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GLOSSARY 

ACC 

 

Accident Compensation Corporation. 

Active claim (ACC) A claim being paid out in any given time period, regardless of when it was 

first registered.  An active claim can be a new claim or one first registered 

before the stated time period. 

Active entitlement 

claim (ACC) 

A claim still being paid out, regardless of when it was first registered, for 

(usually) moderate and serious injuries requiring compensation for more 

than just primary health care or dental expenses. 

Animate Relating to a living thing (animal). 

Area unit A (usually) small geographic area in between a meshblock and territorial 

authority in size.  In urban areas, area units are often suburbs with 

populations of about 3,000–5,000.  In rural areas, area units can have much 

smaller populations. 

ASR Age-standardised rate ‒ rate adjusted for the age structure of the 

population. 

Awa River (Māori). 

DHB District Health Board. 

ED Emergency Department. 

Entitlement claim 

(ACC) 

A claim for a (usually) moderate or serious injury involving more than just 

primary health care or dental expenses.  The claim could also include costs 

such as lost income, attendant care or childcare, specialised equipment, or 

vehicle or home modifications. 

GP General practitioner (family doctor). 

Hospitalisation A day-patient or inpatient admission to a New Zealand public hospital 

(excludes hospital emergency department attendances). 

ICD International Classification of Diseases. 

Inanimate Relating to a non-living thing (non-animal). 

Injury-related 

health loss 

The total number of years of life lost and years lived with disability resulting 

from fatal and non-fatal injuries (Ministry of Health and Accident 

Compensation Corporation 2013). 

Intentional injury Injury resulting from a deliberate act such as self-harm or assault.   
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ISC International Safe Community (formerly known as WHO Safe Community). 

Iwi Māori tribe(s), people. 

Kaumātua Māori elder(s). 

Kaupapa Māori genealogy, lines of descent. 

Kaupapa Māori  Māori approach, customary practice, ideology, ways of doing things 

LAP Local alcohol policy. 

Main urban area A large urban area centred on a city or major urban centre, with a minimum 

population of 30,000.  

Minor urban area An urban area centred around a smaller town with a population between 

1,000 and 9,999. 

New claim (ACC) A claim for injury-related costs first registered in the stated time period.  

Excludes active claims that are still being paid out in the stated period, but 

were first registered at a previous time. 

New entitlement 

claim (ACC) 

A claim first registered in the stated period, for (usually) moderate and 

serious injuries requiring compensation for more than just primary health 

care or dental expenses. 

New Zealand 

Deprivation Index 

2013 (NZDep2013) 

A measure or ‘index’ of the levels of socio-economic deprivation in different 

geographic areas / neighbourhoods of New Zealand.  The index is based on 

an area’s average levels of income, home ownership, sole-parenting, 

employment, educational qualifications, household living space and access 

to the internet and vehicles. 

NZDep2013 decile 1 indicates that people are living in the least-deprived 

10% of New Zealand neighbourhoods, while NZDep2013 decile 10 indicates 

that people are living in the most deprived 10% of New Zealand 

neighbourhoods.  (See Atkinson et al. 2014 for further details). 

Other rural area A non-urban area not based around a rural centre.  

Papa kāinga / 

Papakāinga 

Original home, communal Māori land. 

PHO Primary health organisation. 

Rural centre An area unit with a population between 300 and 999 people that is not 

defined as urban.  

SCFNZ Safe Communities Foundation New Zealand. 
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Secondary urban 

area 

An urban area with a population between 10,000 and 29,999 people, 

centred on a larger regional centre (Whanganui District has no secondary 

urban areas).  

Sequelae (Long-term) consequences. 

SUV Sport utility vehicle. 

Te Tiriti o Waitangi Treaty of Waitangi. 

TLA / TA Territorial local authority / territorial authority. 

Unintentional 

injury 

Injury from a non-deliberate / accidental event such as a fall, car crash, fire.   

WAM Whanganui Accident and Medical. 

WDHB Whanganui District Health Board. 

Whānau Family (Māori). 

Whenua Land (Māori). 

WHO World Health Organization. 
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Notes to readers 

Detailed statistical tables and other background information for this report are available from Safer 
Whanganui (contact details at the front of this report).  
 
A summary of this report is also available, see: Hodges I, Maskill C, Maskill J. (2017). Safer 
Whanganui Community Needs Assessment 2017: Summary Report.  Whanganui: Safer Whanganui.  
 
All injury data in the report and accompanying statistical tables should be interpreted carefully, 
especially when assessing possible reasons for trends or changes identified.  Some rates, especially 
death rates, may be based on a small number of cases.  Data based on use of hospital or insurance 
services may vary for reasons apart from the true incidence of injury in a population.  Changes in 
admission policies, bed availability, insurance entitlements, healthcare technologies, information 
systems and other factors may all influence service utilisation data.  
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POPULATION 42,150 

25 DEATHS 

1,580 HOSPITALISATIONS 

3,720 EMERGENCY 
DEPARTMENT VISITS 

21,900 ACC INSURANCE  
CLAIMS including 4,100 active claims 
for moderate or serious injury 

Sources of data: Statistics NZ, Ministry of Health, Whanganui District Health Board, ACC.  Population is 2013 NZ Census usually-resident population.  Deaths are the 10-year 
annual average 2004–2013. Hospitalisations are annual average inpatient and day patient admissions for the 5 years 2011–2015. Emergency department visits are injury 
presentations at Whanganui Hospital’s emergency department. ACC statistics are for active claims in 2015 (new claims plus ongoing claims). Claims for moderate or serious 
injury are entitlement claims.  

Whanganui District’s Annual Injury Toll 
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People of the Whanganui District 

Population: 42,150 (2013 census) 

• 8,517 children (aged 0–14) 

• 5,067 young people (aged 15–24) 

• 20,454 adults (aged 25–64) 

• 8,112 older people (aged 65+). 

Whanganui District has more people aged 65+ than the 
national average (19% versus NZ’s 14%). This ‘ageing’ of 
the district’s population is set to continue. The district’s 
population is also projected to decline slowly in the future, 
dropping to 40,200 by 2043. 

Urban/Rural: 90% of residents live in Whanganui City, the 
district’s largest urban centre. 

 

 

 

Ethnicity and cultures 
• 9,141 residents 

self-identify as 
Māori.  This is 
22% of the 
population, a 
higher 
proportion than 
in New Zealand 
generally (14%).   

• Whanganui Māori are 
considerably younger than the rest 
of the district’s population, with a 
median age of 25.  

• 32,436 of the district’s residents 
self–identify as European/ Pākehā. 
This is 77% of the population, 
higher than in New Zealand 
generally (70%). 

Household composition 
There were 17,310 households in the Whanganui 
District in 2013, including:  

• 5,460 one-person households 

• 4,359 couple-only households 

• 3,510 couple-with-children households 

• 2,397 one-parent-family-with-children 
households 

• 225 couple-only-with-other-person 
households. 

Compared to NZ, the district had: 

• a higher rate of people living in one-person 
households (14%, NZ 9%) 

• a lower rate of people living in couple-with- 
children-households (35%; NZ 43%) 

• a higher rate of people living in one-parent-
family-with-children households (17%, NZ 
12%). 

 

Employment and industry 
At the 2013 census, 39% of Whanganui 
District people aged 15+ were employed full-
time (compared to NZ’s 46%).  A further 14% 
were employed part-time (the same as NZ).  

Women in the district were most likely to 
work in health care and social assistance 
(24%), education and training (13%), retail 
(12%), manufacturing (7%) and 
accommodation and food services (7%). 

Men were most likely to work in five 
industries: manufacturing (21%), construction 
(12%), agriculture/ forestry/ fishing (9%), 
retail (9%) and public administration and 
safety (7%). 

Socio-economic conditions 
Compared to NZ generally (30%), more 
Whanganui people (64%) lived in socio-
economically deprived neighbourhoods 
(NZ Dep 2013 areas 8–10, see map 
below). 

 

Whanganui District area 
units by NZ Deprivation 
Index deciles (2013 census) 

 
The map shows the area units of the 
Whanganui District and which NZDep2013 
deciles the area units are in.  
 
Of the 29 area units, the majority (18) are 
in the most deprived deciles (deciles 8–
10), accounting for 64% of the district’s 
population. 
 
Note: There are no NZDep2013 decile 2 
area units in Whanganui District.   
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Purpose of this report 

This report presents the findings of the Safer Whanganui Community Needs Assessment, a research 
project conducted between August 2016 and May 2017.  The purpose of the needs assessment was 
to:  
 
1) gather, analyse and present the latest available Whanganui District injury and safety statistics 
 
2) consult with knowledgeable people in the Whanganui District to obtain further advice on the 
significant harms, injuries and safety-related needs in the district. 
 
While the report was commissioned by Safer Whanganui as a core reference and resource to help 
guide, prioritise and evaluate its future activities and projects, it is intended as a resource for the 
entire community, to promote discussion and guide future development of injury prevention and 
community safety activities across the district.  
 

About Safer Whanganui 

Safer Whanganui is a coalition of agencies and groups working together to promote community 
safety and reduce harm in the Whanganui District Council territorial authority area.  It includes a 
high-level Steering Group and six specialist Reference Groups (see box).  

STRUCTURE OF SAFER WHANGANUI 

 

 

1 



 2            Safer Whanganui Community Needs Assessment 2017              
 

Safer Whanganui’s goal is ‘a safe Whanganui where everyone feels safe to be in and move around 
the community, all the time.’  Safe means ‘freedom from physical, social, spiritual, emotional, 
psychological, sexual and environmental harm.  This includes the awareness of potential harm.’ 
 

History of Safer Whanganui 

Safer Whanganui initially began in the 1990s as a community-based crime prevention initiative, as 
part of the government’s Safer Community Councils programme. A decade later, in response to the 
defunding of Safer Community Councils, the initiative expanded to encompass a wider definition of 
community safety, based on the World Health Organization’s International Safe Communities 
model.  This model, developed in Sweden in the 1970s and 80s, defines safety as the prevention of 
both unintentional and intentional harms (i.e. harms to people from accidental injuries as well as 
from deliberate acts such as violence or abuse).   
 
In 2010, the Whanganui District successfully applied for accreditation as a WHO Safe Community; 
one of over 20 territorial authority areas across New Zealand designated as Safe Communities.   
 
Six years later, in 2016, Safer Whanganui was formally re-accredited as a Safe Community within 
the Pan Pacific Safe Communities Network.  The network consists of approximately 100 Safe 
Communities across New Zealand, USA, Australia and Canada, all of which are aiming to reduce and 
prevent injury and crime, and to build strong, cohesive, vibrant, participatory communities. 
 

ORIGINS OF THE SAFE COMMUNITY MODEL 

The concept of local agencies and groups working together to promote 
community safety has a long history.  

The World Health Organization’s Safe Communities model evolved out of 
cross-sectoral injury prevention programmes run in Sweden in the 1970s and 
80s. The model was adopted by local government areas in NZ in the 1990s.  
This included two successful long-running projects in Waimakariri and 
Waitakere, the first NZ districts to be formally designated as accredited WHO 
Safe Communities.  

In 2004, the Safe Communities Foundation New Zealand (SCFNZ) was 
established to support cities and districts wishing to be formally designated as 
international safe communities.  With initial funding from agencies such as the 
Ministry of Health and ACC, the number of Safe Communities in NZ expanded.  

Today, Safe Community re-accreditation is the responsibility of the Pan Pacific 
Safe Communities Network, which connects and supports Safe Communities 
across NZ, USA, Australia and Canada. 

According to the network:  

“A safe community is a place that is attractive to live, work and visit.  A safe 
community is a liveable community, where people can go about their daily 
activities in an environment without fear, risk of harm or injury.  Perceptions 
of community safety, real or perceived, impact on the way people feel and 
interact in their community.  Community safety is not only about reducing and 
preventing injury and crime.  It is about building strong, cohesive, vibrant, 
participatory communities” (Pan Pacific Safe Communities Network 2017). 
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WHAT IS SAFETY?   

 
The Ministry of Social Development (2016: 200) has provided a good definition 
of safety and of the types of harms that can threaten safety: 

“Safety is fundamental to wellbeing: violence and avoidable injuries, at their 
most extreme, can threaten life itself. In other cases, they can reduce the 
quality of life for the victim and others.  

Safety and security are both important.  Safety is freedom from physical or 
emotional harm, while security is freedom from the threat or fear of harm or 
danger. Threats come in many forms, ranging from deliberate violence to 
accidental injury.  

Violence and injury corrode quality of life in many ways.  Physical injury causes 
pain and incapacity, reducing victims’ enjoyment of life and their ability to do 
things that are important to them.  Property crime, such as burglary, also 
affects people’s wellbeing.  In addition to the direct losses associated with 
crime of this sort, evidence suggests the threat of burglary is a more significant 
worry for many people than the threat of violence. 

Psychological effects are often as important as the physical ones.  Victims of 
violence or injury often retain emotional scars long after their physical wounds 
have healed.  They may suffer from depression or face other mental health 
issues.  

Crime affects not only individuals, but also society as a whole.  The victim’s 
family and friends are likely to suffer grief and anger.  They may have to care 
for someone who is temporarily or permanently incapacitated and who may 
lose their livelihood. Crime and the fear of crime can also reduce social 
cohesion within communities.  

Crime may restrict people’s freedom of movement. For example, they may 
stay away from certain areas or avoid going out because of a fear of crime.  

The costs to the whole society range from the expense of hospital care and law 
enforcement to the loss of the victim’s input into their work and community. 
Children who grow up surrounded by violence may themselves become violent 
adults, perpetuating a negative cycle.” 

Source: Ministry of Social Development. (2016). The Social Report 2016:  Te pūrongo oranga 
tangata.  Wellington: Ministry of Social Development. 
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Structure of the report 

This report is in three parts. 
 
Part 1, The Statistics, begins with a demographic and social profile of the people of the Whanganui 
District. This is followed by chapters presenting the latest available injury and safety data for the 
district.  This data has been extracted and analysed specifically for the needs assessment. Compiled 
mainly between September and December 2016, it includes data from the Ministry of Health, 
Whanganui District Health Board (WDHB), ACC, New Zealand Transport Agency (NZTA), and NZ 
Police.  Topics covered include injury deaths, injury hospitalisations, emergency department 
attendances for injury, ACC injury claims, suicides, drownings and criminal offences.   Unless 
otherwise stated, all statistics refer to residents of the Whanganui District territorial local authority 
area, or injury and harm events occurring within the boundaries of that area. Comparable data for 
New Zealand is also provided where available.  All annual data shown is for calendar years 1 
January to 31 December, except Coronial Service suicide data and Police crime data which are for 
financial years 1 July–30 June.   
 
Part 2, The Consultation, presents the findings from interviews and focus groups conducted in 
March and April 2017 with a selection of experienced Whanganui people working in: health, justice, 
emergency and social services; local government; and Māori organisations.  The aim of the 
interviews and focus groups was to tap into these people’s experience and knowledge to: 

• further understand and interpret the statistics presented in Part 1  

• identify trends, priorities and needs related to other significant harm and injury issues in the 
district.  

 
Part 3, Discussion, offers some brief final comments and suggestions. 
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Part 1 
 

THE STATISTICS 
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This chapter presents a short demographic and social profile of the people of the Whanganui 
District, based on statistics from the 2013 Census.  The profile provides a background against which 
to consider the injury and safety statistics covered in the rest of the report.  
  

   

2 
People of the Whanganui District 
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Location 

The Whanganui District is located on the west coast of the North Island of New Zealand (figure 2.1). 
It comprises a land area of approximately 2,373 square kilometres (Whanganui District Council 
2017).  The district is part of the Manawatū-Whanganui region, which also includes the 
neighbouring districts of Ruapehu and Rangitikei.   
 
Ninety percent of the Whanganui District’s inhabitants live in the city of Whanganui, the district’s 
only large urban area. 
 
The 290km Whanganui River, Te Awa O Whanganui, has great cultural and historical significance for 
the people of the area.  The lower part of the river flows through the district and joins the sea on 
the outskirts of Whanganui city. 
 
State Highway 3 runs parallel to the district’s coast and through Whanganui city. State Highway 4 
starts in the city, going north towards Mount Ruapehu and the Central North Island. 
 

Figure 2.1: Whanganui District territorial authority boundary 

 
Source: Map prepared by HealthSearch Ltd using Statistics New Zealand StatsMaps 

http://www.stats.govt.nz/statsmaps/home.aspx accessed 29 August 2016. 
 

History 

First settled by Māori, the district was favoured for its fertile soils and proximity to the Whanganui 
River, linking the coast to the mountains of the North Island plateau.   
 
The town of Whanganui, near the mouth of the river, was settled by Europeans in 1840 and 
subsequently became a major trading, farming and tourism centre. It officially became a city in 
1924. 

http://www.stats.govt.nz/statsmaps/home.aspx%20accessed%2029%20August%202016
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The Whanganui River Deed of Settlement – Ruruku Whakatupua – was signed in 2014 and currently 
is in the process of being implemented. 
 

    
 

Whole population 

At the 2013 census, a total of 42,150 people were usually resident in the Whanganui District.  This 
was 1% of the New Zealand population. 
 
Over the seven-year period 2006–2013, the population of the Whanganui District reduced by 489 
people or 1.1%.  Over the same period, the New Zealand population grew by 5.3% (appendix table 
2.1).   
 
The district’s population is projected to decline slowly in the future, reaching 40,200 by 2043 
(appendix table 2.1a).   
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Age and gender 

At the 2013 census, the district’s population consisted of: 
 
● 8,517 children aged 0–14 years (20% of the population) 

● 5,067 young people aged 15–24 (12%) 

● 20,454 adults aged 25–64 (49%) 

● 8,112 older people aged 65 or more (19%). 

 
The median age for the Whanganui District was four years older than the New Zealand average – 42 
years compared with 38 (Statistics New Zealand 2016). 
 
There are slightly more females (52%) than males (48%) in the district. This is a similar female to 
male ratio as in the New Zealand population.  

 
Figure 2.2 provides a more detailed picture of the district’s age structure. 

 

Figure 2.2: Age and gender of population, Whanganui District, 2013 census 

 
Source: Statistics New Zealand, 2013 Census of Population and Dwellings.  Data in appendix table 2.2.. 
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Compared to New Zealand, the district has a higher proportion of older people aged 65+ (19% 
versus 14%) and a lower proportion of adults in the working age group 15–64 (61% versus 65%).   
 
The proportion of children aged 0–14 in the district (20%) is the same as in New Zealand (see 
appendix tables 2.2 and 2.3).   
 
Just as in New Zealand, too, the number (and proportion) of people aged 65+ in the Whanganui 
population is projected to increase significantly by 2043 (figure 2.3).  The numbers (and 
proportions) of people under 65 are expected to decline. 
 

Figure 2.3: Population trends and projections 1996–2043, by age, Whanganui District 

 
Source: Statistics New Zealand (2016).  Data in appendix table 2.1a. 

Note: Projections are medium, 2013 base. 
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Māori 

At the 2013 census, a total of 9,141 Whanganui District residents self-identified as Māori.1   This is 
22% of the district’s population, quite a bit higher than the proportion of Māori people in the total 
New Zealand population (14%). 
 
Altogether, 9,687 people (23%) said they were of Māori descent.  Nearly all of them, 9,192 or 95%, 
were able to state which iwi (tribe or tribes) they belonged to.  Te Āti Haunui-a-Pāpārangi was the 
largest iwi represented (2,850 people). 
 
The main regions to which Whanganui District people had iwi affiliations were: 
 

ROHE (REGION) OF IWI AFFILIATION No. Percent 

Whanganui/Rangitikei (Whanganui/Rangitikei) 3,423 35.3 

Taranaki 1,494 15.4 

Te Arawa/Taupo (Rotorua/Taupo) 1,116 11.5 

Te Tai Tokerau/Tamaki-makaurau (Northland/Auckland) 966 10.0 

Waikato/Te Rohe Potae (Waikato/King Country) 714 7.4 

Te Matau-a-Maui/Wairarapa (Hawke's Bay/Wairarapa) 714 7.4 

Te Tai Rawhiti (East Coast) 663 6.8 

Tauranga Moana/Mataatua (Bay of Plenty) 621 6.4 

Te Waipounamu/Wharekauri (South Island/Chatham Islands) 582 6.0 

Manawatu/Horowhenua/Te Whanganui-a-Tara 
(Manawatu/Horowhenua/Wellington) 

537 5.5 

Hauraki (Coromandel) 93 1.0 

See appendix table 2.4 for further details. NB: People could specify more than one rohe (region).  

 
 

Age structure of the Māori population 

As in New Zealand generally, Māori in the Whanganui District are, on average, much younger than 
the district’s general population, with a median age of 25 years at the 2013 census (Statistics New 
Zealand 2016).  
 
One-third (33%) of the district’s Māori were children aged 0–14 years.  Only 6% of the district’s 
Māori were aged 65+ in 2013 (figure 2.4). 
 

                                            
1  This includes people who identified Māori as their only ethnic group, as well as people who identified Māori as one of their 

ethnic groups. 
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Figure 2.4: Age and gender of Māori population, Whanganui District, 2013 census 

 
 

Source: Statistics New Zealand, 2013 Census of Population and Dwellings. Data in appendix table 2.2. 

Note: These are people who identify themselves as Māori.  

 
 

Other ethnic groups 

In 2013, 32,436 residents of the district (77%) identified themselves as European.  This is a higher 
proportion than in New Zealand as a whole (70%).   
 
Much smaller percentages of Pacific and Asian peoples live in the Whanganui District than in New 
Zealand as a whole.  In 2013, 1,149 Asian people lived in the district – 3% compared with 11% 
nationally. There were 1,113 Pacific people – 3% compared with 7% nationally (see appendix table 
2.5). 
 

Birthplace 

In 2013, 11% of district’s residents were born overseas.  This is considerably less than in New 
Zealand as a whole (24%).   
 
Five percent of the district’s population were born in the United Kingdom and Ireland, 2% in Asia, 
and 1% in Australia (see appendix table 2.6).  
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Urban and rural areas 

Nine out of ten (90%) of the district’s residents live in the ‘main urban’ area of Whanganui City.  The 
remaining 10% live in ‘other rural’ areas ‒ Fordell-Kakatahi and Maxwell (see figure 2.5 overleaf for 
map of area units and appendix table 2.7b).2 
 

Neighbourhood deprivation/ Deprivation index (NZDep2013) 

NZDep2013 is a measure or ‘index’ of the levels of socio-economic deprivation in different 
geographic areas/ neighbourhoods of New Zealand.  The index is created from national census data 
indicating: levels of income, receipt of means-tested benefits, home ownership, sole-parenting, 
employment, educational qualifications, household living space, and access to the internet and 
vehicles (Atkinson et al. 2014). 
 
The NZDep2013 index ranges from decile 1 to decile 10.  Decile 1 indicates that people are living in 
the least deprived 10% of New Zealand neighbourhoods, while decile 10 indicates that people are 
living in the most deprived 10% of New Zealand neighbourhoods (Atkinson et al. 2014). 
 
Figure 2.5 (next page) is a map showing the area units of the Whanganui District and which 
NZDep2013 deciles the area units are in.3   
 
Compared with New Zealand as a whole, a much higher proportion of the district’s people live in 
socio-economically deprived areas.  
 
Of the 29 area units, the majority (18) are in the most deprived deciles 8–10, accounting for 64% of 
the district’s population.4  Only 10% of the district’s population live in the least deprived areas 
(deciles 1 and 3) (appendix table 2.7c).5  
 

                                            
2     See the glossary for definitions of the different types of rural / urban areas. For further information about the area units included 

in these categories see appendix table 2.7a. 

3  Area units are (usually) small geographic areas that are smaller in size than territorial authority areas but bigger than meshblocks.  
In urban areas, area units are often suburbs with populations of about 3,000–5,000 people.  In rural areas, area units can have 
much smaller populations. 

4    Thirty percent of the NZ population live in decile 8–10 areas.   

5     There are no NZDep2013 decile 2 area units in Whanganui District.  Thirty percent of the NZ population live in decile 1–3 areas. 
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Figure 2.5: Whanganui District area units by New Zealand Deprivation index 2013 deciles 

 

Sources: Original map from Statistics New Zealand StatsMaps http://www.stats.govt.nz/statsmaps/home.aspx accessed 29 August 2016, 

adapted by authors; Department of Public Health, University of Otago, NZDep2013 Concordance 

file,http://www.otago.ac.nz/wellington/departments/publichealth/research/hirp/otago020194.html  

Note: There are no decile 2 area units in Whanganui District. 

 
 

  

http://www.stats.govt.nz/statsmaps/home.aspx%20accessed%2029%20August%202016
http://www.otago.ac.nz/wellington/departments/publichealth/research/hirp/otago020194.html
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Education 

Residents of the district generally have a lower level of formal educational achievement than the 
national average.  In 2013, 25% of people in the district aged 15+ had no qualifications compared 
with 19% of all New Zealanders aged 15+ (table 2.1).   
 
Seven percent of people in the district aged 15+ had a degree or level 7 qualification as their 
highest qualification, compared with 12% of all New Zealanders aged 15+.   
 
 

Table 2.1: Highest education qualifications of people aged 15 years and over, Whanganui 

District and New Zealand, 2013 census 

 Whanganui District New Zealand 

HIGHEST QUALIFICATION No. Percent No. Percent 

No Qualification  8,385  24.9 628,380 18.6 

Level 1 Certificate  4,671  13.9 389,913 11.5 

Level 2 Certificate  3,339  9.9 320,388 9.5 

Level 3 Certificate  2,307  6.9 289,062 8.6 

Level 4 Certificate  3,321  9.9 291,975 8.6 

Level 5 or 6 Diploma  2,577  7.7 278,091 8.2 

Bachelor Degree and Level 7 
Qualification 

 2,448  7.3 408,444 12.1 

Post-graduate and Honours 
Degrees 

 558  1.7 86,601 2.6 

Masters Degree  348  1.0 83,949 2.5 

Doctorate Degree  78  0.2 22,314 0.7 

Overseas Secondary School 
Qualification 

 888  2.6 201,519 6.0 

Not Elsewhere Included  4,713  14.0 375,786 11.1 

Total people aged 15+  33,636  100.0 3,376,419 100.0 

Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.8.   

