0 0 0 1
connective and other soft tissue Female 0 0 0 0 0 0

Total 1 0 0 0 0 1
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Neoplasms of Uncertain 
or Unknown Behaviour  
(D37-D48)

Neoplasm of uncertain or D43 Male 0 2 0 0 0 2
unknown behaviour of brain Female 1 1 0 1 1 4
and central nervous system Total 1 3 0 1 1 6

Myelodysplastic syndromes D46 Male 0 0 0 1 0 1
Female 0 0 0 0 0 0
Total 0 0 0 1 0 1

Neoplasm of uncertain or D48 Male 0 0 0 0 0 0
unknown behaviour of other Female 0 1 0 0 0 1
and unspecified sites Total 0 1 0 0 0 1

Haemolytic Anaemias  
(D55-D59)

Thalassaemia D56 Male 0 0 0 1 0 1
Female 0 0 0 0 0 0
Total 0 0 0 1 0 1

Aplastic and Other Anaemais 
(D60-D64)

Other aplastic anaemias D61 Male 0 1 0 0 0 1
Female 0 0 0 1 0 1
Total 0 1 0 1 0 2

Coagulation Defects, Purpura 
and Other Haemorrhagic 
Conditions (D65-D69)

Disseminated intravascular D65 Male 0 0 0 0 0 0
coagulation (defibrination Female 0 0 1 0 0 1
syndrome) Total 0 0 1 0 0 1

Other Diseases of Blood 
and Blood-Forming Organs  
(D70-D77)

Purpura and other D70 Male 0 0 0 0 0 0
haemorrhagic conditions Female 1 0 0 0 0 1

Total 1 0 0 0 0 1

Functional disorders of D71 Male 0 1 0 0 0 1
polymorphonuclear neutrophils Female 0 0 0 0 0 0

Total 0 1 0 0 0 1

Diseases of spleen D73 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Certain diseases involving D76 Male 0 2 1 0 0 3
lymphoreticular tissue and Female 0 1 0 2 0 3
reticulohistiocytic system Total 0 3 1 2 0 6
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Certain Disorders Involving 
The Immune Mechanism  
(D80-D89)

Combined immunodeficiencies D81 Male 0 0 0 2 0 2
Female 0 0 0 1 0 1
Total 0 0 0 3 0 3

Immunodeficiency associated D82 Male 0 0 0 1 0 1
with other major defects Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Impaired Glucose Regulation 
and Diabetes Mellitus  
(E09-E14)

Type 1 diabetes mellitus E10 Male 2 0 0 0 0 2
Female 0 2 0 1 0 3
Total 2 2 0 1 0 5

Disorders of Other Endocrine 
Glands (E20-E35)

Hypofunction and other E23 Male 0 0 0 0 0 0
disorders of pituitary gland Female 0 0 2 0 0 2

Total 0 0 2 0 0 2

Diseases of thymus E32 Male 0 0 0 0 0 0
Female 1 0 0 0 0 1
Total 1 0 0 0 0 1

Metabolic Disorders  
(E70-E89)

Disorders of branched-chain E71 Male 1 2 1 0 1 5
amino-acid metabolism and Female 0 0 0 0 0 0
fatty-acid metabolism Total 1 2 1 0 1 5

Other disorders of amino-acid E72 Male 0 0 0 3 0 3
metabolism Female 1 0 0 0 0 1

Total 1 0 0 3 0 4

Other disorders of carbohydrate E74 Male 0 0 1 1 0 2
metabolism Female 0 0 0 0 0 0

Total 0 0 1 1 0 2

Disorders of sphingolipid E75 Male 3 4 0 1 1 9
metabolism and other lipid Female 2 0 0 3 1 6
storage disorders Total 5 4 0 4 2 15

Disorders of glycosaminoglycan E76 Male 2 1 0 0 0 3
metabolism Female 0 1 0 0 0 1

Total 2 2 0 0 0 4

Cystic fibrosis E84 Male 0 0 0 0 1 1
Female 3 0 1 0 1 5
Total 3 0 1 0 2 6
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Volume depletion E86 Male 0 0 0 0 0 0
Female 0 0 0 1 0 1
Total 0 0 0 1 0 1

Other disorders of fluid E87 Male 0 0 0 0 0 0
electrolyte and acid-base Female 0 2 0 0 0 2
balance Total 0 2 0 0 0 2

Other metabolic disorders E88 Male 2 1 1 2 0 6
Female 1 0 1 2 2 6
Total 3 1 2 4 2 12

Behavioural Syndromes 
Associated with Physiological 
Disturbances and Physical 
Factors (F50-F59)

Eating disorders F50 Male 0 0 0 0 0 0
Female 0 0 0 1 0 1
Total 0 0 0 1 0 1

Mental Retardation (F70-F79)

Severe mental retardation F72 Male 0 0 0 0 0 0
Female 0 0 1 0 0 1
Total 0 0 1 0 0 1

Unspecified Mental Retardation F79 Male 0 1 0 0 0 1
Female 0 0 0 0 1 1
Total 0 1 0 0 1 2

Disorders of Psychological 
Development (F80-F89)

Pervasive developmental F84 Male 0 0 0 1 0 1
disorders Female 0 1 0 0 0 1

Total 0 1 0 1 0 2

Unspecified disorder of F89 Male 1 1 0 0 0 2
psychological development Female 0 0 0 0 0 0

Total 1 1 0 0 0 2

Inflammatory Diseases of 
the Central Nervous System  
(G00-G09)

Bacterial meningitis not G00 Male 1 1 4 1 0 7
elsewhere classified Female 2 0 1 0 1 4

Total 3 1 5 1 1 11

Meningitis due to other G03 Male 0 0 0 0 0 0
and unspecified causes Female 0 1 0 0 0 1

Total 0 1 0 0 0 1

Encephalitis myelitis G04 Male 0 0 0 0 0 0
and encephalomyelitis Female 1 0 0 1 0 2

Total 1 0 0 1 0 2

Intracranial and intraspinal G08 Male 0 0 0 0 0 0
phlebitis and thrombophlebitis Female 1 0 0 0 0 1

Total 1 0 0 0 0 1
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Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Systemic Atrophies Primarily 
Affecting the Central Nervous 
System (G10-G13)

Huntingtons Disease G10 Male 0 0 0 0 0 0
Female 0 0 0 0 1 1
Total 0 0 0 0 1 1

Spinal muscular atrophy G12 Male 3 2 0 2 3 10
and related syndromes Female 2 3 2 3 2 12

