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Summary 

This study was commissioned by the South African Medical Research Council as part of 

funding made available through the National Crime Prevention Strategy (NCPS) which 

has designated research on the impact of violence against women and children a priority. 

This is the first study which attempts to obtain an estimate of the numbers and 

characteristics of firearm-related injuries for the entire population of Cape Town children 

and youth. 

Aim and purpose 

The aim of this study was to determine the epidemiological profile of firearm-related 

injuries among children and youth under 19 years of age in Cape Town during the period 

1 January 1992 - 31 December 1996. The purpose of the study was to make 

recommendations for future research, policies, prevention programmes and surveillance. 

Objectives 

Specific objectives of the study were to: 

1. review what is known about the problem of paediatric firearm-related injuries in South 

Africa 

2. describe current South African and selected international poliCies relating to firearms 

3. determine the epidemiological profile of firearm-related injuries among children in Cape 

Town during the period 1 January 1992 - 31 December 1996 

4. make recommendations for future research on paediatric firearm injuries, poliCies 

relating to firearms, prevention programmes and surveillance systems. 

Review of the literature 

International and local literature were reviewed to understand: 

• the epidemiology of violence and firearm injuries 

• the severity of firearm injuries 
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• circumstances surrounding firearm-related incidents in children and youth 

• the link between violence and accessibility of weapons 

• the link between violence and poverty 

• the economic impact of firearm violence 

• key factors in the prevention of firearm injuries 

• the role of health professionals in preventing firearm injuries 

• South African policies. 

Summary of results 

The total number of Cape Town children and youth who were victims of firearm-related 

incidents during 1992-1996 was at least 1736, and of these, 322 died (18.5%). Due to 

problems with data availability and collection, it is probable that some firearm incidents 

involving children and youth were missed. 

Over this period, the incidence of firearm injuries among under 19 year olds almost tripled 

from 20.6 per 100 000 in 1992 to 59.1 per 100 000 in 1996. The average incidence of 

firearm injuries among under 19 year olds for the period 1992-1996 was 41.9 per 100 000 

person years. 

The firearm mortality rate for persons under 19 years of age more than doubled during the 

period under review from 3.8 per 100 000 in 1992 to 10.1 per 100 000 in 1996. 

Preliminary data indicate that the number of young victims continued to increase in 1997. 

Results based on mortuary data indicate that homicides from all causes are the most 

important cause of non-natural death among persons aged 0-18 years in Cape Town, and 

firearm homicides particularly have been within the top four leading causes of death in this 

age group for the period 1994-1996. 

Data obtained on characteristics of the victims were similar from both hospitals and 

mortuaries. There were more "Coloured" (mixed-race) male victims than any other race 

and sex group, and more adolescents were victims than younger children. However, the 

recent trend appears to be that younger children are increasingly more likely to be shot. 
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Data also indicate that more incidents happen at night, as the majolity of children and 

youth present at hospital between the hours of 22hOO and 05hOO. There was no apparent 

seasonal pattern; however, this is not surprising in a city with a mild year-round climate 

such as Cape Town. 

Details about area of residence of the victims were only complete for children and youth 

who died. Key areas over the five year period in which firearm victims lived were Mitchells 

Plain, Khayelitsha, Guguletu, Bellville South and Elsies River, among others. It is 

important to note that area of residence does not necessarily indicate the area in which 

the victim was shot. 

Approximately 23% of all teenage victims (aged 15-18 years) who died from firearm 

wounds had a blood alcohol content of higher than 0,08 grams per 100 millilitres of blood, 

indicating that they were intoxicated. Information about the blood alcohol content of 

younger victims who died, as well as persons seen at hospital, was not obtained. 

Information on the body part injured was incomplete for most cases seen at hospital; 

however, the majority of injuries seen appear to have occurred on the limbs (61%), and 

the head and neck (20%). Those seen at the mortuary were most commonly on the 

head/neck area (38%), and the chest (28%). 

Surprisingly, approximately 79.4% of those injuries seen at hospital (and for which 

information was available) were classified as moderate or minor. This is particularly 

unexpected considering that information on the degree of injury severity was obtained 

mostly from tertiary hospitals. 

For the majority of victims seen at hospital it was not possible to determine whether or not 

the injury was self-inflicted, although it appears that the majority of injuries were not self­

inflicted. 

However, whether or not the injury was self-inflicted does not necessarily indicate intent. 

Efforts to determine whether or not the injury was intentional or unintentional were 

unsuccessful for 99% of the hospital cases in this study. 
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During the five year period, the majority of deaths were classified as homicides (93%). 

Classifications of suicides (6%) and "accidental death by firearm" (1 %) were few. 

Information about where the child or youth was injured was not known in 52% of all cases 

seen at hospital. However, of those cases for which place of injury was known, the most 

common places injuries occurred were on the road or pavement (76% of cases) and 

inside children'S own homes (15%). 

Other important findings from this study include: 

• Nineteen youth presented at hospital on more than one occasion for gunshot wounds. 

• At least 20% (1 out of 5) of children and youth who were shot during the period were 

killed or permanently disabled. It is possible that a higher percentage were permanently 

disabled but this was not possible to determine from the hospital records. 

• Police data on murders and attempted murders of children and youth for the time 

period were poor. 

• There are few linkages among hospital, mortuary, and police data systems. 

Conclusion 

Firearm-related injuries among children and youth in Cape Town have increased 

substantially in recent years. 

The prevention of firearm injuries will require a multi-faceted approach that incorporates 

reduced accessibility, improved education among both policymakers and the general 

public, community-based prevention programmes, improved surveillance and 

enforcement of appropriate legislation. Implementation of all of these strategies together 

will undoubtedly make a substantial contribution to preventing firearm injuries among 

children and youth in the future. 
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Introduction 

Background 

Recent studies in South Africa have shown that unintentional and intentional injuries are 

major causes of morbidity and mortality in children (Lerer, Matzopoulos & Bradshaw, 

1995; Kibei, Bradshaw & Joubert, 1990; Lerer, Matzopoulos & Phillips, 1997). Within the 

broad spectrum of injury, firearm injuries are thought to be an emerging problem. 

However, little is known about the extent of and the factors associated with firearm-related 

injuries in this country, particularly among children and youth. 

This study was commissioned by the Medical Research Council as part of funding made 

available through the South African National Crime Prevention Strategy (NCPS) which 

has designated research on the impact of violence against women and children a priority. 

Aim and purpose 

The aim of this study was to determine the epidemiological profile of firearm-related 

injuries among children and youth under 19 years of age in Cape Town during the period 

1 January 1992 - 31 December 1996. The purpose of the study was to make 

recommendations for future research, policies, prevention programmes and surveillance 

systems. 

Objectives 

Specific objectives of the study were to: 

1. review what is known about the problem of paediatric firearm-related injuries in South 

Africa 

2. describe current South African and selected international policies relating to firearms 

3. determine the epidemiological profile of firearm-related injuries among children in Cape 

Town during the period 1 January 1992 - 31 December 1996 

4. make recommendations for future research on paediatric 'firearm injuries, policies 

relating to firearms, prevention programmes and surveillance systems. 
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Methods 

Approval for this study was obtained from the University of Cape Town's Research and 

Ethics Committee (reference number 172-98). 

Objectives 1 and 2 

A review of both South African and international literature from January 1990 to May 1999 

was undertaken to describe what is known about the epidemiology of paediatric firearm­

related injuries, and to describe local poliCies and plans relating to firearms. International 

policies ~nd legislation (and their impacts) were also reviewed, in order to identify 

potential models for South Africa. 

Searches were conducted on published literature through Medline, Popline and Health 

STAR databases, as well as on paediatric firearm-related articles published in South 

African newspapers and magazines through the University of the Orange Free State's 

Institute for Current History. Other "fugitive" or "grey" materials were obtained through 

independent organisations working on injury, violence, small arms, and firearm issues. 

Objective 3 

A retrospective study was conducted of hospital, mortuary and police record data in order 

to determine an epidemiological profile of firearm injuries and deaths among children and 

youth. The study population was all children under the age of 19 years in the Cape Town 

metropole during the period 1 January 1992 to 31 December 1996. 

Information about the total number of children in the Cape Town metropole was obtained 

from Metropolitan Information Services, Cape Metropolitan Council and was based on 

1991 and 1996 Census data. 

Numerator data was obtained through hospital, mortuary and police records as outlined in 

the following sections. 
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Collection of hospital data 

A list of public and private hospitals serving the Cape Town metropole was obtained from 

the Department of Health in the Provincial Administration of the Western Cape. From this 

list, both public and private hospitals in the Cape Town metropole with a 24-hour trauma 

or casualty unit operating during the study period were identified. 

Data on firearm-related cases seen were abstracted from all available hospital registers 

for the period 1 January 1992- 31 December 1996. Details on the victims' age, sex, race, 

anatomy injured, and outcome were obtained, and, when possible, additional data on the 

victims' residence and circumstances surrounding the incident were recorded (See 

Appendix 1). The names and dates of birth of the children and youth shot were recorded 

only for the purpose of facilitating comparison of hospital data with mortuary data and to 

avoid duplication of cases recorded in the study. ICD E-codes were not used because 

they were too unreliable. 

When databases were available (as they were for the three tertiary hospitals -- Red Cross 

through the Child Accident Prevention Foundation of South Africa, Groote Schuur and 

Tygerberg), these were utilised instead of reviewing registers. In addition, databases were 

used at Conradie and Somerset Hospitals in order to obtain information missing from 

registers, such as date of birth and residence. At some hospitals, individual hospital 

folders were retrieved when information was missing or unclear in the registers. In many 

instances, the information not available in the register was also missing in the folder. 

All data were captured on a standard intake form, which is the form used by the Red 

Cross Children's Hospital Trauma Unit (see Appendix ~). 

Collection of Mortuarv data 

As all firearm-related deaths in South Africa require an autopsy, records were abstracted 

from the two state mortuaries serving the Cape Town metropole - Salt River Mortuary 

and Tygerberg Mortuary. For the years 1994-1996, databases have been established for 

the mortuaries which include information about all cases seen. These databases were 
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used, but for the period 1992-1993, death registers were reviewed for firearm-related 

deaths to persons under 19 years of age. 

Information was collected on name, sex, race, date of birth, date of death, place of death, 

cause of death (e.g., suicide or homicide), and blood alcohol content (which, when 

missing from the death register, was obtained from the Department of Health's Forensic 

Chemical Laboratory) (see Appendix 5). 

As some of the children and youth who were seen in hospitals subsequently died, these 

cases were linked with mortuary data to avoid duplication. 

Police data 

Police records of firearm incidents involving children and youth during the time period 

were obtained from the South African Police Services (SAPS) Crime Information 

Management Centre in Cape Town. These records were reviewed in an attempt to 

determine to what extent they corresponded with hospital and mortuary records. 

Limitations 

Due to personnel and time constraints, it was not possible to review data from private 

practitioners (including speCialists and general practitioners) and district surgeons working' 

in the Cape Town metropole. In addition, Community Health Centres that did not have a 

24-hour casualty service were not included. If they became 24-hour during the period of 

the study, data were collected from the time that they became 24-hour. Therefore any 

firearm incidents that presented during the day in health facilities that were not operating 

a 24-hour service have not been included in this study. 

Any children with firearm injuries who never presented at hospitals or to the police would 

also be missed (including minor injuries and non-penetrating firearm incidents such as 

being threatened with a gun). 

Problems with data collection included the following: 
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• many registers were missing from both the public and private hospitals (see 

Appendices 3 and 4) 

• in most cases, minimal detail about the incident was included in the hospital registries 

and folders (for example, there was no information regarding the type of weapon used). 

• many records were illegible or incomplete 

• some records have been destroyed (for example, Red Cross destroys "specialist" 

cases (such as Trauma) after 3 years if the patient has not returned to the hospital) 

• as hospital registers were manually scanned, cases may have been inadvertently 

missed. 

In addition. due to the lack of detail in records and the fact that this study was 

retrospective, it was not possible to identify which cases were "intentional" as opposed to 

"unintentional" for the majority of injuries and deaths. When possible, details from records 

about intentionality have been included. 

Finally. it is important to note that the census data used to determine the denominator for 

all children in Cape Town may be inaccurate. 

Analysis 

Data was analysed using EPI INFO 6. 

A search for duplications in the data was done by: 

1. cross-checking names, dates of birth and dates of injury/death within hospital 

data 

2. cross-checking names, dates of birth and dates of injury/death between hospital 

and mortuary data 

3. searching the mortuary database for names when hospital folders indicated that 

a patient had died 

4. searching the hospital database for names when mortuary notes indicated that a 

patient had come from a particular hospital. 
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Review of the Literature 

The epidemiology of violence and firearm injuries - South African studies 

Several studies conducted in South Africa have examined the extent of intentional and 

unintentional injuries. 