Notes:  Information is for the usually-resident population. 

  Numbers may not sum to the stated totals because they are rounded.  

  . 
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Labour force status 

At the 2013 census, a total of 12,954 Whanganui District people aged 15+ were employed full-time. 
A further 4,530 were employed part-time (appendix table 2.9). This was 39% and 14% respectively 
of all the people aged 15+ in the district (figure 2.6).   
 
The percentage of people in the district in full-time employment was lower than in New Zealand as 
a whole (39% compared to NZ’s 46%). The percentage in part-time work was the same (14%).  
 
A total of 12,618 people in the district aged 15+ were not in the labour force. This was 38% of 
people aged 15+ in the district (higher than NZ’s 31%, appendix table 2.9). 6 
 
A total of 1,854 were unemployed, 6% of the district’s people aged 15+ (compared with NZ’s 5%). 
 

Figure 2.6: Labour force status of people aged 15 years and over, 

Whanganui District, 2013 census 

 
Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.9.   

Notes:  Information is for the usually-resident population. 

  

  . 

 
  

                                            
6   ‘Not in the labour force’ includes retired people, students, invalids, parents looking after children at home, and others who are 

unable or unavailable to work. 
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Industries  

Table 2.1 shows the most common industries that Whanganui District people aged 15+ worked in.   
Men were most likely to work in five industries: manufacturing (21%), construction (12%), 
agriculture/ forestry/ fishing (9%), retail (9%) and public administration and safety (7.3%).   
 
Women were most likely to work in health care and social assistance (24%), education and training 
(13%), retail (12%), manufacturing (7%) and accommodation and food services (7%). 

Table 2.2: Industries of employed people aged 15 years and over, Whanganui District, by 

gender, 2013 census 

 Males Females Total 

INDUSTRY No. Percent No. Percent No. Percent 

Agriculture, Forestry and 
Fishing 

786 8.8 297 3.5 1,086 6.2 

Mining 12 0.1 0 0.0 12 0.1 

Manufacturing 1,902 21.3 570 6.7 2,469 14.1 

Electricity, Gas, Water 
and Waste Services 

84 0.9 33 0.4 120 0.7 

Construction 1,077 12.1 162 1.9 1,239 7.1 

Wholesale Trade 315 3.5 153 1.8 471 2.7 

Retail Trade 765 8.6 1,038 12.1 1,806 10.3 

Accommodation and Food 
Services 

291 3.3 573 6.7 861 4.9 

Transport, Postal and 
Warehousing 

354 4.0 129 1.5 483 2.8 

Information Media and 
Telecommunications 

78 0.9 87 1.0 168 1.0 

Financial and Insurance 
Services 

108 1.2 174 2.0 282 1.6 

Rental, Hiring and Real 
Estate Services 

156 1.7 150 1.8 306 1.8 

Professional, Scientific 
and Technical Services 

399 4.5 408 4.8 810 4.6 

Administrative and 
Support Services 

198 2.2 210 2.5 411 2.4 

Public Administration and 
Safety 

654 7.3 465 5.4 1,119 6.4 

Education and Training 396 4.4 1,137 13.3 1,530 8.8 

Health Care and Social 
Assistance 

399 4.5 2,067 24.1 2,466 14.1 

Arts and Recreation 
Services 

102 1.1 147 1.7 252 1.4 

Other Services 363 4.1 414 4.8 777 4.4 

Not Elsewhere Included 480 5.4 339 4.0 819 4.7 
Total 8,919 100.0 8,565 100.0 17,484 100.0 

Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.10.   

Notes:  Information is for the usually-resident population. 

  Numbers may not sum to the stated totals because they are rounded.  

 
Compared to NZ, the Whanganui District had a much higher proportion of men employed in 
manufacturing (21% compared with NZ’s 13%, see appendix table 2.10 for details). The district also 
had a much higher proportion of women employed in health care and social assistance (24% 
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compared with NZ’s 16%). Manufacturing includes factory work (e.g. meat processing). Health care 
and social assistance includes work in hospitals, residential care facilities and the community. 
 

Occupation 

The most common occupational groups for Whanganui District people aged 15+ in 2013 were: 

• professionals (19% of all employed people) 

• labourers (15%) 

• managers (14%). 

Table 2.3: Occupation of employed people aged 15 years and over, Whanganui District, by 

gender, 2013 census 

 Males Females Total 

OCCUPATION No. Percent No. Percent No. Percent 

Managers 1,455 16.3 900 10.5 2,355 13.5 

Professionals 1,209 13.6 2,028 23.7 3,237 18.5 

Technicians and 
Trades Workers 

1,689 18.9 396 4.6 2,082 11.9 

Community and 
Personal Service 
Workers 

600 6.7 1,404 16.4 2,004 11.5 

Clerical and 
Administrative 
Workers 

357 4.0 1,446 16.9 1,803 10.3 

Sales Workers 534 6.0 945 11.0 1,476 8.4 

Machinery Operators 
and Drivers 

747 8.4 129 1.5 879 5.0 

Labourers 1,680 18.8 885 10.3 2,562 14.7 

Not Elsewhere 
Included 

651 7.3 438 5.1 1,086 6.2 

Total 8,919 100.0 8,565 100.0 17,484 100.0 

Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.11.   

Notes:  Information is for the usually-resident population. 

  Numbers may not sum to the stated totals because they are rounded.  

 
The most common occupational groups for men were technicians and trades workers (19%), 
labourers (19%), managers (16%) and professionals (14%).  
 
The most common occupational groups for women were professionals (24%), clerical and 
administrative workers (17%), and community and personal service workers (16%).  
 
Almost two-thirds of the district’s professionals were women (63%).  This is six percentage points 
higher than in NZ overall (57%).   
 
Sixty-two percent of the district’s managers were men, similar to the NZ rate (63%).  
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Income 

In 2013, compared to New Zealand as whole, people aged 15+ in the Whanganui District were more 
likely to have annual personal incomes between $10,001 and $35,000 (see figure 2.7 next page). 
Correspondingly, they were less likely to have personal incomes between $50,001 and $150,001 or 
more. 
 

Income sources 

The most common types of income sources for Whanganui District people age 15+ adults were: 
wages and salaries (48%); New Zealand Superannuation or Veterans Pension (21%); and interest, 
dividends, rent and other investments (17%) (table 2.4).  
 
Reflecting Whanganui’s older population, the rate of people in the district with income from New 
Zealand Superannuation or Veterans Pension was five percentage points higher than the New 
Zealand rate (21% compared with NZ’s 16%).  Altogether, 7,191 people in the district were on New 
Zealand Superannuation or Veterans Pension.  
 

Table 2.4: Income sources of people aged 15 years and over, Whanganui 

District and New Zealand, 2013 census 

 Whanganui District New Zealand 

 No. Percent No. Percent 

  Wages, salary, commissions, 
bonuses, etc 

 16,065  47.8 1,809,534 53.6 

  Self-employment or business  3,552  10.6 483,486 14.3 

  Interest, dividends, rent, 
other investments 

 5,742  17.1 655,062 19.4 

  Payments from a work 
accident insurer 

 480  1.4 36,267 1.1 

  NZ superannuation or 
veterans pension 

 7,191  21.4 526,437 15.6 

  Other superannuation, 
pensions, annuities 

 1,077  3.2 83,904 2.5 

  Unemployment benefit  1,620  4.8 91,482 2.7 

  Sickness benefit  855  2.5 78,408 2.3 

  Domestic purposes benefit  1,299  3.9 86,136 2.6 

  Invalids benefit  1,431  4.3 74,499 2.2 

  Student allowance  624  1.9 89,361 2.6 

  Other government benefits, 
payments or pensions 

 1,452  4.3 131,121 3.9 

  Other sources of income  543  1.6 60,165 1.8 

  No source of income during 
that time 

 1,944  5.8 233,628 6.9 

  Not stated  2,754  8.2 242,697 7.2 

Total people  33,636  100.0 3,376,419 100.0 

Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.13.   

Notes:  Information is for the usually-resident population. 

  Numbers may not sum to the stated totals because they are rounded.  
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Figure 2.7: Annual personal income of people aged 15+, Whanganui District and New 

Zealand, 2013 census 

Data supplied by Statistics New Zealand.  Data in appendix table 2.12. 
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Home ownership 

There were 17,310 households in the Whanganui District in 2013.   
 
Forty-eight percent of these households (8,316 in total) were owned or partly owned by the usual 
residents (similar to New Zealand’s 47%, appendix table 2.14).  Residents were making mortgage 
payments in 4,284 of these owned or partly owned households. 
 
A further 2,271 of the district’s households (13%) were not owned or partly owned by the usual 
residents but instead held in a family trust by the residents (figure 2.8). This rate of family trust 
ownership was similar to New Zealand as a whole (14%).   
 
Looking at rental accommodation, 5,495 (32%) of the district’s households were not owned by the 
usual residents (similar to New Zealand’s 33%, appendix table 2.14).  
 

Figure 2.8: Tenure of households in Whanganui District, 2013 census 

 
Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.14.   

Notes:  Information is for households. 
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Household composition 

Census 2013 showed that the district’s 17,310 households included: 
 

• 4,359 couple-only-households (25% of households) 
 

• 3,510 couple-with-children-households (20%) 
 

• 2,397 one-parent-family-with-children households (14%) 
 

• 225 couple-only-with-other-person households (1%). 
 
Altogether, 10,491 of the district’s households (61%) were one-family households (i.e. one of the 
above four household types) (appendix table 2.17a). 
 

Number of people living in one-family households 

A total of 30,549 Whanganui District people (76% of the district’s population) were living in one-
family households.  This included: 
 

• 8,721 people living in couple-only households (22%) 

• 14,196 people living in couple-with-children households (35%) 

• 6,906 people living in one-parent-family-with-children households (17%). 
 
Compared to New Zealand, the district had a notably lower rate of people living on couple-with-
children households (35% compared with NZ’s 43%) and a higher rate of people living in one-parent 
family-with-children households (17% compared with NZ’s 12%) (figure 2.9 next page).   
 

Number of people living in one-person households 

Census 2013 also showed the Whanganui District has a much higher proportion of people living in 
one-person households than in NZ generally (14% compared with NZ’s 9%, appendix table 2.17b).   
 
Altogether, 5,460 people in the district were living in one-person households, meaning that about a 
third of the district’s 17,310 households were one-person households.   
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Figure 2.9: People living in one-family and one-person households, 

Whanganui District and New Zealand, 2013 census 

 
Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.17b.   

Notes:  Information is for the usually-resident population.  

 
 
Age and gender of people living in one-person households 

A total of 1,911 women aged 65+ in the Whanganui District lived in one-person households (figure 
2.10).  This was 35% of all the people in the district in one-person households.  
 

Figure 2.10: People living in one-person households, Whanganui District, 

by age and gender, 2013 census 

 

Source:  Data supplied by Statistics New Zealand.  Data in appendix table 2.18.   

Notes:  Information is for the usually-resident population.  
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In New Zealand, by comparison, only 30% of people living in one-person households were women 
aged 65+. 
 
Altogether, 2,718 Whanganui District men and women aged 65+ were living in one-person 
households, making up 50% of all the one-person households in the district (appendix table 2.18). 
 

Dwelling type 

In 2013, 97% of the district’s population lived in private dwellings.  This included people living in 
separate houses (85% or 35,199 people) and people living in flats, townhouses, apartments and 
houses joined together (7% or 2,904). 
 
Three percent of the population (1,089) lived in non-private dwellings.  Most of these people (996) 
were living in institutions such as residential care for older people and prisons or penal institutions 
(appendix table 2.22). 
 

Usual residence five years ago 

Sixty-nine percent of the district’s 2013 population had also been living in the district five years 
earlier, in 2008.  Ten percent had been living elsewhere in New Zealand. Seven percent had not 
been born (appendix table 2.20).  
 
In 2013, 46% of the district’s population were still living in the same home as they were in 2008.  
The remainder had changed homes since 2008, or were not born until after then (appendix table 
2.21a).  
 

Years living at usual residence 

Six percent of the district’s residents (2,487 people) had lived in the same home for 30 years or 
more.  Another 13% (5,325) had lived in the same home for 15–29 years (appendix table 2.21b).  

 

Access to telecommunications  

In 2013, 79% of the district’s households had access to a telephone, slightly lower than in New 
Zealand generally (81%, appendix table 2.15).  
 
Seventy-six percent of the district’s households had access to a cell or mobile phone, again slightly 
lower than in New Zealand generally (79%).  
 
Just 61% of households had access to the internet, a rate 12 percentage points lower than in New 
Zealand generally (73%). This difference may partly reflect Whanganui’s older population. 
 
A total of 387 households in the district had no access to telecommunications. This was 2% of 
households (similar to the NZ rate of 2%). 
 

Access to vehicles  

A total of 1,875 households in the district had no access to a motor vehicle for private use in 2013 
(the definition excludes scooters, motorbikes, on-farm vehicles and work vehicles).  This was 11% of 
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all households in the district, 3 percentage points higher than in New Zealand overall (8%, appendix 
table 2.16).  
 
Forty-three percent of households in the district had access to only one motor vehicle for private 
use (7,425 households). 
 
Another 41% of households had access to two or more motor vehicles for private use.  However, 
the district’s rate of multiple motor vehicle access was lower than in New Zealand generally 
(appendix table 2.16). 
 

Main means of travel to work 

At Census 2013, there were 17,484 people in the district aged 15+ in full-time or part-time 
employment. Of these: 
 

• 9,183 (53%) drove a private car, truck or van to work 
 

• 1,872 (11%) drove a company car, truck or van to work 
 

• 849 (5%) walked or jogged to work  
 

• 708 (4%) went to work as a passenger in a car, truck, van or company bus 
 

• 534 (3%) rode a bicycle to work 
 

• 270 (2%) rode a motorcycle or power cycle to work 
 

• 42 (<1%) went to work on a public bus. 
 
Compared to NZ, people in the district were a little more likely to drive a private vehicle to work 
(53%, NZ was 49%) and less likely to take a public bus (<1%, NZ was 3%) (appendix table 2.19). 
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Death is arguably the most extreme outcome of an injury event.  As well as the emotional impact 
on family/ whānau and friends, injury deaths have potentially major social and economic 
consequences in terms of lost productivity and earnings. 
 
The data reported in this chapter has been obtained from medical certificates of cause of death and 
coroners’ reports.  The data is compiled by the Ministry of Health as part of its Mortality Collection.   
Causes of injury death are categorised according to the International Classification of Diseases (ICD-
10) system for coding the external causes of health conditions (E-codes).  All deaths caused by 
injury are included in the analysis except those resulting from medical misadventure.  7, 8    
 

Overview of injury deaths in Whanganui District 

In the ten years from 2004 to 2013 (the most recent time period for which mortality data is 
available), a total of 252 Whanganui District residents died as a result of injury.   
 
This was an average of 25 injury deaths per year. 
 
The lowest annual number of injury deaths during the period was 17 in 2006 and 2013; the highest 
was 32 in 2010 (table 3.1). 
 

Table 3.1: Number of injury deaths (all causes), Whanganui District, 2004–2013 

YEAR 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 Total 

21 25 17 31 24 27 32 31 27 17 252 

Source:  Data supplied by Ministry of Health.    

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. 

  

 
 
 
 
 
 

                                            
7  In particular, the following E-code categories have been excluded from the analysis: Y40–Y84 Complications of medical and 

surgical care, Y88 Sequelae with surgical and medical care as external cause, Y89 Sequelae of other external causes, Y90–Y98 
Supplementary factors related to causes of morbidity and mortality classified elsewhere. Deaths from these causes have been 
excluded because they relate mainly to risk factors in hospitals and other health-care settings, not the wider community.     

8  All mortality data for 2013 reported in this chapter is provisional. 
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WHAT IS INJURY?   

 

Injury can be defined as:  

Any damage or harm to the body caused by acute exposure to 
energy – e.g. thermal, mechanical, electrical or chemical energy - 
or by an absence of essentials for life such as heat or oxygen 
(Guyer et al 1989, Christoffel and Gallagher 2006).  

Injury is normally defined as damage or harm caused by an 
external source where the harm or damage occurs suddenly or in a 
fairly short amount of time.   

Injuries can be unintentional (‘an accident’) or intentional.   

Examples of injury events include: 

• road crashes 

• crushing or piercing by machinery 

• falls 

• poisoning 

• burns 

• suffocation 

• drowning 

• suicide 

• assault 

• homicide. 
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Unintentional and intentional injury deaths  

Altogether, across the ten years 2004–2013 
 

• 65% of Whanganui District injury deaths were from unintentional injury (‘accidents’)  

 

• 29% were from intentional injury (intentional self-harm and assaults). 
 
The age group with the highest number of injury deaths was the 75+ group.  Most of these injury 
deaths were unintentional rather than intentional (figure 3.1). 
 
In the 15–24, 25–44 and 45–64 age groups, intentional injury deaths were almost as common as 
unintentional injury deaths. 

 

Figure 3.1: Unintentional and intentional injury deaths, Whanganui District, by age, 

2004–2013 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 3.1.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. 

  Chart based on relatively small numbers.  

  ‘Other’ includes injuries of undetermined intent, legal interventions, operations of war, and sequelae (late affects) of injury. 

 
For Whanganui males, 48% of injury deaths were from intentional causes, compared with 22% for 
Whanganui females (appendix table 3.1). 
 
For Whanganui Māori, 32% of injury deaths were intentional and 61% were unintentional (appendix 
table 3.2).  
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Main causes of injury death 

The three leading causes of injury death in the period were falls (27% of all injury deaths), 
intentional self-harm (25%), and transport accidents (22%) (figure 3.2).  Altogether these three 
causes accounted for almost three-quarters of injury deaths among Whanganui District residents.  
 

Figure 3.2: Causes of injury deaths, Whanganui District, by injury 

groups, 2004–2013 combined (n=252) 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 3.3.  

  

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional.   

 Values may not sum to 100 due to rounding. 

 
The ‘other’ category includes fatalities caused by the following: Exposure to inanimate mechanical 
forces; Accidental drowning and submersion; Other accidental threats to breathing; Exposure to 
smoke, fire and flames; Contact with heat and hot substances; Exposure to forces of nature; Over-
exertion, travel and privation; Accidental exposure to other and unspecified factors; and Event of 
undetermined intent.  
 
  



Safer Whanganui Community Needs Assessment 2017    31  
 

Intentional self-harm 

Looking more closely at the 62 intentional self-harm 
deaths among Whanganui District residents over 2004–
2013: 

• 29 were due to hanging, strangulation and 

suffocation 

• 11 were due to self-poisoning and exposure to 

chemical and noxious substances 

• 8 were due to self-poisoning and exposure to 

drugs and medicines 

• 5 were due to drowning and submersion 

• 3 were due to firearm discharge 

• 6 were due to self-harm by other means. 

 

Transport accidents 

Of the 55 Whanganui District residents fatally injured in 
transport accidents during the period: 

• 36 were car occupants 

• 6 were motorcycle riders 

• 5 were pedestrians 

• 4 were pick-up truck or van occupants 

• 1 was a pedal cyclist 

• 3 were occupants of other motor vehicle types or land transport. 

 

Falls 

Of the 67 fatal falls by Whanganui District residents during the period: 

• 38 were due to falls on the same level 

• 18 were due to falls from one level to another (e.g. from stairs, steps, ladders or scaffolding) 

• 11 were categorised as ‘unspecified falls’.    
 
 

 
 

  

OTHER CAUSES OF DEATH IN 

WHANGANUI DISTRICT 
 

During the ten-years 2004–2013, a total 
of 4,345 Whanganui District residents 
died.  
 
Injuries, both accidental and deliberate, 
caused 6% of these deaths.  
 
Other leading causes of death were: 

• heart disease, stroke and other 
diseases of the circulatory system 
(42% of deaths) 

• cancers (29%) 
• respiratory disease (10%) 
• diabetes and other endocrine, 

nutritional and metabolic diseases 
(4%). 
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Causes of injury deaths in different age groups 

In the 75+ group, which had the highest total number of injury deaths, the majority (66%) of deaths 
were from falls (table 3.2 below).  In every other age group except 0–14, over half of injury deaths 
were either from intentional self-harm or transport accidents. 
 

 

Table 3.2: Causes of injury deaths, Whanganui District, by age and injury groups, 2004–

2013 combined 

Age 0–14 years Age 15–24 years 

Injury group No. Injury group No. 

Other accidental threats to breathing 5 Transport accidents 14 

Transport accidents 3 Intentional self-harm 12 

Assault 3 Assault 3 

Accidental drowning and submersion 1 Falls 2 

Exposure to smoke, fire and flames 1 
Exposure to inanimate mechanical 
forces 

1 

Intentional self-harm 1 Accidental drowning and submersion 1 

Event of undetermined intent 1 Event of undetermined intent 1 

Total 15 Total 34 

Age 25–44 years Age 45–64 years 

Injury group No. Injury group No. 

Intentional self-harm 22 Intentional self-harm 17 

Transport accidents 17 Transport accidents 8 

Accidental poisoning by and exposure to noxious 
substances 

8 Falls 8 

Exposure to inanimate mechanical forces 3 
Accidental poisoning by and exposure 
to noxious substances 

4 

Accidental drowning and submersion 3 
Sequelae of transport, other accidents, 
intentional self-harm, assault and events 
of undetermined intent 

4 

Falls 2 Assault 3 

Exposure to smoke, fire and flames 2 
Exposure to inanimate mechanical 
forces 

1 

Assault 2 Other accidental threats to breathing 1 

Event of undetermined intent 1 Total 46 

Sequelae of transport, other accidents, intentional 
self-harm, assault and events of undetermined 
intent 

1   

Total 61   

 

(table 3.2 continues next page) 
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Table 3.2: Causes of injury deaths, Whanganui District, by age and injury groups, 2004–

2013 combined (continued) 

 

Age 65–74 years Age 75+ years 

Injury group No. Injury group No. 

Transport accidents 7 Falls 49 

Falls 6 Transport accidents 6 

Intentional self-harm 4 Intentional self-harm 6 

Sequelae of transport, other accidents, intentional 
self-harm, assault and events of undetermined 
intent 

2 
Sequelae of transport, other accidents, 
intentional self-harm, assault and events 
of undetermined intent 

3 

Accidental drowning and submersion 1 
Exposure to inanimate mechanical 
forces 

2 

Contact with heat and hot substances 1 Exposure to smoke, fire and flames 2 

Accidental poisoning by and exposure to noxious 
substances 

1 Contact with heat and hot substances 2 

Total 22 Exposure to forces of nature 1 

Source: Data supplied by Ministry of Health.  Data in appendix table 
3.3.  

Notes: Years are calendar years 1 January to 31 December.  

Data for 2013 is provisional. 

Injury groups with no deaths excluded from table. 

 

Over-exertion, travel and privation 1 

Accidental exposure to other and 
unspecified factors 

1 

Assault 1 

Total      74 
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Causes of injury deaths in males and females 

Nearly two-thirds (60%) of the Whanganui District people fatally injured were male. 
 
The top cause of male injury death was intentional self-harm, followed by falls and transport 
accidents (table 3.3).  Altogether, 46 out of 152 male injury fatalities in the ten years were from 
intentional self-harm (30%).  
 
The top cause of female injury death in the Whanganui District was falls, followed by transport 
accidents.  Intentional self-harm fatalities were not as prominent for females as males; nonetheless 
16 out of 100 female injury deaths were from intentional self-harm (16%).  

  

Table 3.3: Causes of injury deaths, Whanganui District, by gender and injury groups, 

2004–2013 combined 

Male Female 

Injury group No. Injury group No. 

Intentional self-harm 46 Falls 35 

Falls 32 Transport accidents 25 

Transport accidents 30 Intentional self-harm 16 

Accidental poisoning by and exposure to noxious 
substances 

9 Assault 6 

Exposure to inanimate mechanical forces 6 
Sequelae of transport, other accidents, 
intentional self-harm, assault and events of 
undetermined intent 

4 

Assault 6 
Accidental poisoning by and exposure to 
noxious substances 

4 

Sequelae of transport, other accidents, intentional 
self-harm, assault and events of undetermined 
intent 

6 Other accidental threats to breathing 3 

Accidental drowning and submersion 5 Exposure to smoke, fire and flames 2 

Other accidental threats to breathing 3 Exposure to inanimate mechanical forces 1 

Exposure to smoke, fire and flames 3 Accidental drowning and submersion 1 

Contact with heat and hot substances 2 Contact with heat and hot substances 1 

Over-exertion, travel and privation 2 
Accidental exposure to other and unspecified 
factors 

1 

Exposure to forces of nature 1 Event of undetermined intent 1 

Event of undetermined intent 1 Total 100 

Total 152 

Source:  Data supplied by Ministry of Health.   

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. 
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Injury death rates for males and females by different age groups 

Figure 3.3 shows age-specific injury death rates for Whanganui District males and females for the 
ten years 2004–2013.  Rates indicate the relative probabilities, or chances, of males and females in 
each age group dying from injury.   
 
Injury death rates for males as well as females were highest in the 75+ age group. 
 
In every age group except 0–14 and 75+, males were much more likely than females to suffer fatal 
injuries. In the 25–44 age group, males were almost 4 times more likely than females to die from 
injury. 

 

Figure 3.3: Injury death rates, Whanganui District, by age and gender, 2004–2013 

combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 3.4  
   

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. Some rates based on small numbers. 
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Causes of injury deaths in Māori and Non-Māori 

For Māori of the Whanganui District, transport accidents were the top cause of injury deaths, 
closely followed by intentional self-harm (table 3.4).  Falls were also significant. 
 
For Non-Māori, falls were the top cause, followed by intentional self-harm and transport accidents.  
   

Table 3.4: Causes of injury deaths, Whanganui District, by Māori and Non-Māori and 

injury groups, 2004–2013 combined 

Māori Non-Māori 

Injury group No. Injury group No. 