Total 5 5 2 5 5 22

Other Degenerative Diseases 
of the Nervous System  
(G30-G32)

Other degenerative diseases G31 Male 1 3 0 1 2 7
of nervous system not Female 2 0 2 0 0 4
elsewhere classified Total 3 3 2 1 2 11

Demyelinating Diseases of 
the Central Nervous System 
(G35-G37)

Other demyelinating diseases G37 Male 0 0 0 0 0 0
of central nervous system Female 1 0 0 0 0 1

Total 1 0 0 0 0 1

Episodic and Paroxysmal 
Disorders (G40-G47)

Epilepsy G40 Male 2 5 6 0 5 18
Female 3 1 3 1 2 10
Total 5 6 9 1 7 28

Status epilepticus G41 Male 0 0 0 0 1 1
Female 0 0 0 0 1 1
Total 0 0 0 0 2 2

Polyneuropathies and other 
Disorders of the Peripheral 
Nervous System (G60-G64)

Hereditary and idiopathic G60 Male 0 0 0 0 0 0
neuropathy Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Other polyneuropathies G62 Male 0 0 0 0 0 0
Female 0 0 0 1 0 1
Total 0 0 0 1 0 1
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Disease of Myoneural 
Junction and Muscle  
(G70-G73)

Myasthenia gravis and other G70 Male 1 0 1 0 0 2
myoneural disorders Female 0 1 0 0 0 1

Total 1 1 1 0 0 3

Primary disorders of muscles G71 Male 5 7 2 5 0 19
Female 1 4 4 0 1 10
Total 6 11 6 5 1 29

Other myopathies G72 Male 1 0 0 0 0 1
Female 0 0 0 0 0 0
Total 1 0 0 0 0 1

Cerebral Palsy and Other 
Paralytic Syndromes  
(G80-G83)

Cerebral palsy G80 Male 3 3 2 2 3 13
Female 0 1 3 1 4 9
Total 3 4 5 3 7 22

Paraplegia and tetraplegia G82 Male 0 0 0 0 0 0
Female 0 0 1 0 0 1
Total 0 0 1 0 0 1

Other Disorders of the 
Nervous System (G90-G99)

Hydrocephalus G91 Male 0 0 0 0 1 1
Female 0 0 0 0 0 0
Total 0 0 0 0 1 1

Other disorders of brain G93 Male 4 5 6 4 1 20
Female 3 5 4 1 3 16
Total 7 10 10 5 4 36

Other diseases of the G95 Male 0 0 0 1 0 1
spinal cord Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Ischaemic Heart Diseases 
(I20-I25)

Acute myocardial infarction I21 Male 0 0 1 0 0 1
Female 0 0 0 0 1 1
Total 0 0 1 0 1 2

Pulmonary Heart Disease 
and Diseases of Pulmonary 
Circulation (I26-I28)

Pulmonary embolism I26 Male 0 0 0 0 0 0
Female 0 1 1 0 1 3
Total 0 1 1 0 1 3

Other pulmonary heart diseases I27 Male 2 0 0 2 1 5
Female 0 1 1 0 0 2
Total 2 1 1 2 1 7
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Other Forms of Heart Disease 
(I30-I52)

Acute myocarditis I40 Male 0 2 1 1 0 4
Female 3 0 1 3 2 9
Total 3 2 2 4 2 13

Cardiomyopathy I42 Male 4 2 0 3 3 12
Female 5 1 2 2 0 10
Total 9 3 2 5 3 22

Other conduction disorders I45 Male 0 0 1 0 0 1
Female 0 0 0 0 1 1
Total 0 0 1 0 1 2

Cardiac arrest I46 Male 0 1 0 0 0 1
Female 0 0 2 0 0 2
Total 0 1 2 0 0 3

Paroxysmal tachycardia I47 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Other cardiac arrhythmias I49 Male 3 0 1 1 0 5
Female 0 0 0 0 0 0
Total 3 0 1 1 0 5

Heart failure I50 Male 0 0 0 1 0 1
Female 0 0 0 0 0 0
Total 0 0 0 1 0 1

Complications and ill-defined I51 Male 0 0 0 2 0 2
descriptions of heart disease Female 0 0 0 1 0 1

Total 0 0 0 3 0 3

Cerebrovascular Diseases 
(I60-I69)

Subarachnoid haemorrhage I60 Male 0 0 0 1 0 1
Female 0 0 1 0 1 2
Total 0 0 1 1 1 3

Intracerebral haemorrhage I61 Male 1 0 0 0 1 2
Female 0 0 2 0 1 3
Total 1 0 2 0 2 5

Other nontraumatic intracranial I62 Male 0 0 0 0 1 1
haemorrhage Female 1 0 0 1 0 2

Total 1 0 0 1 1 3

Cerebral infarction I63 Male 0 0 2 0 0 2
Female 0 0 0 0 3 3
Total 0 0 2 0 3 5

Stroke not specified as I64 Male 0 0 0 0 1 1
haemorrhage or infarction Female 1 0 0 0 0 1

Total 1 0 0 0 1 2
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Occlusion and stenosis of I65 Male 0 0 0 0 0 0
precerebral arteries, not Female 0 1 0 0 0 1
resulting in cerebral infarction Total 0 1 0 0 0 1

Sequelae of cerebrovascular I69 Male 0 0 1 0 0 1
disease Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Disease of Arteries, Arterioles 
and Capillaries (I70-I79)

Aortic aneurysm and dissection I71 Male 0 1 0 0 0 1
Female 0 0 0 1 0 1
Total 0 1 0 1 0 2

Diseases of Veins, Lymphatic 
Vessels and Lymph Nodes, 
Not Elsewhere Classified  
(I80-I89)

Phlebitis and thrombophlebitis I80 Male 0 0 0 0 1 1
Female 0 0 0 0 0 0
Total 0 0 0 0 1 1

Other disorders of veins I87 Male 0 0 0 0 0 0
Female 0 0 0 0 1 1
Total 0 0 0 0 1 1

Other non-infective disorders I89 Male 0 0 0 0 0 0
of lymphatic vessels and Female 1 0 0 0 0 1
lymph nodes Total 1 0 0 0 0 1

Other and Unspecified 
Disorders of the Circulatory 
System (I95-I99)