National estimates 

Butchart and Peden (1997) report that: 

• Non-natural causes of death accounted for 32% of all potential years of life lost in 

South Africa in 1994 -- the single largest category. 

• Violence is the leading cause of fatal injuries in the country - the 1996 homicide rate of 

61 per 100000 places South Africa among the most violent countries in the world. 

• Childhood injury mortality rates in South Africa are some three times higher in South 

Africa than in the USA. 

A national study of childhood deaths in South Africa during the period 1981-1985 found 

that injury was the leading cause (43%) of death for children between the ages of 5-14 

years of age (Kibei, Bradshaw and Joubert, 1990). 

Gun Free South Africa (unpublished data) reports that in 1994, 7000 people in South 

Africa were murdered witt- guns and 17 700 attempted murders involved guns. In addition, 

they estimate the number of firearms in the country to be as high as 7 million -- one per 

every six people in the country. They state that handguns and assault weapons have 

become the fastest growirg cause of violent death in South Africa. 

A study by the Institute for Security Stud ies (1997) found that of the 18 312 murders 

reported during 1994, 390/. were committed using firearms. Then in 1995, guns were used 

in 40% of all murders, and again in 1996. 

According to the South African Police Service, gun use in murders increased to 43% in 

1996-97, and 75% of robberies were committed with guns (personal communication with 

SU'perintendent Eric Dewe" Pretoria, 20 November 1997). 
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Cape Town estimates 

In 1984, a study by Knobel, deVilliers, Parry & Botha focused on non-natural deaths in 

children (under the age of 15 years) over a 15 year period in greater Cape Town. This 

study found that the majority of deaths during 1966-1981 were due to road traffic injuries 

(n=1767, 54.4%). Other important causes of death during this period were burns (n=417, 

12.8%) and drowning (n=356, 11.0%). Assault and abuse were combined, and together 

accounted for 5.4% (n=175) of non-natural deaths. Homicides by firearm were classified 

in this category, and occurred only 30 times during the 15 year period. There were also 5 

"accidental" deaths by firearm, and 1 suicide by firearm during the period. 

A 1994 study by the Medical Research Council (MRC) found that violence and injury 

accounted for approximately 30% of mortality for all age groups in Cape Town (Lerer, 

Matzopoulos & Bradshaw, 1995). This same study found that stabbings (52.4%) and 

firearm homicides (25.8%) were the most frequent causes of death. Within the 15-34 year 

old age group, firearm homicides were responsible for 29% of homicides. The authors 

found Cape Town's overall homicide rate to be 68 per 100000; more than six times 

higher than the rate in the United States. 

A 1994 study by McDonald & Lerer found that both firearm homicides and suicides had 

been increasing in Cape Town since 1984. 

Estimates of other parts of the country 

Two major studies of non-fatal injuries in South Africa found Johannesburg to be an even 

more violent city than Cape Town (Butchart, Nell, Yach et ai, 1991; Van der Spuy, 

Steenkamp, Peden et ai, no date). These studies found that 50% of all new cases seen 

in Johannesburg hospitals were due to intentional injuries while 34% of those seen in 

Cape Town hospitals were due to intentional injuries. 

Butchart & Peden (1997) report that in the Johannesburg study, firearms were used in 

13% of injuries, and in Cape Town, only 1.4% of injuries. They also report that a separate 

study conducted in Durban found that guns were used in the majority of violence-related 

fatalities (Meumann, Peden, Gouws & van der Spuy, no date). 
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There is a dearth of scientific research focusing on the problem of gun violence in rural 

areas of the country. The Mail & Guardian newspaper has reported that in rural KwaZulu­

Natal, technical expertise in constructing homemade shotguns and pistols is widespread 

(AJ Venter, 5-11 December 1997: The kraal shotgun: A nifty killer). A police officer 

interviewed for the story said that "10 or 15 years ago the weapon most likely to be used 

to settle differences in the rural areas was the knife. Now everyone who hasn't got a gun 

can get one" (p. 6). 

A recent study of gunshot injuries in infants and children under 13 years of age in Durban 

found that there was a rapid escalation of patients presenting at King Edward VIII Hospital 

over the period 1983-1995 (Hadley & Mars, 1998). The mean age of injury in patients 

admitted was 6.4 years and the abdomen was the most frequently injured area. Of the 

children who survived to reach hospital, 10% died and 11 % had lifelong major morbidity. 

As these studies show, injuries and violence are an important cause of death in South 

Africa. Firearms appear to be prominent, but there is no scientific record of the extent to 

which children and youth in South Africa are affected. 

The epidemiology of firearm injuries - International studies 

The intemationalliterature on firearm-related violence is vast, and is dominated by studies 

conducted in the United States, reflecting the epidemic of firearm violence that that 

country currently faces. 

A recent study by the US Centers for Disease Control published in Morbidity and Mortality 

Weekly Report (1997) compared rates of firearm-related death among children under 15 

years of age in 26 industrialised countries. The United States was found to have the 

highest rates of childhood homicide, suicide, and firearm-related death among all the 

countries. In addition, while the overall annual death rate for US children aged less than 

15 years of age declined substantially during 1950-1993 (primarily reflecting decreases in 

deaths associated with diseases, unintentional injuries and congenital anomalies), 

childhood homicide rates tripled, and suicide rates quadrupled. 
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During the period 1986 to 1992 alone, Teret & Baker (1995) report that the homicide rate 

among youth aged 15-19 years in the United States more than doubled. 

Information from other studies that illustrate the American epidemic particularly among 

youth include: 

• Currently, firearms are the second leading cause of death (after motor vehicle injuries) 

among teenagers aged 15-19 years in the US (American Academy of Pediatrics, 1992). 

• Youth aged 16-19 years now have the highest rate of handgun victimisation among all 

age groups (O'Donnell, 1995). 

• Across all race groups, firearms are involved in 70% of teen homicides and 63% of 

teen suicides (AAP, 1992). 

• Young African American males are particularly vulnerable. In 1990, firearms were 

involved in 91 % of homicides and suicides among 15-19 year old black males, and 

85.2% among 10-14 year old black males (Fingerhut, 1993). 

• An American child dies of gunshot wounds every 1 1/2 hours, and every two days 30 

children-the equivalent of a school classroom-lose their lives to guns (Powell, 

Sheehan & Christoffel, 1996). 

Clearly, firearm violence is a public health emergency in the United States. 

In striking contrast to the situation in the US, nations such as Japan, Great Britain, 

Sweden, Australia, Israel and Switzerland report low rates of deaths by handguns. One 

commonality of these countries is strict handgun laws (Schetky, 1985). Findings from a 

study on international firearm ownership rates illustrate the relationship between an 

abundancy of guns and high homicide rates (see Table 1). 

Japan 
Britain 
Switzerland 
Australia 
Canada 
New Zealand 
France 
United States 

Table 1: International firearm ownership and homicide rates 
(Source: Canadian Department of Justice, 1995) 

country Firearm ownership rate Homicide rate 
per 100 000 population per 100 000 population 

414 1.2 
3307 1.3 

42857 1.5 
19444 1.8 
24139 2.2 
29412 2.6 

22.6% of households 4.9 
85395 9.3 
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In 1997, the United Nations convened a Panel of Govemment Experts on Small Arms. 

This Panel concluded that some of the commonalities among regions affected by violence 

include: 

• There is a link between the availability of weapons, trafficking in drugs and arms, and 

the level of violence. 

• The crime and violence arising from the availability of small arms and light weapons 

have made it more difficult to conduct development projects and programmes that 

address the root causes of conflict. 

• Where a culture of weapons exists, it may be more easily transformed into a culture of 

violence, particularly when tension escalates due to the root causes of conflict. 

• In some regions, young people are often the victims and perpetrators of violence, 

particularly where high unemployment and political hostilities exist. They are easily 

recruited and indoctrinated into violent groups and are more likely to follow a path of 

violence, even when political hostilities cease. 

• National efforts to address excessive and destabilising accumulations of small arms are 

often insufficient owing to the magnitude of the problem and scarce resources. In many 

instances, multilateral and regional efforts have been undertaken, which have been 

shown to be successful. 

• In some regions, drug control efforts have increased the demand for small arms and 

light weapons by both the law enforcement authorities and drug traffickers, thereby 

raising the level of violence. 

Severity of firearm injuries 

The American Academy of Pediatrics (1992) has estimated that for each firearm fatality in 

the United States there are at least 5 non-fatal injuries. 

A study of patterns of penetrating trauma by Crandall, Olson, Fullerton et al (1997) found 

that rates of non-fatal injuries for firearms and stabbing were similar (firearm, 34.3 per 

100,000 person-years; stabbing, 35.1). However, rates of fatal injury were significantly 

different (firearm, 21.9; stabbing, 2.7; relative risk: 8.2; 95% confidence interval: 5.4, 

12.5). 
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Nance, Templeton & O'Neill (1994) conducted a study at Children's Hospital of 

Philadelphia during which they reviewed 139 cases of gunshot wounds in patients under 

17 years of age seen at the hospital between 1986 and 1992. This study found that the 

average hospital stay was 5.6 ± 8.5 days. There were 11 deaths (7.9%) with head injuries 

the most common cause (20.6%). The extremities were the most commonly injured area 

(41 %), but gunshot wounds to the abdomen were the most likely to require operative 

intervention (85.7%). 

Circumstances surrounding firearm-related incidents in children and youth 

Children 

Children are a unique group at risk of injury because of their immaturity, curiosity and 

imitative behaviour (Keck, Istre, Coury et ai, 1988). As Schetky (1985) has reported, 

injuries among children are usually unintentional and related to the fact that they did not 

realise the gun was real or lethal. A later study by Nance, Templeton & O'Neill (1994) 

confirmed this with their study of paediatric gunshot wounds in Philadelphia, in which 

73.4% of the children were injured unintentionally. About 20% of these were children who 

either shot themselves or were shot by friends; usually the gun was found and the child 

did not realise the weapon was loaded or real. 

In South Africa, a 1995 study of firearm injuries seen at Red Cross Children's Hospital 

found that almost one-third of injuries occurred inside the children's own home (Child 

Accident Prevention Foundation of South Africa, 1996). 

Although a thorough literature search was not conducted on the relationship between 

violence and the media, the American Academy of Pediatrics (1995) reports that several 

studies have found links between violence in the media and violence in society. In 

addition, the AAP states that "media violence may: 1) facilitate aggressive and antisocial 

behavior; 2) desensitize viewers to future violence; and 3) increase viewers' perceptions 

that they are living in a mean and dangerous world". 

Hardy, Armstrong, Martin et al (1996) conducted a study to compare pre-school children's 

play and aggressive behaviour with firearms before and after an information-based 
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intervention. Subjects were videotaped for 10 minutes in a structured play setting. in 

which they had access to a variety of toys and to real and toy guns. One child from each 

dyad was then exposed to an information-based intervention and told not to play with 

guns. The children were again videotaped in the same setting approximately 1 week later. 

Results indicated that the intervention was ineffective in modifying the behaviour of the 

children. Analyses revealed that access to a parent's firearm was correlated with gun play 

and that gun play and handling of firearms in the home were correlated with aggressive 

behaviour. The findings in this study suggest that information provision alone is an 

insufficient intervention. 

In a US study. Naureckas, Galanter, Naureckas et al (1995) found that many young 

children are strong enough to fire many of the handguns that are now in circulation. They 

report that 25% of 3- to 4-year-olds, 70% of 5- to 6-year-olds, and 90% of 7- to 8-year­

olds have a two-finger trigger-pull strength of at least 10 pounds (22 kilograms). Of the 64 

different types of handguns revie\Ned for this study, the vast majority (92.5%) require a 

trigger-pull strength of less than 10 pounds; 62.5% only require a trigger-pull strength of 

less than 5 lb. 

Although the technology to child-proof guns has been in existence for more than 100 

years, Teret & Baker (1995) report that it has rarely been used. 

These studies show that firearm incidents involving children often are unintentional and 

occur in children's own homes. This is in part due to the fact that even young children 

have the strength to operate a gun and many guns do not have child-proof mechanisms. 

Youth 

It is commonly believed that most teenage homicides are related to crime, gang activity or 

premeditated assault. However, the Centers for Disease Control (1986) has reported that 

the majority of youth shootings in the US are committed by friends or relatives, typically 

precipitated by an argument. The CDC reports that such shootings are usually "impulsive, 

unplanned and instantly regretted." 
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Another study of gun injuries conducted in the US state of Washington found that when a 

youth fatally fired a gun at home, the victim was most often the youth (35%), a friend 

(34%), a sibling (25%) or a parent or other relative (6%) (Tanz, 1989). 