Transport accidents 23 Falls 57 

Intentional self-harm 20 Intentional self-harm 42 

Falls 10 Transport accidents 32 

Other accidental threats to breathing 4 
Accidental poisoning by and exposure to 
noxious substances 

10 

Assault 4 Assault 8 

Sequelae of transport, other accidents, intentional 
self-harm, assault and events of undetermined 
intent 

4 
Sequelae of external causes of morbidity and 
mortality 

6 

Accidental drowning and submersion 3 Exposure to inanimate mechanical forces 6 

Accidental poisoning by and exposure to noxious 
substances 

3 Accidental drowning and submersion 3 

Exposure to smoke, fire and flames 2 Exposure to smoke, fire and flames 3 

Exposure to inanimate mechanical forces 1 Contact with heat and hot substances 3 

Event of undetermined intent 1 Other accidental threats to breathing 2 

Total 75 Event of undetermined intent 2 

Source: Data supplied by Ministry of Health. 
  

Notes:   Years are calendar years 1 January to 31              
              December. Data for 2013 is provisional 

Exposure to forces of nature 1 

Over-exertion, travel and privation 1 

Accidental exposure to other and unspecified 
factors 

1 

Total 177 
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Injury death rates for Māori and Non-Māori 

In every age group from 0–14 to 75+, Māori were more likely than Non-Māori to experience a fatal 
injury (figure 3.4, note rates are based on small numbers).  In particular, in the 75+ age group, 
Māori were more than twice as likely to die from injury as Non-Māori.  

 

Figure 3.4: Māori and Non-Māori injury death rates, Whanganui District, by age, 2004–

2013 combined 

 

Source:  Data supplied by Ministry of Health.  Data in appendix table 3.5  
   

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. Some rates based on small numbers.  

     
Overall, the average annual age-standardised injury death rate for Māori in the Whanganui District 
was 85.7 deaths per 100,000 population, compared to just 36.0 deaths per 100,000 for Non-Māori 
(appendix table 3.5).  
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Rural-urban areas 

Geographically, people in the Whanganui District reside either in the ‘main urban area’ of 
Whanganui City or in what are classified as ‘other rural areas’.  ‘Other rural areas’ are the least 
populated rural parts of the district.  The Whanganui District does not contain any ‘secondary urban 
areas’, ‘minor urban areas’ or ‘rural centres’.   As might be expected, the Whanganui main urban 
area had the highest numbers of injury-related deaths (232 of the total 252 deaths in the district 
during 2004–2013 or 92%).  By contrast, there were just 20 injury deaths among residents of ‘other 
rural areas’ (8% of all deaths). 
 
However, people residing in ‘other rural areas’ had a higher per capita risk of fatal injury (an age-
standardised average annual injury death rate of 52.0 per 100,000 compared with 46.2 per 100,000 
for Whanganui City ‘main urban area’).  In a nutshell, although most of the people who died from 
injury were urban residents, on a per capita basic people living in rural areas had a slightly greater 
chance of being fatally injured (appendix table 3.6).9 
 

Neighbourhood deprivation (NZDep2013) 

As noted earlier, the New Zealand Deprivation Index 2013 (NZDep2013) indicates levels of relative 
socioeconomic deprivation in different population areas of New Zealand.  Category 1 on the index 
refers to the least socioeconomically deprived 10% (decile) of these areas.  Category 10 refers to 
the most socioeconomically deprived 10% of these areas.   
 
Figure 3.5 shows the injury death rates for Whanganui District people according to their 
NZDep2013 category.  People living in categories 8-10, the most socioeconomically deprived 
population areas, were more likely to be fatally injured than people living in the less 
socioeconomically deprived population areas, i.e. categories 4–7, and categories 1–3.  

Figure 3.5: Injury death rates, Whanganui District, by NZDep2013 deciles, 

2004–2013 combined  

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 3.7.   

Notes:  Years are calendar years 1 January to 31 December. Data for 2013 is provisional. Some rates based on small numbers. 

                                            
9  See the glossary for definitions of the different types of rural/ urban areas. For further information about the area units included 

in these categories see appendix table 2.7a. 
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WHAT IS THE IMPACT OF INJURY IN NEW ZEALAND?   

• Injury is a leading cause of premature death and disability in New Zealand.  It is estimated to 
account for 8% of all health loss (deaths plus disability) experienced by New Zealanders in a 
year (Ministry of Health and Accident Compensation Corporation 2013).10 

• Injury is the third leading cause of premature death in New Zealand, after cancer and 
vascular conditions (coronary heart disease, stroke). 

• About 60% of the health loss caused by injury in New Zealand is from unintentional injuries 
(road crashes, falls, drowning). The remaining 40% is from intentional injuries (suicide and 
self-harm, assault, homicide). 

• Suicide and self-harm account for a third of all injury-related health loss. Transport injuries 
account for a further third.  The next leading causes are falls (10%) and interpersonal 
violence (6%).  

• More than half of all injury-related health loss in New Zealand is experienced by people 
under the age of 35. 

• Males are almost three times more likely than females to experience health loss from injury. 

• Māori have twice the rate of injury-related health loss as Non-Māori.  This is mainly because 
Māori have higher rates of transport injuries, self-inflicted injuries and injuries from 
interpersonal violence 

• Falls account for half of all injury-related health loss in people aged 65+. 

• Alcohol is estimated to be a factor in about a quarter of all injury-related health loss in New 
Zealand.11  Alcohol impairs people’s perceptions, reactions and judgement, and is associated 
with aggressive behaviour. 

• Mental illness is estimated to account for a quarter of all injury-related health loss, especially 
losses related to self-inflicted injury. 

 

Source: Ministry of Health and Accident Compensation Corporation. (2013). Injury-related Health Loss: A report from 

the New Zealand Burden of Diseases, Injuries and Risk Factors Study 2006–2016. Wellington: Ministry of Health. 

 

 

 

 

                                            
10  It is important to note that statistics on the burden of injury only estimate lost years of life and years of life with disability for the 

individual.  They do not estimate the impact of injury on the lives of people close to the victim, such as partners, children, or 
other family and whānau.   

11  A 2011 study at Taranaki Base Hospital’s emergency department found 13% of adults aged 15+ presenting for injury treatment 
were intoxicated. Most of the injured intoxicated people presented in the early hours of the morning (1.00am to 4.00am).  For 
details see: www.tdhb.org.nz/news/documents/media_release_2014_08_07.shtml 

 

 

http://www.tdhb.org.nz/news/documents/media_release_2014_08_07.shtml
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This chapter presents data on injury hospitalisations in the Whanganui District population for the 
five years 2011 to 2015.12  Where appropriate, comparisons are made with injury hospitalisation 
data for New Zealand as a whole. 
 
Hospitalisation is defined as a day patient or inpatient admission to a New Zealand public hospital.  
It excludes hospital emergency department attendances, although a proportion of emergency 
department patients will subsequently be admitted to hospital as day or inpatients.13   
 
In general, injuries requiring hospitalisation are more likely to be serious, complex, life-threatening 
or disabling compared with injuries only requiring treatment in emergency departments, health 
centres or GP clinics.   
 
A wide range of factors can potentially influence the number of injury hospitalisations recorded in 
any given year.  These include variations in the actual incidence of injury in the population (itself 
shaped by a multiplicity of factors), variations in people’s treatment-seeking behaviour, their access 
to public and private services, and changes in admission policies or the types of services provided in 
hospital or non-hospital injury-treatment settings. 
 

Overview of injury hospitalisations 

In the five years 2011–2015, there were 7,893 injury hospitalisations recorded for people living in 
the Whanganui District.  This is an average of 1,579 injury hospitalisations per year, or 13% of all 
public hospitalisations for people in the district in a year.   

 

Table 4.1: Number of injury hospitalisations (all causes), Whanganui District, 2011–2015 

YEAR 

2011 
 

2012 
 

2013 
 

2014 
 

2015 
 

Total 
 

1,576 1,451 1,464 1,659 1,743 7,893 

Source:  Data supplied by Ministry of Health.    

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 

Unintentional and intentional injury hospitalisations  

Most injury hospitalisations are for unintentional injury. Altogether over the five years, 6,580 (83%) 
Whanganui District injury hospitalisations were for unintentional injury (‘accidents’) and 823 (10%) 
were for intentional injury (intentional self-harm and assaults).14   A further 490 injury 
hospitalisations (6%) were classified as ‘other’ and neither clearly intentional or unintentional.  

                                            
12   Hospitalisation data for 2015 is provisional. 

13   Data on Whanganui District emergency department attendances is presented in the next chapter. 

14   This was similar to New Zealand’s 86% for unintentional injuries and 11% for intentional injuries (appendix table 4.2). 
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Figure 4.1 shows the volumes of injury hospitalisations for different age groups. 
 

Figure 4.1: Unintentional and intentional injury hospitalisations, Whanganui District, by 

age, 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.1. 

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 ‘Other’ includes injuries of undetermined intent, legal interventions, operations of war, and sequelae (late affects) of injury.   

 
Most Whanganui District injury hospitalisations are for adults in the 15–24, 25–44 and 45–64 age 
groups.  These three age groups also contribute relatively high volumes of intentional injury 
hospitalisations. 
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Main causes of injury hospitalisations 

Just like deaths, causes of injury hospitalisation are classified using the International Classification 
of Diseases (ICD-10) system for coding the external causes of health conditions (E-codes).   All 
hospitalisations caused by injury are included in the present analysis except those resulting from 
medical misadventure.  
 
Falls were clearly the most common cause of injury hospitalisation.  Forty percent of Whanganui 
District injury hospitalisations were for falls (figure 4.2).   
 
Next most common was exposure to inanimate mechanical forces (14%) and transport accidents 
(11%).  Intentional self-harm (6%) and assault (4%) were also prominent. 

 

Figure 4.2: Causes of injury hospitalisation (injury groups), Whanganui District, five 

years 2011–2015 combined (n=7,893) 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.2.   

Notes:  Years are calendar years 1 January to 31 December.  Data for 2015 is provisional.  

 ‘Animate’ = related to living things e.g. animals.  ‘Inanimate’ = not related to living things. 
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Table 4.2: Selected main causes of all hospitalisations, Whanganui District, by age, 2011–2015 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 
0–4 year olds 
ICD-10 Cause group        % of hospitalisations (n=4,378)  

Respiratory diseases 26% 
Birth (perinatal) conditions 16% 
Digestive system diseases 11% 
Infectious & parasitic diseases 10% 
Injury 9% 

5–14 year olds 
ICD-10 Cause group        % of hospitalisations (n=2,831)  

Injury 22% 
Digestive system diseases 22% 
Respiratory diseases 14% 

15–24 year olds 
ICD-10 Cause group        % of hospitalisations (n=6,061)  

Pregnancy & childbirth 30% 
Injury 19% 
Digestive system diseases 11% 
Musculoskeletal conditions 6% 

25–44 year olds 
ICD-10 Cause group     % of hospitalisations (n=11,056)  

Pregnancy & childbirth 24% 
Injury 14% 
Digestive system diseases 12% 
Musculoskeletal conditions 8% 

 

 
45–64 year olds 
ICD-10 Cause group      % of hospitalisations (n=14,848)  

Musculoskeletal conditions 14% 
Digestive system diseases 12% 
Cancers 12% 
Injury 11% 
Heart, stroke, other circulatory conditions 10% 

65–74 year olds 
ICD-10 Cause group        % of hospitalisations (n=8,819)  

Heart, stroke, other circulatory conditions 15% 
Cancers 14% 
Musculoskeletal conditions  12% 
Digestive system diseases 10% 
Respiratory diseases 8% 
Injury 8% 

75–84 year olds 
ICD 10 Cause group        % of hospitalisations (n=9,689)  

Heart, stroke, other circulatory conditions 17% 
Cancers 14% 
Injury 10% 
Respiratory diseases 10% 
Digestive system diseases 8% 
Musculoskeletal conditions  8% 

85+ year olds 
ICD 10 Cause group       % of hospitalisations (n=5,112)  

Injury 19% 
Heart, stroke, other circulatory conditions 18% 
Cancers 11% 
Respiratory diseases 11% 
Digestive system diseases 8% 

 

Source of data: Ministry of Health. Analysis by HealthSearch Ltd. 
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Falls  

During 2011–2015 there were 3,186 hospitalisations for fall injuries among people living in the 
Whanganui District.  Table 4.3 lists the most common specific causes for hospitalisations from falls.   
 
Falls on the same level, including from slipping, tripping or stumbling on the same level plus ‘other’ 
types of falls on the same level, made up the majority of fall hospitalisations (61%).    
 
A further proportion of falls hospitalisations were caused by ‘other’ types of falls from one level to 
another (14%), and falls on and from stairs and steps (8%).  
 

Table 4.3: Injury hospitalisations caused by falls, Whanganui District, by specific 

injury types, five years 2011–2015 combined 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
   

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 

 

 

 

  

Injury type No. Percent 

Other fall on same level 1037 32.5 

Fall on same level from slipping, tripping or stumbling 901 28.3 

Other fall from one level to another 434 13.6 

Fall on and from stairs and steps 249 7.8 

Unspecified fall 220 6.9 

Fall involving playground equipment 115 3.6 

Fall from or out of or through building or structure 99 3.1 

Other fall on same level due to collision with, or pushing by another person 71 2.2 

Fall on or from ladder or scaffolding 60 1.9 

Total falls 3186 100.0 
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Transport-related accidents 

The next most common injury group was transport accidents, for which there were 842 
hospitalisations for people in the district in 2011–2015.   
 
Motorcycle riders, car occupants and pedal cyclists featured prominently in these hospitalisations.  
Altogether, just over three-quarters (76%) of transport-related accident hospitalisations involved 
these three groups (table 4.4).  

 

Table 4.4: Injury hospitalisations caused by transport-related accidents, Whanganui 

District, by specific injury types, five years 2011–2015 combined 

Injury type No. Percent 

Motorcycle rider injured in other transport accident 177 21.0 

Car occupant injured in other transport accident 170 20.2 

Pedal cyclist injured in other transport accident 124 14.7 

Other land transport accidents 118 14.0 

Car occupant injured in collision with motor vehicle (excluding trains) 102 12.1 

Pedal cyclist injured in collision with motor vehicle (excluding trains) 36 4.3 

Pedestrian injured in collision with motor vehicle (excluding trains) 35 4.2 

Motorcycle rider injured in collision with motor vehicle (excluding trains) 27 3.2 

Water transport accidents 11 1.3 

Occupant of pick-up truck or van injured in other transport accident 9 1.1 

Occupant of pick-up truck or van injured in collision with motor vehicle (excluding trains) 9 1.1 

Bus occupant injured in other transport accident 8 1.0 

Occupant of heavy transport vehicle injured in other transport accident 6 0.7 

Pedestrian injured in other transport accidents 4 0.5 

Other and unspecified transport accidents 3 0.4 

Air and space transport accidents 2 0.2 

Occupant of three wheeled motor vehicle injured other transport accident 1 0.1 

Total transport accidents 842 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
   

Notes:  Years are calendar years 1 January to 31 December.  Data for 2015 is provisional.  excl. = excluding. 

 Injury groups with no hospitalisations excluded from table. 
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Inanimate mechanical forces 

People in the district had 1,094 hospitalisations for unintentional injuries resulting from contact 

with inanimate [non-living] mechanical forces.  The most common cause in this category was 

contact with sharp glass, knife, sword, dagger or non-powered hand tool (27%) (table 4.5).   

 

Table 4.5: Injury hospitalisations caused by inanimate mechanical forces, Whanganui 

District, by specific injury types, five years 2011–2015 combined 

Injury type No. Percent 

Contact with sharp glass, knife, sword, dagger, non-powered hand tool 290 26.5 

Exposure to other inanimate mechanical forces 162 14.8 

Contact with other and unspecified machinery 159 14.5 

Striking against or struck by other objects 152 13.9 

Foreign body entering into or through eye or natural orifice 106 9.7 

Caught, crushed, jammed or pinched in or between object 95 8.7 

Struck by thrown, projected or falling object 84 7.7 

Striking against or struck by sports equipment 27 2.5 

Discharge of firework, other explosions 7 0.6 

Discharge from firearms 5 0.5 

Explosion and rupture of pressurised devices 5 0.5 

Contact with agricultural machinery 2 0.2 

Total exposure to inanimate mechanical forces 1094 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
   

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Animate mechanical forces 

There were 301 injury hospitalisations resulting from contact with animate [living] mechanical 
forces.   
 
Forty-one percent of these hospitalisations were caused by people being hit, struck, kicked, twisted, 
bitten, scratched or struck against by another person or people.  An example is an injury sustained 
in a rugby game.   
 
Most of the remaining hospitalisations (56%) were for injuries caused by bites, stings or being 
struck by animals such as horses or dogs (table 4.6).  
 

Table 4.6: Injury hospitalisations caused by animate mechanical forces, Whanganui 

District, by specific injury types, five years 2011–2015 combined 

Injury type No. Percent 

Hit, struck, kicked, twisted, bitten, scratched, struck against, bumped into, 
    crushed, pushed or stepped on by another person or people 

122 40.5 

Bitten, stung, struck or crushed by another animal 99 32.9 

Bitten or struck by dog 68 22.6 

Exposure to other animate mechanical forces 12 4.0 

Total exposure to animate mechanical forces 301 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
   

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Intentional self-harm 

Over the five years, 458 injury hospitalisations were identified to be caused by intentional self-
harm. 
 
The most common type of intentional self-harm was poisoning by, and exposure to, drugs, 
medicaments and biological substances (86% of all intentional self-harm hospitalisations for people 
in the district) (table 4.7).  An example is deliberately overdosing on sleeping pills.  
 

Table 4.7: Injury hospitalisations caused by intentional self-harm, Whanganui District, 

by specific injury types, five years 2011–2015 combined 

Injury type No. Percent 

Intentional self-poisoning by and exposure to drugs, medicaments and biological 
substances, excluding alcohol 

392 85.6 

Intentional self-harm by other or unspecified means 45 9.8 

Intentional self-poisoning by and exposure to other and unspecified chemical and 
noxious substances, including alcohol and including gases 

16 3.5 

Intentional self-harm by hanging, strangulation and suffocation 5 1.1 

Total intentional self-harm 458 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 

 

 

 



Safer Whanganui Community Needs Assessment 2017    49  
 

Assault 

Over the five years, nearly two-thirds (63%) of the district’s 365 assault-related hospitalisations 
were caused by a bodily force (e.g. hit or struck by a hand or foot) as opposed to a blunt (14%) or 
sharp (10%) object (table 4.8).   

 

Table 4.8: Injury hospitalisations caused by assault, Whanganui District, by specific 

injury types, five years 2011–2015 combined 

Injury type No. Percent 

Assault by bodily force 228 62.5 

Assault by a blunt object 50 13.7 

Assault by other or unspecified means 40 11.0 

Assault by a sharp object 35 9.6 

Other maltreatment syndromes 10 2.7 

Sexual assault by bodily force 2 0.5 

Total assault 365 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.3.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 

 

 
 

Other causes 

For details of other specific causes of injury hospitalisations, see appendix table 4.3. 
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Injury hospitalisation by gender and age 

Rates indicate the chances that people in a population group will be hospitalised for injury 
treatment.  For example, an injury hospitalisation rate of 10,000 hospitalisations per 100,000 
population indicates that, on average, 1 in every 10 people in that population group have been 
hospitalised for injury. 

 
Age-specific injury hospitalisation rates indicate which age and gender groups are most at risk of 
being hospitalised for injury (figure 4.3).  In the Whanganui District during 2011–2015, women aged 
85+ had the highest injury hospitalisation rates (18,440 per 100,000).  This means Whanganui 
women in this age group had on average an almost 1 in 5 chance of being hospitalised for injury in a 
year.  

 
Next highest were men aged 85+ (13,270 per 100,000), followed by women aged 75–84 (7,912 per 
100,000) and men aged 75–84 (5,897 per 100,000).  Girls aged 5–14 had the lowest injury 
hospitalisation rate (248 per 100,000).   

 

Figure 4.3: Rates of injury hospitalisation, Whanganui District, by age and 

gender, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4.   
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 

In all age groups except 75–84 and 85+, males had a higher risk of injury hospitalisation than 
females.  
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Reflecting this, in total Whanganui males had a 52% higher age-standardised rate of injury 
hospitalisation (3,835 per 100,000 population) than females (2,520 per 100,000) (appendix table 
4.4).  
 

Whanganui District male hospitalisation rates compared to NZ 

Comparing male injury hospitalisation statistics for the Whanganui District and New Zealand, during 
2011–2015 Whanganui men aged 75–84 and 85+ were less likely to be hospitalised for injury 
treatment than in New Zealand as a whole (figure 4.4).  By contrast, younger Whanganui men in the 
15–24, 25–44, 45–64 and 65–74 age groups were more likely to be hospitalised for injury 
treatment.  
 

Figure 4.4: Male rates of injury hospitalisation, Whanganui District and 

New Zealand, by age, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4.   

  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 
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Whanganui District female hospitalisation rates compared to NZ 

Whanganui women aged 75–84 and 85+ were less likely to be hospitalised for injury treatment than 
in New Zealand as a whole (figure 4.5). However, younger Whanganui females in the 0–4, 15–24, 
25–44 and 45–64 age groups were more likely to be hospitalised for injury treatment than in New 
Zealand as a whole.  
 

Figure 4.5: Female rates of injury hospitalisation, Whanganui District and 

New Zealand, by age, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4.   
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 
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Causes of injury hospitalisation – children aged 0–4 

Table 4.9 shows the most common causes of injury hospitalisations for Whanganui District pre-
school boys and girls aged 0–4 years.    
 
Falls were the most common, making up 38% of all injury hospitalisations for boys aged 0–4 and 
31% of all injury hospitalisations for girls aged 0–4. 
 

Table 4.9: Causes of injury hospitalisation, 0–4 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 74 37.8 Falls 57 31.1 

Exposure to inanimate mechanical 
forces 

36 18.4 
Exposure to inanimate mechanical 
forces 

41 22.4 

Accidental poisoning by and exposure to 
noxious substances 

26 13.3 Contact with heat and hot substances 31 16.9 

Exposure to animate mechanical forces 16 8.2 
Accidental poisoning by and exposure 
to noxious substances 

24 13.1 

Contact with heat and hot substances 14 7.1 Transport accidents 7 3.8 

Transport accidents 8 4.1 
Accidental exposure to other and 
unspecified factors 

7 3.8 

Accidental exposure to other and 
unspecified factors 

5 2.6 Assault 5 2.7 

Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

5 2.6 
Exposure to animate mechanical 
forces 

4 2.2 

Other accidental threats to breathing 4 2.0 Other accidental threats to breathing 4 2.2 

Accidental drowning and submersion 3 1.5 Accidental drowning and submersion 1 0.5 

Assault 3 1.5 Exposure to smoke, fire and flames 1 0.5 

Exposure to forces of nature 1 0.5 
Contact with venomous animals or 
plants 

1 0.5 

Total 196 100.0 Total 183 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December.  Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – children aged 5–14 

Falls were the most common cause of injury hospitalisations for boys and girls aged 5–14 in the 
district (40% for both boys and girls).    
 
Transport accidents and exposure to inanimate mechanical forces were the next most common 
injury causes (table 4.10).   
 

Table 4.10: Causes of injury hospitalisation, 5–14 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 145 39.9 Falls 100 40.3 

Transport accidents 64 17.6 
Exposure to inanimate mechanical 
forces 

48 19.4 

Exposure to inanimate mechanical 
forces 

61 16.8 Transport accidents 27 10.9 

Exposure to animate mechanical forces 23 6.3 
Exposure to animate mechanical 
forces 

21 8.5 

Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

15 4.1 Intentional self-harm 16 6.5 

Accidental exposure to other and 
unspecified factors 

13 3.6 Over-exertion, travel and privation 9 3.6 

Accidental poisoning by and exposure to 
noxious substances 

10 2.8 
Accidental exposure to other and 
unspecified factors 

8 3.2 

Contact with venomous animals or 
plants 

8 2.2 Assault 6 2.4 

Over-exertion, travel and privation 7 1.9 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

6 2.4 

Contact with heat and hot substances 5 1.4 Other accidental threats to breathing 3 1.2 

 5 1.4 Accidental drowning and submersion 1 0.4 

Other accidental threats to breathing 2 0.6 Contact with heat and hot substances 1 0.4 

Exposure to smoke, fire and flames 2 0.6 
Contact with venomous animals or 
plants 

1 0.4 

Intentional self-harm 2 0.6 
Accidental poisoning by and exposure 
to noxious substances 

1 0.4 

Exposure to forces of nature 1 0.3    

Total 363 100.0 Total 248 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – young people aged 15–24 

Amongst young women in this age group, intentional self-harm was the leading cause of injury 
hospitalisation (31%), followed by transport accidents (17%) and falls (12%) (table 4.11).  Amongst 
young men, it was exposure to inanimate mechanical forces (21%), followed by transport accidents 
(19%), falls (17%) and assault (16%).  
 

Table 4.11: Causes of injury hospitalisation, 15–24 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Exposure to inanimate mechanical 
forces 

155 21.3 Intentional self-harm 135 31.1 

Transport accidents 138 19.0 Transport accidents 72 16.6 

Falls 123 16.9 Falls 50 11.5 

Assault 114 15.7 
Exposure to inanimate mechanical 
forces 

40 9.2 

Exposure to animate mechanical 
forces 

48 6.6 Assault 37 8.5 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

41 5.6 Exposure to animate mechanical forces 26 6.0 

Intentional self-harm 40 5.5 
Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

24 5.5 

Over-exertion, travel and privation 20 2.8 
Accidental poisoning by and exposure 
to noxious substances 

18 4.1 

Accidental exposure to other and 
unspecified factors 

16 2.2 Over-exertion, travel and privation 12 2.8 

Accidental poisoning by and exposure 
to noxious substances 

12 1.7 
Accidental exposure to other and 
unspecified factors 

7 1.6 

Exposure to smoke, fire and flames 6 0.8 Event of undetermined intent 7 1.6 

Contact with venomous animals or 
plants 

5 0.7 Other accidental threats to breathing 2 0.5 

Exposure to electric current, radiation 
and extreme ambient air pressure and 
temperature 

3 0.4 Accidental drowning and submersion 1 0.2 

Contact with heat and hot substances 2 0.3 Exposure to smoke, fire and flames 1 0.2 

Accidental drowning and submersion 1 0.1 
Contact with venomous animals or 
plants 

1 0.2 

Other accidental threats to breathing 1 0.1 Exposure to forces of nature 1 0.2 

Exposure to forces of nature 1 0.1    

Legal intervention and operations of 
war 

1 0.1    

Total 727 100.0 Total 434 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – adults aged 25–44 

For women aged 25–44 in the district, falls were the leading cause of injury hospitalisation (19%) 
followed by intentional self-harm (15%), transport accidents (14%) and exposure to inanimate 
mechanical forces (12%).  For men, the leading cause was exposure to inanimate mechanical forces 
(24%), followed by falls (15%), transport accidents (15%) and assault (11%) (table 4.12).  
 