Hypotension I95 Male 1 0 0 0 0 1
Female 0 0 0 0 0 0
Total 1 0 0 0 0 1

Acute Upper Respiratory 
Infections (J00-J06)

Acute upper respiratory J06 Male 1 0 0 0 0 1
infections of multiple Female 0 0 0 0 0 0
and unspecified sites Total 1 0 0 0 0 1

Influenza and Pneumonia  
(J10-J18)

Influenza due to identified J10 Male 0 0 1 0 0 1
influenza virus Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Viral pneumonia not J12 Male 0 2 1 0 0 3
elsewhere classified Female 0 0 0 0 0 0

Total 0 2 1 0 0 3
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Pneumonia due to J13 Male 0 2 0 1 0 3
Streptococcus pneumoniae Female 0 0 0 0 0 0

Total 0 2 0 1 0 3

Pneumonia due to J14 Male 0 0 0 0 0 0
Haemophilus influenzae Female 0 1 1 0 0 2

Total 0 1 1 0 0 2

Bacterial pneumonia J15 Male 2 2 1 2 0 7
not elsewhere classified Female 1 1 0 0 1 3

Total 3 3 1 2 1 10

Pneumonia organism J18 Male 6 4 6 6 5 27
unspecified Female 4 8 6 1 6 25

Total 10 12 12 7 11 52

Other Acute Lower 
Respiratory Infections  
(J20-J22)

Acute bronchitis J20 Male 0 0 0 0 0 0
Female 0 0 1 0 0 1
Total 0 0 1 0 0 1

Acute bronchiolitis J21 Male 0 1 1 0 2 4
Female 0 1 0 0 0 1
Total 0 2 1 0 2 5

Unspecified acute lower J22 Male 0 0 1 2 0 3
respiratory infection Female 0 0 0 1 0 1

Total 0 0 1 3 0 4

Chronic Lower Respiratory 
Disease (J40-J47)

Emphysema J43 Male 0 0 0 0 0 0
Female 1 0 0 0 0 1
Total 1 0 0 0 0 1

Asthma J45 Male 1 0 1 0 0 2
Female 0 0 1 0 0 1
Total 1 0 2 0 0 3

Status asthmaticus J46 Male 2 0 0 0 0 2
Female 0 0 0 0 0 0
Total 2 0 0 0 0 2

Lung Disease due to External 
Agents (J60-J70)

Pneumonitis due to solids J69 Male 0 0 0 0 1 1
and liquids Female 1 0 0 1 0 2

Total 1 0 0 1 1 3
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Other Respiratory Disease 
Principally affecting the 
Interstitium (J80-J84)

Pulmonary oedema J81 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Other interstitial pulmonary J84 Male 0 0 1 0 0 1
diseases Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Other Disease of the 
Respiratory System (J95-J99)

Respiratory failure not J96 Male 0 1 1 0 0 2
elsewhere classified Female 0 2 1 0 1 4

Total 0 3 2 0 1 6

Other respiratory disorders J98 Male 0 0 2 0 0 2
Female 0 1 1 0 1 3
Total 0 1 3 0 1 5

Other Disease of Intestines 
(K55-K63)

Vascular disorders of intestine K55 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Paralytic ileus and intestinal K56 Male 0 0 2 0 3 5
obstruction without hernia Female 0 0 0 1 0 1

Total 0 0 2 1 3 6

Disease of Peritoneum  
(K65-K67)

Peritonitis K65 Male 0 0 0 0 0 0
Female 0 0 0 1 0 1
Total 0 0 0 1 0 1

Other disorders of peritoneum K66 Male 0 0 0 0 0 0
Female 1 0 0 0 0 1
Total 1 0 0 0 0 1

Diseases of Liver (K70-K77)

Hepatic failure not K72 Male 1 0 2 3 3 9
elsewhere classified Female 0 0 0 0 2 2

Total 1 0 2 3 5 11

Fibrosis and cirrhosis of liver K74 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Other diseases of liver K76 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1
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Other Diseases of the 
Digestive System (K90-K93)

Other diseases of K92 Male 1 0 0 1 0 2
digestive system Female 0 0 0 0 0 0

Total 1 0 0 1 0 2

Systemic Connective Tissue 
Disorders (M30-M36)

Other systemic involvement M35 Male 0 0 0 0 0 0
of connective tissue Female 0 0 0 0 1 1

Total 0 0 0 0 1 1

Deforming Dorsopathies  
(M40-M43)

Scoliosis M41 Male 0 0 0 0 1 1
Female 0 0 0 0 0 0
Total 0 0 0 0 1 1

Disorders of Muscles  
(M60-M63)

Other disorders of muscle M62 Male 0 0 0 0 0 0
Female 0 1 0 0 0 1
Total 0 1 0 0 0 1

Renal Tubulo-Interstital 
Diseases (N10-N16)

Acute tubulo-interstitial nephritis N10 Male 1 0 0 0 0 1
Female 0 0 0 0 0 0
Total 1 0 0 0 0 1

Renal Failure (N17-N19)

Acute renal failure N17 Male 0 0 1 2 0 3
Female 1 0 1 1 1 4
Total 1 0 2 3 1 7

Chronic renal failure N18 Male 0 0 0 0 0 0
Female 0 1 0 0 1 2
Total 0 1 0 0 1 2

Fetus and Newborn affected 
by Maternal Factors and by 
Complications of Pregnancy, 
Labour and Delivery (P00-P04)

Fetus and newborn affected by P00 Male 3 3 0 3 5 14
maternal conditions that may be Female 5 2 2 1 3 13
unrelated to present pregnancy Total 8 5 2 4 8 27

Fetus and newborn affected P01 Male 2 10 12 7 19 50
by maternal complications Female 5 6 3 5 15 34
of pregnancy Total 7 16 15 12 34 84
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Fetus and newborn affected P02 Male 10 7 10 10 23 60
by complications of placenta Female 6 11 7 11 9 44
cord and membranes Total 16 18 17 21 32 104

Fetus and newborn affected P03 Male 0 1 1 0 0 2
by other complications of labour Female 0 0 0 0 0 0
and delivery Total 0 1 1 0 0 2

Fetus and newborn affected by P04 Male 0 0 0 0 0 0
noxious influences transmitted Female 1 0 0 1 0 2
via placenta or breast milk Total 1 0 0 1 0 2

Disorders Related to Length 
of Gestation and Fetal Growth 
(P05-P08)