Risk factors for firearm death are indeed related to age, as rates of firearm violence peak 

between the ages of 15 to 24 years, and decrease in young adulthood (25-34 years) 

(American Academy of Pediatrics, 1992). Therefore, special characteristics of adolescent 

development must be considered in designing effective counter-measures to prevent 

injury and death. This idea has been explored in the context of gangs by Pinnock (1996), 

a researcher at the UCT Institute of Criminology. He suggests that youth gangs serve an 

important function in providing a "rite of passage" from childhood to adulthood, and that 

we should try to understand how this occurs in order to develop a better social support 

and justice system for teenagers. 

An article on gangs in the Cape Flats that appeared in The Sunday Independent (H 

Friedman: 22 Feb 1998, "How gangs tore out a community's heart") concluded that 

"Gangs provide glamour, status and a road to respect seemingly beyond reach through 

conventional behaviour" for many teenagers. 

On the other hand, one study conducted on middle school students in the US found that 

fear was a major reason that many of these students decided to carry a lethal weapon to 

school (Arria, Borges & Anthony, 1997). 

Gaining an understanding of the behavioural patterns of children and adolescents will 

provide an indication of which types of intervention strategies are most likely to succeed 

(Steenkamp & van der Spuy, 1996). 

Firearm injuries in Cape Town children and youth 18 



The link between violence and accessibility of weapons 

'The proliferation of small arms and light weapons affects the intensity and 

duration of violence and encourages militancy rather than a peaceful resolution 

of unsettled differences. Perhaps most grievously, we see a vicious circle in 

which insecurity leads to a higher demand for weapons, which itself breeds still 

greater insecurity .... " 

- United Nations Report of the Panel of Govemmental Experts on 

Small Arms (1997) 

Numerous studies have documented the fact that an increased accessibility to firearms 

puts a person at greater risk of firearm injury, whether it be homicide, suicide, or 

unintentional injury. Almost 15 years ago, Christoffel and Christoffel (1986) reported 

firearm violence to be a major cause of morbidity and mortality in American society, 

particularly among young people, and concluded that the best way to reduce these types 

of injuries is to make handguns less available. After finding a "striking rise" in gun-related 

homicides between the 1960s and the 1980s (p. 75), the authors state that although 

"handgun control cannot reduce rates of crime or interpersonal assault, ... it can be 

expected to reduce the frequency and severity of injury which grows out of these 

situations, to levels closer to the much lower ones found in other countries" (p. 80). 

Another 1986 study that appeared in the New England Journal of Medicine found that a 

gun in the home is 43 times more likely to kill a family member or friend than to be used in 

self defence (Kellermann & Reay). Another study found that the accessibility to firearms is 

associated with a 4.8-fold risk of suicide (Kellermann, Rivara, Somes, et ai, 1994). 

Nance, Templeton & O'Neill (1994) attribute the increase in paediatriC gunshot wounds 

they found in a Philadelphia population to ease of access to firearms and the constant 

exposure of youths to violent behaviour. They state that efforts are needed to prevent 

injuries through behavioural/educational modification and national efforts at firearm 

restriction. 

Florida, USA was ,the first state to pass a law requiring that guns present in the home be 

safely secured through either safe storage facilities or trigger locks. The National Center 

for Health Statistics reported that the results of this law were dramatic -- unintentional 
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shooting deaths dropped by more than 50% in the first year (Physicians for Social 

Responsibility, 1997). 

Another technology that is available allows one to personalise handguns so that no one 

else can use them, much like cellular phones are personalised. This includes high 

technology electric or magnetic sensory mechanisms, or the perhaps more practical low 

technology combination locks (Teret & Baker, 1995). It should be noted that although this 

technology is promising, it has not yet been shown to be practical in application to guns. 

The link between violence and poverty 

Violence is linked closely to poverty. Lerer (1997) has reported that "there is ample 

evidence from both developed and developing countries that levels of non-natural death 

are a good indicator of socio-economic disparity between urban dwellers" (p. 283). A 1997 

study conducted by the MRC found that the poorer sLlbLirbs of Cape Town accoLinted for 

over 3/4 of all deaths due to homicide and transportation accidents (Lerer, Matzopoulous 

& Phillips). 

In the US, Nance, Templeton & O'Neill (1994) have reported that there is a fivefold 

increase in homicides and a 2.6 fold increase in accidental death in children from low­

income families in the US. 

In 1993, a report by the South African Goldstone Commission of Inquiry observed that 

there is a strong connection between crime and conditions of poverty and deprivation. 

Another study by the Institute for Security Studies found that than the poor bear the brunt 

of violent crime more than anyone else (Louw & Shaw, 1997). 

The economic impact of firearm violence 

Estimates of the costs of firearm violence show that it poses a serious economic problem 

and is a SUbstantial drain on health care providers and their resources (Nance, Templeton 

& O'Neill, 1994; Buechter, Wright & Maher 1997). 
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In a US study, researchers calculated the costs of firearm-related injuries at a university 

trauma centre (Kizer, Vassar, Harry & Layton, 1995), The authors estimate that if the 

costs produced at this institution were extrapolated to the entire nation, the actual cost of 

providing medical care for firearm-related injuries in the United States would have been 

$4.0 billion in 1995. 

Zavoski, Lapidus, Lerer et al (1995) estimated that the total cost of firearm-related 

hospitalisations averaged $864,000 per year for the state of Connecticut during the period 

1986 through 1990. 

In another US study which included data from 44 acute care children's hospitals, the 

average hospital charges alone for treating a child wounded by gunfire were more than 

$14000 (Allen, 1993). This figure did not include other fees such as the cost of 

rehabilitation services. 

Finally, Miller and Cohen (1996) estimate that in the US: 

• costs for child gunshot victim average $3 million per fatality and nearly $390 000 per 

hospitalised survivor and 

• lifetime medical costs for the average child hospitalised with a nonfatal gunshot wound 

exceed $27 000. Medical costs for some paralysed or brain-damaged victims exceed 

$1 million. 

Clearly. the treatment of firearm injuries consumes a substantial amount of health 

resources. 

Key factors in the prevention of firearm injuries 

Hypotheses on the most appropriate ways to respond to the epidemic of firearm injuries 

are diverse. 

The South African Gunowners Association promotes gun safety training (personal 

communication: Advocate John Welch, 21 November 1997). Although this should indeed 

form part of a national response to the epidemic. Christoffel (1991) states that there is 
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little evidence currently to support the effectiveness of this approach on its own, 

particularly among teenagers. 

Others have stressed the importance of improving policing. However, as Batchelor 

illustrates (1996), better policing will mean more than simply increasing the numbers of 

police on the streets. He states that between 1984 and 1995, the South African police 

budget grew more than twice as fast as the rest of the national budget, and the police 

force increased from 47000 to approximately 115 000. Despite these increases, crime 

levels continued to rise, demonstrating that an increased budget does not necessarily 

represent a solution to the crime problem. He states that some of the problems are that 

87% of all police stations are located in traditionally white areas, and that current systems 

for the collection and management of crime information are "still totally inadequate, and 

severely limit the ability of the police to deliver an effective service" (po 2). 

Batchelor recommends strategies such as community policing, strengthening the 

relationship between the police and the communities they serve, and a re-distribution of 

police resources from traditionally white areas to townships, former homelands, and 

under-resourced provinces. Indeed, although Elsies River was recently described as 

"virtually unpoliceable" by Western Cape Police Commissioner Leon Wessels, the Cape 

Argus subsequently reported a weekend free of gang crime due to a new police action 

plan and the co-operation of residents (N Joseph: March 10, 1998, "Elsies River joins 

hands to beat the gangs." Cape Argus). 

Batchelor (1996, p. 2) states that crime is "primarily a socia-economic problem ... therefore 

the alleviation of poverty, job creation, and improved social and economic justice are 

important prerequisites for combating crime". 

Lerer (1997, p. 284) concurs when he states that "[w]hile law enforcement is an important 

component of crime and violence control, it has to be sustainable and subsidiary to 

programmes designed to uplift communities and address the determinants of violent 

behaviour". This philosophy is also followed by Butchart and Peden (1997, p. 214) who 

state that "[c]ontemporary approaches to crime and violence prevention emphasise the 

need for multi-disciplinary interventions that focus upon prevention in addition to the 

criminal justice responses." 
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Widome (1991) stresses that the "three Es" -- education, engineering (of products) and 

enforcement (of legislation) -- should be employed as a framework for prevention of 

childhood injury. This approach has been followed in Sweden, where Bergman & Rivara 

(1991) reported that key reasons that the country has the lowest childhood injury rates in 

the world were the implementation of trauma surveillance systems and injury prevention 

research, ensuring safer environments and prod ucts through legislation and regulation, 

and a broad-based safety education campaign using coalitions of existing groups. 

Following their study of gang-related homicides in Los Angeles County, Hutson, Anglin, 

Kyriacou et al (1995) conduded that to prevent gang violence, the root causes of violent 

street gang formation must be alleviated, the cycle of violent street gang involvement 

must be broken, and access to firearms must be limited. 

As these studies illustrate, preventing firearm death and injury among children and )'outh 

will require a multifaceted approach, which should include, among other efforts, strategies 

to: 

• eliminate guns from the environment of children and youth 

• educate families on how to create a gun-safe home environment 

• inform about the dangers of guns in school curricula 

• limit involvement of youth in criminal and gang activities. 

The role of health professionals in preventing firearm injuries 

Health professionals have a special role to play in advocating for enforcement of 

appropriate gun legislation, as well as in educating families with children and adolescents 

(Mitka, 1998; Webster, Wilson, Duggan & Pakula, 1992; Senturia, Christoffel & Donovan, 

1996; Johnson, 1997). 

A national survey conducted by the American Academy of Pedatrics questioned 982 

paediatricians on 4 areas: (1) recent experience treating gun injuries, (2) attitudes toward 

legislation to reduce the availability of guns, (3) attitudes toward gun safety counselling by 

paediatricians, and (4) current gun safety counselling practices (Olson, Christoffel & 

O'Connor, 1997). 
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This study found that 92.5% of paediatricians supported restricting the sale and 

possession of handguns. Seventy-six percent supported banning the sale or possession 

of handguns. In addition, the majority of respondents (82%) believed that patient 

education on firearm safety could reduce injury and death, 95% supported asking parents 

to unload and lock firearms in their homes, and 66% supported encouraging parents to 

remove handguns from the home. 

The authors conclude practicing paediatricians overwhelmingly agree that handguns in 

the home are hazardous and that steps should be taken to reduce this hazard through 

legislation and patient counselling. However, a substantial lag between attitudes that 

favour counselling about firearms and reported practices indicates the need for further 

training in and evaluation of firearm counselling in office settings. 

Webster, Wilson, Duggan & Pakula (1992) make several suggestions about how 

healthworkers can counsel parents about firearms, including the following: 

1. Approach firearm injury prevention from the perspective of an expert on child 

development and behaviour and discuss the elevated risks to curious children. 

2. Explain risks associated with keeping guns in the home, but avoid being too directive in 

advice on removing guns from the home. 

3. Incorporate firearm injury prevention counselling into broader discussions of home 

safety. 

The South African response 

South Africa's primary legislation relating to firearms is the Arms and Ammunition Act (75-

1969). There are also several Regulations on the Act (No. 15652, 26 April 1994). Among 

other provisions, this law states that: 

• The minimum age required in order to apply for a gun license is 16 years. 

• When a firearm is in the home, it must be kept in a prescribed safe or on the 

person "under their direct control". 
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• Permits for guns have a limited life and are not transferable (e.g., through 

inheritance or purchase). However, there is a provision that states you are 

permitted to "loan" your gun to someone for 14 days or less. 

• Firearms need not be concealed on your person. 

• There is no limit on the number of firearms one person can own. 

The National Crime Prevention Strategy (NCPS) is a recent project of the national 

government. The NCPS has four main focus areas: 

1. reforming the criminal justice system 

2. changing public values and attitudes 

3. changing the environmental design of communities, to strengthen social networks 

and cohesiveness 

4. decreasing transnational crime. 