Table 4.12: Causes of injury hospitalisation, 25–44 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Exposure to inanimate mechanical 
forces 

236 23.7 Falls 93 18.5 

Falls 152 15.3 Intentional self-harm 77 15.3 

Transport accidents 150 15.1 Transport accidents 69 13.7 

Assault 113 11.4 
Exposure to inanimate mechanical 
forces 

62 12.3 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

92 9.3 
Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

43 8.5 

Over-exertion, travel and privation 65 6.5 Over-exertion, travel and privation 41 8.2 

Exposure to animate mechanical 
forces 

55 5.5 Assault 36 7.2 

Intentional self-harm 48 4.8 Exposure to animate mechanical forces 24 4.8 

Accidental exposure to other and 
unspecified factors 

21 2.1 
Accidental poisoning by and exposure 
to noxious substances 

19 3.8 

Accidental poisoning by and exposure 
to noxious substances 

20 2.0 
Accidental exposure to other and 
unspecified factors 

17 3.4 

Other accidental threats to breathing 11 1.1 Event of undetermined intent 9 1.8 

Contact with venomous animals or 
plants 

9 0.9 Other accidental threats to breathing 3 0.6 

Contact with heat and hot substances 7 0.7 Exposure to smoke, fire and flames 3 0.6 

Exposure to smoke, fire and flames 5 0.5 
Contact with venomous animals or 
plants 

3 0.6 

Event of undetermined intent 4 0.4 Contact with heat and hot substances 2 0.4 

Legal intervention and operations of 
war 

4 0.4 Exposure to forces of nature 2 0.4 

Accidental drowning and submersion 1 0.1    

Exposure to electric current, radiation 
and extreme ambient air pressure and 
temperature 

1 0.1    

Total 994 100.0 Total 503 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 

  



Safer Whanganui Community Needs Assessment 2017    57  
 

Causes of injury hospitalisation – adults aged 45–64 

Falls were the most common cause of injury hospitalisation for men and for women aged 45‒64 
(23% and 38% respectively).  For men the next leading cause was exposure to inanimate mechanical 
forces (23%). For women it was intentional self-harm (12%) (table 4.13). 
 

Table 4.13: Causes of injury hospitalisation, 45–64 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 220 23.2 Falls 252 37.8 

Exposure to inanimate mechanical 
forces 

219 23.1 Intentional self-harm 79 11.9 

Transport accidents 140 14.8 Over-exertion, travel and privation 59 8.9 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

110 11.6 Transport accidents 57 8.6 

Over-exertion, travel and privation 77 8.1 
Exposure to inanimate mechanical 
forces 

54 8.1 

Intentional self-harm 44 4.6 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

50 7.5 

Exposure to animate mechanical 
forces 

30 3.2 
Exposure to animate mechanical 
forces 

26 3.9 

Assault 28 3.0 
Accidental exposure to other and 
unspecified factors 

25 3.8 

Accidental poisoning by and exposure 
to noxious substances 

25 2.6 
Accidental poisoning by and exposure 
to noxious substances 

22 3.3 

Other accidental threats to breathing 18 1.9 Other accidental threats to breathing 14 2.1 

Accidental exposure to other and 
unspecified factors 

13 1.4 Assault 11 1.7 

Event of undetermined intent 7 0.7 Exposure to smoke, fire and flames 6 0.9 

Exposure to smoke, fire and flames 6 0.6 
Contact with venomous animals or 
plants 

6 0.9 

Contact with venomous animals or 
plants 

3 0.3 Event of undetermined intent 3 0.5 

Exposure to forces of nature 3 0.3 Contact with heat and hot substances 1 0.2 

Exposure to electric current, radiation 
and extreme ambient air pressure and 
temperature 

2 0.2 Exposure to forces of nature 1 0.2 

Contact with heat and hot substances 2 0.2    

Accidental drowning and submersion 1 0.1    

Total 948 100.0 Total 666 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – older adults aged 65–74 

Falls accounted for just over two-thirds (69%) of injury hospitalisations for older women aged 65–
74 and getting near to half (44%) of injury hospitalisations for men in this age group.   
 
Apart from exposure to inanimate mechanical forces for men (16%), other injury causes were much 
less common (table 4.14).  
 

Table 4.14: Causes of injury hospitalisation, 65–74 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 149 44.0 Falls 229 69.0 

Exposure to inanimate mechanical 
forces 

54 15.9 
Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

24 7.2 

Transport accidents 33 9.7 Exposure to inanimate mechanical forces 18 5.4 

Other accidental threats to breathing 19 5.6 Transport accidents 15 4.5 

Over-exertion, travel and privation 19 5.6 Over-exertion, travel and privation 13 3.9 

Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

17 5.0 
Accidental exposure to other and 
unspecified factors 

9 2.7 

Accidental exposure to other and 
unspecified factors 

16 4.7 Other accidental threats to breathing 7 2.1 

Exposure to animate mechanical forces 8 2.4 Exposure to animate mechanical forces 4 1.2 

Accidental poisoning by and exposure to 
noxious substances 

8 2.4 Exposure to smoke, fire and flames 3 0.9 

Intentional self-harm 6 1.8 
Accidental poisoning by and exposure to 
noxious substances 

3 0.9 

Assault 3 0.9 Exposure to forces of nature 2 0.6 

Exposure to smoke, fire and flames 2 0.6 Intentional self-harm 2 0.6 

Contact with venomous animals or 
plants 

2 0.6 Contact with heat and hot substances 1 0.3 

Accidental drowning and submersion 1 0.3 Contact with venomous animals or plants 1 0.3 

Exposure to electric current, radiation 
and extreme ambient air pressure and 
temperature 

1 0.3 Assault 1 0.3 

Contact with heat and hot substances 1 0.3 Falls 229 69.0 

Total 339 100.0 Total 332 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – older adults aged 75–84 

The vast majority of injury-related hospitalisations among people in the district aged 75–84 were 
due to falls – 62% for men and 80% for women (table 4.15).  
 

Table 4.15: Causes of injury hospitalisation, 75–84 age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 219 62.2 Falls 501 79.7 

Other accidental threats to breathing 46 13.1 Other accidental threats to breathing 29 4.6 

Transport accidents 27 7.7 Exposure to inanimate mechanical forces 19 3.0 

Exposure to inanimate mechanical 
forces 

25 7.1 Transport accidents 18 2.9 

Accidental exposure to other and 
unspecified factors 

8 2.3 Over-exertion, travel and privation 18 2.9 

Over-exertion, travel and privation 7 2.0 
Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

16 2.5 

Exposure to animate mechanical forces 6 1.7 
Accidental exposure to other and 
unspecified factors 

8 1.3 

Accidental poisoning by and exposure to 
noxious substances 

6 1.7 
Accidental poisoning by and exposure to 
noxious substances 

6 1.0 

Exposure to smoke, fire and flames 3 0.9 Exposure to animate mechanical forces 4 0.6 

Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

3 0.9 Exposure to forces of nature 4 0.6 

Intentional self-harm 1 0.3 Intentional self-harm 4 0.6 

Assault 1 0.3 Contact with heat and hot substances 1 0.2 

   Assault 1 0.2 

Total 352 100.0 Total 629 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Causes of injury hospitalisation – older adults aged 85+ 

Amongst those aged 85+, falls were by far the leading cause of injury hospitalisation, for men 77% 
and for women 87% (table 4.16).   
 
Over the five years, women aged 85+ in the district were hospitalised 619 times for fall injuries, an 
average of more than 120 fall injury hospitalisations a year.  
 

Table 4.16: Causes of injury hospitalisation, 85+ age group, Whanganui District, by 

gender and injury group, five years 2011–2015 combined 

Male Female 

Injury group No. Percent Injury group No. Percent 

Falls 203 76.6 Falls 619 86.7 

Other accidental threats to breathing 31 11.7 Exposure to inanimate mechanical forces 18 2.5 

Exposure to inanimate mechanical 
forces 

8 3.0 Over-exertion, travel and privation 18 2.5 

Over-exertion, travel and privation 8 3.0 Other accidental threats to breathing 17 2.4 

Accidental exposure to other and 
unspecified factors 

6 2.3 Transport accidents 16 2.2 

Accidental poisoning by and exposure to 
noxious substances 

3 1.1 
Sequelae of transport and other 
accidents, intentional self-harm, assault 
and events of undetermined intent 

9 1.3 

Exposure to animate mechanical forces 2 0.8 
Accidental poisoning by and exposure to 
noxious substances 

5 0.7 

Intentional self-harm 2 0.8 
Accidental exposure to other and 
unspecified factors 

5 0.7 

Transport accidents 1 0.4 Exposure to animate mechanical forces 4 0.6 

Contact with venomous animals or 
plants 

1 0.4 Intentional self-harm 2 0.3 

   Assault 1 0.1 

Total 265 100.0 Total 714 100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.4a.  
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 

 Injury groups with no hospitalisations excluded from table. 
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Table 4.17: Top three causes of injury hospitalisation, Whanganui District, by gender and 

age, 2011–2015 

Source: Data supplied by Ministry of Health.  Data in appendix table 4.4a. 

MALES 
0–4 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=196)  

Falls 38% 
Exposure to inanimate mechanical forces 18% 
Accidental poisoning by & exposure  
to noxious substances 13% 

5–14 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=363) 

Falls 40% 
Transport accidents 18% 
Exposure to inanimate mechanical forces 17% 

15–24 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=727) 

Exposure to inanimate mechanical forces 21% 
Transport accidents 19% 
Falls 17% 

25–44 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=994)  

Exposure to inanimate mechanical forces 24% 
Falls 15% 
Transport accidents 15% 

45–64 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=948)  

Falls 23% 
Exposure to inanimate mechanical forces 23% 
Transport accidents 15% 

65–74 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=339)  

Falls 44% 
Exposure to inanimate mechanical forces 16% 
Transport accidents 10% 
 

75–84 year olds 
ICD-10 Cause category             % of injury hospitalisations (n=352)  

Falls 62% 
Other accidental threats to breathing 13% 
Transport accidents 8% 

85+ year olds 
ICD-10 Cause category             % of injury hospitalisations (n=265)  

Falls 77% 
Other accidental threats to breathing 12% 
Exposure to inanimate mechanical forces 3% 

 

FEMALES 
0–4 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=183)  

Falls 31% 
Exposure to inanimate mechanical forces 22% 
Contact with heat and hot substances 17% 
 

5–14 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=248)  

Falls 40% 
Exposure to inanimate mechanical forces 19% 
Transport accidents 11% 

15–24 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=434)  

Intentional self-harm 31% 
Transport accidents 17% 
Falls 12% 

25–44 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=503)  

Falls 18% 
Intentional self-harm 15% 
Transport accidents 14% 

45–64 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=666)  

Falls 38% 
Intentional self-harm 12% 
Over-exertion, travel and privation 9% 

65–74 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=332)  

Falls 69% 
Sequelae of transport and other accidents, 
intentional self-harm, assault and events of 
undetermined intent 7% 
Exposure to inanimate mechanical forces 5% 

75–84 year olds 
ICD-10 Cause category         % of injury hospitalisations (n=629)  

Falls 80% 
Other accidental threats to breathing 5% 
Exposure to inanimate mechanical forces 3% 

85+ year olds 
ICD-10 Cause category         % of injury hospitalisations (n=714)  

Falls 87% 
Exposure to inanimate mechanical forces 3% 
Over-exertion, travel and privation 3% 
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Injury hospitalisations for Māori and Non-Māori 

From 2011–2015, a total of 1,650 Māori and 6,243 Non-Māori residing in the Whanganui District 
were hospitalised for injury.   This is an average of 330 Māori and 1,249 Non-Māori hospitalisations 
per year.  During the period, Māori had a 19% higher age-standardised rate of injury hospitalisation 
(3,653 per 100,000 population) than Non-Māori (3,071 per 100,000 population) (appendix table 
4.5).  
 
Figure 4.6 shows which Māori and Non-Māori age groups were most likely to be hospitalised 
because of injury.   
 
In the child age groups, and in the younger adult age groups 15–24, 25–44 and 45–64, Whanganui 
Māori were more likely to be hospitalised for injury than Whanganui Non-Māori.  By contrast, in the 
older adult age groups (65–74, 75–84 and 85+) Non-Māori were more likely than Māori to be 
hospitalised for injury.  
  

Figure 4.6: Māori and Non-Māori rates of injury hospitalisation, Whanganui District, by 

age, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.5.   

Notes:  Years are calendar years 1 January to 31 December. Some rates based on small numbers. 
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Whanganui District Māori hospitalisation rates compared to New Zealand 

During 2011–2015, older Whanganui Māori (age groups 65–74, 75–84 and 85+) were less likely to 
be hospitalised for injury than Māori from the same age groups in New Zealand as a whole (figure 
4.7).  However, younger Whanganui Māori children and adults, especially those in the 0–4, 15–24 
and 25–44 age groups, were slightly more likely than Māori of the same age in New Zealand to be 
hospitalised for injury.  
 

Figure 4.7: Māori rates of injury hospitalisation, Whanganui District and New Zealand, 

by age, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.5.   
  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. Some rates based on small numbers. 
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Whanganui District Non-Māori hospitalisation rates compared to New 
Zealand 

Whanganui Non-Māori aged 75–84 and 85+ were less likely to be hospitalised for injury than Non-
Māori of the same age in New Zealand as a whole (figure 4.4).  By contrast, younger adult 
Whanganui Non-Māori were generally more likely than younger adult Non-Māori in New Zealand to 
be hospitalised for injury.  
 

Figure 4.8: Non-Māori rates of injury hospitalisation, Whanganui District and New Zealand, 

by age, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.5.   

  

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional.  
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For both Māori and Non-Māori, falls and exposure to inanimate mechanical forces were the two 
commonest causes of injury hospitalisations (table 4.18).  However, falls made up a bigger share of 
Non-Māori hospitalisations, at least in part because the Non-Māori population is older than the 
Māori population and fall injuries are more common in older people generally.  
 

Table 4.18: Causes of injury hospitalisation, Māori and Non-Māori, Whanganui District, 

by injury group, five years 2011–2015 combined 

Māori Non-Māori 

Injury group No. Percent Injury group No. Percent 

Falls 406 24.6 Falls 2780 44.5 

Exposure to inanimate mechanical 
forces 

317 19.2 
Exposure to inanimate mechanical 
forces 

777 12.4 

Assault 192 11.6 Transport accidents 669 10.7 

Transport accidents 173 10.5 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

394 6.3 

Intentional self-harm 101 6.1 Intentional self-harm 357 5.7 

Exposure to animate mechanical 
forces 

98 5.9 Over-exertion, travel and privation 305 4.9 

Accidental poisoning by and exposure 
to noxious substances 

75 4.5 
Exposure to animate mechanical 
forces 

203 3.3 

Over-exertion, travel and privation 69 4.2 Other accidental threats to breathing 179 2.9 

Sequelae of transport and other 
accidents, intentional self-harm, 
assault and events of undetermined 
intent 

61 3.7 Assault 173 2.8 

Accidental exposure to other and 
unspecified factors 

51 3.1 
Accidental poisoning by and 
exposure to noxious substances 

133 2.1 

Other accidental threats to breathing 32 1.9 
Accidental exposure to other and 
unspecified factors 

133 2.1 

Contact with heat and hot substances 29 1.8 Contact with heat and hot substances 39 0.6 

Contact with venomous animals or 
plants 

16 1.0 Exposure to smoke, fire and flames 28 0.4 

Exposure to smoke, fire and flames 10 0.6 
Contact with venomous animals or 
plants 

25 0.4 

 Event of undetermined intent 10 0.6 Event of undetermined intent 20 0.3 

Accidental drowning and submersion 4 0.2 Exposure to forces of nature 14 0.2 

Exposure to electric current, radiation 
and extreme ambient air pressure 
and temperature 

2 0.1 Accidental drowning and submersion 6 0.1 

Exposure to forces of nature 2 0.1 
Exposure to electric current, radiation 
and extreme ambient air pressure 
and temperature 

5 0.1 

Legal intervention and operations of 
war 

2 0.1 
Legal intervention and operations of 
war 

3 0.0 

Total 1650 100.0 Total 6243           100.0 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.5a.   

Notes:  Years are calendar years 1 January to 31 December. Injury groups with no hospitalisations excluded from table. 

  

Hospitalisations for assault were more prominent for Māori (12% of all injury hospitalisations) than 
Non-Māori (3%), although again this may partly reflect the Māori population being younger. Young 
people are generally more likely than older people to suffer serious physical assaults.   
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Rural and urban areas 

During 2011‒2015, most of the people hospitalised for injury were residents of the Whanganui 
main urban area (i.e. Whanganui City).  Altogether, the Whanganui main urban area population had 
7,426 injury hospitalisations (94% of the total), with ‘other rural areas’ in the district contributing 
the remaining 467 injury hospitalisations (6%).   
 

Age-standardised injury hospitalisation rates were higher for the Whanganui main urban area 

(3,263 per 100,000) than for Whanganui’s ‘other rural areas’ (2,294 per 100,000).  This suggests, 

after adjusting for age differences, people living in rural areas of the district are about 30% less 

likely to be admitted to hospital for injury treatment (appendix table 4.6).15  

  

Neighbourhood deprivation (NZDep2013) 

As noted earlier, the New Zealand Deprivation Index 2013 (NZDep2013) is a measure of the level of 
socioeconomic deprivation in small geographic areas (‘neighbourhoods’) of New Zealand, based on 
2013 Census data.   Decile 1 on the index refers to the least socioeconomically deprived 10% 
(decile) of New Zealand’s neighbourhoods.  Decile 10 refers to the most socioeconomically deprived 
10% of New Zealand’s neighbourhoods.   
 

Figure 4.6 shows the age-standardised rates of injury hospitalisation for Whanganui District people 

according to which NZDep2013 area they live in.  In general, injury hospitalisation rates were higher 

in the district’s more deprived neighbourhoods and lower in its less deprived neighbourhoods.   
 

In particular, people living in NZDep2013 deciles 8–10, the most deprived Whanganui 

neighbourhoods, were 47% more likely to be hospitalised for injury compared to people living in 

deciles 1–3, the least deprived Whanganui neighbourhoods.  
 
Altogether during 2011–15, 71% of all injury hospitalisations in the Whanganui District were for 
people living in NZDep2013 deciles 8–10.  Just 9% of injury hospitalisations were for people living in 
deciles 1–3. 
 
 

                                            
15  See the glossary for definitions of the different types of rural / urban areas. For further information about the area units included 

in these categories see appendix table 2.7. 
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Figure 4.9: Injury hospitalisation, Whanganui District, by 

NZDep2013 decile, five years 2011–2015 combined 

 
Source:  Data supplied by Ministry of Health.  Data in appendix table 4.7.   

Notes:  Years are calendar years 1 January to 31 December. 

  

   

Trends in injury hospitalisation 

Figure 4.10 compares the Whanganui District and New Zealand’s annual rates of injury 
hospitalisation for the five years 2011–2015.  Rates are age-standardised to control for differences 
in the age structure of the Whanganui and New Zealand populations.    
 
Overall, from 2011 to 2015, the Whanganui District’s injury hospitalisation rate was higher than the 
NZ average – an average age-standardised rate of 3,169 compared with 2,500 per 100,000 for NZ.  
In 2015, the Whanganui rate was 34% higher than New Zealand’s.  
 
As discussed earlier, Whanganui’s higher injury hospitalisation rates were mainly in the adult age 
groups from 15–24 through to 65–74.   
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Figure 4.10: Annual injury hospitalisation rates, Whanganui District and New Zealand, 

2011–2015 

 
 

Source:  Data supplied by Ministry of Health.  Data in appendix table 4.8.   

Notes:  Years are calendar years 1 January to 31 December. Data for 2015 is provisional. 
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The Whanganui District has one public hospital emergency department (ED) located at Whanganui 
Hospital.   
 
The ED shares a common reception area at the hospital with Whanganui Accident and Medical 
(WAM), a private service run by the Whanganui Regional Health Network (a primary health 
organisation).  Incoming patients are triaged to go either to the ED or the adjacent WAM.16   
 
In general, patients with more serious injuries or medical problems go to the ED.  This includes 
people who need to be assessed and treated by medical specialists, those who need to be 
hospitalised and those with life-threatening conditions. 
 
Patients triaged to WAM tend to be people with less-serious injuries or other medical conditions.  
WAM’s medical staff are local general practitioners and patients pay a fee to use the service. 
 
This chapter presents data on 12 months of injury-related attendances at the Whanganui ED.  It 
also examines data on ACC injury insurance invoices issued by WAM.  The results cannot be 
compared with New Zealand as equivalent national-level data is not available. 
 
Note that not all Whanganui people with injuries will go to the ED or WAM for treatment. Some will 
go to other health services such as their own doctor or a physiotherapist, etc.  Others will self-treat 
their injury and not contact any services.   
 

Injury and non-injury hospital Emergency Department visits 

In 2015, just over 9,000 Whanganui District residents made a total of 15,907 visits to Whanganui 
Hospital ED.17  Of these visits,  

• 3,723 (23%) were for injury (involving 2,871 people) 

• 12,184 (77%) were for non-injury, i.e. illness or disease (involving 7,039 people).  

The ratio of injury to non-injury visits varied across age groups.  Nearly 41% of all visits by 
Whanganui 5–14 year olds were for injury.  But just 15% of visits by 0–4 year olds were injury-
related. 18   
 
Similarly, just 17% of visits by people aged 65+ were injury-related.   
 

                                            
16   Whanganui’s co-location ED model is unique in New Zealand. Before 9pm, staff from the public hospital ED and WAM take turns 

attending the reception desk (either morning or afternoon shift).  Two receptionists and one nurse are always on the desk.  After 
9pm, public hospital ED staff run the service.  Patients who are triaged to WAM, but choose to use the public hospital ED instead, 
may have to wait a number of hours to be seen and treated, as there is a clinical prioritisation system operating there.  

17    For details see appendix table 5.1. 

18   This partly reflects the high frequency of respiratory, gastrointestinal and other illnesses in very young children often requiring 
urgent medical treatment. 
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Timing of injury visits 

The highest volumes of injury visits to the hospital ED in 2015 were in January (375 or 10%). The 
lowest were in September (259 or 7%).  January’s volumes were 45% higher than September’s.  
Other high volume months were December and March (appendix table 5.2). 
 
Sundays and Mondays were the two highest volume days across the year (562 and 561 injury visits 
respectively). The quietest day was Tuesday (503 visits, 12% fewer than Sundays). 
 

Injuries treated or seen 

The 3,723 hospital ED visits for injury by Whanganui District residents in 2015 were for a total of 
3,389 injury ‘cases’ or events.19  Looking more closely at these injury ‘cases’ or events: 

• 1,820 (54%) were for males and 1,569 (46%) were for females  

• the highest volumes of injury cases were for young men aged 20–29 (290 cases or 9% of the 
total) (figure 5.1, next page) 

• the next highest volumes were for women aged 80+ (267 cases or 8% of the total).   

• about 1 in 4 (870 or 26%) were for children and teenagers aged 0–19 

• another 1 in 4 (835 or 25%) were for adults aged 65+ (for more details see appendix table 
5.5). 

 

  

                                            
19   For this analysis, each injury was only counted once, even if there were several ED visits related to it in the year.  The exception 

was if complications of an injury (e.g. infection) were treated at a later visit (each complication was then also only counted once). 
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Figure 5.1: Hospital emergency department injury cases, Whanganui District, by age 

and gender, 2015 

 
Source:  Data supplied by Whanganui District Health Board. Data in appendix table 5.5.   

Notes:  Year is calendar year 1 January to 31 December. Information is for injury events/ cases seen at Whanganui  

 Hospital emergency department for residents of Whanganui District. Excludes private accident and emergency clinics. 

 

  

Injury rates 

On a population basis, males from the district were approximately 38% more likely than females to 
have an injury seen at the public hospital ED (an age-standardised rate of 8,970 injuries per 100,000 
population for males compared with 6,518 injuries per 100,000 for females).  
 
Age groups in the district at highest risk of having injuries seen at ED were (figure 5.2):  

• women and men aged 80+ (about a 1 in 6 chance)  

• males aged 15–19 and 20–29 (about a 1 in 8 chance). 
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Figure 5.2: Hospital emergency department injury rates, Whanganui District, by age and 

gender, 2015 

Source:   Data supplied by Whanganui District Health Board.  Data in appendix table 5.5. 

Notes:  Year is calendar year 1 January to 31 December. Information is for injury events/ cases seen at Whanganui  

 Hospital emergency department for residents of Whanganui District. Excludes private accident and emergency clinics. 

 

Māori and Non-Māori 

In 2015, Māori living in the Whanganui District had 793 injuries seen at the public hospital ED.  This 
was 23% of all injuries seen at the ED.  Non-Māori people from the district had 2,588 injuries seen 
at the ED (appendix table 5.6). 
 

Māori ED injury visit population rates 

Māori were 14% more likely than Non-Māori to have injuries seen at the hospital ED (8,826 per 
100,000 compared with 7,738 per 100,000) (see appendix table 5.6). 
 
Among Māori, young men aged 15–19 were most likely to have an injury seen at ED (over a 1 in 6 
chance).   
 
The next highest-risk groups among Māori were men aged 20–29 and 30–39, and women aged 70+ 
(figure 5.3). 
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Figure 5.3: Hospital emergency department injury rates for Māori, Whanganui District, 

by age and gender, 2015 

 

Source:  Data supplied by Whanganui District Health Board.  Data in appendix table 5.6   

Notes:  Year is calendar year 1 January to 31 December. Information is for attendances at the Whanganui Hospital  

 emergency department by people living in Whanganui District. Excludes private accident and emergency clinics.  
 