Disorders related to short P07 Male 58 26 37 65 75 261
gestation and low birth weight Female 46 29 15 44 43 177
not elsewhere classified Total 104 55 52 109 118 438

Birth Trauma (P10-P15)

Other birth trauma to central P11 Male 0 0 0 0 0 0
nervous system Female 1 0 0 0 0 1

Total 1 0 0 0 0 1

Birth trauma to skeleton P13 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Respiratory and 
Cardiovascular Disorders 
Specific to the Perinatal 
Period (P20-P29)

Intrauterine hypoxia P20 Male 1 0 2 1 0 4
Female 3 0 0 0 0 3
Total 4 0 2 1 0 7

Birth asphyxia P21 Male 4 2 3 5 2 16
Female 3 6 2 2 7 20
Total 7 8 5 7 9 36

Respiratory distress of newborn P22 Male 0 2 2 0 0 4
Female 2 0 3 1 0 6
Total 2 2 5 1 0 10

Congenital pneumonia P23 Male 1 0 1 3 0 5
Female 0 0 0 0 1 1
Total 1 0 1 3 1 6

Neonatal aspiration syndromes P24 Male 0 1 0 1 0 2
Female 1 1 0 1 0 3
Total 1 2 0 2 0 5

Air leak syndrome originating P25 Male 1 1 0 0 0 2
in the perinatal period Female 0 0 0 1 0 1

Total 1 1 0 1 0 3
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Pulmonary haemorrhage P26 Male 1 0 0 0 0 1
originating in the perinatal period Female 0 0 1 0 0 1

Total 1 0 1 0 0 2

Chronic respiratory disease P27 Male 1 4 6 5 0 16
originating in the perinatal period Female 1 1 3 2 0 7

Total 2 5 9 7 0 23

Other respiratory conditions P28 Male 1 3 2 0 5 11
originating in the perinatal period Female 1 2 4 4 3 14

Total 2 5 6 4 8 25

Cardiovascular disorders P29 Male 1 2 3 5 3 14
originating in the perinatal period Female 0 2 1 2 4 9

Total 1 4 4 7 7 23

Infections Specific to the 
Perinatal Period (P35-P39)

Congenital viral diseases P35 Male 2 0 0 0 0 2
Female 0 0 0 0 0 0
Total 2 0 0 0 0 2

Bacterial sepsis of newborn P36 Male 3 0 2 2 2 9
Female 3 1 1 0 0 5
Total 6 1 3 2 2 14

Other congenital infectious P37 Male 0 0 0 0 0 0
and parasitic diseases Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Other infections specific P39 Male 0 0 0 0 0 0
to the perinatal period Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Haemorrhagic and 
Haematological Disorders of 
Fetus and Newborn (P50-P61)

Intracranial nontraumatic P52 Male 1 0 5 4 1 11
haemorrhage of fetus Female 1 2 3 1 0 7
and newborn Total 2 2 8 5 1 18

Immune haemolytic disease P55 Male 0 0 0 0 0 0
of fetus and newborn Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Disseminated intravascular P60 Male 0 0 0 1 0 1
coagulation of fetus Female 0 0 0 0 0 0
and newborn Total 0 0 0 1 0 1

Other perinatal haematological P61 Male 0 0 1 0 0 1
disorders Female 0 0 0 0 0 0

Total 0 0 1 0 0 1
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Transitory Endocrine and 
Metabolic Disorders Specific 
to Fetus and Newborn  
(P70-P74)

Other transitory neonatal P74 Male 0 0 0 0 0 0
electrolyte and metabolic Female 0 0 1 1 1 3
disturbances Total 0 0 1 1 1 3

Digestive System Disorders 
of Fetus and Newborn  
(P75-P78)

Necrotising enterocolitis P77 Male 4 4 2 3 0 13
of fetus and newborn Female 3 1 4 2 0 10

Total 7 5 6 5 0 23

Other perinatal digestive P78 Male 0 1 0 1 0 2
system disorders Female 0 0 2 1 2 5

Total 0 1 2 2 2 7

Conditions Involving the 
Integument and Temperature 
Regulation of Fetus and 
Newborn (P80-P83)

Other conditions of integument P83 Male 0 0 0 1 1 2
specific to fetus and newborn Female 2 1 0 0 0 3

Total 2 1 0 1 1 5

Other Disorders Originating 
in the Perinatal Period  
(P90-P96)

Other disturbances of cerebral P91 Male 6 4 4 6 9 29
status of newborn Female 5 3 1 7 9 25

Total 11 7 5 13 18 54

Other conditions originating P96 Male 1 3 4 6 9 23
in the perinatal period Female 0 1 5 3 2 11

Total 1 4 9 9 11 34

Congenital Malformations 
of the Nervous System  
(Q00-Q07)

Anencephaly and Q00 Male 0 0 0 2 2 4
similar malformations Female 3 2 2 0 1 8

Total 3 2 2 2 3 12

Encephalocele Q01 Male 0 0 1 0 0 1
Female 0 0 0 1 0 1
Total 0 0 1 1 0 2

Microcephaly Q02 Male 1 0 0 0 0 1
Female 0 0 0 0 2 2
Total 1 0 0 0 2 3
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Congenital hydrocephalus Q03 Male 1 1 1 2 0 5
Female 0 1 1 1 0 3
Total 1 2 2 3 0 8

Other congenital malformations Q04 Male 0 3 3 1 1 8
of brain Female 1 2 3 3 3 12

Total 1 5 6 4 4 20

Spina bifida Q05 Male 0 0 2 0 0 2
Female 0 2 1 1 0 4
Total 0 2 3 1 0 6

Other congenital malformations Q07 Male 0 1 0 0 0 1
of nervous system Female 1 1 0 0 0 2

Total 1 2 0 0 0 3

Congenital Malformations 
of the Circulatory System  
(Q20-Q28)

Congenital malformations Q20 Male 1 1 1 2 2 7
of cardiac chambers Female 2 0 1 2 1 6
and connections Total 3 1 2 4 3 13

Congenital malformations Q21 Male 2 1 3 0 2 8
of cardiac septa Female 1 1 1 1 0 4

Total 3 2 4 1 2 12

Congenital malformations of Q22 Male 1 1 0 1 0 3
pulmonary and tricuspid valves Female 3 0 0 0 0 3