One priority aim of the NCPS is to reduce crimes against women and children. Also at the 

national level, the Ministry of Safety and Security has developed proposals for control of 

both legal and illegal firearms. Four initiatives were recently undertaken: 

1. Civilian Commission of Inquiry into alleged corruption in the Central Firearms Registry 

(the report from this commission is based on a study of illegal licensing and is not 

available to the public) 

2. National Firearm Policy Committee (this report was released to the public in August 

1997 and focused on developing recommendations for tighter legislation for licensing, 

such as increasing the minimum legal age for purchasing a gun, improving injury 

surveillance, and improving the Central Firearms Registry) 

3. Joint Investigation Team (including representatives from both the South African Policy 

Service and the South African National Defence Force to recover illegal weapons in the 

country) 

4. National Firearm Plan (a comprehensive plan on firearms that was released to the 

public in November 1997 and incorporates the findings and recommendations of the 

three other committees. Key issues covered in this plan include stopping the inflow of 

illegal arms to South Africa, preventing legal arms from becoming illegal (i.e., through 

theft), improving statistics and reporting, conducting special surveys, and mobilising 

public support such as through programmes for youth, firearm safety and education). 
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Results 

Results based on hospital data 

In total, there were 13 public hospitals (3 tertiary, 4 secondary, 2 district and 4 Community 

Health Centres) and 8 prrvate hospitals that were operating a 24-hour trauma or casualty 

service during the period 

• Groote Schuur Red Cross War Memorral Chlklren's and Tygerberg Hospitals (tertiary 

level) 

• Conradle, Hottentots Holland Somerset and Victoria (secondary level) 

• False Bay and Wesfleur (dlstric1level) 

• Etsres River, Hanover Park, Khayel ltsha Mitchells Plain (community health centres) 

• Citlpark , Constantlaberg, Durbanviile, Gatesville Milnerton MedlClrnlc, Nt City. 

Wynberg (private hospitals) 

Access to 2 Mili tary Hospital's records was not granted so rt was not possible to collect 

data from that hospital for this study ' 

Numerous regISters were mlssif'lg from these hospitals (see Appendices 3 alld 4), and 

therefore it IS assumed that some firearm·related injurIeS have been missed 

Tilb le 2: Children presenting with fire,urn-re lated Injuries at Cape Town hospitills , 
1992-1996 

As shown In Table 2, over the penod. there IS a clear Increase in children presenllng at 

hospital for firearm-related inJunes, tOlallin9 1436 cases from 1992-1996. l However. 

between 1995 and 1996 there appears 10 be a Ievellln9 off ollnjurres Preliminary data 

obtained from lhe three tertiary hospitals (whICh on average accounted for 90% of 

firearm cases seen pel' year over the 1992· 1996 penod) Indicate thai a maJOf Increase 

occurs again In 1997 This IS Illustrated along With an increase In mor1uary cases in 1997 

In FlQure 1 

ThIS hosprtal pnmanly serves ",,!Italy personnel and Ihe~ faml'" 

F,rtlarm If'IJI.Jf08S HI cape Town d!ildrtm atld yourh " 



Table 10 In Appendix 6 shows wnlch hospitals saw the firearm cases by year As was 

expected. the review of registers revealed that private sector hospitals see very few 

firearm· related InJunes Allhough a few adult firearm cases were Obtained from the 

registers of Ihe private hospitals (notably Cltipark and N 1 City). only one firearm injury In 

!he under 19 year old age group was found for the penod 1992·1996 (at N1 City Hospllal 

In 1994) Overall. It IS clear that private hospitals generally see far fewer cases of all 

violence·related InJunes than public hospita ls 

Figure 1: Total number shot, 1992~1997 

Cape Town children and youth < 19 years (n"'1736 ) 
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Data from hospital records were analysed by the following charadeustlcs 

• race and se~ of victim 

• age of victim 

• time of day victim presented at hospital 

• tnne of year injury occurred 

• area of residence of victim 

• whether or not the injury was self·infllcted 

• the anatomy injured. pathology of the Injury. and treatment given 

• places where the injury occurred 

• oIher Information obtained from the folder 

Children aod youth fl!COfded ill both ~131 300 mortuary (eg~ters have been c:ounted onot as CINIh. 
FlfHlm "'IUflesm Caps Town chidmn 3nd roulfl 27 



Race/sex 

Figure 2 illustrates that the majority of ctliidren and youth victlrmsed by firearm VIOlence 

are coloured males (n-906, 61 .8%). Black mates are the next highest affected group, 

representing 22.4% of those injured or killed during the period (n=328) 

Figure 2' Children and youth presenting at 
hospital With firearm-related injuries, 1992-1996 

by race/sex (n=14B7) 

Colou<Od lemol. Ie 6% 

Figure 3 illustrates that older children are more likely 10 present at hospitallhan younger 

chddren 

Figure 3: Profile of children seen at hospital for 
firearm injuries by age (n= 1467), 1992-1996 
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Orne preseOllng at hospital 

Hospital data were atso analysed for the time of day that children with firearm-rerated 

In[unes presented As Figure 4 shows. firearm vlct,ms .. 1ll much more likely to presant 

between 22hOO in the evening and 05hOO In the morning Cases presenting dUring these 

times represented 52% of total cases seen (n=767), (II was not pOSSible to telt what time 

children and youth presented for about 27% of the total hospital cases.) A possible 

explanation for the pallerns seen In thiS figure is that Injury risk or exposure IS mostly 

governed by the child's prevailing routine, With peak nsk being outside of school hours 

and on weekends 

Unfof1unately. only Red Cross Children's Hospital (n'" 146. 10% of total cases) collected 

information about time of injury as opposed to time presenting fhls data sel was 

considered to be too small to analyse 

Time of year 

Figure 4: Children presenting at hospital 
by time of day, 1992-1996 
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Time of day 

Figure 5 shows that. over the five year perIOd. neither firearm-related injuries seen at 

hospital nor deaths recorded in monuary records had consistent seasonal patterns 

DUling the winter months of May and June over the penod 1992-1994 there were 

surpnslngly sharp Increases In both IOJuries and deaths However, thiS pattern was not as 

clear In subsequent years A panlcularly high number of firearm-related Inlurias occurred 

" 



during the summer 01 1995-1996, and the hl9hest number of deaths appear to halle 

happened around the lime of the first democratIC electIOns (April 1994) 

Figure 5: Firearm injuries and deaths, by month 
1992-1996 (n=1 436) 
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Area Qf r§sldence 

For 59% (n; 864) of the total cases presenflng with firea 'lTl related wounds at hospual it 

was not possible to determine the area of reSidence This is largely due to the fact that 

InformatIOn about area of residence was not provided Irem Gro()(e Schuur Hospital (wIlich 

saw approximately 50% of lolal cases) Information about area of resldef'ICe was complele 

lor the mortuary d<lta, <lnd IS presented in th<lt section 

Self-Inflicted 

Although attempts were made to determine whether or not the shooting was self-mfllCted, 

lor the lIast majonty 01 cases, It was not possible to determine thiS Irom hospital folders 

(n=1279, 87%). There were 183 cases (12%) seen at hospital that wefe Identified In the 

folders as definitely nol sell-inflicted and only 5 cases (03%) thai were identified as self­

inflICted (i_e., suiCide or unintentional self-Injury) However . If the Sltuallon In Cape Town 

reflects the situation Internationally, it can be assumed that many young Children 

unintentionally injure themselves when ·playlng" with guns 

FlffIllrm tn",nes lit CIlPfl Town cilik1fsn and )'OJ,rh 



Information about tile I[!IWV 

Dala on the pari of anatomy Inlured, the pathology of the inlury, the Abbreviated Injury 

Score and treatment of the injury were obtained for some of the cases 

Anatomy If'Ilured was descnbed In 497 (34%) of hospital cases For these cases, the most 

commonly '"lured body parts were the limbs (n-303, 60%), and head and neck (n=98, 

20%), Injuries 10 the thigh, abdomen and spine occurred In 16%. 13%. and 3% of cases 

respectively 

At !east 14% (n:71) of the children seen at hospital were inlured on more than one pari of 

the body 

Pathotogy was described In only 268 (18%) of all hospital cases Although "other" 

pathology was indicated in 16% of these cases, the most frequent pathologies indicated 

were simple and complicated lacerations (n:75. 28%), avulsion/amputation (n~55 , 21%), 

and fractures (n=53. 20%). 

The Abbreviated Injury Sc.ore (AtS) was avai lable for onty 282 (,9%) of cases seen al 

hospital. and these figures came primanly from Red Cross Children's and Groote Schuur 

Hospitals (both tertiary leve! facilities) (see Figure 6) AbbreViated InjUry Scores range 

from 1 (m,"or), 2 (moderate) , 3 (severeJextensive), and 4 (mortal) Again, as these figures 

are based only on cases presenting at tertiary faalrues, they must be Interpreted With 

caution 

Figure 6: AIS Scores for firearm victims seen 
at hospital , 1992·1996 

(Groote Schuur and Red Cross dala) 
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Information about treatments given were available on 300 (20%) of hospital cases Of 

these, dressing was provided to 30% of pallents (n=91), open operation was performed 

on 22% (n:66), suture on 10% (n=29), and advice and medicine only was provided to 9% 

(n=26) Twenty-four percent of patients (n=72) received "other" treatment. although this 

was not defined 

Attempts were made to determine whether or not the fireann InCident was inten(lonal or 

unintentional. however, for almost all cases (n=1458, 99%), it was not possible to do so 

based on hospital records alone 

Plilces Injured 

Figure 7 shows the places where children and youth were injured , Although the place 01 

Injury was unknown in 52% of cases (n=765), of those cases lor which place of injury was 

k,nown, by far the most common places injUries occurred were on the road/pavement 

(n=536 76%) and Inside chi ldren's own homes (n:102, 15%). Details on the 

circumstances surrounding injuries that occurred inside homes were not reported for the 

majority of cases: however, some e~amples of what happened Include 

• child shot self • stray bullet from outside hit ch ild 

• child was shot by a lamlly member • child's house was robbed 

Twenty percent of the 102 children who were shot Inside their homes were less than 10 

years of age: 26% were less than 13 years 01 age Due to the large percentage of 

'unknown" places of inju ry In the study, It.s possible that thiS figure Is higher 

Of the children shot on the road/pavement, 10% were less than 13 years of age, 

Fimliffll Injullos m Capo Town ct"ldren and yourll " 



Figure 7: Places injuries occurred , 1992-1996 
for children seen at hospital 

J!1=1467) 
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Numoer of children 

There were at least three chltdren In the study who were shot at school Again, it is 

possible thaI there were more cases than were apparent irom hospital records 

During 1992·1996, hospital records Indicated that at least 15 children and youth were shot 

by the police 'As Table 3 shows the majority of these cases involved teenagers who the 

police reported to be Involved In lIegal actlvilles, However, the fact tha t several very 

young children were shot is surprising, as is the par of anatomy that was injured during 

these inCidents (I e .. injuries on the neck, face, and ,pine would be expected to be more 

severe than Injuries on the extremities) 

Table 3: Examples of shooting incidents of children and youth by the police, 
1992·1996 

into 

As the circumstanClls surrounding the ,ncidenls are unkrown lor the majorl:~ of cases in the s:udy. 'I is 
po5s l ~e thai ttus nlJfllber may be nigher <'s \/,'eU 
F,marm inlunes 111 Cape Town cMdrlm and yo.J1iI 33 



Repeal trauma VISits 

Several children and youth presented at hospital with firearm injuries on different 

occasions After hospital folders were checked to ma ke sure that there was not a 

duplicate case recorded It was found that 19 youth were shot on two different occaSions, 

three of these were shot on three different occasIOns Some of these children were seen 

at Trauma Units on different occasions for other trauma as well (e g , stabbing) 

Vict ims seen at Conradle Hospital's Spinal Clime 

Conradie Hospital provides the only Spinal Clinic at a Cape Town publIC sector hospitaL 

DUring the study period, this Spinal Clinic saw 26 children and youth under 19 years of 

age who were Injured In firearm Incidents Although the residences 01 alt of these children 

(except for one) Indicated that they were liVing in the Cape Town metropole, most of these 

dlilurell .... elre nut inetweU rllUle :;tudy becau:;e it was not po:;srble lu rJt:!It:!llIIillt:! .... 11t:!11 

(and where) they had been shot 

Resulrs based on mortuary data 

Information about fi rearm-related deaths to children and youth under 19 years of age was 

obtained from the two medlco-Iegallaboratones (state mortuaries) located in Cape Town 

Salt River Mortuary and Tygerberg Mortuary 

Mortuary data were analysed by the lollowlng cha racteristics 

• all causes of death for persons under 19 years of age 

• race and se~ 

• aOje 

• ti-ne of year 

• area of reSidence 
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• blood alcohol contenl (only analysed for v ictms agl!s 15·18 years) 

• classification of death 

• anatomy Injured 

The total number of children and youth under 19 year! cf ""-!F'I class ified as having died 

due to firearm-rel<l ted wounds dunng the period 1992 . 1996 In Cape Town was 322 

FlQl.lfe 8 shows the trend over Ihe five year period 

Figure 8: Total number of firearm deaths to 
persons under 19 years of age 

1992·1996 (n =322) 
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As was true with hospital data mortuary da:a ap;;ear ;0,) show that the numbers of f irearm­

relaled IflCldents stabilised between 1995-1996 Hov eJ~ data from Sail River Mortuary 

for 1997 Indicate thallhe number of chlidren and yooth under 19 years of age Increased 

by 18% from the prevloJs year (A prOjected €stlma~ -or 1997 is Included In F'9ure 1 on 

page 25 ) 

DUfln9 the yean; fOf wllich a computer database of all ( .. uses of deatll was available 

(1994-1996), It was possible to identify the most frequ~ causes of deaths at the 

mortuaries among children and youth under 19 years d age (see Tables 4, 5 and 6 

below) 

These tables show thai In 1994, firearm InJunes by '1;, ... ,cKie were the fourth most 

common cause of dea:h (n=64, 6%), 1f\1995 they ""€-fe a-e second most common cause 

01 death (n:82 5%), and IfI 1996, they were the Ihnd m:st common cause of death 

(n"'84, 7 5%) 

" 



During these years, homicides from all causes rose from 18% of deaths to persons under 

19 years of age In 1994 (n=200), to 20% In 1996 (n=221 ) 

For persons 19 years of age or older during this same period , firearms were responsible 

for 23% (n=371 ), 29% (n=544), and 30% (n=582) 01 all homicides in 1994 1995 and 1996 

respectively 

Table 4: Causes of non-n atural death for under 19 year olds, Cape Town , 1994 

Tablo 5: Causes of non-natural death for < 19 year olds in Cape Town, 1995 

'Pe.-celllages do /101 alWays add liP 10 100% dU<' to roondmg 
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handles firearms, and perhaps are also more likely to be directly Involve-:I in gang warlare 

than younger children? 