Geographic areas 

People living in the district’s urban areas had much higher hospital ED injury rates than people 
living in the district’s rural areas (urban 7,388 vs. rural 4,628 per 100,000 population, appendix 
table 5.8).  As well, people living in the most deprived areas of the district (NZDep deciles 8–10) had 
the highest ED injury rates (appendix table 5.9).   Areas in the district with the highest rates of ED 
injuries per head of population were: 

• Gonville West (10,594 per 100,000 population),  
• Balgownie (10,360 per 100,000) 
• Castlecliff North (9,969 per 100,000) 
• Mosston (9,228 per 100,000).  

 
For further details, see appendix table 5.7.  Note that numbers and rates of ED visits may be 
affected not just by the incidence of injury but also by people’s willingness or ability to access ED 
services. 
 

Injury location (scene) 

Most injuries occurred at the hospital ED clients’ own or someone else’s home (44% of all injuries).  
The next most common locations were recreation or sports venues (9%) and roads (8%).  However, 
it was also common for the places where ED injuries occurred to be unspecified (19%) (figure 5.4). 
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Figure 5.4: Hospital emergency department injuries, Whanganui District, by location (scene) 

where injury occurred, 2015 (n=3,389) 

 

Source:  Data supplied by Whanganui District Health Board.  Data in appendix table 5.11  
  

Notes:  Year is calendar year 1 January to 31 December. Information is for attendances at the Whanganui Hospital  

 emergency department by people living in Whanganui District. Excludes private accident and emergency clinics.
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Injury causes 

 
Falls (33%): A third of the 3,389 injuries seen at the public hospital ED were the result of some kind 
of fall.  Head injuries and fractured limbs were common outcomes.  Many falls were reported to be 
a result of tripping or slipping, or falling off things such as fences, walls, ladders, trees, roofs, decks, 
beds, couches, chairs and playground equipment.  Other falls were a result of fainting or dizziness, 
especially in older people.  Just on 30% of all the fall-injury patients were aged 80+ (figure 5.5). Ten 
percent were children aged 5–14.20    

Figure 5.5: Fall injuries seen at hospital emergency department, Whanganui District, by 

age and gender, 2015 (n=1,119) 

 
Source:  Data supplied by Whanganui District Health Board.  Data in appendix table 5.12a. 

Notes:  Year is calendar year 1 January to 31 December. Information is for attendances at the Whanganui Hospital  

 emergency department by people living in Whanganui District. Excludes private accident and emergency clinics. 

 
Contact with inanimate forces (20%): These included cuts, sprains, bruises, abrasions, fractures and 
other wounds resulting from contact with objects such as kitchen equipment, gardening or 
carpentry tools, heavy machinery, furniture, broken glass, cricket balls, tree branches, and so on.  It 
also included foreign bodies in the eye.  Two-thirds (66%) of people with these types of injury were 
male. The biggest months for these injuries were December and January. 
 
Over-exertion (7%): These injuries included strains, sprains, ruptures and dislocations resulting 
from excessive or unusual exertion or movement, such as bending, reaching, stretching, twisting or 
lifting.  Males (51%) and females (49%) were almost equally represented in this injury category. 
 
Contact with animate forces (6%): These included accidental injuries resulting from contact with 
living creatures such as people, animals, and insects. Examples include dog bites, non-venomous 
spider bites, rugby tackles, horse kicks and cow tramplings.  Children (0–14) and younger working 
age adults (15–59) comprised most of these ED injury patients (93%).  
 

                                            
20  It is possible some falls (and other apparently unintentional injuries treated at ED) were the result of an undisclosed physical 

assault.  However, detailed and sensitive follow-up of individual cases would be necessary to determine this. 
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Transport accidents (6%): This category included concussions, fractures, dislocations, lacerations, 
abrasions, and sprains caused by car and other vehicle crashes or collisions, or falling off 
motorbikes, bicycles or horses.   
 
Self-harm (5%): This category featured mainly intentional drug overdoses (e.g. sleep medications) 
and intentional cutting of self.  It also included a few people seeking help for suicidal thinking. Two-
thirds (67%) of the self-harm related injury events were for women. 
 
Assault (4%): This included injuries caused by a person intentionally punching, kicking, biting or 
pushing another person, or hitting or stabbing them with a bottle, knife or other object.  Forty-six 
percent of patients attending the ED for these injuries were Māori, a much higher proportion than 
for other types of injury. 
 
Altogether, the above seven injury types caused 82% of the injuries seen at the ED in 2015.   By 
contrast, it was rare for injuries to be caused by any of the following: poisoning, heat, fire, venom, 
electricity/radiation/pressure, or drowning and other threats to breathing.   
 

Whanganui Accident and Medical (WAM) 

An indicative measure of volumes of injury attendances at the Whanganui Accident and Medical 
service can be obtained by counting the number of ACC injury insurance invoices issued by the 
service.21  The data applies to invoices for all patients with injuries using the service, not just 
residents of the Whanganui District. 
 
During the 2016 calendar year, WAM issued over 13,000 ACC invoices. There were an additional 
2,200 invoices for the first two months of 2017 (figure 5.6).  

Figure 5.6: ACC invoices issued by WAM, by month and time of day 

(normal hours or after hours), January 2016–February 2017 

 
Source:   Data supplied by Whanganui Regional Health Network.  Data in appendix table 5.13.   

Notes:  Information is for invoices issued by WAM to ACC. One invoice is not necessarily issued for one visit.   Includes visits to WAM 

by people living outside Whanganui District.  WAM = Whanganui Accident and Medical.  

                                            
21  For a discussion of what types of injury are covered by the Accident Compensation Corporation (ACC), see the next chapter.  The 

next chapter also provides aggregated data for ACC claims relating to a much wider variety of local service providers. 
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During 2016, the average monthly number of invoices was 1,114, with July being the quietest 
month.  The number of invoices for consultations during normal working hours was 50% higher 
than for after-hours consultations. 22 
 
In 2016, 7,232 ACC invoices were issued for males attending WAM and 6,138 were for females.23 
There were more ACC invoices for males than females in all age groups, except 70–79 and 80+. 
Invoices were most commonly for 5–14 year olds and 20–29 year olds.  Relatively few invoices were 
for the youngest and oldest age groups (0–4 year olds, and those aged 60 years and above) (figure 
5.7). 

Figure 5.7: ACC invoices issued by WAM, by age and gender of patient, 2016 

 
 
Source:   Data supplied by Whanganui Regional Health Network.  Data in appendix table 5.14.   

Notes:     Information is for invoices issued by WAM to ACC. One invoice is not necessarily issued for one visit.   Includes visits to WAM 

by people living outside Whanganui District.  Excludes two people whose gender is unknown.  WAM = Whanganui Accident and 

Medical. 

 
One-fifth of ACC invoices issued by WAM (20%) were for Māori, just 2% were for Pacific people and 
the rest (78%) were for people of Pākehā/  European/ Other ethnicity (appendix table 5.14).  
  

                                            
22  Note that more than one invoice may be issued for the same patient visit. Invoice reversals, refunds, write-offs, and credits also 

sometimes occur later.   

23  The gender of two people was not recorded. 
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This chapter examines Accident Compensation Corporation (ACC) injury insurance claims data for 
the Whanganui District.  The data is useful as an indicator of broad injury patterns in the district, 
particularly when viewed alongside emergency department and hospitalisation statistics (see 
above). 
 
It is important to note that ACC claims data is collected mainly for administrative purposes.  
Observed patterns in the data may reflect changes in injury incidence rates in the community, but it 
may also reflect changes in people’s access to services or administrative or policy changes (e.g. 
acceptance rates for different types of injury or eligibility for certain types of compensation). 
 
ACC claims data does not capture all injury cases in the community.  It excludes cases where no ACC 
claim is made, in particular cases involving relatively minor injuries not treated by a primary care, 
dental, emergency department or hospital service.  It also excludes cases where an ACC claim is 
made but not accepted (ACC and Ministry of Health 2014). 
 
The data here covers claims for injuries that occurred within the geographic boundaries of the 
Whanganui District territorial authority. It is assumed most of these claims were for Whanganui 
District residents and therefore claim rates have been calculated on this basis. 
 
The first part of the chapter presents data on all new injury claims registered in a year. This includes 
new claims for relatively minor injuries plus new ‘entitlement’ claims for more moderate and 
serious injuries. 
 
The second part of the chapter presents data just on new ‘entitlement’ claims. Although these 
claims are not as common as claims for minor injuries, because they relate to moderate and serious 
injuries they are more likely to be significant events for the injured person and the people close to 
them.  They also comprise the lion’s share of ACC’s total expenditure on claims.  
 
The final part of the chapter looks at the costs of claims in more detail. This includes the costs of all 
the Whanganui District’s ‘active’ claims in 2015.  ‘Active’ claims are all current and ongoing claims 
for minor, moderate or serious injury, including entitlement claims, paid out in a certain period.  
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All new claims 

Figure 6.1 shows the total number of new ACC injury claims in the Whanganui District in each of the 
five years from 2011–2015.   New claims are claims that are first registered in the year being 
examined.  They include new claims for relatively minor injuries that result in just primary health 
care or dental costs, as well as new ‘entitlement’ claims.  Entitlement claims are typically claims for 
moderate and serious injuries that require more than just these medical or dental expenses (see 
next sections and the glossary for more detail on these definitions).  
 
In the Whanganui District, total new claims increased by 9% between 2011 to 2015, to a total of 
18,796 new claims in 2015.   
 
New ‘entitlement’ claims made up about 8% of all new claims each year.  In 2015 in the Whanganui 
District, 1,509 new entitlement claims were registered.   
 

Figure 6.1: New ACC claims per year, Whanganui District, 2011–2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.1. 

Notes:  Years are calendar years. ‘New entitlement claim’ = a claim first registered in the specified period, for (usually) 
moderate and serious injuries requiring compensation for more than just primary health care or dental expenses. 
‘Other new claim’ = a claim first registered in the specified period, for comparatively minor injuries requiring 
compensation for just primary health care or dental expenses. 

 

 

New claims by gender 

Of the total 18,796 new claims registered in the Whanganui District in 2015, a little over half, 9,966 
or 53%, were for males. The remaining 8,830 or 47% were for females.  Whanganui’s male/female 
new claim ratio was almost identical to New Zealand’s (appendix table 6.4b). 
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New claims by age 

In the Whanganui District, 0–14-year-olds contributed the highest volume of new claims in 2015; a 
total of 3,435 or 18% of all new claims in the year (figure 6.2).  The next highest new claim volumes 
were for 15–24-year-olds and 45–54-year-olds.   
 

Figure 6.2: New ACC claims, Whanganui District, by age, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.4a. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) 
moderate and serious injuries requiring compensation for more than just primary health care or dental expenses; 2). 
‘other new claims’ = claims first registered in the specified period, for comparatively minor injuries requiring 
compensation for just primary health care or dental expenses. 
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New claim rates by age 

Claim rates indicate which population groups are more likely to make injury claims.  In 2015 in the 
Whanganui District, 15–24-year-olds had the highest per capita new claim rate (figure 6.3).  On 
average, people in this age group had a 52% chance of registering a new claim for injury.  
 
Next highest was 25–34-year-olds (a 49% chance) and then people aged 75+ (a 48% chance).   
 
Interestingly, although children aged 0–14 contributed sizable volumes of claims (see previous 
section), their overall per capita risk of new injury claims was low compared to other age groups (a 
39% chance).  In a nutshell, 0–14-year-olds have high volumes of claims primarily because they are 
a big group in the Whanganui population, not because they have a higher risk of making injury 
claims than other groups.  In fact, on the basis of ACC claims rates, 0–14 -year-olds are one of the 
least ‘injury-prone’ groups in the Whanganui District.  
 

Figure 6.3: New ACC claims, Whanganui District and New Zealand, rates by age, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.3a. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) 
moderate and serious injuries requiring compensation for more than just primary health care or dental expenses; 2). 

‘other new claims’ = claims first registered in the specified period, for comparatively minor injuries requiring 
compensation for just primary health care or dental expenses. 

 

 
Across all age groups, Whanganui’s 2015 per capita new claims rate was higher than New Zealand’s.  
In particular, Whanganui’s rates were notably higher in the younger adult age-groups (15–24, 25–
34 and 35–44).  In the 15–24 age group, Whanganui’s rates were 10% higher. In the 25–34 age 
group they were 16% higher.  
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Ethnic group of new claimants 

In 2015, 76% of the Whanganui District’s new claims were for European/Pākehā people and 18% 
were for Māori.   Two percent were for Pacific people and two percent were for Asian people.    
 
As might be expected given the district’s ethnic make-up (see chapter 2), Whanganui had a higher 
proportion of new claims for European/Pākehā and Māori than the national average, but a lower 
proportion for Pacific people and Asian people (appendix table 6.4c). 
 

Location (scene) of accident resulting in new claims  

In the Whanganui District in 2015, the home (59%) was the most common place where injuries 
occurred resulting in new claims.  Next were sports and recreation venues (14%) (figure 6.4). 
 

Figure 6.4: New ACC claims, Whanganui District, by scene of accident, 2015 (n=18,796)  

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.6. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and 
serious injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = 

claims first registered in the specified period, for comparatively minor injuries requiring compensation for just primary health 
care or dental expenses.  
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The Whanganui District had a higher proportion of claims for injuries occurring at home than New 
Zealand as a whole (59% compared to 47%).  By contrast, the district had a lower proportion of 
claims for injuries in places of recreation or sports - 14% compared to NZ’s 22% (figure 6.5). 
 
Figure 6.5: New ACC claims, Whanganui District and New Zealand, by scene of accident, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.6. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and 

serious injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = 

claims first registered in the specified period, for comparatively minor injuries requiring compensation for just primary health 

care or dental expenses. 
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New claims for work-related injuries 

In 2015, a total of 2,456 or 13% of Whanganui District new claims were work-related.  This 
proportion of work-related new claims was quite similar to New Zealand as a whole (12%) 
(appendix table 6.7).  
 

By industry 

Nearly 1 in 4 (24%) of the Whanganui District’s work-related new claims came from the 
manufacturing industry (figure 6.6).  Another 15% came from the agriculture, forestry and fishing 
industry, and 11% came from the construction industry.   Altogether, these three industry groups 
accounted for half (50%) of all work-related new claims in 2015. 
 

Figure 6.6: Industry of work-related new ACC claims, Whanganui District, 2015 (n= 2,456)  

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.7. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and 
serious injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = 

claims first registered in the specified period, for comparatively minor injuries requiring compensation for just primary health 
care or dental expenses. The ‘other’ category includes: Communication services (1%); Finance and insurance (<1%); 
Electricity, gas and water supply (<1%); Mining (<1%); and Not specified (8%).  
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Compared with New Zealand as a whole, the Whanganui District had a higher proportion of work-
related new claims from: 

• manufacturing (24% compared to NZ’s 15%)  
• agriculture, forestry and fishing (15% compared to NZ’s 12%) 
• health and community services (10% compared to NZ’s 7%). 

 
However, the district had a lower proportion of new claims from: 

• construction (11% compared to NZ’s 15%)  
• property and business services (4% compared to NZ’s 7%). 

 
These differences probably in part reflect Whanganui’s different industry profile compared to New 
Zealand (see chapter 2), rather than differences in injury risk within specific industries.  
 

Sports/ recreation injuries resulting in new claims 

In 2015 the Whanganui District had 3,512 new ACC claims for sports/recreation injuries.  This was 
19% of all Whanganui new claims.  By comparison, sports/recreation injuries made up 26% of new 
claims for New Zealand as a whole. 
 
Rugby union was the commonest source of new claims (525 new claims or 15% of all Whanganui 
sport/recreation new claims) followed by soccer (9%), netball (7%) and cycling (7%) (figure 6.7). 
 
Figure 6.7: Types of sport and recreation for 
new ACC claims, Whanganui District, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.8. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and serious 
injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = cla ims first registered in 
the specified period, for comparatively minor injuries requiring compensation for just primary health care or dental expenses . The ‘other’ 
category includes: Dancing; Athletics; Martial Arts; Tennis; Mountain Biking; Volleyball; Golf; Roller Skating; Boxing; Hunting; Boating; 
Outdoor Cricket; Swimming – Pool; Badminton; Fishing; Swimming; Kayaking; Tramping; Squash; Motor Racing; Gymnastics; Kick-boxing; 
Surfing; Skiing – Snow; Waterskiing; Bowls; Softball, Baseball; Snowboarding; Ice Skating; Rollerblading; Swimming – Beach; Swimming – 
River; ATV; Other and Not specified.  

 

In New Zealand as a whole, rugby union (14%), fitness training/gym (9%), soccer (9%), netball (6%) 
and cycling (5%) were the top five sources of sports/recreation new claims (appendix table 6.9).   
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Injury causes for new claims 

The commonest injury cause for new claims in the Whanganui District in 2015 was loss of balance 
or personal control (28%). Next was lifting/carrying/strain (10%) and being struck by a person or 
animal (10%) (figure 6.8).  Altogether, these three cause-categories produced nearly half of all new 
claims in the district. 
 

Figure 6.8: Injury causes for new ACC claims, Whanganui District, 2015 (n=18,796) 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.9. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and 

serious injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = 

claims first registered in the specified period, for comparatively minor injuries requiring compensation for just primary health 

care or dental expenses. 
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Injury diagnoses for new claims 

In 2015, over half (57%) of all new Whanganui District claims were for soft tissue injuries 
(contusions, internal organ injuries or strains).   Lacerations, puncture wounds and stings (either 
infected or non-infected) made up another 22% of new claims.  A further 7% were for fractures or 
dislocations.  Altogether these three categories of injury diagnoses accounted for 87% of new 
claims (figure 6.9).   
 

Figure 6.9: Injury diagnoses for new ACC claims, Whanganui District, 2015 (n=18,796) 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.10. 

Notes:  New ACC claims include 1) ‘new entitlement claims’ = claims first registered in the specified period, for (usually) moderate and 

serious injuries requiring compensation for more than just primary health care or dental expenses; 2). ‘other new claims’ = 

claims first registered in the specified period, for comparatively minor injuries requiring compensation for just primary health 

care or dental expenses. 

 
Whanganui District had a lower proportion of claims for soft tissue injuries than New Zealand as a 
whole (57% compared to NZ’s 63%).  But the district had a higher proportion of claims for 
lacerations, puncture wounds and stings - 22% compared to NZ’s 19% (appendix table 6.10). 
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Injured parts of the body for new claims 

Across all new Whanganui District claims in 2015, the commonest parts of the body injured were: 

● lower back/spine (9% of new claims) 

● hand/wrist (8%) 

● finger/thumb (8%) 

● knee (7%) 

● upper and lower arm (7%) 

● ankle (7%) 

● shoulder (including clavicle/blade) (6%) 

● face (6%) 

● foot (4%) 

● lower leg (4%). 

(See appendix 6.11 for more details). 
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Trends in new entitlement claims 

The next sections look specifically at new ‘entitlement’ claims.   
 
Entitlement claims are ACC claims which relate to moderate and serious injuries requiring more 
than just medical expenses. Normally these claims involve payment of certain insurance 
‘entitlements’ such as compensation for lost income and/or costs related to the purchase of 
attendant care, childcare, specialised equipment, or vehicle and home modifications.  They exclude 
the costs of bulk-funded hospital services for injuries, and claims for only primary health care or 
only dental services (ACC and Ministry of Health 2014). 
 

New entitlement claim rates 

Between 2011 and 2015, new ‘entitlement’ claims made up 7–8% of all new claims in the 
Whanganui District.  Over this period, per capita new entitlement claim rates for both the 
Whanganui District and New Zealand overall steadily increased, with Whanganui’s rate consistently 
higher than New Zealand’s.  In 2015, Whanganui’s rate was 3,136 per 100,000 population, 43% 
above New Zealand’s 2,200 per 100,000 (figure 6.10). 
 

Figure 6.10: New ACC entitlement claim rates, Whanganui District and New Zealand, 

age-standardised, five years 2011–2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.2. 

Notes:  ‘New entitlement claim’ = a claim first registered in the specified period, for (usually) moderate and serious injuries requiring 
compensation for more than just primary health care or dental expenses. 
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Age and gender of new entitlement claimants  

In 2015 in the Whanganui District, 61% of new entitlement claims were for males and 39% were for 
females.  The over-representation of males for claims that generally relate to more moderate or 
serious injury is not surprising and is consistent with claims data for New Zealand as a whole, and 
with injury data from other services such as public hospital emergency departments and inpatient 
facilities. 
 
Reflecting this over-representation, in 2015 the age-standardised new entitlement claim rate for 
Whanganui District males was more than double the rate for females (4,244 per 100,000 
population compared to 2,055 per 100,000).   
 
Whanganui District males aged 25–34 had the highest new entitlement claim rates, followed by 
males aged 35–44 (figure 6.11).  For Whanganui District females, new entitlement claim rates were 
highest in the 45–54 and 75+ age groups.   
 

Figure 6.11: New ACC entitlement claim rates, Whanganui District, by age and gender, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.3. 

Notes:  ‘New entitlement claim’ = a claim first registered in the specified period, for (usually) moderate and serious injuries requiring 
compensation for more than just primary health care or dental expenses. 

  

 
Compared to New Zealand males and females (age-standardised new entitlement claim rates of 
2,758 per 100,000 and 1,648 per 100,000 respectively), Whanganui males and females had higher 
new entitlement claim rates (appendix table 6.3a). 
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Ethnic group of new entitlement claimants 

In 2015, 76% of Whanganui District’s new entitlement claims were for European/Pākehā people 
and 17% were for Māori.   Two percent were for Pacific people and another two percent were for 
Asian people.    
 
As might be expected given the district’s ethnic make-up (see chapter 2), Whanganui had a higher 
proportion of new entitlement claims for European/Pākehā and Māori than the national average, 
but a lower proportion for Pacific people and Asian people (appendix table 6.4). 
 

Location (scene) of accident resulting in new entitlement claims  

In the Whanganui District in 2015, the home was the most common place where new entitlement 
claim injuries occurred (48% of all claims).  Next most common were recreation and sports places 
(14%) (figure 6.12). 

Figure 6.12: New ACC entitlement claims, Whanganui District, by scene of accident, 

2015 (n=1,509)  

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.5. 

Notes:  ‘New entitlement claim’ = a claim first registered in the specified period, for (usually) moderate and serious injuries requiring 
compensation for more than just primary health care or dental expenses. 
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Well over half (59%) of new entitlement claims for Whanganui females were for injuries sustained 
in the home. This compares to just 41% of new entitlement claims for males. 
 
Whanganui males, in contrast, sustained a higher proportion of new entitlement claim injuries at 
recreation or sports places (16% compared to female’s 12%) and industrial places (11% compared 
to 4%).  These difference probably at least partly reflect broader differences in men’s and women’s 
work situations, occupations and recreational choices (appendix table 6.5).   
 
Compared to New Zealand as a whole, the Whanganui District had a higher proportion of new 
entitlement claims for injuries at home (48% compared to NZ’s 37%).   
 
But the district had a lower proportion of new entitlement claims for injuries in recreation/sports 
places (14% compared to NZ’s 19%) and commercial/service locations (9% compared to NZ’s 12%).   

 
Work-related injuries resulting in new entitlement claims 

In 2015, a total of 434 or 29% of all Whanganui District new entitlement claims were work-related.  
This was similar to the proportion for all New Zealand (27%) (appendix tables 6.7).  
 
In Whanganui, the largest volumes of work-related new entitlement claims came from 
manufacturing (30%), agriculture, forestry and fishing (14%) and construction (11%).  Together 
these three industries accounted for over half (55%) the district’s work-related new entitlement 
claims in 2015 (figure 6.13, next page). 
 
Compared to New Zealand as a whole, in 2015 the Whanganui District had a much higher 
proportion of work-related new entitlement claims from manufacturing (30% compared to NZ’s 
19%).   
 
However, the district’s proportions of new entitlement claims were lower than NZ’s for 
construction (11% compared to NZ’s 16%) and transport and storage (4% compared to NZ’s 7%).  
 
Again, these differences are likely to at least partly reflect Whanganui’s particular industry profile 
compared with New Zealand generally.  The differences are not necessarily indications of higher or 
lower injury risks in certain industries.  
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Figure 6.13: Industry of work-related new ACC entitlement claims, Whanganui District, 2015 
(n=434)  

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.7. 

Notes:  ‘New entitlement claim’ = a claim first registered in the specified period, for (usually) moderate and serious injuries 
requiring compensation for more than just primary health care or dental expenses. ‘Other’ = Wholesale trade; 
Education; Property and business services; Cultural and recreational services; Communication services; 
Accommodation, cafes and restaurants; Mining; Finance and insurance; Government administration and defence; 

Electricity, gas and water supply; and Not specified 

 
 

Sports and recreation injuries resulting in new entitlement claims 

In 2015 there were 286 Whanganui District new entitlement claims for sports / recreation injuries.  
This was 19% of the district’s new entitlement claims for that year (a little lower than the New 
Zealand’s 22% of all new entitlement claims). 
 
Rugby union was the sport with the highest volume of new entitlement claims in Whanganui (50 
claims or 18% of sport / recreation new entitlement claims). The next highest were soccer (9%), 
netball (8%), cycling (8%) and horse-riding (6%) (for more details see appendix table 6.8). 
 
Across New Zealand, rugby union (14%), soccer (9%), netball (7%) and cycling (7%) were the four 
sports producing the most new entitlement claims (appendix table 6.8).  
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Injury causes resulting in new entitlement claims 

In 2015, a little over 1 in 4 Whanganui District new entitlement claim injuries were attributed to a 
loss of balance or personal control (28%).  Another 13% were attributed to lifting/carrying/strain, 
and 8% were attributed to slipping or skidding on foot (see appendix table 6.9 for more details on 
these and other injury causes). 
 

Falls-related new entitlement claims 

In the Whanganui District in 2015, there were 660 new entitlement claims for injuries specifically 
related to falls.  Just over half (339) of these falls-related claims were for females and just under 
half (321) were for males. 
 

Injury diagnoses for new entitlement claimants 

In 2015, a total of 820 or more than half (54%) of Whanganui’s new entitlement claims were for 
soft tissue injuries (contusions, internal organ injuries or strains).   Another 375 (25%) were for 
fractures or dislocations, meaning these two injury type groups produced over three-quarters (79%) 
of all new entitlement claims.   
 
This was similar to the national picture where 51% of new entitlement claims were for soft tissue 
injuries and 29% were for fractures or dislocations (for further details on different injury diagnoses 
see appendix table 6.10). 
 