Total 4 1 0 1 0 6

Congenital malformations Q23 Male 4 2 1 2 2 11
of aortic and mitral valves Female 0 1 2 1 1 5

Total 4 3 3 3 3 16

Other congenital malformations Q24 Male 3 7 4 4 3 21
of heart Female 7 4 5 2 1 19

Total 10 11 9 6 4 40

Congenital malformations Q25 Male 0 1 4 2 1 8
of great arteries Female 1 1 0 3 2 7

Total 1 2 4 5 3 15

Congenital malformations Q26 Male 0 1 0 1 0 2
of great veins Female 0 0 3 1 0 4

Total 0 1 3 2 0 6

Other congenital malformations Q27 Male 0 1 0 0 0 1
of peripheral vascular system Female 0 0 0 0 0 0

Total 0 1 0 0 0 1

Other congenital malformations Q28 Male 2 1 0 2 1 6
of circulatory system Female 0 0 0 0 0 0

Total 2 1 0 2 1 6

Appendices



Annual Report 2006 NSW Child Death Review Team

111

Registration year

Cause of death Gender 2002 2003 2004 2005 2006 Total

Congenital Malformations 
of the Respiratory System  
(Q30-Q34)

Congenital malformations Q30 Male 0 0 0 0 0 0
of nose Female 1 0 0 0 0 1

Total 1 0 0 0 0 1

Congenital malformations Q31 Male 0 0 0 1 0 1
of larynx Female 0 0 1 0 0 1

Total 0 0 1 1 0 2

Congenital malformations Q32 Male 4 0 0 0 0 4
of trachea and bronchus Female 0 0 0 0 0 0

Total 4 0 0 0 0 4

Congenital malformations Q33 Male 0 0 1 0 1 2
of lung Female 3 1 2 2 1 9

Total 3 1 3 2 2 11

Other congenital malformations Q34 Male 0 0 0 0 0 0
of respiratory system Female 0 0 0 0 1 1

Total 0 0 0 0 1 1

Other Congenital 
Malformations of the 
Digestive System (Q38-Q45)

Congenital absence atresia Q41 Male 0 0 0 1 0 1
and stenosis of small intestine Female 1 0 0 0 0 1

Total 1 0 0 1 0 2

Other congenital malformations Q43 Male 0 0 1 1 0 2
of intestine Female 1 0 1 0 0 2

Total 1 0 2 1 0 4

Congenital Malformations 
of Genital Organs (Q50-Q56)

Other congenital malformations Q52 Male 0 0 0 0 0 0
of female genitalia Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Congenital Malformations of 
the Urinary System (Q60-Q64)

Renal agenesis and other Q60 Male 1 0 0 0 1 2
reduction defects of kidney Female 0 0 0 0 0 0

Total 1 0 0 0 1 2

Cystic kidney disease Q61 Male 0 0 1 0 1 2
Female 0 0 2 0 0 2
Total 0 0 3 0 1 4

Other congenital malformations Q64 Male 1 0 0 0 1 2
of urinary system Female 0 0 0 0 0 0

Total 1 0 0 0 1 2
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Congenital Malformations 
and Deformations of the 
Musculoskeletal System  
(Q65-Q79)

Other congenital Q68 Male 0 0 0 0 0 0
musculoskeletal deformaties Female 0 1 0 0 0 1

Total 0 1 0 0 0 1

Other congenital malformations Q75 Male 0 0 0 1 1 2
of skull and face bones Female 0 0 0 1 0 1

Total 0 0 0 2 1 3

Osteochondrodysplasia with Q77 Male 0 1 0 0 1 2
defects of growth of tubular Female 1 1 0 0 0 2
bones and spine Total 1 2 0 0 1 4

Congenital malformations of Q79 Male 8 1 2 4 4 19
the musculoskeletal system Female 1 1 1 2 1 6
not elsewhere classified Total 9 2 3 6 5 25

Other Congenital 
Malformations (Q80-Q89)

Epidermolysis bullosa Q81 Male 1 0 0 1 0 2
Female 0 0 0 1 0 1
Total 1 0 0 2 0 3

Other congenital malformations Q82 Male 0 0 0 0 0 0
of skin Female 0 1 0 2 1 4

Total 0 1 0 2 1 4

Phakomatoses not Q85 Male 0 0 0 0 1 1
elsewhere classified Female 0 0 0 0 1 1

Total 0 0 0 0 2 2

Other specified congenital Q87 Male 1 3 3 1 1 9
malformation syndromes Female 2 3 5 1 1 12
affecting multiple systems Total 3 6 8 2 2 21

Other congenital malformations Q89 Male 0 4 1 0 0 5
not elsewhere classified Female 0 2 0 1 0 3

Total 0 6 1 1 0 8

Chromosomal Abnormalities, 
not Elsewhere Classified  
(Q90-Q99)

Downs syndrome Q90 Male 0 0 0 1 0 1
Female 0 0 0 0 2 2
Total 0 0 0 1 2 3

Edwards syndrome Q91 Male 0 1 2 2 0 5
and Pataus syndrome Female 7 3 2 1 7 20

Total 7 4 4 3 7 25

Other trisomies and partial Q92 Male 0 0 1 0 0 1
trisomies of the autosomes Female 2 1 0 1 0 4
not elsewhere classified Total 2 1 1 1 0 5
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Monosomies and deletions Q93 Male 0 0 1 1 1 3
from the autosomes not Female 3 0 0 0 0 3
elsewhere classified Total 3 0 1 1 1 6

Balanced rearrangements Q95 Male 0 0 0 0 0 0
and structural markers, Female 0 1 0 0 0 1
not elsewhere classified Total 0 1 0 0 0 1

Other chromosome Q99 Male 1 2 0 0 0 3
abnormalities not Female 1 1 0 1 1 4
elsewhere classified Total 2 3 0 1 1 7

Symptoms and Signs 
Involving the Circulatory and 
Respiratory System (R00-R09)

Haemorrhage from R04 Male 0 0 0 0 1 1
respiratory passages Female 0 0 0 0 0 0

Total 0 0 0 0 1 1

Abnormalities of breathing R06 Male 0 0 0 0 1 1
Female 0 0 0 0 0 0
Total 0 0 0 0 1 1

Other symptoms and signs R09 Male 1 0 0 0 0 1
involving the circulatory Female 0 0 0 0 0 0
and respiratory systems Total 1 0 0 0 0 1

General Symptoms and Signs 
(R50-R69)