Figure 9: Profile of firearm deaths to persons 
under 19 years of age (n=322) 

14() Number 
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by age, 1992-1996 
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Age ("_I) 

Interestmgly, when separated into age groups of children less than 13 years and 

teenagers 13·18 years, II is clear that the proportion of child VICtims bety,een 0-12 years 

has inCfeased in recent years (see Figure 10) 

Time of year 

Figure 10: Firearm deaths to persons under 19 
years of age, 1992-1996 (0=322) 
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by age group 

Perce~1 

As was the case WIIh data obtained through hospi tal records, there did not appear to be a 

definite seasonal panem of firearm-related deaths in the under 19 year old age group. 

This IS shown aloog WIIh the firearm injuries seen at hospital b~' month m Figure 5 on 

page 27 

• ' CoIoured' refefs 10 ' ffilKed '801!1' 
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Area of residence 

Over the five year penod, information was collected 110m the mOl1uanes on area of 

residence of the Victims The major "hoi spot" areas whele firearm vicllms lived are shown 

below In Table 8 It 15 Imponanllo note that area of residence does not necessanly 

Indrcate the area in which the victim was shot. 

Table 8: Top areas of residence o f firearm victims, 1992-1996 
(m ortuary data) 

Siood Alcohol Content (SAC) 

When posSIble, mformatlOn was obtained regarding the blood alcohol content 01 the 

teenagers who died This Information generally was not obtained from the younger 

vlctrms Accord ing to the Road Traffic Act (29 of t 989). as amended by Ihe Road Traffic 

Amendment Act (39 of 1993), lntolucatlon IS defined as not less than 0,08 grams per lOa 

mllhlitres of blood (Knobel. 1997). Figure 11 Illustrates the percent of 15-I 8 year olds that 

were mtoxlcated at the time of their death. by year ThiS figure does not show an mcrease 

m the percent of VICtims that were Intoxicated over the time period rather, the percentage 

of leens intOXICated remamed steady at approximately 20% of firearm Victims (mean ~ 

23""'). 

See Table 121n till! AppendiX 101 illClUai "umDef'S!of each age group 
F,ftHm" '~mu If! ClOt Town C/I<IdrM Ihd )'OUlII J9 



Figure 11 , Blood Alcohol of 15·18 year aids 

1992·1996 (n=265) 
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ClassifICation of deaths 

As shown In Table 9, the maJonty of firearm-related deaths to persons under 19 years of 

age were classified at lhe time of post-mortem as murders Only five of the Vic tims over 

lhe study penod were not classified as either murder or SUicide (method was 

undetemllned) Of aillhe deaths due to sUIcides. males accounted for 79% (n;1 5), whilst 

Coloured males accounted for 58% (n""11), Coloured females 10% (n=2), and whi te 

lemales 10% (n:2) of the total Dormg thIS study peood there were no Alrlcan suicide 

victims under 19 years of age 

Table 9: Mortuary c lassification of deaths 10 firearm victims under 19 years of age 
1992· 1996 (n~322) 

These findings corroborate with findings from the Centers fOf Disease Conlfol In the 

United States (1996), which found that lor children and young adults the highest 

percentage of firearm deathS are homicides and unintentIOnal shootings Alter the age of 

45 years, the CDC found lhat )here are more firearm-related sUIcides than homicides 

Among persons aged 45-64, suicides account for almost 70% of firearm-related deaths 

among persons aged 65+, sUIcides account for almost 90% 



Anatomy 

Finally, InformahOfl was obtalOed from the mortuarie5 on the part of anatomy wounded. 

leading to the victJms death ThIs ifl lormatlOfl was only collected for the years 1992-1993 

The most common area shot was the headlface/neck (n:29 38% of cases), followed by 

the chest (n:21 , 28%). 11 was not possIble to detemune the pan of anatomy mJured In 

17% of cases (n=13) Other key areas were the abdomen (n=5, 7%), heart (n= 3 4%) and 

mUltiple mjunes (n=2, 3%). 

Results based on police data 

As stated preVIOUsly. informallon on police records was obtained from the South Afncan 

Police ServICes (SAPS) Crime Information Management Centre (CI MC) In Cape Town 

The CIMC reports Ihal SAPS data puor to July 1995 was not kept by age. Dala after July 

1995 was not kept by race, Onglnally it was hoped that If available. these data might 

reveal cases of mlnOf firearm inCidents which did not require hospitalisation 

However. data was only available from the CIMC for the Western Cape as a whole and by 

the folloWing parameters 

• murder victim under 12 years of age, 

• murder vlCllm between 12-17 years of age 

• attempted murder victim under 12 years of age and 

• attempted murder victim between 12-17 years of age 

It was therefore not possible to check for matches of Individual cases, as the SAPS would 

not proVide names or detiliis of IndiVidual victims. 

SAPS stallsllCs on murders (Figure 12) and attempted murders (FlQure 13 ) for persons 

less than 18 years of age by age group (under 12 years, and 12- 17 years) are shown 

bel~ 
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Figure 12: SAPS records of murders, 
Western Cape: July 1995 - Dec 1996 

< 12 year olds and 12-17 year oIds 
,, /C----c------------c--------, 

Figure 13: SAPS records of attempted murders, 
Western Cape: I 1995 - Dec 1996 
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Figure 14 shows 1he SAPS records of the total numbers of both murders and attempted 

murders of all persons under 18 years of age for the period July 1995 to December 1 996 



FigurE- 14: SAPS records of murders and 
attem~lted murders: July 1995 - Dec 1996 
All vICtims under 18 years 01 age In ne Weste," Cape 
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Soo,o;e e m", Inlormallon M"""!I""'8111 C.-Ire (SAPS) 

In total , the police reported thai during the pellod July 1995 - December 1996, there were 

89 murders of children and youth 0-18 years of age, and 340 attemptec murders 

Comparison of da ta 

Among hospitals 

General problems wnh reco 'ds kepI al health facillt as ~ere re'lected In the poor quality of 

data obtall1ed durrng thiS slud', Problems thaI were found included the following 

• !ranslers of children 10 otner hOSPItals (Iyplcall j' a higher IevellaCillty) \Nere not always 

recorded 111 registers and folders 

• some children who ware .ecolded as havII19 been Ir'}nsfeffed to other hospitals did not 

appear in Ihe registers 01 the second facility ViSIted (o!lvidence of the :ransfer was found 

In only 42% of the cases) 

• as stated under the limitalOnS for th s stud/, there w~re numerous problems wnh 

hospltat regis ters being I(l(;(;mplete, Illegible or mISs ng (see Appendl:::es 3 and 4) 

Hospitals and mortua pes 

There were 22 cases listed h hospital records that specifICally Indicated the Vlctllns had 

died, and were sent 10 mortL a ry HO\Ne{9r, of these on y ,1 cases were found amongst 

Ihe mortuary records, 8 casu "ere definitely not 111 the mortuary records, and It was 

F lftilltm /fIj!JntlS '" CiJpe TOWn eM iren lind rooll> 



unclear for 3 of the cases whether or nol they were recorded in the mortuary regrsters 

(due 10 pertinent information about name or date of birth not being recorded) 

Mortuary registers Indicated from where the victims had come These registers were 

reviewed for the period 1992-1993, as those were the years for which a database was not 

avai lable ' 

Althou9h the majority of victims had come via a hospital , it was generally not pOSSible to 

find a matching name within the hospital dataset due to the fact that so many of the 

hospital registers from the years 1992 and 1993 were miSSing Also, some of the hospitals 

at which the victim presented were not operatlll9 a 24-hour service at the lime, and thus 

were not In the study database 

However, information was available durrng 1992-1993 fOf several of the hospitals (namely 

Tygerberg VictOria, Groote Schuur, Red Cross and Mitchells Plain Day Hospitals) Of the 

33 people who came 10 the n-ortuary via these hospitals a match was lound In the 

hospital records lor only 8 of lhe vICtims 

!:fQ§pltals and oohce 

Due to the facl that InfOfmatlOfl was not pJovided by lhe SAPS on Individuals who wele 

vlclms 01 anempted firearm murders or murders, It was IlOt poSSible 10 delermine to what 

extent poliCe records corresponded With hospitals However a cornmon impression of the 

police IS thallhere IS ~ttJe communlCatlOfl between the health sector and the polrce 

(personal cornmunrcatlOfl Supenntendent EB Dewey 20 November 1997) 

Potlce aDd mO!lualle! 

Total numbers of murder cases recorded by the SAPS for the Western Cape as a whole 

(n::89) were compared 10 nun-bers of cases obtained from mortuary records (for Cape 

Town metfopolej fOf VICtims under 18 years of age (n::l11) , In 13 of the 18 months 

revrewed, the mortuary cases recorded for Cape Town alone were hlgllerthan the SAPS 

reported cases for the entire Western Cape Thus, at least 20% of firearm-relaled deaths 

'The mortuary dalabaSe did M( ,ndoelle 110m wt\e'lIlhe "1C11m came 
PoII;e dal3 Wa$ 3~alat! .. 1ot 12_11 (ear (lids and under 12 ~lIar oids 
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to persons under 18 years of age were miSSing from the police records These differences 

are shown In Fl9ure 15 
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Figure 15: Comparison of SAPS data and 
mortuary data 

for number Victims under 1 8 years of age 
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Sources of data: Cnme InformlitoOn Management Centre. Cape Town (SAPS) and Salt Rover and TygertJef9 
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Summary of results 

In summary, the total number of Cape Town children and youth who were victims of 

firearm-related incidents during 1 992-1996 was at least 1736, and ofthese, 322 died 

(185%). However, it is possible that some firearm Incidents involVing child ren and youth 

were missed due to problems With data ava ilability and collection 

Preliminary data ind icate that the number of young vict ims continued to Increase In 1997 

Results based on mortuary data indicate that homiCides from all causes are the most 

Important cause of non-natural death among persons aged 0-18 years in Cape Town, and 

firea rm homiCides particularly have been Within the top four leading causes of death In this 

age group for the period 1994-1996 

Data obtained on characteristics of the victims were similar from both hospitals and 

mortuaries There were more Coloured male victims than any other race and sex group 

and more adolescents were victims than younger children However, the recent trend 

appears to be Ihat younger children are Increasingly more likely to be shot 

Data also indicate that more inadents happen at mght. as the maJorrty of chi ldren and 

youth present at hospital between the hours of 22hOO and 05hOO. There was no apparent 

seasonal pattern, however, this is not surprising in a city With a mild year-round climate 

such as Cape Town 

Details about area of residence of the victims were only complete for children and youth 

who died. Key areas over the five year period in which firearm victims lived were Mitchells 

Plain , Khayelitsha, Gugulelu, BellVille South and Elsies River, among others It is 

Important [0 note that area of residence does not necessarily indicate the area In which 

ttle victim was shot. 