Injury sites for new entitlement claimants 

In Whanganui’s new entitlement claims, the most frequent injury sites (body parts injured) were: 

● knee, 179 claims (12% of the total 1,509 new entitlement claims) 

● shoulder, 173 (12%) 

● lower back / spine, 170 (11%) 

● hand / wrist, 121 (8%) 

● ankle, 114 (8%) 

● upper and lower arm, 105 (7%) 

● hip, upper leg, thigh, 103 (7%). 

(See appendix 6.11 for more details). 
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Cost of all active claims 

‘Active’ claims are ongoing claims that are still being paid out during a specified period, regardless 
of when the claims were first registered (some claims have ongoing payments spanning a number 
of years).   
 
In the Whanganui District in 2015, there were 21,915 active ACC claims of all types (active 
entitlement claims plus other active claims for less serious injuries).   These active claims cost a 
total of $37,222,809, or an average cost of $1,698.51 per claim during the year (appendix table 
6.12a).   
 
The average cost of active claims nationally was $1,337.15 - 21% lower than the Whanganui 
average (appendix table 6.12b). 
 

Average cost of all active claims by age of claimants 

Figure 6.14 shows the average cost of Whanganui’s active claims in 2015 for different age groups.  
The costliest group was 35–44-year-olds ($2,810.98 per claim); next was 25–34-year-olds 
($2,633.33 per claim). 
 

Figure 6.14: Average cost of active ACC claims, Whanganui District and New Zealand, by age, 

2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix tables 6.12a & 6.12b. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as well as those carrying over from previous years. 

 
In all younger age-groups up to 55–64, Whanganui’s average claim cost was higher than the 
national average.  However, in the older age groups from 65–74 through to 85+, it was lower.    
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Total cost of all active claims by scene (location) of accident 

Figure 6.15 shows the total cost of all Whanganui District active claims in 2015 for different 
accident scenes.  The costliest scene was the home, with ACC spending $13.7 million on active 
claims for home injuries in Whanganui.   
 
The next most-costliest scenes were the road or street ($5.7 million total spend on active claims in 
2015) and places of recreation or sports ($5.3 million).  
 

Figure 6.15: Total cost of active ACC claims, Whanganui District, by scene (location) of 

accident, 2015 (n=21,915) 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix tables 6.13a & 6.13b. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as wel l as those carrying over from previous years. 
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Average cost of all active claims by scene (location) of accident 

Figure 6.16 shows the average cost of Whanganui’s active claims in 2015 for different accident 
scenes.  It also shows these costs for New Zealand as a whole. 
 
The costliest Whanganui accident scenes were roads/streets ($4,610 per claim), places of medical 
treatment ($3,043 per claim) and farms ($2,945 per claim).  
 

Figure 6.16: Average cost of active ACC claims, Whanganui District and New Zealand, by 

scene (location) of accident, 2015 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix tables 6.13a & 6.13b. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as well as those carrying over from previous years. 

 

For all accident scenes apart from places of medical treatment, Whanganui’s average claim cost 
was higher than the New Zealand average.   
 
In particular, the district’s average claim cost for accidents in places of recreation or sports was 89% 
higher than the national average.  The average cost for accidents in commercial/service locations 
was 48% higher.  For farm accidents it was 41% higher.  
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Total cost of all active claims by cause of injury 

Table 6.1 shows the top 10 most costly injury cause types in the Whanganui District in 2015.   
 
Injuries caused by loss of balance/personal control made up the biggest share of ACC costs; 22% of 
total expenditure or just over $8 million in claims.   Injuries resulting from lifting/carrying/strain 
cost over $3.7 million in claims. 

Table 6.1: Top 10 most costly causes of injury, all active ACC claims, Whanganui District, 2015 

 

Cause of injury 
Total annual cost of 

active ACC claims ($NZ) 
Percent of total 

cost to ACC 

1. Loss Balance/Personal Control $8,059,490 21.7 

2. Lifting/Carrying/Strain $3,756,461 10.1 

3. Slipping, Skidding on Foot $2,644,686 7.1 

4. Collision/Knocked Over by Object $2,455,046 6.6 

5. Struck by Person/Animal $2,365,296 6.4 

6. Loss of Control of Vehicle $2,085,694 5.6 

7. Twisting Movement $2,011,973 5.4 

8. Medical Treatment $1,820,956 4.9 

9. Work Property or Characteristics $1,740,399 4.7 

10. Tripping or Stumbling $1,298,067 3.5 

Other $8,984,741 24.1 

Total $37,222,809 100.0 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.14a. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as well as those carrying over from previous years. 
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Average cost of active claims by cause of injury 

Table 6.2 shows the injury cause types with the highest average cost per active claim in Whanganui 
District in 2015.   

Table 6.2: Injury causes with highest average cost per active ACC claim, Whanganui District 

and New Zealand, 2015 

Whanganui District New Zealand 

Cause of injury 
Average annual cost 
per active ACC claim 

($NZ) 
Cause of injury 

Average annual cost 
per active ACC claim 

($NZ) 

Explosion/Blasting/Implosion $21,010 Driving into Hole/Object etc $12,343 

Driving into Hole/Object etc $14,795 Medical Treatment $11,068 

Mechanical Malfunction $12,287 Skid $8,618 

Medical Treatment $8,315 Loss of Control of Vehicle $8,356 

Electrical Shock/Short Circuit $8,093 Mechanical Malfunction $7,447 

Loss of Control of Vehicle $7,143 Shooting $5,621 

Inadvertent Machine/Veh Mov't $7,009 Criminal Act $4,423 

Skid $5,464 Inadvertent Machine/Veh Mov't $4,256 

Unclear Fire or Explosion $4,335 Collapse/Ovrturning/Inundatn $3,666 

Criminal Act $3,051 Explosion/Blasting/Implosion $3,217 

Loss of Hold $2,187 Electrical Shock/Short Circuit $2,707 

Collision/Knocked Over by Obj $2,042 Lurching/Jerks in Vehicles etc $2,400 

Misjudgement of Support $2,038 Loss of Consciousness/Sleep $2,280 

Wk Property or Characteristics $1,951 Swerving/Evasive Action $2,090 

Shooting $1,942 Collapse of Stack/Bulk Goods $2,054 

Something Giving way Underfoot $1,896 Oral Ingestion of Fungi $1,966 

Lurching/Jerks in Vehicles etc $1,881 Unclear Fire or Explosion $1,946 

Exposure to Elements $1,837 Loss of Hold $1,926 

Slipping, Skidding on Foot $1,794 
Something Giving way 
Underfoot 

$1,907 

Struck by Held Tool/Implement $1,759 Fire $1,797 

Average all causes $1,699 Average all causes $1,337 

Source:  Data supplied by Accident Compensation Corporation.  Data in appendix tables 6.14a and 6.14b. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as well as those carrying over from previous years. 

 

Injuries in the district caused by explosion/blasting/implosion had the highest average claim cost 
($21,010 per claim), followed by injuries caused by driving into a hole/object etc. ($14,795) and 
injuries caused by mechanical malfunction ($12,287).  
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Cost of active entitlement claims 

In the Whanganui District in 2015, there were 4,134 active entitlement claims (i.e. claims for 
relatively serious injuries requiring more than just primary health care or dental costs).  These 
entitlement claims comprised just 19% of all active Whanganui claims, but, because of their 
seriousness, they cost ACC $32,216,887 - 87% of the total cost of all active Whanganui claims for 
the year.  
 
The average cost of Whanganui’s active entitlement claims was $7,793 per claim. This was 5% lower 
than the New Zealand average of $8,219 per claim (appendix tables 6.12a and 6.12b). 
 

Expenditure by scene of accident 

Active entitlement claims for home injuries in Whanganui cost ACC $10.8 million in 2015. This was 
39% of its total expenditure on active entitlement claims in the district that year.   
 
Active entitlement claims for injuries on roads/streets cost $5.4 million (17% of total expenditure), 
and claims for injuries at sports or recreation venues cost $4.7 million (15%) (figure 6.17; appendix 
table 6.13a). 

Figure 6.17: Total cost of active ACC entitlement claims, 

Whanganui District, by scene (location) of accident, 2015 (n=4,134) 

 
Source:  Data supplied by Accident Compensation Corporation.  Data in appendix table 6.13a. 

Notes: ‘Active claims’ = claims first registered in the specified period (new claims), as well as those carrying over from previous years. 
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The highest average cost per active entitlement claim was for injuries sustained on the road or 
street ($14,434 per claim).  Next most expensive on average were injuries at sports or recreation 
venues ($9,691 per claim) and farm injuries ($8,460 per claim) (for details see appendix table 
6.13a). 
 

Expenditure by injury cause 

In the Whanganui District, active entitlement claims for injuries caused by ‘loss of balance / 
personal control’ incurred the largest costs to ACC in 2015 – a total of $6.7 million.   
 
Next most costly were active entitlement claims for injuries caused by lifting / carrying / strain ($3.3 
million in 2015) and injuries caused by slipping, skidding on foot ($2.4 million in 2015) (for details 
see appendix table 6.14a).  
 
Looking at average cost per claim, the most expensive Whanganui active entitlement claims in 2015 
were for injuries caused by explosion/blasting/implosion (averaging $29,489 per claim).   
 
Next most expensive were claims for injuries caused by driving into hole/object etc. ($26,037 per 
claim) and for injuries after being struck by a held tool/implement ($21,103 per claim). 
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This chapter presents road crash injury statistics for the Whanganui District, focusing on the five 
years 2011 to 2015.  Topics include: 

• number of fatal, serious and minor road crash casualties 

• times and places where road crash injuries occur 

• factors contributing to crashes and injuries. 

The information complements the mortality, hospitalisation and emergency department statistics 
on road transport injuries described earlier. 

Trends in road crash injuries 

Between 2011 and 2015, there were 557 reported road crash casualties in the Whanganui District.  
These casualties resulted from a total of 456 injury crashes.  The casualty total for the five years 
included: 17 fatalities; 82 people with serious injuries (figure 7.1). 
 

Figure 7.1: Minor, serious and fatal road crash casualties, Whanganui District, 2011–2015 

 
Source: New Zealand Transport Agency.  Data in appendix table 7.1.   

Notes:  Years are calendar years 1 January to 31 December. Casualties = number of people injured in crashes (can be more than 
one per crash). Fatal = death within 30 days of the crash. Serious = fractures, concussion, internal injuries, crushing, severe 
cuts / lacerations, severe general shock needing medical treatment, injuries needing hospital treatment. Minor = non-

serious injuries requiring first aid, or that cause discomfort or pain e.g. sprains or bruises. For crashes, severity rated 
according to the most severely injured casualty in the crash.  
       

Across the five years: 

• 3% of road crash casualties in the Whanganui District suffered fatal injuries 

• 15% had serious injuries 

• 82% had minor injuries.  

7 
Road Crashes 
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Figure 7.2: Location of injury crashes, Whanganui District, five years 2011–2015 

Map by HealthSearch Ltd using NZ 
Transport Agency CAS. 

A fatal crash is where a crash casualty dies within 30 
days of the crash. A serious crash is where a crash 
casualty sustains a fracture as part of their injuries.  A 
minor crash is where all crash casualties sustain only 
non-serious injuries requiring first aid, or that just cause 
discomfort or pain, e.g. sprains or bruises. 
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Age and gender of serious and fatal casualties 

Altogether, 99 people were killed or seriously injured on Whanganui District roads in the five years 
from 2011 to 2015.  Sixty percent of these people were male and 40% were female (figure 7.3).  
 

Figure 7.3: Serious and fatal injury road casualties, Whanganui District, by age and 

gender, five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency.   Data in appendix table 7.2.  

Notes:  Years are calendar years 1 January to 31 December.  Casualties = number of people injured in crashes (can be more 
than one per crash). Fatal = death within 30 days of the crash. Serious = fractures, concussion, internal injuries, 

crushing, severe cuts / lacerations, severe general shock needing medical treatment, injuries needing hospital 
treatment. 

 
Most fatal or serious casualties were aged 15–64 (86%).   
 
Ratios of fatal to serious casualties were relatively high for men aged 25–44 and for men and 
women aged 65+.  By contrast, men aged 45–64 featured often as serious casualties but not as 
fatalities.  
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Types of road users injured 

Between 2011 and 2015, there were 557 road traffic casualties in the Whanganui District.  Nearly 
two-thirds (64%) of these casualties were drivers and passengers in cars, SUVs and vans (figure 7.4).   
 
The next highest casualty groups were cyclists (12%), motorcyclists (9%) and pedestrians (9%). 
 

Figure 7.4: Types of road users injured, Whanganui District, five years 2011–2015 

combined (n=557) 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.3.   
  

Notes:  Years are calendar years 1 January to 31 December.  Casualties = number of people injured in crashes 

 (can be more than one per crash). 

 

 

The majority of road crash casualties (321 or 70%) sustained their injuries on the district’s urban 
roads rather than its open roads.  
 
As might be expected, urban road casualties were more likely to include cyclists and pedestrians, 
whereas open road casualties mainly featured car, SUV and van drivers and passengers, and 
motorcyclists (table 7.1, next page). 
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Table 7.1: Injury casualties on urban and open roads, by road user type, Whanganui 

District, five years 2011–2015 combined 
 

URBAN ROADS OPEN ROADS Not specified TOTAL 

ROAD USER TYPE No. Percent No. Percent No. Percent No. Percent 

Car driver 146 68.2 65 30.4 3 1.4 214 100.0 

Car passenger 46 59.0 32 41.0 0 0.0 78 100.0 

SUV/Van driver 24 53.3 21 46.7 0 0.0 45 100.0 

SUV/Van passenger 8 40.0 11 55.0 1 5.0 20 100.0 

Cyclist 62 93.9 4 6.1 0 0.0 66 100.0 

Moped 24 100.0 0 0.0 0 0.0 24 100.0 

Motorcyclist 26 52.0 19 38.0 5 10.0 50 100.0 

Pedestrian 47 94.0 1 2.0 2 4.0 50 100.0 

Truck 1 16.7 5 83.3 0 0.0 6 100.0 

Other 3 75.0 1 25.0 0 0.0 4 100.0 

Total 387 69.5 159 28.5 11 2.0 557 100.0 

Source:  New Zealand Transport Agency. Data in appendix table 7.3.    

Notes:  Years are calendar years 1 January to 31 December.  Casualties = number of people injured in crashes 

 (can be more than one per crash).   

 

Types of road users seriously or fatally injured 

Of the 116 people seriously or fatally injured in road crashes in the Whanganui District between 
2011 and 2015: 51% were car, van or SUV drivers or passengers), 23% were motorcyclists, 12% 
were cyclists, and 8% were pedestrians (figure 7.5). 

Figure 7.5: Types of road users seriously or fatally injured, 

Whanganui District, five years 2011–2015 combined (n=99) 

 
Source: New Zealand Transport Agency. Data in appendix table 7.4.   

Notes:  Years are calendar years 1 January to 31 December.  Fatal = 
death within 30 days of the crash. Serious = fractures, 
concussion, internal injuries, crushing, severe cuts / 
lacerations, severe general shock needing medical treatment, 

injuries needing hospital treatment. 
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Severity of crashes on urban roads and open roads 

Of the 456 injury crashes recorded in the Whanganui District between 2011 and 2015, most 
occurred on urban roads (70%) rather than open roads (27%).    
 
Open road crashes were much more likely to be fatal or serious; 31% compared with 14% for urban 
crashes (table 7.2).  
 

Table 7.2: Severity of injury crashes on urban roads and open roads, Whanganui 

District, five years 2011–2015 combined 
 

URBAN ROADS OPEN ROADS Not specified TOTAL 
SEVERITY No. Percent No. Percent No. Percent No. Percent 

Fatal 5 1.6 10 8.0 1 10.0 16 3.5 

Serious 40 12.5 29 23.2 4 40.0 73 16.0 

Minor 276 86.0 86 68.8 5 50.0 367 80.5 

Total 321 100.0 125 100.0 10 100.0 456 100.0 

Total fatal or serious 45 14.0 39 31.2 5 50.0 89 19.5 

Source:  New Zealand Transport Agency. Data in appendix table 7.5.    

Notes:  Years are calendar years 1 January to 31 December.  

 

 
A slightly higher number of fatal and serious injury crashes occurred on the district’s major urban 
roads than on its open road state highways or other open roads (figure 7.6).  However, crashes on 
open road state highways and other open roads were more likely to be fatal. 
 

Figure 7.6: Fatal and serious crashes, by road type, Whanganui District, 

five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.5.    

Notes:  Years are calendar years 1 January to 31 December.   
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Crashes at intersections 

On the district’s major urban roads, 60% of injury crashes occurred at intersections.  On minor 
urban roads it was 56% and on urban state highways it was 52%.   
 
By contrast, on open road state highways and other open roads, almost all injury crashes occurred 
‘mid-block’, i.e. beyond or away from intersections (figure 7.7).  

 

Figure 7.7: Injury road crashes, by road type and street location, Whanganui District, five 

years 2011–15 combined 

 
Source:  New Zealand Transport Agency.  Data in appendix table 7.6.    

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  
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Timing of crashes on urban and open roads  

In the Whanganui District over the five years, per month, the most injury crashes on urban roads 
occurred in May (figure 7.8).  Urban road injury crash numbers were also high in February.  July had 
the fewest urban road injury crashes. 
 
The most injury crashes on open roads occurred in October.   
 

Figure 7.8: Total injury road crashes by month, Whanganui District, by road type (urban 

and open), five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency.  Data in appendix table 7.7.  

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  

  

 

Certain days of the week also had more injury crashes than other days (figure 7.9 next page). 
 
The highest numbers of injury crashes on urban roads were on Wednesdays.  The lowest numbers 
were on Sundays. 
 
On open roads, the highest injury crash numbers were on Saturdays.  
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Figure 7.9: Total injury road crashes by day of week, Whanganui District, by road type 

(urban and open), five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.8.    

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  

   

  

In the Whanganui District, over a 24-hour period, the most common time for injury crashes to occur 
on urban roads was between 3.00pm and 4.00pm, and between 4.00pm and 5.00pm (figures 7.10 
and 7.11 next page).  There was also another obvious urban road crash peak in the mornings 
between 8.00am and 9.00am.  
 
On open roads the most common time for injury crashes was between 2.00pm and 3.00pm.       
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Figure 7.10: Injury road crashes by time of day (12hrs Midnight to Midday), Whanganui 

District, by road type (urban and open), five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.9.    

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  

   

Figure 7.11: Injury road crashes by time of day (12hrs Midday to Midnight), Whanganui 

District, by road type (urban and open), five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.9.    

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  
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Events leading to injury crashes on urban roads 

The two most common types of traffic ‘movements’ or manoeuvres leading to injury crashes on the 
district’s urban roads were: 

• when a vehicle was crossing another road (without turning) (17% of crashes) 

• cornering (15%) (table 7.3). 

 

Table 7.3: Urban road injury crashes – crash movement types, Whanganui District, five 

years 2011–2015 combined 
 

Urban road injury crashes 

Crash movement type No. Percent 

Crossing (no turns) 56 17.4 

Cornering 48 15.0 

Pedestrians crossing road 36 11.2 

Lost control or off road (straight roads) 35 10.9 

Rear end 24 7.5 

Right turning against 22 6.9 

Crossing (vehicle turning) 21 6.5 

Merging 17 5.3 

Manoeuvring 17 5.3 

Turning versus same direction 14 4.4 

Collision with obstruction 10 3.1 

Pedestrians other 7 2.2 

Head on 6 1.9 

Overtaking and lane change 4 1.2 

Miscellaneous 4 1.2 

Total 321 100.0 

Source:  New Zealand Transport Agency. Data in appendix table 7.10a.   

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  

 Movement = the principal movement a vehicle or vehicles were making when they crashed. 
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Events leading to injury crashes on open roads 

By far the most common type of traffic ‘movement’ or manoeuvre leading to injury crashes on the 
district’s open roads was cornering.  This was the principle movement linked to 50% of all open 
road injury crashes.  Next most important were: 

• loss of control or driving off the road on a straight road (19%)  

• head on collisions (10%) (table 7.4). 

Altogether, these three categories accounted for 80% of all injury crashes on the district’s open 

roads. 

 

Table 7.4: Open road injury crashes – crash movement types, Whanganui District, five 

years 2011–2015 combined 
 

Open road injury crashes 

Crash movement type No. Percent 

Cornering 63 50.4 

Lost control or off road (straight roads) 24 19.2 

Head on 13 10.4 

Overtaking and lane change 5 4.0 

Collision with obstruction 5 4.0 

Turning versus same direction 5 4.0 

Rear end 2 1.6 

Manoeuvring 2 1.6 

Crossing (vehicle turning) 1 0.8 

Right turning against 1 0.8 

Pedestrians crossing road 1 0.8 

Crossing (no turns) 0 0.0 

Merging 0 0.0 

Pedestrians other 0 0.0 

Miscellaneous 3 2.4 

Total 125 100.0 

Source:  New Zealand Transport Agency. Data in appendix table 7.10a.  
  

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents.  

 Movement = the principal movement a vehicle or vehicles were making when they crashed. 
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At-fault drivers 

Of the 424 drivers reported as fully or partly at fault in Whanganui District’s injury crashes: 

• 62% were male 

• 38% were female.   

In particular, a high number of injury crashes were found to be fully or partly the fault of young 
adult male drivers, with young men in the 20–24 age group responsible for the most crashes. 
 
Apart from the 40–44, 60–64, 75–79 and 85+ age groups, more males than females were fully or 
partly at fault for injury crashes (figure 7.12).  
 

Figure 7.12: Drivers at fault or partly at fault for injury road crashes, Whanganui District, 

by age and gender, five years 2011–2015 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.11.    

Notes:  Years are calendar years 1 January to 31 December.   

 Chart excludes 15 at-fault drivers whose gender and age are unknown. 
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Contributing factors to injury crashes 

The two most common contributing factors to injury crashes on the district’s urban roads was poor 
observation (a factor in 62% of crashes) and failure to giveway/stop (40%) (figure 7.13). 
 
For crashes on open roads, the two most common contributing factors were poor vehicle handling 
(a factor in 49% of crashes) and going too fast (36%).  
 

Figure 7.13: Contributing factors to urban road and open road injury crashes, 

Whanganui District, 2015 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.12.    

Notes:  Year is calendar year 1 January to 31 December. Crash factors are coded based on information from drivers, 
witnesses, other involved parties and the Police.  Coding is subjective and data should be interpreted with caution. 
Multiple factors can be assigned to a single crash event. 
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Alcohol/drugs and speed as contributing factors 

‘Alcohol/drugs’ was identified as a contributing factor in 19% of the district’s injury road crashes 
(including 18% of crashes on urban roads and 22% of crashes on open roads) (see appendix table 
7.13).  
 
Speed was a contributing factor in 19% of injury crashes (including 13% of urban road crashes and 
35% of open road crashes).   
 
A combination of speed and alcohol/drugs was a contributing factor in 8% of injury crashes in the 
district (including 8% of urban road crashes and 10% of open road crashes).   
 

Weather conditions 

Eighty-three percent of the district’s injury crashes occurred in dry weather, 17% in wet weather 
and less than 1% in ice/snow.  
 
Although the total number of injury crashes on open road state highways was relatively small, 
crashes on these types of roads had the highest likelihood of occurring in wet weather (27%) (figure 
7.14).   Crashes on major urban roads were the least likely to occur in the wet (13%). 
 

Figure 7.14: Injury road crashes, by road type and weather 

conditions, Whanganui District, five years 2011–15 combined 

 
Source:  New Zealand Transport Agency. Data in appendix table 7.14.    

Notes:  Year is calendar year 1 January to 31 December. 
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Comparisons across districts 

Table 7.5 compares the Whanganui District’s road crash and casualty statistics with neighbouring 
districts.  Not surprisingly, given its larger population, Whanganui has more crashes and casualties 
than South Taranaki, Stratford, Rangitikei and Ruapehu.  However, its per capita rate of 
fatal/serious crashes is the lowest of the five districts, similar to New Plymouth’s.  

Table 7.5: Injury crashes and casualties in Whanganui District and neighbouring 

districts, by severity of injury and total social costs of injury, five years 2011–2015 

combined 

Source:  New Zealand Transport Agency. Data in appendix table 7.15.    

Notes:  Years are calendar years 1 January to 31 December.  Crashes = number of crash incidents. Not all casualties live in the district 
where they experience a crash. 

 

  

 
 District Council Area 

 Whanganui  Rangitikei  Ruapehu  
South 

Taranaki  Stratford  
New 

Plymouth  

Crashes 

Fatal 16 16 17 20 5 22 

Serious 73 60 67 66 36 133 

Minor 367 161 201 187 91 578 

Total crashes 456 237 285 273 132 733 

Total fatal/serious crashes 89 76 84 86 41 155 

Casualties 

Fatal 17 18 20 21 5 26 

Serious 82 80 83 89 41 153 

Minor 458 264 294 280 126 780 

Total casualties 557 362 397 390 172 959 

Total fatal/serious casualties 99 98 103 110 46 179 

Rate of fatal/serious 
(per 10,000 population)  23.5 69.9 87.0 41.4 51.2 24.1 

Usual resident population  42,150 14,019 11,844 26,577 8,988 74,187 

Social Costs 

Total crash injury social costs ($NZ) $158,257,000 $136,810,000 $150,926,000 $186,754,000 $73,790,000 $306,318,000 

Average cost per injury crash ($NZ) $347,055 $577,257 $529,565 $684,081 $559,105 $417,896 
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Coroner statistics 

Over the nine years 1 July 2007 to 30 June 2016, a total of 60 suicides or possible suicides by 
Whanganui District residents were recorded by Coronial Services.  This is an average of nearly 7 
suicides per year.   
 
After declining in 2012/13 and 2013/14, suicide numbers in the district increased again in 2014/15 
and 2015/16, although data is for these latest two years is provisional (figure 8.1). 
 

Figure 8.1: Suicides and possible suicides, Whanganui District, 

1 July 2007–30 June 2016

 
Source:  Coronial Services.  Data in appendix table 8.1. 

Note:   All 9 cases in 2015/16 and 3 cases in 2014/15 are provisional.   

 . 

 
Suicides were concentrated in the young and middle-aged adult 
groups (see box).  
 