Fever of unknown origin R50 Male 0 0 0 0 0 0
Female 0 0 0 0 1 1
Total 0 0 0 0 1 1

Convulsions, not R56 Male 0 0 0 0 0 0
elsewhere classified Female 1 1 0 0 0 2

Total 1 1 0 0 0 2

Ill-defined and Unknown 
Cause of Mortality (R95-R99)

Sudden infant death syndrome R95 Male 24 14 16 25 18 97
Female 14 12 5 13 8 52
Total 38 26 21 38 26 149

Other sudden death R96 Male 8 9 9 2 15 43
cause unknown Female 6 15 7 7 8 43

Total 14 24 16 9 23 86

Unattended death R98 Male 0 0 0 0 0 0
Female 0 0 1 0 0 1
Total 0 0 1 0 0 1

Other ill-defined and unspecified R99 Male 2 0 1 0 0 3
causes of mortality Female 0 0 0 0 0 0

Total 2 0 1 0 0 3
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Pedestrian Injured In 
Transport Accident (V01-V09)

Pedestrian injured in collision V03 Male 7 7 5 2 2 23
with car pick-up truck or van Female 4 4 5 2 6 21

Total 11 11 10 4 8 44

Pedestrian injured in collision V04 Male 0 0 1 0 1 2
with heavy transport vehicle Female 1 0 1 0 0 2
or bus Total 1 0 2 0 1 4

Pedestrian injured in V05 Male 1 1 0 2 2 6
collision with railway train Female 0 0 0 0 0 0
or railway vehicle Total 1 1 0 2 2 6

Pedestrian injured in other and V09 Male 0 0 0 2 0 2
unspecified transport accidents Female 0 0 0 0 0 0

Total 0 0 0 2 0 2

Pedal Cyclist Injured in 
Transport Accident (V10-V19)

Pedal cyclist injured in collision V13 Male 3 1 2 1 2 9
with car pick-up truck or van Female 0 0 0 0 0 0

Total 3 1 2 1 2 9

Pedal cyclist injured in collision V14 Male 1 0 1 1 0 3
with heavy transport vehicle Female 0 0 0 0 0 0
or bus Total 1 0 1 1 0 3

Pedal cyclist injured in V18 Male 0 0 2 1 0 3
noncollision transport accident Female 0 0 0 0 0 0

Total 0 0 2 1 0 3

Pedal cyclist injured in other and V19 Male 0 0 0 0 0 0
unspecified transport incidents Female 1 0 0 0 0 1

Total 1 0 0 0 0 1

Motorcycle Rider Injured in 
Transport Accident (V20-V29)

Motorcycle rider injured in V22 Male 0 1 0 0 0 1
collision with two- or three- Female 0 0 0 0 0 0
wheeled motor vehicle Total 0 1 0 0 0 1

Motorcycle rider injured in V23 Male 0 1 0 2 0 3
collision with car pick-up truck Female 0 0 0 0 0 0
or van Total 0 1 0 2 0 3

Motorcycle rider injured V27 Male 0 1 1 0 0 2
in collision with fixed or Female 1 0 0 0 0 1
stationary object Total 1 1 1 0 0 3

Motorcycle rider injured in V28 Male 0 2 0 2 1 5
noncollision transport accident Female 0 0 0 0 0 0

Total 0 2 0 2 1 5

Motercycle rider injured V29 Male 0 0 0 0 1 1
in other or unspecified Female 0 0 0 1 0 1
transport accidents Total 0 0 0 1 1 2
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Car Occupant Injured in 
Transport Accident (V40-V49)

Car occupant injured in collision V43 Male 8 6 3 7 2 26
with car pick-up truck or van Female 2 3 6 5 1 17

Total 10 9 9 12 3 43

Car occupant injured in collision V44 Male 2 1 1 2 5 11
with heavy transport vehicle Female 2 3 2 2 3 12
or bus Total 4 4 3 4 8 23

Car occupant injured in collision V47 Male 17 6 8 6 12 49
with fixed or stationary object Female 4 7 2 3 3 19

Total 21 13 10 9 15 68

Car occupant injured in V48 Male 0 6 4 0 10 20
noncollision transport accident Female 1 1 6 0 0 8

Total 1 7 10 0 10 28

Car occupant injured in V49 Male 3 1 1 0 2 7
other and unspecified Female 0 1 1 1 1 4
transport accidents Total 3 2 2 1 3 11

Occupant of Pick-Up Truck 
or Van Injured in Transport 
Accident (V50-V59)

Occupant of pick-up truck V58 Male 0 1 0 1 4 6
or van injured in noncollision Female 0 0 0 0 0 0
transport accident Total 0 1 0 1 4 6

Occupant of Heavy Transport 
Vehicle Injured in Transport 
Accident (V60-V69)

Occupant of heavy transport V64 Male 0 1 0 0 0 1
vehicle injured in collision with Female 0 0 0 0 0 0
heavy transport vehicle or bus Total 0 1 0 0 0 1

Occupant of heavy transport V68 Male 0 0 1 0 1 2
vehicle injured in noncollision Female 0 0 0 0 0 0
transport accident Total 0 0 1 0 1 2

Other Land Transport 
Accident (V80-V89)

Animal-rider or occupant of V80 Male 0 0 0 0 1 1
animal-drawn vehicle injured Female 0 0 0 0 0 0
in transport accident Total 0 0 0 0 1 1

Occupant of special vehicle V84 Male 1 0 0 0 0 1
mainly used in agriculture Female 0 0 0 0 0 0
injured in transport accident Total 1 0 0 0 0 1

Occupant of special all-terrain V86 Male 0 1 0 0 0 1
or other motor vehicle designed Female 0 2 0 0 1 3
primarily for off-road use injured 
in transport accident

Total 0 3 0 0 1 4

Motor- or nonmotor-vehicle V89 Male 0 0 0 0 2 2
accident, type of vehicle Female 0 0 0 0 0 0
unspecified Total 0 0 0 0 2 2
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Water Transport Accidents 
(V90-V94)

Accident to watercraft causing V91 Male 0 0 1 0 1 2
other injury Female 0 0 0 0 0 0

Total 0 0 1 0 1 2

Air and Space Transport 
Accidents (V95-V97)

Accident to powered aircraft V95 Male 1 0 0 0 1 2
causing injury to occupant Female 1 0 0 0 0 1