Approximately 23% of all teenage vict ims (aged 15-18 years) who died from fi rearm 

woundS had a blood alcohol content of higher than 0,08 grams per 100 mil li litres of btood, 

Indlcatrng that they were intoXicated Information about the blood alcohol content of 

younger Vict ims who died as well as persons seen at hospital was not obtained 
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Information on the body part injured was Incomplete lor most cases seen at hospl1aL 

however the majority of InJunes seen appear 10 have occurred on the limbs (60%), and 

the head and neck (20°"") Those seen althe mortuary were most commonly on the 

head/neck area (38%), and the chest (28%) These findll'lgs confirm findings by Nance, 

Templeton & O'Neill (1994), who found that gunshot wounds to the head were the most 

common body part injury to result in death, bUI thaI many deaths were also due to 

wounds to the back, flank, chest. and abdomen 

Surprisingly approl(lmately 79 4% of those injuries seen at hospi ta l (and for which 

informatIOn was avMable) were classified as moderate or minor This IS particularly 

unexpected considering that Informallon on the degree of injUry severity was obtained 

mostly from tertJary hospitals 

For the maJonty of VICtims seen at hospital 11 was not poSSible 10 determine whether or not 

the Injury was self-inflICted, although. 1\ appears that the maJOflty of inJunes were not setf­

inflICted 

However, whether or nol the Injury was self-Inflicted does not necessarily Indicate intent 

Efforts to determme whether or not the InjUry was IntenllOnal or unintentional were 

unsuccessful for 99% of the hospita l cases in thiS study 

DUfll'Ig the five year period, the majority of deaths were classrflf!d as homicides (n=300, 

93%). Classifications of SUICides (n= 1g 6%) and "accidental death by firearm" (n=3, 1%) 

were few 

Information about where the child or youth was Injured was not known In 52% of all cases 

seen at hospital. However, of those cases for which place of InjUry was known. the most 

common places InJunes occurred were on the road Of pavement (n=536 76% of cases) 

and Inside children s own homes (n=102. 15%) 
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Otner IfTlpotlant flMlIlgs from tnls siudy Include 

• Nineteen youth presented at hospital on more than one occasIOn for gunshot wounds 

• At least 20% (1 oul of 5) of children and youth wtlo were shot dunng the perrod were 

killed or permanenlly disabled It is possible that a higher percentage were permanently 

disabled butlhls was nOI pOSSible to determine 'rom Ihe hospital records 

• Polrce data on murders and allempled murders of children and youth for the trme 

period were poor. 

• There are few linkages among hospital. mortuary, aod polrce data systems 

IllCldence @Ies 

1991 and 1996 Census estimates on the lotal population of Cape Town children and 

youth under the age of 19 years for Ihe study perrod were obtained from Metropol itan 

InformatIOn ServICes Cape Metropolitan Council According to these figures. the 

population of persons under 19 years 01 age In Cape Town was 843 287 In 1991 and 

860 099 in 1996 

Estimates of the same population for the years 1992-1995 were extrapolated based on 

the 1991 and 1996 fi9ures. Incidence rates were Ihen calculated for under 19 frrearm 

mortalrty . incidence of firearm Injuries among under 19 year olds, and the average 

Incidence of firearm Injuries to under 19 year olds for the five year perIOd These are 

shown III Figures 16 and 17 below 

The average incidence of firearm InJunes \0 all persons under 19 years 01 age liVing in 

Cape Town for Ihe period 1992-1996 was 41 g per 100 000 person years 



Figure 16: Firearm mortality rate for persons under 

19 years of age living in Cape Town, 1992-1996 
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Figure 17: Incidence of firearm injuries to persons under 19 
years of age living in Cape Town, 1992-1996 
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DiScuss ion 

This IS the first study which attempts to obtam an eSllmate of the numbers and 

characteristics of firearm-related Injuries for the entire population of Cape Town children 

and youth The findll'lg that there has been an Increase In firearm-related Injunes over the 

past few years confirms the Impressions of those working m the health, mortuary and 

po~ce services In Cape Town, as well as Impressions 01 many in the general pubtlC based 

on dally news headlines 

StudieS from the US have found that gunshot deaths represent between 3.1% and 13% of 

gunshot victims (Nance, Temp~ton & O'Neill. 1994 Heins Kahn & Bjordnal, 1974 

Bartow Niemlrsha 8. Gandhi, 1982, Ordog, Prakash, Wasserbergeret ai, 1987). ThiS 

study found that gunshot deaths represented 18.5% of Victims under 19 years. As stated 

preVIOUSly, IllS possible that some firearm InCidents Involvmg children and youth were 

miSsed due to problems With data availability and collection 

In additIOn. thiS study found that the mclClence of firearm inJunes among under 19 year 

oIds atmostlnpied flom 20 6 per 100 000 In 1992 to 59. I per 100 000 in 1996 The 

firearm mortaJity rate for persons under 19 years of age more than doubled from 3 8 per 

100 000 In 199210 10 1 per 100 000 in 1996 

ImpUcations for prevention programmes 

As LElfer (1997, p 283) has Slated "The catastrophiC loss of young hfe due to 

Interpersonal violence makes a clear case for prevention pnontles in hea lth planning at a 

dlstllct level." 

Indeed, schools, health care programmes, rellQlous inSlitutlons, parents ' organiSations, 

SOCial sefV1ce programmes, law enforcement. Juvenile JUstice policy makers and the media 

all have Important roles to play In preventing the tragedy of child and youth firearm deaths 

and inJunes 

Key components of successful programmes Include conflict management coping skills 

and risk awareness Groups such as Gun Free South Afllca (Braamfontem South Afflca), 



The Centre for Peace Action (UNISA). Ihe Centre to Pre'lent Handgun Violence 

(Washington. DC, USA) and the Medical College of WisconSin, Department of Emergency 

Medicine (USA) all have developed models of community-based programmes 

Implications for health providers 

As this study shows. chl!dren and youth present w ith firearm injuries at all levels of health 

facIlities In Cape Town, This suggests Important implicat ions for training health 

profeSSiOna ls to deal With firearm InJunes (both medical and nursing) in both clinical 

management and in providing health education to patients 

Indeed, health providers have an Important role to play In preventing firearm injuries in 

children and youth through counselling parents about keeping guns out of the home or 

gun safely in the home The American Academy of Pediatrics (AAP) has produced 

informallon packets for physicians to assist in the AAP campaign to prevent firearm inJury, 

These matenals adVise doctors on how to approach parents in a non-judgemental way 

about the danger of guns, dispel common misconceptions about guns, advise them in 

d iSCUSSing guns With their children. and display Informatl'~e matenals In wa iting rooms 

(MP, 1996) 

Implications for policy 

Although current South African legislation rela ting to firearms is considered to be strict by 

international standardS tighter regulations are needed fc r licensing and loopholes exist 

relating to the lending of a firearm, the Justification for olNnlng a firearm. the minimum age 

required to apply for an application for a firearm, and the lack of any competency testing 

of candidates 

In add l\lon, enforcement of lhe legislation has been desCribed as Inadequate by the 

SAPS, by Gun Free South Africa. and even by the South Afr ican Gunowners AssOCI8t1on. 

This legisla\lon IS currently under rev iew by a national committee charged with 

Invesllgating the control of legal firearms In Soulh Afnca 

Some of the recommendat ions of th is Committee include . 
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• appropriate educallon programmes be used to inform the public of alternallve 

methods of setf-defence that are avaitable 

• the concealment of a firearm, when being carried in public, be encouraged 

• a firearms injury database be Instituted and information relating to all inJuries 

sustained by means of a firearm be co lected for the purpose of Informing 

prevention programmes 

• the various fi rearms databases be hnked ; thaI the databases of the Central Firearms 

Register and the Criminal Record Centre be linked ; and thaI the posslblhty of lin king 

Ihe planned NATIS database 10 thai of the Central Firearms Register be 

Investigated 

• an amnesty period for the voluntary surrender 01 firearms. 

Another prOject underway at the national level IS the National Firearm Plan from the 

SAPS Primary aims of th is plan are to 

• address the huge pool of weapons obtained through illegal means (e.g. , through 

smuggling or theft) 

• Improve statistics and reporting (currently very poor and does not provide adequate 

details about crimes) 

• moblhse pubhc support through programmes for youth, and on firearm safety and 

education 

In Cape Town, the lack of confidence in the law has made some people believe thallhey 

need to take the law into their own hands ThiS IS clearly eVident by the popularity of the 

community-organised group People Against Gangsterism and Drugs [PAGAD) Efforts 

must be made to develop a police force and judicial system that inspires the confidence of 

the people 

Finally, the fact that many Injuries occurred inside children 's own homes has important 

implications for poliCies such as trigger safety locks, safes In the home, and other 

measures to reduce children's accesslblhty to guns 



Implications for the development of information systems 

The difficulty experienced during this study in obtaining quality data on trauma-related 

injuries Illustra tes a need for the development of adequate Information systems 

As lerer, Matzopoulos & Bradshaw (1995) state, poor statistics hamper the Identification 

of problem areas and the equitable allocation of health resources Further accurate and 

comprehenSive data are necessary to highlight areas amenable to a range of 

interventions. 

Currently, proper Injury surveil lance does not eXist In Cape Town. Only two hospi tals 

reviewed during this study use a data collection sheet which facil itates a descriptJon of 

specific details about the nature of the injury and how it occurred Most hospital records 

give minimal Information about the nature of the Injury 

Unks among hospital data systems need to be Improved, which would be facilitated by the 

use of a uniform data intake form for trauma or casua lty units However, it IS recognised 

that problems In collec\lOn, aggregatJon and InlerpretatJon of proper statist iCs eXist among 

health facIlit ies In Cape Town for many other types of data as well 

In addition, links between the health sector and police and pathologist systems need to be 

improved As all non-natural deaths reqUire a post-mortem examination firearm-related 

deaths are reported to the police However, there IS nOt a system operating In Cape Town 

to link injuries seen by health professionals with the police {aSide from those pallents who 

are Implicated In a cnme)_ This wou ld assist In understanding the nature of the problem In 

the city. and would keep police better Informed about where inCidents occur and 10 whom 

An Integrated injury reponing system for health services in collaboratton with pathologists 

and police (Including information on the patient, perpetrator, f irearm and enVIronment) 

wuukl YI~dUy I",cilitdh:! d bt:!tll:!l UIlUI:!IS\dIlU ilig ur tile natUie ur thl:! plul;terrl. i:IIlU wuulu I;I:! 

useful in generatrng information to direct prevenhve straleg les and to target resources to 

areas of greatest need. 

Fu-"arm "'Junes in cap" Town chJdrnn and )'OIJlh 



Fmd:ngs from this study also have Illustrated the poor quality 01 police data Poh~ 

records should provide more detail about the characteristics of children being affected the 

perpetrators, types of gun used and other pertinent mformatJon 

In conclUSIOn, a surveillan~ system should be established that will provide uniform data 

on IirealTll-reiated monallty and morbidity to aid m risk factor research and development 

and evaluatIOn of Intervenllon programs Information from thiS surveillance system Will 

allow for both a more mformed public debate and better public policy 

Implications for research 

Through thiS study. several gaps m our understanding of firearm-related Intunes m 

ctllldren and youth have been Idenllfied QuestiOns remamlng Include 

• What are Ihe circumstances surrounding inJunes and deaths? WhICh of these are 

mtentlonal? Whal are the contributing factors {lor example. substance abuse. gang 

actlvilies. etc_l? 

• What are the sources of firearms (for example. are they obtamed by Illegal means. or 

through peers or a family member)? 

• To what e_tent are firearm mJunes among children and youth a problem In other parts 

of the country. including rural areas? 

• What types of firearms are bemg used? 

• To what extent are other types of weapons (such as pangas. knrves. etc) used m 

I"luries and deaths among children and youth? 

• Why do children and youth want to carry gur;s? (e g • 00 they fee l they need to protect 

themselves? Do they see a gun as a status symbol?) 

• Wllch rlrearm rnlury preventlOll programmes are In e_lStence? VVhat are the key 

aspects for success? 

• What IS the economic cost of firearm-related intunes among children alld youth to the 

public health system? 



Conclusion 

"Blame it on apartheid for creating the conditions in the first place. Blame it on the 

govemment for failing to deliver to an already depressed community. Blame it on a 

corrupt police force, poverty, unemployment, bad parenting, drugs, American movies, 

rap music and of course, the media. It is a familiar refrain. But in the festering wounds of 

the Cape Flats, symptom, cause and consequence tend to converge, with no immediate 

cure in sight. " 

- Hazel Friedman, The Sunday Independent, 2 February 1998. 

"How gangs tore out a community's heart." 

It is clear from both the limited statistics that are available and daily reports in the press 

that the availability of guns in South Africa contributes significantly to the incidence of 

violent crime. The trend in Cape Town seems to be that higher numbers of children and 

youth are being affected each year. Recent newspaper reports indicate that applications 

for gun licenses have doubled in recent months in certain communities on the Cape Flats, 

notably the "hot spots" outlined in this report . 

What is happening in Cape Town is, unfortunately, only the tip of the iceberg: the SAPS 

have reported that during the first 6 months of 1995, 80% of all murders committed with 

firearms were recorded in the provinces of Natal and Gauteng. 