Nearly three-quarters of suicides (72%) were among males.   
 
Seventeen suicides (28%) were among Māori and 41 (68%) were among NZ or other Europeans.  
Two were people from other or non-specified ethnic groups. 
 
Further analysis of suicides in the district is not appropriate because of the small numbers involved 
and the need to respect the privacy of individuals and families. 

Whanganui District suicides 
1 July 2007–30 June 2016 

Age group Number 
0–14 2 
15–24 11 
25–44 21 
45–64 16 
65–74 6 
75+ 4 

Total 60 
 
Gender  
Male 43 
Female 17
  
Ethnic group  
Māori 17 
Non-Māori 43 
 
 
Source of data: Coronial Services. 
Note: 12 cases occurring in the last two years are 
classified as ‘active’ or provisional, meaning they 
are still being investigated by the Coroner.
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Drowning is respiratory impairment of the lungs, due to immersion in liquid (Water Safety New 
Zealand 2014).  It can be either fatal or non-fatal. 
 

Drowning fatalities 

Over the five years 2011 to 2015, there were 9 drowning deaths in the 
Whanganui District.   
 
Almost half the deaths were people aged 65+.  
 
Domestic situations (3) and rivers (3) were the most common places 
where the drownings occurred, followed by beaches (2) and a home pool 
(1). 
 
The activities people were involved in when they drowned were: 

• ‘accidental immersion’ (4) 
• swimming (2) 
• using a non-powered boat (1) 
• ‘other’ activities (2). 

 
In at least 3 of the 9 drowning cases, alcohol was involved. 
 

Hospitalisation for near drowning 

Over the same period, 13 Whanganui District residents were hospitalised 
as the result of near drowning.  This included 4 pre-schoolers aged 0–4 
and 3 people aged 65+.  
 
More males (10) than females (3) were involved in near-drownings.  
 
Four of the near-drowning incidents were among Māori.  
 
‘Other’ domestic situations (5) and ‘large areas of water’ (4) were the 
most common places the near-drowning incidents occurred, followed by streams (3) and ‘other’ 
places (1). 
 

Circumstances of drowning 

Because of small numbers, it is not appropriate to analyse drowning trends in the district in detail, 
or identify specific risk factors.  However, data for New Zealand indicates that in general (Water 
Safety New Zealand 2013, 2014): 
 

 
Whanganui District 
drowning deaths 
Five years 2011–2015 combined 

Age group Number
  
0–4 - 
5–14 1 
15–24 2 
25–34 1 
35–44 - 
45–54 1 
55–64 - 
65+ 4 

Total 9 
 
Gender  
Male 5 
Female 4  
Ethnic group  
Māori 1 
Non-Māori 8  
 
Source of data: Water Safety NZ. 
Data is provisional.  
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• Although drowning is an issue for all age groups, most people who drown are young and 
middle-aged adults; pre-school and school-age children make up a comparatively small 
proportion of NZ’s drowning figures. 

• Māori, Pacific and Asian peoples are all overrepresented in drowning fatalities. 

• Every year at least three-quarters of drowning victims are male. 

• Typically most drownings are in the summer months of December, January and February. 

• Well over half of all drownings occur during recreational activities on or in water (swimming, 
boating, river-crossing, etc.).  Another quarter or so are linked to land-based fishing, road 
vehicle incidents, suicide or homicide. 

• Rivers are the most common drowning places, followed by beaches, out at sea (offshore) 
and inland lakes.  Drownings are fairly rare in home or public swimming pools. 
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Violent offences such as homicide, assault, sexual assault and aggravated robbery cause physical 
and psychological harm, not just to victims but also to their families and other close people.  
Burglary, theft, property damage, and public disorder can also cause distress and make people feel 
unsafe. 
 

Police proceedings 

In the 12 months to 30 June 2016, Police initiated a total of 2,306 formal proceedings (court 
actions, warnings and other actions) for all types of alleged criminal offences occurring within the 
boundaries of the Whanganui District.   
 
The most common type of offence in these proceedings was assault (17% of all proceedings, see 
table 10.1 next page). This included assaults resulting in injury as well as non-injury. 
 
In addition, there were 58 proceedings for sexual assault; comprising 2.5% of all proceedings in the 
year. 
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Table 10.1: Police proceedings, by type of offence (ranked), Whanganui District, 1 July 

2015–30 June 2016 

 
Proceedings 

Type of offence No. Percent 

Assault 384 16.7 

Theft (except Motor Vehicles) 274 11.9 

Regulatory Driving Offences 216 9.4 

Driving Licence Offences 212 9.2 

Disorderly Conduct 165 7.2 

Property Damage 146 6.3 

Illicit Drug Offences 141 6.1 

Unlawful Entry with Intent/Burglary, Break and Enter 132 5.7 

Dangerous or Negligent Operation of a Vehicle 107 4.6 

Harassment and Threatening Behaviour 88 3.8 

Prohibited and Regulated Weapons and Explosives Offences 62 2.7 

Sexual Assault 58 2.5 

Offences Against Justice Procedures 51 2.2 

Breach of Violence and Non-Violence Restraining Orders 46 2.0 

Breach of Community-Based Order 41 1.8 

Motor Vehicle Theft and Related Offences 39 1.7 

Obtain Benefit by Deception 39 1.7 

Robbery 31 1.3 

Receive or Handle Proceeds of Crime 22 1.0 

Murder 6 0.3 

Offensive Conduct 6 0.3 

Other Dangerous or Negligent Acts Endangering Persons 5 0.2 

Abduction and Kidnapping 5 0.2 

Forgery and Counterfeiting 4 0.2 

Other Fraud and Deception Offences 4 0.2 

Regulated Public Order Offences 4 0.2 

Breach of Custodial Order Offences 3 0.1 

Illegal Use of Property (Except Motor Vehicles) 2 0.1 

Other Acts Intended to Cause Injury 1 0.0 

Blackmail and Extortion 1 0.0 

Pedestrian Offences 1 0.0 

Defamation, Libel and Privacy Offences 1 0.0 

Public Health and Safety Offences 1 0.0 

Other Miscellaneous Offences 8 0.3 

Total 2,306 100.0 

Source:  NZ Police.  Data in appendix table 10.1.   

Notes:  Year is financial year. 

. 
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Gender and offending 

In three-quarters of all proceedings initiated (1,751 or 76%), the alleged offender was male.  

Indeed, in every offence category males were the majority of the alleged offenders (see figure 

10.1).  Only for offences such as assault, theft (excluding theft of motor vehicles) and 

obtaining a benefit by deception, were females the subject of more than 25% of proceedings.    

 

Figure 10.1: Police proceedings, by type of offence (top 18 ranked) and gender of 

alleged offender, Whanganui District, 1 July 2015–30 June 2016 

 

Source:  NZ Police.  Data in appendix table 10.1.    

Notes:  Year is financial year. 

.  
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Offending by children and young people 

A total of 323 proceedings were initiated against alleged 

offenders aged 0–16 (14% of all proceedings).  The most 

common offence by children and young people was ‘theft 

and related offences’ (see box and appendix table 10.2). 

 

Assaults proceedings – relationship of 
offender to victim 

In 37% of proceedings for assault, the alleged offender was a 
family member of the victim.  In 34% the alleged offender 
was known to the victim, and in 15% the offender was a 
stranger (figure 10.2). 
 

Figure 10.2: Relationship of offender to victim, assault proceedings, 

Whanganui District, 1 July 2015–30 June 2016, (n=385)  

Source:  NZ Police.  Data in appendix table 10.4a.    

Notes:  Year is financial year. 

  

Table 10.2: Most frequent offences 
by alleged offenders aged 0–16, 
Whanganui District, 2015–16 
(n=323) 

Theft and Related Offences ........................ 35% 
Unlawful Entry With Intent/ Burglary, 
Break and Enter ......................................... 16% 
Property Damage ....................................... 14% 
Acts Intended to Cause Injury ..................... 10% 
Public Order Offences .................................. 6% 
Sexual Assault and Related Offences ............ 5% 
 
Source of data: NZ Police. Year is financial year. 
Data in appendix table 10.2. 
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Victimisations 

In the Whanganui District in the 12 months to 30 June 2016, Police recorded a total 3,016 crime 
victimisations for all types of offences.  A ‘victimisation’ is defined as an incident or event when a 
person or organisation is the direct victim of a criminal offence.   
 
Theft (excluding motor vehicle theft) was the most common offence that people or organisations 
were victims of (30% of all victimisations, see box). 
 
A total of 663 victimisations (22%) were due to assault (either injury or non-injury). 
 
There were 104 victimisations for sexual assault (3%). 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Table 10.3: Number of crime victimisations in 
Whanganui District, 2015–16, by type of offence  

 No. Percent 

Theft (except Motor Vehicles) 916 30% 

Unlawful Entry With Intent/ Burglary, Break and Enter 817 27% 

Assault 663 22% 

Motor Vehicle Theft and Related Offences 432 14% 

Sexual Assault 104 3% 

Illegal Use of Property (except Motor Vehicles) 40 1% 

Robbery, Extortion and Related Offences 38 1% 

Abduction and Kidnapping 6 <1% 

TOTAL VICTIMISATIONS 3,016 100% 

 
 
 
Source of data: NZ Police. Year is financial year.  
Data in appendix table 10.6.  
 
Note: Percentages may not sum to 100 due to rounding. A victimisation is defined as an instance 
when a person or organisation is the direct victim of a criminal offence.  There may be more than 
one victim for a single offence, and an individual or an organisation may have been victimised 
more than once in the 12 months. 
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Location of victimisations 

Crime mapping data from the NZ Police website (www.policedata.nz) highlights victimisation 
hotspots in different parts of the Whanganui District.  Note the data excludes victimisations with 
inadequate location information. For privacy reasons, it also excludes homicides, and offences 
other than burglary occurring in households and other private dwellings. Thus the data is a subset 
of the victimisation data described above and comprises a total of 2,165 victimisations for the 12 
months to 30 June 2016 (appendix table 10.10). 
 
Over this period, the Whanganui suburb (census area) with the most recorded locatable 
victimisations was Cook’s Gardens, in the centre of Whanganui City (appendix table 10.11).  
Altogether, 497 (23%) of the district’s locatable victimisations occurred here.  One city block in 
particular dominated the figures, with a total of 121 victimisations.  This was the block bounded by 
Saint Hill St, Ridgeway St, Wilson St, and the western bank of Whanganui River, and bisected by 
Taupo Quay (see map, figure 10.3).  Theft was by far the most common offence reported in this 
block.  In nearly all cases it was theft from retail premises, e.g. shoplifting (comprising 83% of all 
victimisations in the block). 
 

Figure 10.3: Census Meshblock 1698900, Cook’s Gardens, Whanganui District  

 
Source:  NZ Police. Maps by HealthSearch Ltd using Open Street Map: © OpenStreetMap contributors, 

http://www.openstreetmap.org/copyright. 

     

  

http://www.openstreetmap.org/copyright
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Timing of victimisations 

Of the locatable victimisations in the Whanganui District with time and date information available, 
the months in which victimisations most commonly occurred were, in rank order, February, 
November, March, December and May.  The fewest victimisations were in September (34% less 
than in February) (appendix table 10.12).  
 
The most common day for victimisations was Saturday.  The least common day was Wednesday.  
On average, there were 13% fewer victimisations on Wednesdays than on Saturdays.  
 
Victimisations occurred most commonly between 2.00pm and 5.00pm in the afternoon (figure 
10.3).  They rarely occurred in the middle of the night. 
 
 

Figure 10.4: Hours of the day when crime victimisations occurred, Whanganui District, 

1 July 2015–30 June 2016 (n=1,345) 

 

Source:  NZ Police.  Data in appendix table 10.13. Excludes victimisations where time of day not specified.  

Notes:  Year is financial year. 
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Part 2 
 

THE CONSULTATION 
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Introduction 

Part 2 of the needs assessment involved consulting with experienced Whanganui people working in 
services related to community safety, injury prevention and well-being.  The goal was to tap into 
these people’s experience and knowledge to: 
 

• better understand and interpret the statistics in Part 1 
 

• identify and discuss what consultees themselves regarded as significant safety, harms and 
injury issues in the district.  

 

Methodology 

Fieldwork for the consultation was conducted in Whanganui over nine days in late February and 
early March 2017.  It included face-to-face interviews and focus groups. Potential consultees were 
individually contacted and invited to contribute to the project, based on a list of possible candidates 
drawn up by members of the Safer Whanganui Steering Group.  All consultees were experienced 
people either employed, or working as volunteers in roles in the health, justice and social and 
related services sectors.  Some were linked to Safer Whanganui either as past or present Reference 
Group members.  Others had no formal ties with Safer Whanganui. 
 

Interviews 

Altogether 29 people were interviewed, either individually or in small groups of two or three 
people. Interviews were around an hour in length and followed a standard semi-structured format 
developed in consultation with Safer Whanganui.  All questions were open-ended, meaning people 
could answer in any way – there were no pre-determined categories or boxes to tick.   
 
Participants were asked to describe the significant safety, harm and injury issues they believed 
were currently affecting, or soon likely to affect, certain groups or communities in the Whanganui 
District.  For each safety, harm and injury issue identified, based on their professional knowledge 
and experience, people were asked to describe: 
 

• the main groups affected by the issue (e.g. age, gender, ethnicity, etc), where and when 
 

• key contributing factors or conditions they believed were shaping the issue in the district 
 

• existing local services, strategies, interventions and other responses currently addressing 
the issue;  

 
• gaps, opportunities, obstacles and future needs related to the issue (e.g. services, resources, 

projects). 
 

11 
Consultation Results 
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Focus groups 

There were two focus groups.  The first was with four members of the Safer Whanganui Steering 
Group, the initiative’s main governance group.  The second was with five Māori employed in a 
range of Whanganui health and social services.  
 
The format for the focus groups was similar to the interviews.  However, the iwi/ Māori focus group 
concentrated on issues relevant for Māori in the Whanganui District.  
 

Analysis of findings 

The focus groups and all but one of the interviews were audio-recorded.  In the non-recorded 
interview, detailed notes were taken by a second interviewer.   
 
The information collected was qualitative in nature.  To analyse this information and prepare the 
present report, first the research team listened to all the recordings and wrote detailed notes 
summarising the points people made.  The aim was to catalogue every piece of pertinent 
information consultees mentioned relevant to the research questions.  Some of the information 
was transcribed word-for-word. 
 
After all the recordings had been reviewed, the full collection of notes was then re-read several 
times to identify recurring themes and ideas.  A tentative list of key themes and topics was 
developed to reflect the range of safety, harm and injury issues that consultees had defined as 
significant.  This list was used as the core framework for summarising the results of the 
consultation, revising it as necessary as the writing continued.  Before finalising this part of the 
report, it was reviewed by the three researchers who facilitated the interviews and focus groups.  
 

As will be seen, the report is organised around the different safety and injury issues that consultees 
regarded to be significant.  For each issue, the report indicates: 
 

• How prevalent and serious consultees thought the issue is in the Whanganui District, and 
which population groups are most affected 

 
• Factors consultees thought are contributing to the size and/ or nature of the issue in the 

district. 
 

• Examples of existing services and interventions that consultees said are currently addressing 
the issue in the district. 

 
• The types of service gaps, needs and future interventions that consultees identified in 

relation to the issue. 
 
Note that the issues identified are not presented in any particular order of significance. 
 
In addition, there is a section summarising the findings from the iwi/ Māori focus group.  
 
The final section of the report examines people’s comments on the value of Safer Whanganui and 
their suggestions on ways the coalition could enhance its work in future.  
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In places, relevant survey and administrative data for New Zealand and, where available, the 
Whanganui District is included.  This to supplement and help fill out consultee’s advice about the 
size of issues.   
 
Throughout the report, boxes containing short extracts from the consultation notes are used to 
illustrate the different comments people made about certain issues.   
 

Perceptions of Whanganui as a safe place 

Consultation participants were asked to talk about how safe they thought living in Whanganui was 
compared to other places in New Zealand.  People’s unprompted answers were fairly consistent 
and mainly focused on safety in public spaces and places.  Generally, most consultees rated 
Whanganui as safer than, or just as safe as, other cities.  In particular, Whanganui was generally 
noted to be safer than big cities like Auckland or Wellington.  
 
Reasons consultees gave for Whanganui being safe, or safer compared to other places, included 
lighter traffic on the roads, fewer traffic hazards, a slower pace of life, friendlier people (a lot of 
people know each other), good lighting in the CBD, a relatively low number of drinking 
establishments, effective policing, good hotel security people, and good health and hospital 
services. 
 
Several consultees gave more equivocal answers.  For them it depended which parts of the district 
or city you were talking about. Some parts were not as safe as others in their experience.  Examples 
included certain lower socio-economic areas and areas where there several pubs or other alcohol 
outlets within walking distance of each other.  There were mixed views about how safe it was to 
walk around Whanganui at night.  One consultee cited poor street lighting as a risk factor in the 
suburb where she lived.    
 
One consultee noted that in Whanganui, it being a smaller city with fewer recreation and 
entertainment options than say, Wellington or Auckland, there was perhaps more chance of groups 
from different backgrounds with little in common with each other having to share the same spaces. 
This perhaps slightly increased the potential for disorder. 
 
Another consultee contended that many Whanganui people had an excessively rosy view of their 
own and other people’s safety and the safety of the district generally. In her view, there were some 
very real harms and hazards that needed to be addressed. There was no room for complacency.   
 
Several consultees noted that, ironically, because life in Whanganui is so safe compared to bigger 
cities, if a significant incident does occur, it tends to make front-page news.   People in other parts 
of NZ then start thinking the city is more dangerous than it really is.  This is one reason consultees 
thought the city had an undeserved reputation for gang activity. 
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2016 WHANGANUI DISTRICT COUNCIL SURVEY OF 
COMMUNITY PERCEPTIONS OF SAFETY IN WHANGANUI – 

Selected Results 

Method: Telephone and online interviews with 491 Whanganui District 
residents aged 18+. 

Perceptions of quality of life: 

• ‘Better or much better this year than last year’ (21%) 
• ‘Same this year as last year’ (68%) 
• ‘Worse or much worse this year than last year’ (9%). 

Perceptions of personal safety, wellbeing and belonging:  

• ‘Felt safe at home during the day all or most of the time’ (98%) 
• ‘Felt safe in the CBD during the day all or most of the time’ (95%) 
• ‘Felt safe at home during the evening all or most of the time’ (94%) 
• ‘Felt that their property was secure when they were away from home 

all or most of the time’ (87%) 
• ‘Felt safe in the CBD during the evening all or most of the time’ (61%, 

an increase of 21 percentage points since 2010) 1 
• ‘Seldom, or never, felt safe in the CBD in the evening’ (11%)2 
• ‘High level of personal wellbeing’ (17%, compared to 23% in 2011) 
• ‘Very strong sense of belonging’ (14%, compared to 30% in 2011) 
• ‘Intend to stay in Whanganui’ (58%, compared to 70% in 2010) 
• ‘Would leave Whanganui if it was possible to do so’ (27%).3 

Source: Versus Research (2016), for Whanganui District Council.  

1 The 2012 New Zealand General Social Survey (NZGSS) found that, overall, 60% of NZ people 
felt safe, or very safe, walking alone in their neighbourhood at night. Women and people aged 
65+ were less likely to feel safe or very safe (Data from NZ.Stat tool, Statistics NZ, May 2017). 

2 Main reasons for feeling unsafe in CBD in the evening: people loitering around; aggressive 

youths/ street kids; drunken people; it is intimidating/ you don’t know what might happen; 
potential for violence; gangs; poorly lit areas. 

3 Main reasons for intending to leave were: ‘better job opportunities’ (35%), ‘to be closer to 
family and friends’ (21%), ‘bigger cities bring more opportunities’ (14%). Intentions to leave 
were highest in Castlecliff (39%), lowest in Gonville (19%). People aged 18-29 most likely to 
indicate they would leave if they could (43%).  
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Selected comments on how safe it is living in Whanganui 

I think it’s really safe. Like I’ve got young 
kids. I’ve got no concerns. Never been any 
issues. 

A quietish country town, people are 
really friendly. 

 

Not many places you see kids 
going up the main street riding 
their scooters to school. 

Probably about the same as elsewhere I 
should think. 

Whanganui is one of NZ’s best kept 
secrets, including for safety and 
community. 

I feel safe here because I know 
people and I’ve lived here my 
whole life.  You can walk up the 
street and see people you know. 

I don’t have a problem with it. It seems 
fairly safe. No better or worse than any 
other place. I know it has a reputation of 
being the place where all the gangs live. 
But we very rarely see them. So, I think it’s 
as safe as anywhere. It’s a lovely town. 

To me, the gang factions are lower- 
level gangs. We don’t have the high-
powered gangs of Wellington, 
Auckland, Hawkes Bay even. … In 
some years back they used to meet 
in the main street and they’d have a 
fight outside Farmers. Two gangs 
might meet up and have a big 
squabble. Those days are so few 
and far between now.  There’s 
probably not that much for gangs 
here. The market’s not there. 

I actually feel really safe.  Even 
with the prison here, I’ve never 
had an issue. I think Whanganui’s 
a safe place. And I’m totally 
convinced we get a bad rap in the 
media. Gang issues in the media. 
But that is not reflective of what 
Whanganui is. 

Yes, I think Whanganui is a safe 
community. I think there are, like all areas, 
certain places you probably wouldn’t go at 
night. But I think Whanganui is very 
friendly and family-orientated and it is a 
safe place. 

Whanganui is more an elderly 
person’s town. This is a retirement 
type town to me.  And it just gets 
more and more comfortable as you 
get older. 

I’ve never had a problem with 
Whanganui.  I’d be quite happy 
walking around any time of the 
day or night-time. 

I think we’re well policed, compared to 
other communities.  You see them around. 
You see their cars. 

We do have an older population 
here, which probably makes people 
a little more vulnerable.   

If you’re looking at crime, it’s 
probably not one of the safer 
cities to be living in. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Falls by Older People 

 

Definition 
 

Older people hitting a surface or object after slipping, tripping, stumbling or losing balance. 
 

Size of the problem 
 

NZ studies and data: Falls are common among older people in New Zealand.  Often falls result in 
fractures of the wrist, spine, rib or hip.  From around the age of 50 or 60, loss of bone density, a 
natural process, starts to accelerate.  Bones become more brittle.  
 
A hip fracture is a major injury.  It usually requires admission to hospital and surgery.  After a hip 
fracture many older people never return to their previous level of independence.  Generally, 
around 15–20% die within the first 12 months (Australian and New Zealand Hip Fracture Registry 

2016).  
 

Whanganui District studies and data:  In Whanganui falls are: 
 

• the leading cause of injury death in people aged 75+ (66% of all injury deaths) 

• the second leading cause of injury deaths in people aged 65–74 (27% of all injury deaths) 

(see chapter 3).   

 

Falls are also the leading reason older people in the Whanganui District are hospitalised.  Between 
2011 and 2015:  
 

• 87% of hospitalisations for women aged 85+ were for falls  

• 77% of hospitalisations for men aged 85+ were for falls (see chapter 4). 

Over two-thirds of falls-related incidents attended by St John (ambulance) are for people aged 65+ 

and over (see box later in this section). 

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: ageing population; more frail older people (especially women) living alone; 
high use of prescription medicines (especially psychoactive medicines); dementia symptoms; vision 
impairments; physically-hazardous homes and outdoor living environments; homes without 
handrails, rubber mats and other safety features; poorly heated, cold houses; rough and uneven 
footpaths; mobility, agility and cognitive disabilities; inappropriate footwear; neglect or abuse by 
family or carers; lack of opportunity and/or support for older people to exercise (to maintain 
strength and flexibility); tight entry criteria for subsidised rest home care. 
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Selected comments on contributing factors to falls by older people 

Up to 40 percent of people with cognitive 
impairment are living alone in the 
community, so that is really a red flag to 
us. 

More people are living longer and 
living alone. Loneliness. Drinking 
alcohol. They fall and end up in ED.  

It might be similar to other towns, 
but we do have bad pavements, 
we do have heaps of roadworks.  I 
mean the paving in Whanganui is 
absolutely atrocious.  Tree roots 
and things like that. 

I’ve been working in this area for 20 plus 
years and we’re getting a lot more 90-year-
olds in their own homes. When I first 
started, there might have been one or two, 
but certainly not several on your books. 

Footwear is an issue. People 
wearing crocs and jandals and 
things like that. 

Dementia’s a big one there. 
Parkinsons. Neurological 
conditions. Previous strokes. 
People already compromised 
from a medical point of view as 
well. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 

 

Examples of existing interventions/ services in Whanganui District 
 
Advice from consultees:   
 

• Whanganui Falls Team: a multi-agency falls prevention service based in primary care (local 
partners = Whanganui DHB, Whanganui Regional Health Network, ACC; national partners = 
Health Quality and Safety Commission, Ministry of Health, Osteoporosis NZ). The service has 
three core elements: 

o Falls Prevention Service: Home visits by a physiotherapist/ OT team to people aged 
65+ (55+ if Māori or Pasifika) living independently in their own home to assess their 
falls risk; supplying interventions to reduce their falls risk (e.g. weekly group exercise 
and education sessions to improve leg strength and balance and raise awareness of 
hazards and prevention techniques).  Referrals to the service come from a range of 
health and disability services including GPs, Whanganui ED, District Nurses, the 
Community Assessment and Rehabilitation Team (CART).  The service does not 
accept self-referrals. 

o Falls Prevention Nurse: Focuses on people at high risk of falls aged 55+ living in their 
own home or in rest homes.  Most have moderate or severe health problems.  The 
nurse visits them to assess environmental and personal risk factors (e.g. blood 
pressure, medications) and where necessary arrange suitable interventions and 
referrals. Education of rest home staff is also part of the work.  

o Fracture Liaison Service: Focuses on identifying all people aged 50+ living in their 
own home who have had a recent fragility fracture (e.g. fracture of the hip, 
humerus, vertebra, ankle, forearm or pelvis) likely to be caused at least partly by an 
osteoporotic condition.  The goal of the service is to prevent any further fracture, 
especially a hip fracture.  Clients are assessed and provided with interventions such 
as bone density scans, bone strengthening medication (e.g. vitamin 
D/bisphosphonate), medication reviews and home safety checks.  A range of 
agencies including GPs and St John Ambulance can make referrals to the service.  
The service also provides education and specialist advice to primary care 
practitioners. 
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• St John Ambulance: working in partnership with ACC, to reduce falls in homes and public 
places. Ambulance officers are often called out to attend older adults requiring assistance or 
transportation after a fall.  With the patient’s consent, officers assess their falls risk, do 
home safety checks, supply home safety equipment and make referrals to GPs and others 
for advice on health conditions. Patients classified as ‘serial fallers’ are provided with 
Community Alarms. 