Total 2 0 0 0 1 3

Other External Causes of 
Accidental Injury (W00-W19)

Fall involving ice-skates skis W02 Male 0 0 1 0 0 1
roller-skates or skateboards Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Fall on and from stairs W10 Male 0 1 0 0 0 1
and steps Female 0 1 0 0 0 1

Total 0 2 0 0 0 2

Fall on and from scaffolding W12 Male 0 0 0 0 0 0
Female 0 1 0 0 0 1
Total 0 1 0 0 0 1

Fall from out of or through W13 Male 0 1 0 1 0 2
building or structure Female 1 0 0 1 1 3

Total 1 1 0 2 1 5

Fall from cliff W15 Male 1 2 1 0 0 4
Female 1 0 0 1 0 2
Total 2 2 1 1 0 6

Diving or jumping into water W16 Male 0 0 0 1 0 1
causing injury other than Female 0 0 0 0 0 0
drowning or submersion Total 0 0 0 1 0 1

Other fall from one level W17 Male 0 0 0 0 0 0
to another Female 0 1 0 0 0 1

Total 0 1 0 0 0 1

Exposure to Inanimate 
Mechanical Forces  
(W20-W49)

Struck by thrown projected W20 Male 2 0 1 2 4 9
or falling object Female 2 0 1 1 0 4

Total 4 0 2 3 4 13

Striking against or struck W21 Male 0 0 0 0 0 0
by sports equipment Female 0 0 0 1 0 1

Total 0 0 0 1 0 1

Striking against or struck W22 Male 0 0 0 0 0 0
by other objects Female 0 0 0 1 0 1

Total 0 0 0 1 0 1
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Contact involving sharp glass W25 Male 1 0 0 0 0 1
Female 1 0 0 1 0 2
Total 2 0 0 1 0 3

Contact with other and W31 Male 1 0 0 0 1 2
unspecified machinery Female 0 0 0 0 0 0

Total 1 0 0 0 1 2

Discharge from other W34 Male 0 0 0 0 2 2
and unspecified fire arms Female 0 0 0 0 0 0

Total 0 0 0 0 2 2

Explosion and rupture W36 Male 0 0 1 0 0 1
of gas cylinder Female 0 0 1 0 0 1

Total 0 0 2 0 0 2

Exposure to Animate 
Mechanical Forces  
(W50-W64)

Bitten or struck by dog W54 Male 0 0 0 0 0 0
Female 0 0 0 0 2 2
Total 0 0 0 0 2 2

Bitten or struck by W55 Male 0 0 0 1 0 1
other mammals Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Accidental Drowning and 
Submersion (W65-W74)

Drowning and submersion W65 Male 3 2 0 2 1 8
while in bath-tub Female 3 2 3 1 1 10

Total 6 4 3 3 2 18

Drowning and submersion W67 Male 9 7 3 2 6 27
while in swimming-pool Female 1 2 3 3 2 11

Total 10 9 6 5 8 38

Drowning and submersion W68 Male 1 1 0 1 0 3
following fall into swimming-pool Female 1 0 0 0 0 1

Total 2 1 0 1 0 4

Drowning and submersion W69 Male 7 7 3 1 4 22
while in natural water Female 2 1 2 0 0 5

Total 9 8 5 1 4 27

Drowning and submersion W70 Male 0 0 0 0 1 1
following fall into natural water Female 0 0 0 0 0 0

Total 0 0 0 0 1 1

Other specified drowning W73 Male 1 0 0 0 0 1
and submersion Female 1 0 0 0 0 1

Total 2 0 0 0 0 2

Unspecified drowning W74 Male 0 0 0 1 0 1
and submersion Female 0 0 0 0 0 0

Total 0 0 0 1 0 1
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Other Accidental threats 
to Breathing (W75-W84)

Accidental suffocation W75 Male 4 1 3 0 3 11
and strangulation in bed Female 3 2 1 2 1 9

Total 7 3 4 2 4 20

Other accidental hanging W76 Male 0 1 1 0 1 3
and strangulation Female 0 0 0 0 0 0

Total 0 1 1 0 1 3

Inhalation of gastric contents W78 Male 1 0 0 0 0 1
Female 0 0 0 1 0 1
Total 1 0 0 1 0 2

Inhalation and ingestion W79 Male 0 0 1 0 1 2
of food causing obstruction Female 0 1 1 0 0 2
of respiratory tract Total 0 1 2 0 1 4

Inhalation and ingestion of other W80 Male 2 0 0 0 0 2
objects causing obstruction Female 0 0 1 1 0 2
of respiratory tract Total 2 0 1 1 0 4

Other specified threats W83 Male 0 0 0 1 0 1
to breathing Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Exposure to Electric Current, 
Radiation and Extreme 
Ambient Air Temperature 
and Pressure (W85-W99)

Exposure to electric W85 Male 0 1 0 0 0 1
transmission lines Female 0 0 0 0 0 0

Total 0 1 0 0 0 1

Exposure to other specific W86 Male 1 0 0 0 0 1
electric current Female 0 0 0 0 0 0

Total 1 0 0 0 0 1

Exposure to unspecified W87 Male 1 0 0 0 0 1
electric current Female 0 0 0 1 0 1

Total 1 0 0 1 0 2

Exposure to excessive heat W92 Male 0 0 1 0 0 1
of man-made origin Female 0 0 0 0 0 0

Total 0 0 1 0 0 1

Exposure to Smoke, Fire 
and Flames (X00-X09)

Exposure to uncontrolled fire X00 Male 0 2 3 10 0 15
in building or structure Female 0 0 2 3 1 6

Total 0 2 5 13 1 21

Exposure to ignition or melting X06 Male 0 0 1 0 0 1
of other clothing and apparel Female 0 0 0 0 0 0

Total 0 0 1 0 0 1
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Exposure to Forces of Nature 
(X30-X39)

Exposure to excessive X30 Male 1 0 0 0 0 1
natural heat Female 0 0 1 1 0 2

Total 1 0 1 1 0 3

Victim of lightning X33 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Accidental Poisoning by 
and Exposure to Noxious 
Substances (X40-X49)

Accidental poisoning by and X41 Male 0 1 0 0 1 2
exposure to antiepileptic, Female 0 0 0 0 0 0
sedative hypnotic, 
antiparkinsonism and 
psychothropic drugs, 
not elsewhere classified