As has been observed in this report, the prevention of firearm injuries will require a multi­

faceted approach that incorporates reduced accessibility, improved education among both 

policymakers and the general public, community-based prevention programmes, 

improved surveillance and enforcement of appropriate legislation. Implementation of all of 

these strategies together will undoubtedly make a substantial contribution to preventing 

firearm injuries among children and youth in the future. 
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Appendices 



Appendix 1: Coding Sheet For Hospital Data 

Hospital 

Groote Schuur 
Tygerberg 
Red Cross 
Somerset 
Victoria 
False Bay 
Conradie 
Wesfleur 
Hanover Park 
Hottentots Holland 
Elsies River 

Hospital Number 

GSH 
TYG 
RXH 
SOM 
VIC 
FAL 
CON 
WES 
HAN 
HHH 
ELS 

Khayelitsha 
Mitchells Plain 
Citipark 
Constantiaberg 
Ourbanville 
Gatesville 
Milnerton Mediclinic 
2 Military 
N1 City 
Wynberg 

KHA 
MPL 
CIT 
CBG 
OUR 
GAT 
MIL 
2M 
N1 
WYN 

Indicate the number assigned to the child by the hospital (folder number) 

Surname 
Indicate the child's surname 

First Name 
Indicate the child's firstname 

Race/Sex 
Integers 1-8 are allowed 
Indicate the child's race and sex as follows: 
1- white male 5- asian male 
2- white female 6- asian female 
3- coloured male 7- black male 
4- coloured female 8- black female 

Date of Birth 
Indicate the child's birth date as follows: dd/mm/yy. If the exact date is not known, 
type in 01/011 and then the year. 

Date of Injury 
Indicate the date the firearm injury occurred as follows: dd/mm/yy. 

AgeKidY 
EPI INFO will automatically calculate the child's age. 

Time Admitted 
Indicate the time the child was admitted to trauma/casualty as 00-23 (round off to 
the nearest hour). 

Time injured 
Indicate the time the child was injured as 00-23 (to do this you will need 
to subtract the number listed on the trauma record in "hours since accident" 
from "time". (round off to the nearest hour). 



Place 
Indicate where the firearm injury occurred using the following categories: 
1. own home 3. other home inside 7. public place 

inside 4. other home outside 8. sport 
2. own home 5. road/pavement 9. other 

outside 6. school/creche 10.unknown 

Major area name 
Indicate the area in which the injury occurred as follows: 

ATH ATHLONE 
ATL ATLANTIS 
BEL BELLVILLE 

BEL-8 BELLVILLE-SOUTH 
BIS BISHOP LAVIS 

BLA BLANKEN BERG 
BLH BELHAR 

MAN MANENBERG 
MIL MILNERTON 

MPL MITCHELLS PLAIN 
MUI MUIZENBERG 

NOO NOOITGEDACHT 
NYA NYANGA 
OCE OCEAN VIEW 
ONB ONBEKEND 
OTT OTTERY 
PAA PAARL 
PHI PHILIPPI 

BLKH BLACKHEATH 
BLU BLUE DOWNS 
BON BONTEHEUWEL 
CLA CLANWlLLlAM 
DED DE DOORNS 
DEL DELFT 

PHILADELPHIA PHILADELPHIA 

Admission 

DUR DURBANVILLE 
EER EERSTE RIVER 
ELS ELSIES RIVER 
FAC FACTRETON 
FIS FISH HOEK 

GOO GOODWOOD 
GRA GRASSY PARK 
GUG GUGULETHU 
HAN HANOVER PARK 
HEI HEIDEVELD 

HOU HOUTBAY 
KAL KALKSTEINFONTEIN 
KEN KENSINGTON 
KHA KHAYELITSHA 
KRA KRAAIFONTEIN 
KTC CROSSROADS 
KUI KUILSRIVER 

LAN LANGA 
LAV LAVENDER HILL 
LOT LOTUS RIVER 

MAC MACASSER 
MAl MAITLAND 

Integers 1-3 are allowed 
Indicate whether the child was: 
1. not admitted 
2. admitted to Trauma Unit 
3. admitted directly to other ward or ICU 

Disposal 
Integers 01-10 are allowed 
Indicate where the child was sent after the Trauma Unit: 
01. absconded 06. ward 
02. home/GP 07. bums unit 
03. day hospital 08. ICU 

PIN PINELANDS 
RAV RAVENSMEAN 
RET RETREAT 
ROB ROBERTSON 
RON RONDEBOSCH 
SAL SALDANLHA 
SAR SAREPTA 
SCO SCOTTSDENE 
SIM SIMONSTOWN 
SLP SIR LOWRY'S PASS 

SOM SOMERSET WEST 
SPR SPRINGBOK 
STR STRAND 
SUT SUTHERLAND 
TAB TABLEVIEW 
UIT UITSIG 

VAL VALHALLA PARK 
VRD VRDENDAL NORTH 
VRE VREDENBURG 
WET WETTON 
WOR WORCESTER 
WOO WOODSTOCK 

04. other hospital 09. childcare agency 
05. outpatients 10. died 



Unconscious 
Indicate whether the child was unconscious when he/she arrived in trauma 
with Y /N or 99 if unknown 

Shock 
Indicate whether the child was in shock when he/she arrived in trauma 
with YIN or 99 if unknown 

Resuscitation 
Indicate whether the child required resuscitation when he/she arrived in 
trauma with YIN or 99 if unknown 

Anaesthetic 
Indicate whether the child required anaesthesia when he/she arrived in trauma 
with Y /N or 99 if unknown 

Self inflicted? 
Indicate whether or not the injury was self inflicted with YIN or 99 if 
unknown 

More data 1? 
Y, N or blank entry allowed. If you type uN", the curser will jump to "Intentionality" 
(see below). Type Y if you have information to record about the child's anatomy, 
pathology, AIS, or treatment (see below). Note: The same applies for More 
data 2 ?, More data 3 ?, and More data 4 ? 

Anatomy 
Indicate which part of the child's anatomy was injured by the firearm as 
follows: 

01. no injury 11. ear 
02. scalp 12. face - other 
03. skull 13. neck 
04. brain - dosed 14. oesophagus 
05. brain - open 15. shoulder girdle 
06. eye(s) 16. shoulder joint 
07. nose 17. upper arm 
08. facial bones 18. elbow (s condylar) 
09. mouthlorophar. 19. elbow - other 
10. mandible 20. forearm 

Anatomy other 

21. wrist 
22. hand 
23. nerve plexus 
24. thorax cage 
25. thorax resp. 
26. thorax evs 
27. abdominal wall 
28. abdominal viscus 
29. kidney/ureter 
30. bladder/urethra 

31. pelvis 
32.perineunVbuttock 
33. vertebral column 
34. spinal cord 
35. hiplfemoral neck 
36. femor - shaMhigh 
37. knee region 
38. tib.lfib. shaft/calf 
39. ankle region 
40. foot 

Indicate which part of the anatomy has been injured if it is not possible to put 
a code to it. (The same applies to the data items labeled: Pathology other, AIS 
other, and Treatment other.) 

Pathology 
Indicate the pathology of the injury as follows: 

01. none 10. nerve injury 
02. concussion 11. muscleJtendon injur 
03. abrasions 12. dislocation 
04. dosed tissue 13. joint injury - closed 
05. laceration - superfic 14. joint injury - open 
06. laceration - complic 15. fracture - pathol 
07. avulsion/amputation 16. fracture - dosed 
08. bums 17. fracture - open 
09. vascular injury 18. fracture dislocation 

19. foreign body 
20. pneumothorax 
21. haemothorax 
22.haemopneumothora 
23. eSA no injury 
24. CSA injury present 
25. other 



AIS 
Indicate the child's Abbreviated Injury Score (AIS) as follows: 

1. minor 3. severe 
2. moderate 4. mortal 

Treatment 
Indicate the treatment given to the child as follows: 

1. advice/medication/HIF 6. open operation 
2. dressings/simple POP 7. amputation 
3. clean and suture 8. skin graft 
4. observation/traction 9. other 
5. EUAlMUA 

Intentionality 

Notes 

If possible, indicate whether or not it is known if the injury was intentional or 
unintentional as follows: 
1. intentional 
2. unintentional 
3. cannot be determined 

NB: In almost all cases, it will not be possible to determine whether the 
injury was intentional or not. If you are not sure, rather code the answer 3. 

Write down any notes recorded that may provide additional information about 
the injury or child (e.g., child was shot by police during a buglary attempt). 
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Appendix 3: Hospitals included in the study: 
An overview of registers reviewed and registers missing 

HOSPITAL REGISTERS REVIEWED REGISTERS MISSING 
TERTIARY 
Red Cross database used 
Tygerberg database used 
Groote Schuur database used 
SECONDARY 
Conradie 1992: all dates 

1993: all dates 
1994: all dates 
1995: 1 Jan - 5 February 
1996: 7-21 July, 8-29 April, 6 
May - 2 June, 1-21 July, 12-25 
Aug, 9-22 Sept, 1-20 Oct 

False Bay 6 April 1992-15 March 1993 
Hottentots Holland ALL 
Somerset ALL 
Victoria 25/12195-1/1/96 1992:15 Jan - 24 April 

1/12195-9112195 1993:12 Aug - 6 Oct 
1996: 1-16 March 

Wesfleur 1992: April 
1993: June - Oct 
1994:1-10 Nov 

Community Health Centres 
Elsies River ALL 
(24 hour since Jan 1994) 
Hanover Park 1992: all dates 
(24 hour since Feb 1993) 1993: 4-27 Nov 

1994: 24 July -7 Aug and 29 
Aug -10 Oct 
1995: 12-25 Nov 
1996: 1-12 Jan and 19 Feb - 8 
March 

Khayelitsha 1993: Feb-Dec 
(24 hour since Feb 1993) 1994: 1 May -31 Dec 
Mitchells Plain ALL 
(24 hour before Jan 1992) 
PRIVATE HOSPITALS 
CitiPark 9 Aug 1995 - 31 Dec 1996 1992: all dates 
(24 hour before Jan 1992) 1993: all dates 

1994: all dates 
1995: 1 Jan - 8 Aug 

Constantiaberg no cases reported 
(24 hour since Jan 1996) 

, Durbanville Aug 1995-Dec 1996 1996: 29 April - 22 June 
(24 hour since Aug 1995) 
Gatesville no cases reported 
(24 hour before Jan 1992) 
Milnerton MediClinic no cases reported 

, (24 hour since May 1994) 
2 Military Permission to review records 
(24 hour before Jan 1992) was not granted 
N1 City ALL 
(24 hour before Jan 1992) 
Wynberg no cases reported 
(24 hour since Jan 1996) 
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Appendix 5: Coding Sheet for Mortuary Data 

MORTUARY MOD 
1 = Salt River Method of death 
2 = Tygerberg 1 = homicide 

2 = suicide 
DR 3 = accident 

Death record number 4 = other 
5 = natural 

SEX 
1 = male OCC 
2 = female Occupation of deceased 
3 = undetermined 1 = child 

2 = scholar 
RACE 3 = student 

1 = Black 4 = unemployed 
2 = Coloured 5 = labour 
3 = White 6 = blue collar 
4 = Unknown 7 = professional 

8 = pensioner 
AGE 9 = unknown 

Age of deceased 
BAC 

DOB Blood alcohol content 
Date of birth 

CO 
DOD Carbon monoxide level 

Date of death 
TOX1 

PLACE Toxocology measurement 1 
Community or part of town 
where death occurred TOX2 

Toxocology measurement 2 
COD 

Cause of death TOX3 
922 = accidental firearm Toxocology measurement 3 
955 = suicide by firearm 
965 = homicide by firearm ADDRESS 

Address of deceased 

NOTES 



Appendix 6: Tables from Analyses 1 

Tables from hospital data 

Table 10: Children seen at Cape Town public and private sector hospitals, 
by hospital and year, 1992-1996 

Hospital 1992 1993 1994 1995 1996 TOTAL 
Groote Schuur 87 135 159 222 143 746 

Red Cross 17 20 20 36 37 130 
Tygerberg 24 29 35 75 74 237 
Conradie ? ? ? 26 46 72 

Elsies River 1 11 8 20 
False Bay ? 3 0 4 0 7 

Hanover Park ? 3 3 5 11 
Hottentots Holland 1 7 6 10 11 35 

Khayelitsha ? 1 5 14 20 
Mitchells Plain 0 0 8 35 40 83 

Somerset 3 3 4 5 7 22 
Victoria 7 6 16 3 27 59 

Wesfluer 3 1 3 8 9 24 
Citipark ? ? ? ? 0 0 

Constantiaberg 0 0 
Durbanville 0 0 0 
Gatesville 0 0 0 0 0 0 

Milnerton Mediclinic 0 0 0 0 
N1 City 0 0 1 ~ 0 1 

Wynberg 0 0 
2 Military ? ? ? ? ? ? 
TOTAL 142 204 257 443 421 1467 

Notes: ? Indicates that It was not pOSSible to review any registers for that year. 
A blank cell indicates that the facility was not operating during that year. 