Total 0 1 0 0 1 2

Accidental poisoning by and X42 Male 0 0 1 0 0 1
exposure to narcotics and Female 0 0 0 1 0 1
psychodysleptics (hallucinogens) 
not elsewhere classified

Total 0 0 1 1 0 2

Accidental poisoning by and X44 Male 0 0 0 0 0 0
exposure to other and Female 0 0 1 0 0 1
unspecified drugs medicaments 
and biological substances

Total 0 0 1 0 0 1

Accidental poisoning by and X49 Male 1 0 0 0 0 1
exposure to other and Female 0 1 0 0 0 1
unspecified chemicals and 
noxious substances

Total 1 1 0 0 0 2

Accidental Exposure to other 
and Unspecified Factors  
(X58-X59)

Exposure to unspecified factor X59 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Intentional Self-Harm  
(X60-X84)

Intentional self-poisoning by X63 Male 0 0 0 0 0 0
and exposure to other drugs Female 0 0 0 0 1 1
acting on the autonomic 
nervous system

Total 0 0 0 0 1 1
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Intentional self-poisoning by X64 Male 0 0 0 0 0 0
and exposure to other and Female 1 0 0 0 0 1
unspecified drugs medicaments 
and biological substances

Total 1 0 0 0 0 1

Intentional self-harm by hanging X70 Male 10 7 6 5 5 33
strangulation and suffocation Female 5 4 4 4 1 18

Total 15 11 10 9 6 51

Intentional self-harm by X71 Male 0 0 0 0 0 0
drowning and submersion Female 0 0 1 0 0 1

Total 0 0 1 0 0 1

Intentional self-harm X72 Male 0 0 0 1 0 1
by handgun discharge Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Intentional self-harm by X74 Male 2 1 1 3 0 7
other and unspecified Female 0 0 0 0 0 0
firearm discharge Total 2 1 1 3 0 7

Intentional self-harm by jumping X80 Male 1 1 2 2 0 6
from a high place Female 0 0 2 1 0 3

Total 1 1 4 3 0 9

Intentional self-harm by jumping X81 Male 0 3 0 2 0 5
or lying before moving object Female 0 2 0 1 0 3

Total 0 5 0 3 0 8

Assult (X85-Y09)

Assault by drugs medicaments X85 Male 0 0 0 1 0 1
and biological substances Female 0 0 0 0 0 0

Total 0 0 0 1 0 1

Assault by gases and vapours X88 Male 0 1 0 0 0 1
Female 0 1 0 0 0 1
Total 0 2 0 0 0 2

Assault by unspecified chemical X90 Male 0 0 0 0 1 1
or noxious substance Female 0 0 0 0 0 0

Total 0 0 0 0 1 1

Assault by hanging strangulation X91 Male 0 1 1 0 0 2
and suffocation Female 0 2 2 0 0 4

Total 0 3 3 0 0 6

Assault by drowning X92 Male 1 0 0 0 1 2
and submersion Female 0 0 1 0 0 1

Total 1 0 1 0 1 3

Assault by handgun discharge X93 Male 0 1 0 0 0 1
Female 0 0 0 0 0 0
Total 0 1 0 0 0 1

Assault by other and unspecified X95 Male 1 1 0 2 0 4
firearm discharge Female 0 0 0 1 0 1

Total 1 1 0 3 0 5
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Assault by smoke fire X97 Male 0 0 0 0 1 1
and flames Female 0 0 1 0 0 1

Total 0 0 1 0 1 2

Assault by steam hot vapours X98 Male 0 0 0 0 0 0
and hot objects Female 0 1 0 0 0 1

Total 0 1 0 0 0 1

Assault by sharp object X99 Male 0 1 0 0 2 3
Female 0 3 0 1 0 4
Total 0 4 0 1 2 7

Assault by blunt object Y00 Male 0 0 1 0 0 1
Female 0 0 0 0 0 0
Total 0 0 1 0 0 1

Assault by pushing Y01 Male 1 0 0 0 0 1
from high place Female 0 0 0 0 0 0

Total 1 0 0 0 0 1

Assault by crashing Y03 Male 0 1 0 0 0 1
of motor vehicle Female 0 1 0 0 0 1

Total 0 2 0 0 0 2

Assault by bodily force Y04 Male 0 1 0 2 1 4
Female 0 0 0 2 0 2
Total 0 1 0 4 1 6

Sexual assault by bodily force Y05 Male 0 1 0 0 0 1
Female 0 1 0 0 0 1
Total 0 2 0 0 0 2

Other maltreatment syndromes Y07 Male 0 1 0 0 1 2
Female 0 0 0 0 0 0
Total 0 1 0 0 1 2

Assault by other Y08 Male 3 1 0 0 1 5
specified means Female 0 0 0 1 0 1

Total 3 1 0 1 1 6

Assault by other Y09 Male 0 0 1 0 2 3
specified means Female 0 0 1 1 0 2

Total 0 0 2 1 2 5

Event of Undetermined Intent 
(Y10-Y34)

Poisoning by and exposure to Y12 Male 0 0 0 1 0 1
narcotics and psychodysleptics Female 0 1 0 1 0 2
(hallucinogens) not elsewhere 
classified undetermined intent

Total 0 1 0 2 0 3

Poisoning by and exposure Y17 Male 0 1 0 0 0 1
to other gases and vapours Female 0 0 0 0 0 0
undetermined intent Total 0 1 0 0 0 1

Falling jumping or pushed Y30 Male 0 1 0 0 0 1
from a high place Female 0 0 0 0 0 0
undetermined intent Total 0 1 0 0 0 1
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Drugs, Medicaments and 
Biological Substances 
Causing Adverse effects in 
Therapeutic Use (Y40-Y59)

Primarily systemic agents Y43 Male 0 0 0 0 0 0
Female 0 0 0 0 1 1
Total 0 0 0 0 1 1

Misadventures to Patients 
during Surgical and Medical 
Care (Y60-Y69)

Unintentional cut puncture Y60 Male 0 0 0 1 0 1
perforation or haemorrhage Female 0 0 0 0 0 0
during surgical and medical care Total 0 0 0 1 0 1

Current documentation  Male 3 3 3 5 12 26
available insufficient to Female 4 1 1 4 7 17
determine cause of death Total 7 4 4 9 19 43

TOTAL Male 365 323 311 349 383 1,731

Female 262 245 234 250 245 1,236

Total 627 568 545 545 628 2,967
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