Table 11: Children seen at Cape Town public and private sector hospitals 
by race and sex, 1992-1996 

Race/Sex Number Seen Percentage of Total 
white male 11 
white female 7 
coloured male 906 
coloured female 155 
black male 328 
black female 60 
TOTAL 1467 

'Percentages shown do not always add up to 100% due to rounding. 

0.71 
0.4 I 

61.8 
11.0 
22.0 
4.0 

100.0 



Age of patient 
(In years) 

<1 
1 
2 
3 
4 
5 
6 
7 
8 
9 

Table 12: Children seen at hospitals 
by age, 1992-1996 

Number seen Age of patient 
(In years) 

4 10 
8 11 
14 12 
10 13 
16 14 
13 15 
15 16 
12 17 
17 18 
17 TOTAL 

Number seen 

17 
33 
32 
47 
87 
162 
245 
369 
350 
1467 

Table 13: Times children and youth with firearm injuries were 
admitted to hospital, 1992-1996 

Hour of day 
Unknown 

01hOO 
02hOO 
03hOO 
O4hOO 
05hOO 
06hOO 
07hOO 
08hOO 
09hOO 
10hOO 
11hOO 
12hOO 

Month' No. 
Year 
01/92 8 
02192 9 
03/92 15 
04192 5 
05/92 18 
06192 6 
07/92 8 
08/92 17 
09/92 14 
10/92 18 
11/92 12 
12192 12 

Number seen Hour of day 
403 13hOO 
104 14hOO 
135 15hOO 
139 16hOO 
84 17hOO 
31 18hOO 
23 19hOO 
8 20hOO 
17 21hOO 
14 22hOO 
25 23hOO 
14 24hOO 
22 TOTAL 

Table 14: Time of year injuries occurred 
hospital data, 1992-1996 (n=1467) 

Monthl No. Month' No. Month' No. 
Year Year Year 
01/93 4 01/94 17 01/95 13 
02193 8 02194 14 02195 27 
03/93 12 03/94 19 03/95 34 
04/93 15 04/94 10 04/95 31 
05/93 16 05/94 21 05/95 16 
06193 28 06/94 8 06/95 27 
07/93 26 07/94 23 07/95 33 
08/93 19 08/94 21 08/95 42 
09/93 18 09/94 28 09/95 42 
10/93 15 10/94 32 10/95 54 
11/93 20 11/94 28 11/95 50 
12193 23 12/94 33 12195 36 

Number seen 
12 
16 
17 
13 
25 
19 
19 
27 
26 
32 
83 
159 
1467 

Month' No. 
Year 
01/96 50 
02196 23 
03/96 43 
04/96 47 
05/96 29 
06196 30 
07/96 29 
08/96 33 
09/96 33 
10/96 40 
11/96 31 
12196 33 



Table 15: Places of residence of firearm injury victims 
hospital data, 1992-1996 (n=1467) 

Area Number Area Number 
Unknown 864 Macasser 9 
Athlone 14 Maitland 1 
Atlantis 28 Manenberg 16 
Bellville 3 Milnerton 2 
Bellville-South 14 Mitchells Plain 33 
Bishop lavis 7 Muizenberg 3 
Blankenberg 2 Nooitgedacht 1 
Belhar 28 Nyanga 17 
Blackheath 4 Ocean View 1 
Blue Downs 1 Onbekend 1 
Bonteheuwel 25 Ottery 8 
Clanwilliam 1 Paarl 3 
De Dooms 2 Philippi 10 
Delft 9 Philadelphia 1 
Durbanville 1 Pinelands 1 
Eerste River 11 Ravensmean 10 
Elsies River 87 Retreat 22 
Factreton 7 Robertson 1 
Fish Hoek 9 Rondebosch 1 
Goodwood 1 Saldanlha 1 
Grassy Park 11 Sarepta 1 
Gugulethu 19 Scottsdene 1 
Hanover Park 15 Simonstown 1 
Heideveld 3 Sir lowry's Pass 6 
Hout Bay 3 Somerset West 2 
Kalksteinfontein 8 Strand 17 
Kensington 
Khayelitsha 
Kraaifontein 
Crossroads 
Kuilsriver 
langa 
lavender Hill 
lotus River 

Self-inflicted 
Not self-inflicted 
Unknown 
TOTAL 

3 Sutherland 1 
49 Tableview 1 
17 Uitsig 10 
2 Valhalla Park 9 
4 Vrdendal North 1 
17 Vredenburg 1 
1 Worcester 1 
1 Woodstock 1 

Table 16: Classification of injuries as self-inflicted, 
not self-inflicted, or unknown 

hospital data, 1992-1996 

Classification Number recorded 
5 

183 
1279 
1467 



Anatomy # 
scalp 7 

skull 16 

brain/ 3 
closed 
brain/open 12 

eye(s) 12 

nose 1 

maxilla 1 

mouth 4 

mandible 4 

Pathology 
none 
abrasions 
closed tissue 

Table 17: Anatomy code assigned to injuries 
hospital data, 1992-1996 (n= 497) 

Anatomy # Anatomy # Anatomy 
ear 5 hand 30 perineum! 

buttock 
face 17 nerve 0 vertebral 

plexus column 
neck 15 thorax 26 spinal 

cage cord 
oesopha- 1 thorax 13 hip/ 
gus resp. femoral 

neck 
shoulder 22 thorax 3 femur-

CVS shaft thigh 
upper arm 17 abdomen 43 knee 

region 
elbow 7 kidney/ 0 tib/fib 

ureter shaft/calf 
forearm 15 bladder/ 2 ankle 

urethra 
wrist 4 pelvis 7 foot 

Table 18: Pathology code assigned to injuries 
hospital data, 1992-1996 (n=268) 

# Pathology 
2 sprainllig - rupture 
5 joint injury - open 
6 fracture - pathol. 

laceration - su perficial 25 fracture - closed 
laceration - complic. 
avulsion/amputation 
vascular injury 
nerve injury 
muscle/tendon injury 

50 fracture - open 
55 fracture - dislocation 
1 foreign body 
6 pneumothorax 
4 other 

Table 19: AIS code assigned to injuries 
hospital data, 1992-1996 (n=282) 

AISCode Number 
1 127 
2 97 
3 49 
4 9 

# 
15 

11 

6 

6 

78 

76 

32 

8 

30 

# 
8 
1 
4 
27 
4 
18 
1 
2 
7 



Treatment 
Advice/medicine only 
Dressing/simple 
Suture 
Manipulation 
Amputation 

Table 20: Treatments given for injuries 
hospital data, 1992-1996 (n=300) 

Number Treatment 
26 Open operation 
91 drainage 
29 skin graft 
11 other 
4 

Table 21: Places where injuries occurred 
hospital data, 1992-1996 

Places Number of times occurring 
Unknown/Other 765 
Own home inside 102 
Own home outside 28 
Other home inside 9 
Other home outside 6 
Road/pavement 536 
SchooVcreche 2 
Public place 16 
Sport 3 
TOTAL 1467 

Number 
66 
1 
0 
72 



Tables from mortuary data 

Table 22: Total numbers of firearm deaths to persons under 19 years of age as 
recorded at mortuaries, 1992-1996 

Year 

1992 
1993 
1994 
1995 
1996 

Race/sax 
(%) 

1992 
1993 
1994 
1995 
1996 

Salt River Tygerberg 
Mortuary Mortuary 

32 0 
39 4 
47 24 
48 41 
50 37 

Table 23: Victims of firearm injuries, race and sex 
mortuary data 

Coloured Coloured African African White Male 
Male Female Male Female 
53% 12% 28% 0% 
51% 5% 37% 0% 

73% 24% 
81% 15% 

61% 16% 17% 3% 

Table 24: Percent of cases at different ages 
mortuary data, 1992-1996 

3% 
7% 

1% 

Age 1992 1993 1994 
<1 0 0 0 
1 1 0 0 
2 0 0 1 
3 0 0 0 
4 0 0 2 
5 1 0 0 
6 0 0 0 
7 1 0 0 
8 1 0 0 
9 0 1 1 
10 1 1 3 
11 0 0 0 
12 1 0 0 
13 1 0 2 
14 1 2 1 
15 2 6 6 
16 2 1 13 
17 2 10 19 
18 18 22 23 

TOTAL 32 43 71 

3% 
3% 

1995 
4 
1 
0 
0 
1 
0 
0 
1 
1 
1 
3 
2 
1 
1 
1 
7 
8 

23 
33 
89 

Total 

32 
43 
71 
89 
87 

White 
Female 

3% 
0% 

1% 

1996 
1 
2 
1 
1 
0 
1 
0 
1 
1 
0 
0 
1 
2 
3 
3 
7 
17 
23 
23 
87 



1992 
1993 
1994 
1995 
1996 

Table 25: Percent of total victims that were 13-18 years old 
by year, 1992-1996 

mortuary data 

Year Number of 13-18 Total cases % oftotal 
yearolds 

26 32 
41 43 
64 71 
73 89 
55 87 

Table 26: Months in which deaths occurred 
mortuary data, 1992-1996 

81 
95 
90 
82 
63 

Month 1992 1993 1994 1995 1996 
January 1 2 8 8 
February 2 0 2 5 
March 3 2 1 9 
April 1 0 4 5 
May 4 2 13 3 
June 1 9 3 9 
July 3 4 3 5 
August 7 4 7 9 
September 1 2 4 6 
October 3 8 9 14 
November 3 5 7 11 
December 3 5 10 4 
TOTAL 32 43 71 89 

Table 27: Blood alcohol content of teenage victims (ages 15-18 years) 
mortuary data, 1992-1996 

9 
7 
7 
6 
2 
7 
13 
6 
4 
11 
9 
6 
87 

Blood Alcohol Content 1992 1993 1994 1995 1996 
0 13 21 35 42 26 
99 5 4 10 1 11 
.01 0 0 0 2 5 
.02 0 2 0 1 2 
.03 0 1 1 1 3 
.04 0 0 0 4 3 
.05 0 1 0 2 0 
.06 1 1 1 3 1 
.07 0 0 1 1 1 
.08 0 0 0 0 0 
.09 0 4 0 2 2 
.10 1 0 1 2 0 
.11 0 1 1 0 1 
.12 0 1 2 1 2 
.13 1 1 1 0 1 
.14 0 1 0 4 1 
.15 0 0 1 0 0 
.16 1 0 1 2 1 
.17 0 0 0 0 2 
.18 0 0 0 0 2 
.19 0 0 0 0 2 
.20 0 1 1 0 0 



Blood Alcohol Content 1992 1993 1994 
.21 
.22 
.23 
.27 
.32 

TOTAL 

2 0 
0 0 
0 0 
0 0 
0 0 

32 43 

Table 28: Classification of deaths 
mortuary data, 1992-1996 

2 
1 
1 
0 
1 

71 

Classification 1992193 1994 
Murder 
Suicide 
Unknown 
TOTAL 

Coloured Male 
White Male 
African Male 
Coloured Female 
White Female 
African Female 

Anatomy 
Unknown 
head/skulVbrain/face 
neck 
chest 
chest/abdomen 
chest/back 
chest/neck 

68 64 
3 7 
4 0 
75 71 

Table 29: Suicide victims, by race and sex 
mortuary data, 1992-1996 (n=19) 

Table 30: Part of anatomy causing death 
mortuary data, 1992-1996 (n=76) 

Number Anatomy 
13 heart 
25 abdomen 
4 back 
18 abdomen/thigh 
2 thigh 
2 multiple injuries 
1 

1995 1996 
2 2 
0 1 
0 1 
1 0 
0 0 
89 87 

1995 1996 
82 84 

I 6 3 
1 0 

89 87 

58% 
21% 

0% 
10% 
10% 
0% 

Number 
3 
3 
1 
1 
1 
2 



Table 31: Comparison of SAPS data and Mortuary data 
for murder victims under 18 years of age 

July 1995-December 1996 

MonthlYear Number of murders for the Number of murders for the 
entire Western Cape Cape Town metropole only 

(according to SAPS data) (obtained from mortuary 
records) 

July 1995 5 2 
August 1995 3 5 
September 1995 2 3 
October 1995 9 7 
November 1995 9 8 
December 1995 2 3 
January 1996 7 8 
February 1996 4 7 
March 1996 3 7 
April 1996 5 6 
May 1996 2 2 
June 1996 4 7 
July 1996 8 13 
Aug 1996 5 6 
Sept 1996 3 4 
Oct 1996 9 11 
Nov 1996 4 8 
Dec 1996 5 4 
TOTAL 89 111 

Sourc_ of data: Crime Information Management Centre, Cape Town (SAPS) and Salt River and 
Tygerberg Forensic Mortuaries. 