 

 
  

FALLS-RELATED INCIDENTS ATTENDED BY ST JOHN WHANGANUI 

In the 12-month period February 2016–January 2017, the local Whanganui St John ambulance 
service attended 1,189 fall-related incidents.  Over two-thirds (69%) of these incidents were for 
people aged 65+.  In all age groups, more incidents were for females than for males (see figure 
below). 

FALLS-RELATED INCIDENTS ATTENDED BY ST JOHN – WHANGANUI TERRITORY 
 for the year 1 February 2016–31 January 2017

 

Source: Data supplied to authors by St John, May 2017.  Includes 1,188 incidents where age and gender were known.  

For all age groups, two-thirds (67%) of falls incidents occurred in people’s homes, with the second-
most common location being aged-care facilities (9%).  In one-third (33%) of cases, people triggered 
a personal alarm to call for help.  Nearly three-quarters (73%) of people attended for falls incidents 
were transported by St John from the scene of the incident, mainly to Whanganui public hospital ED 
(82% of those transported).  

Source: Data supplied to authors by St John Whanganui, May 2017.  
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• Age Concern Whanganui’s ‘Steady As You Go’:  A peer-led, group-based, mobility, flexibility 
and balance programme for older people.  Weekly exercise sessions are held in hired halls 
and facilitated by someone in the group.  There is an emphasis on social contact and having 
fun with others.  

• Various walking groups and Tai Chi classes run by local NGOs, retirement villages and 
independent businesses. 

• Whanganui DHB Falls Prevention Working Group: a project to reduce the number of falls by 
people receiving short or long-term public hospital care.  Details of all falls in hospital 
facilities are notified to the working group.  Apparently the last two years have seen a big 
reduction in significant falls. 

• NZ Fire Service: provides ‘lift assists’ for clients of St John Ambulance and other agencies 
such as rest homes. The objective is to ensure the safe lifting of people after falls.  Many rest 
home staff are sustaining back injuries and ‘no lift’ policies are being introduced to try to 
curb this. 

 

Needs/ gaps/ future interventions in Whanganui District 

 
Advice from consultees:   
 

• Expand falls prevention services to people living in their own home who have moderate to 
severe cognitive impairment (e.g. dementia).  
 

• Develop more opportunities for older people to access in-home falls risk assessments and 
exercise programmes.  
 

• Enable more agencies to directly refer older adults to falls prevention services. 
 

• Improve access to falls prevention services in remote rural areas. 
 

• Develop better transport arrangements for older adults attending falls prevention exercise 
and education classes. 
 

• Examine options to develop strength and balance fall prevention programmes for people 
with non-accident based functional impairments (e.g. stroke).  
 

• Expand resources for educating rest home staff on falls prevention. 
 

• Explore options for homecare providers to facilitate in-home strength and balance 
exercises. 
 

• Improve the safety of public footpaths used by older people. 
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Selected comments on falls by older people – needs/ gaps/ future interventions 

If you’ve got a home carer going in three 
times a week, it would be ideal to just tag 
another 10 minutes on to it, and do the 
exercises.  But they’re not allowed to do 
that.  They’re not funded for it. They would 
be an excellent resource. 

What we know from data: the 
people who would most benefit 
from help might not be getting it. 

 

We do try and get the [exercise] 
class to carpool, after the first 
trip, but you’ve got to get the 
people to the first class to be able 
to facilitate that.   

You might have someone with a milder 
stroke, but still with a bit of residual 
impairment on one side.  They would 
probably benefit from a little bit of neuro-
rehabilitation and OT.  But at the moment 
they couldn’t do our programme. There 
just isn’t the resourcing to be able to 
provide to those people.  There’s a big gap. 

Well if you ask people, they will tell 
you footpaths are a problem. When 
we do the introduction for our 
exercise programme, we ask about 
falling.  The biggest issue for most 
people seems to be the footpaths, 
the uneven footpaths.  Tripping 
over. Things like that. That would be 
the biggest thing. 

And their mobility might not feel 
safe enough to catch the bus. 
We’ve got a kneeling bus, which 
will drop down, but if you’re 
vision impaired and you’ve got a 
stroller and you’re a bit stressed 
about going to a group anyway, 
it’s a barrier and it stops people 
coming. 

I would like to see therapists have the 
capacity to do rehabilitation in the home. 
At the moment, if you were to come into 
Whanganui Hospital with a stroke you’d be 
on the AT&R ward, you’d get the intensive 
inpatient treatment, then you’d be 
discharged home and maybe you’d have 
follow-up for 6 weeks, maybe not. Then 
you’re on your own.   But two years after a 
stroke is your most intensive rehabilitation 
time. 

Really, if we want to keep people in their homes in NZ, safe, we actually 
need more in-home treatment for the higher-disabled or less-functioning 
people.  The people who do fall between the cracks.  Who can’t get the 
services.  Who don’t go out.  Who won’t initiate things. But of course that 
takes quite extensive staff input and visits into the home. And at the 
moment there isn’t the resourcing for that input. But of course that input 
may be enough to keep people ticking over. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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SPECIAL TOPIC: SOCIALLY-ISOLATED OLDER PEOPLE 

ADVICE FROM CONSULTEES SOME EXISTING SOLUTIONS 

Several consultees expressed concerns about 
the district’s rising numbers of homebound, 
socially-isolated older people.  Factors 
contributing to this were said to include: 

• The district’s ageing population, with 
many older people, especially women, 
surviving well into their 80s and 90s and 
still living at home. 

• People with ongoing health and 
disability issues (e.g. mobility, vision) 
having limited capacity to get out of the 
house. 

• Tightening of eligibility for residential 
care subsidies, obliging older people 
with significant disabilities to remain 
living at home. 

• The global employment market, drawing 
people’s adult children away from 
Whanganui (and thus potential sources 
of support). 

• The ‘digital divide’, with many older 
people unable or unwilling to use 
internet devices to keep connected with 
family, friends or services. 

• Lack of access to public transport. 

Consultees said the situation had potential to 
increase the incidence of a range of harms, from 
falls, hip fractures and fires through to alcohol 
and other drug problems, mental illness and 
elder abuse.  A challenge for the future is to find 
these isolated older people (many of whom 
seem not to be engaged with services) and 
match them up to the right levels of support. 

The Gonville Knitting Group: a group of about 20 older 
women that meets weekly at the Gonville Library to 
share time with each other and to knit. 

Age Concern Whanganui’s Accredited Visitor Service: 
volunteers who make home visits to older people. 
Volunteers are Police vetted and matched to clients 
based on their interests and backgrounds. Older people 
can refer themselves to the service or be referred by 
others (e.g. DHB). 

PROPOSED SOLUTIONS 

Ideas consultees suggested: 

• Develop new transport options for 
older people living in the suburbs, e.g. 
smaller buses that run more often and 
go to more places. 

• Develop a simple-to-use, non-digital 
system that older people can use from 
home to order their weekly 
supermarket shopping and have it 
delivered. 

• Publicise the newly-available 
technologies designed to make it easier 
for older people to stay safe at home.  

• Assess the future mental health service 
needs of the district’s older adult 
population. 

• Explore the feasibility of setting up 
dementia villages in the district, 
modelled on the villages successfully 
operating in the Netherlands. 

Selected comments on socially-isolated older people 

Families once upon a time would stay 
close. They’re not now. They’re moving 
away and going overseas. It’s not 
uncommon for us to get calls from various 
places around the world saying what can 
you do for my mother? 

I don’t think there is a great 
network for public transport, buses, 
things like that.  That limits people’s 
ability to get out.  It’s quite a wide, 
spread-out town. People right up 
the top of Aramaho or at the back 
of Castlecliff don’t have the same 
access to services. People don’t 
tend to go to doctors. 

There’s a lot of social isolation out 
there, where people are just 
sitting in their chairs.  They don’t 
drive, they might not have the 
initiative to get out. So really it’s 
long days for people. 

There is a big subset of people in 
Whanganui who are socially isolated 
elderly.  They’re falling between the cracks. 

We see them when they become 
acutely unwell, when they can’t get 
in the car, can’t manage on their 
own.  Someone raises the alarm to 
say they’re on death’s door. 

We do have buses but the scope 
is limited.   

Note: some comments edited for clarity, brevity and to preserve anonymity. 

  



 140            Safer Whanganui Community Needs Assessment 2017              
 

More selected comments on socially isolated older people 

There’s not a lot of data on those people.  
We’d like to see a qualitative/ quantitative 
survey done on who they are, why they’re 
socially isolated?  Because they are a big 
at-risk group.  They never end up with 
smoke alarms in the house.  They don’t 
know how to organise someone to come 
and check their house, or to install smoke 
alarms.   

I know the wards I’ve been working 
in you’re often phoning overseas to 
talk with next-of-kin.  There is no 
family locally, or in NZ. The way 
people move these days, it’s 
probably going to happen more 
often.  They’re not going to have 
family, friends, as they get older.  So 
I think that will be more of an issue. 

A lot of them are left alone and 
their families are in Australia, or 
Auckland or further afield.  So 
they’re an isolated group. I think 
we’re in the grey tsunami as they 
call it, we’re going to find out if 
we’re equipped.  We can see it 
kind of building. 

 

 

Many old people are staunch and don’t 
want to go into a rest home.  But their 
spouses often can’t cope with them. It’s 
often like watching a train crash in slow 
motion.  But you can’t tell them what to 
do. 

It is an older population.  A lot of 
separate units. … We have a lot of 
small communities where there are 
6 or 7 own-your-own flats spread 
around town.  So there’s a lot of 
smaller communities scattered 
around. 

There’s places in Whanganui 
where there is no public 
transport. That’s significant.  … 
Because taxis are expensive.  If 
you don’t qualify for the Total 
Mobility Vouchers that makes it 
even more expensive.  There 
aren’t a lot of options. 

There’s significant health impacts if you’re 
alone or isolated.  You become more 
vulnerable.  They say that the results of 
being lonely and socially isolated is greater 
than smoking.  Because it affects 
everything, your heart, your health. 

Some of these ladies had massive 
stories around how lonely they 
were, and that joining the Gonville 
Knitters actually saved them. 

And transport. The lack of public 
transport.  That’s difficult.  But 
that’s an issue for all age-groups. 
The lack of transport.  That 
increases vulnerability if people 
can’t get out.  Can’t go to the 
library.   

I think in Whanganui there’s a lot for a small community out there, but you need 
to have the financial ability, the cognition, to follow it through.  And the psycho-
social.  If you’re health compromised and poverty’s an issue, that doesn’t always 
stack up. 

 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Adolescent Mental Health 

 

Definition 
 

Psychological and emotional difficulties experienced by intermediate-school and high-school aged 
young people (aged about 10–18 years). 
 

Size of the problem 
 

NZ studies and data: See box next page. 
 
Whanganui District studies and data: None identified to date.  
 
Advice from consultees: Consultees highlighted adolescent mental health as an especially pressing 
issue in Whanganui.  Some working in frontline services reported a big surge in the last 6-18 
months in the number of young people with mental health problems they were seeing.  In 
particular, there seemed to be more girls with problems seeking help.  Girls as well as boys also 
seemed to be presenting with problems at a younger age than before. Types of problems include 
depression, anxiety, self-harm (e.g. cutting), and suicidal thoughts or threats.  In some self-harm 
cases, there seemed to be clear evidence of contagion or ‘copy-cat’ effects, with young people who 
knew each other all starting to self-harm at about the same time.   
 
Some consultees interpreted the surge in client numbers to mean more teenagers in the 
community were developing mental health problems.  Others saw it as a sign that more young 
people with existing problems were willing to come forward for help. 
 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: bullying; self-harm as a response to bullying; social media and 24/7 
connectivity means on-line abuse potentially can be unrelenting, highly public and humiliating; near 
impossibility of restricting young people’s access to social media or who they engage with on-line; 
ready access to online pornography; exposure to sex and sexual images at a much younger age than 
previously; sensationalising, even glorification, of adolescent mental health problems in the media; 
impact of young people’s early life experiences during infancy, e.g. lack of positive emotional 
bonding; delayed effects of exposure to family violence and other harms in childhood; exposure to 
trauma as a child ‘hardwires’ young people to be more sensitive and reactive to threats.  
 

Examples of existing interventions/ services in Whanganui District  
 

Consultees noted recent efforts in Whanganui to upscale mental health services for young people. 
Partly this was a response to national initiatives, such as the Prime Minister’s Youth Mental Health 
Project focused on prevention and early intervention for youth aged 12 to 19 years with, or at risk 
of, mild to moderate mental health problems. 24  Upscaling locally has included expanded mental 
health promotion initiatives as well as outpatient treatment services.  

                                            
24  For more on the project see Malatest International (2016). 
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SURVEY RESULTS, MENTAL WELL-BEING OF NZ  
SECONDARY SCHOOL STUDENTS (YEAR 9 ONWARDS), 2012 

There are no reliable statistics on how many young people in the Whanganui District are 
experiencing mental health, alcohol or other drug problems.  However, an indicative 
estimate can be inferred from the results of the 2012 Health and Wellbeing of New 
Zealand Secondary School Students study (Adolescent Health Research Group 2013). Below 
are key results from the survey. 

    
 Male Female Total 

MENTAL HEALTH    

Seen a health professional for emotional worries 
in the last 12 month 

13.6% 22.4% 18.4% 

Significant depressive symptoms in the last 12 
months 

8.6% 16.2% 12.8% 

Felt depressed for 2 weeks in a row in the last 12 
months 

23.3% 37.6% 31.1% 

Deliberate self-harm in the last 12 months 17.9% 29.1% 24.0% 

Serious thoughts of suicide in the last 12 months 9.8% 20.7% 15.7% 

Made a suicide plan in the last 12 months 6.4% 12.3% 9.6% 

Attempted suicide in the last 12 months 2.4% 6.2% 4.5% 

Attempted suicide required treatment by a 
doctor or nurse in the last 12 months 

0.8% 0.8% 1.5% 

Had difficulty getting help for an emotional worry 
in the last 12 months 

5.6% 15.1% 10.9% 

    

ALCOHOL USE    

Binge drinking in the last 4 weeks [5 or more 
alcoholic drinks in one session (within 4 hours)] 

23.0% 22.2% 22.6% 

    

MARIJUANA USE    

Current marijuana user 14.4% 11.5% 12.8% 

Weekly or more often marijuana use 4.6% 2.0% 3.2% 

Source: 2012 Health and Wellbeing of New Zealand Secondary School Students (Adolescent Health Research 
Group 2013). 

Note: Not all students eligible to participate in the survey did so. It is likely non-participating students had 
generally worse mental health and higher alcohol and marijuana use than the participating students.  The results 
of the survey may therefore underestimate levels of mental health problems and alcohol and marijuana use in 
secondary school students. 

  



Safer Whanganui Community Needs Assessment 2017    143  
 

Examples of recent Whanganui mental health initiatives for young people mentioned by consultees 
included: 
 

• schools responding better to issues around bullying, including developing 
preventative strategies 

• new projects engaging with young people about issues connected with their 
emerging sexuality and sexual identity.  This includes Rainbow projects for LGBTI 
(lesbian, gay, bi-sexual, transgender, intersex) youth in some local high schools 
(apparently other local schools are less supportive).  

Providers of mental health and addiction services note that new treatment approaches are 
increasingly being used in Whanganui.  The new approaches aim to work with a young person’s 
whole whānau/family and social system.  Integral to this is a broader humanistically-based 
understanding of the role of social determinants in shaping people’s mental well-being.  These 
include the quality of people’s relationships, their ability to work and to have a purposeful life.  The 
new approaches contrast with more traditional approaches based on a medical or disease model 
and drug treatment. 

 

Needs/ gaps/ future interventions required in Whanganui District 

 
Consultees identified a range of needs or gaps related to adolescent mental health: 
 
• More specialist mental health services are required locally to cater for young people with mental 

health issues (especially age 13+). 
 
• More programmes and strategies for LGBTI youth, to address issues around visibility, what it is 

to be a gay person in Whanganui, and so on. 
 
• More education programmes and initiatives to promote sexual safety for young people, 

addressing themes such as consent and self-responsibility. 
 
• Develop new educational strategies around social media, to teach children how to manage it, 

including in the school environment.  
 

• Encourage schools to adopt healthy polices around internet and Wi-Fi access. 
 

• More long-term peer support and mentoring services for young people, starting earlier in 
people’s lives (e.g. ages 9 or 10). 
 

• Create special rural retreats for young people, e.g. a farm village setting where everybody lives 
communally and contributes. 
 

• Develop more consensus and clarity around the distinction between behavioural and mental 
health related problems.  There is a perceived lack of access to DHB mental health services 
because of this. 
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• Increase multi-agency collaborative working and information-sharing across Whanganui’s health, 
education, social services, corrections and justice agencies, to better identify and work with 
people with mental health and/or alcohol and other drug issues.  
 

• Start mental health promotion as early as possible in childhood.  Teach children how to be 
resilient, so they can apply what they’ve learned when they’re teenagers and adults. 

 

Selected comments on gaps/ needs: mental health and alcohol and other drug 

services 

Our referrals have increased. I don’t have 
the stats off the top of my head. But our 
youth referrals have spiked.  Our youth 
alcohol and other drug referrals have 
spiked as well.   

There were four or five young 
people that killed themselves last 
year, they will have had contact 
with ED, they will have had contact 
with their GP, they may well have 
had contact with CYF, their family 
may well have had contact with 
MSD, so there’s a whole lot of 
services that aren’t connected.  I 
guess that’s the biggest problem, 
the services aren’t connected and 
we’re not all talking to each other. 

 

Interventions need to be long 
term.  Our young people need to 
be buddied up with people who 
will take a long journey of change 
with them – relationships.  That is 
where we can be our best as a 
community.  Citizenship – citizens 
supporting other citizens.  Our 
young people are citizens, they 
are not problems.  We need to 
approach them as citizens, not 
from a deficit model.  A strengths-
based approach. 

We have got enough services to sink a 
battleship.  More services would just 
spread the money.  We need to make the 
services we’ve got better. 

The men that are killing themselves. 
These are complex social problems 
that need multiple lenses on them. 
We need to be talking.   

In Whanganui, you’ve got to be 
pretty-well in the closet. 
Compared to say other places.  
For kids, it’s a massive thing. 

If we identified half a dozen kids and we 
could actually ring someone and say, hey 
we’ve got these kids.  And they’d say, right, 
bring them to this place, we’ll see them all 
next week.  Someone who can work with 
them.   

If someone is intoxicated with meth, 
say, and wrecks the place and 
assaults staff, we will have the 
Police charge them.  Because if 
there are no consequences, there’s 
no behavioural adaptation either. 
We really need the Police and the 
Police need us. 

 

 

What the mental health services 
has embarked upon in the last 
couple of years has been 
collaborating more with the 
community.  We have more MoUs 
and several agreements with lots 
of community agencies.  So 
agreements are in place that we 
have closer working relationships, 
better information sharing, you 
know. 

I think we should have a model that all of 
the community teams are co-located; 
public health nurses, Plunket nurses, 
district nurses, mental health nurses, 
mental health social workers. 

Schools are critical in this space. 
Schools know who the most at-risk 
kids are.  Some of them will have an 
at-risk register that never gets 
shared with us, or never gets 
updated, or they never take advice 
on. 

Can’t get away from bullying. You 
used to go home to get away 
from it, but now it’s in your 
pocket what is being said. 

I’d actually like to put a whole heap of stuff into early childhood. So that they learn 
resilience skills, like financial literacy. How to make the most of your money.  How 
to spend your money properly.  We never grew up as children.  We learn how to 
add things up and subtract things.  All good and well.  But living in the world you 
need to be able to navigate this world. You need to have the skills to navigate it, so 
when you grow up you’ve got the skills from when you were a child, it’s been 
ingrained in you so that by the time you get to adulthood and you go into a 
relationship you have all the skills to be able to interact with other people.  I’d put 
something into there so it builds resiliency, because parents are not doing it. Some 
parents are doing it, and some parents aren’t. 

We’ve actually invested, the 
direction of mental health 
services has been to invest in 
there. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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SPECIAL TOPIC: RESTORATIVE PRACTICES 

Restorative Practices aim to resolve hurt and trauma, and to restore the well-being of the victims 
and perpetrators of violence and other harms. 

Restorative Practices provide opportunities for ‘harmers’ and ‘harmees’ to get together and talk 
about how an incident or event has affected them. The approach is non-judgmental and 
concerned with reconciliation and resolution, not punishment or blame.   

The Restorative Practices Whanganui Trust is a community initiative promoting restorative justice 
concepts and methods. The Trust’s vision is that in future everybody in Whanganui will use 
restorative approaches to resolve challenging situations or relationships, making Whanganui a 
truly Restorative City. 

Part of the trust’s work has included introducing restorative practices into Whanganui schools. 
When a school has issues around bullying for example, the restorative approach encourages staff 
and students to resolve the problem in a healthy way through talking.  When a perpetrator of 
bullying learns about how his or her actions has affected the bullied person and their family, 
usually this has a real impact on them.  By talking through and better understanding the dynamics 
of the situation, everybody involved can look at what they can do to help fix the problem. 

Student suspensions and stand downs have reportedly decreased substantially in some 
Whanganui schools recently.  This may in part be a result of the adoption of restorative 
approaches, as well perhaps the impact of the Ministry of Education led initiative Positive 
Behaviour For Learning (PB4L) that has been operating in some Whanganui schools since 2008. 

Getting people together to talk, connect 
people up, is important. Because where 
people feel they haven’t got a voice, they 
are the ones who create the trouble. If no-
one cares about me, then I will go off and 
rip a letter box off or whatever  

What we are trying to do is to encourage people to feel they are valued, 
encourage people to meet their neighbours. Trying to create a 
community that cares for all the community.  Addressing the harms of 
alienation, as well as the harms from specific events. The general thing is 
that people can’t do their best if they don’t feel valued or part of the 
community.   

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Suicide 

Definition 

Self-inflicted death. 
 

Size of the problem 
 

NZ studies and data:  In NZ in the 2015/16 financial year, 579 people died by suicide, an increase of 
15 deaths compared to the previous year (Chief Coroner, provisional data, released October 
2016).25  
 
Whanganui District studies and data:  In the 10-year period 2004–2013, there were 62 local deaths 
from intentional self-harm (see chapter 3).  After declining in 2012/13 and 2013/14, the number of 
suicide deaths in the district then increased.  In 2014/15 there were 7 deaths provisionally in the 
district and in 2015/16 there were 9 (see chapter 8).  
 
Advice from consultees:  Several consultees identified suicide as a standout problem in the district. 
Some who were working in frontline mental health services noted that, according to their records, 
in the first three months of 2017 there had been more suicides in the district than in the whole of 
2016.  Apparently, this included a notable rise in suicides by middle-aged males. 

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: traumatic or harmful family or social situations; socioeconomic 
deprivation; alcohol and other drug addiction issues. 
 
Some consultees emphasised the determinants of suicide were complex, multi-factorial and not 
easy to pin-down. 
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 

• A two-minute short film, #sayyesaotearoa, produced by local youth and made available on 
Youtube and Facebook. The film includes various school and civic leaders, along with comedian 
and suicide prevention campaigner, Mike King, telling a Native American story about light and 
dark.   
 

• Suicide prevention training courses available as part of Kia Piki Te Ora, the suicide prevention 
programme run by Nga Tai o Te Awa, the Whanganui-based Māori development organisation 

 
• The I’ve Got Your Back suicide prevention and resilience building programme, based around the 

Five Fingers concept, run with primary school students as part of Kia Piki Te Ora.  
 

                                            
25  For details see: https://coronialservices.justice.govt.nz/assets/Documents/Publications/2016-provisional-suicide-figures.pdf 

 

https://coronialservices.justice.govt.nz/assets/Documents/Publications/2016-provisional-suicide-figures.pdf
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• The Well-being and Suicide Prevention (WASP) group, a Whanganui multi-agency networking 
group (DHB, Police, NGOs such as Nga Tai o Te Awa, Victim Support, schools, Ministry of 
Education) focused on developing local suicide prevention and postvention support strategies. 

 
In Whanganui DHB’s specialist mental health treatment service, if a person who dies from suicide 
has been a client of the service, then an in-depth review is held looking at the circumstances 
surrounding the person’s death.  This includes meeting with, and supporting the person’s family.   
 
Consultees noted that the vast majority of people who commit suicide are not clients of the DHB 
mental health services.  However, suicide victims are likely to have had contact with other local 
health and social services.  In general, these services do not seem to do any formal reviews examin-
ing possible causal factors or identifying key learnings that could be gleaned from suicide deaths.    
 
In recent years, staff from the specialist mental health services have led local community responses 
to clusters of young people threatening suicide and self-harm.  This includes arranging support for 
schools and community-based health and social service providers. 
 
Consultees noted that the Whanganui DHB mental health services only provide care to about 8% of 
the population who have mental health problems.  The other 92% of people with mental health 
problems get their care from primary health providers (e.g. GPs), from iwi providers and other 
community-based services such as private psychologists and therapists.  
 
DHB mental health services have recently put extra resources into liaising more closely with 
community-based mental health providers.  This includes educating and providing peer support for 
GPs, practice nurses and other primary care workers, who look after most people with mental 
health problems. 

Selected comments on suicide and suicide prevention   

Suicide is a real problem. Last year we had 
more suicides in the year than in living 
memory.  And in this year to date we had 
twice as many as we had last year to date.  
The people who are killing themselves are 
young Māori, and middle-aged men.  

We’ve got a high suicide rate.  The 
majority of them are working-age 
men.  A few youths. But the 
majority are 25-50. 

Suicide, I think is going to get 
worse.  Because our determinants 
are not getting any better. Now 
the suicides are increasing.  It’s 
just going to take a long journey 
for that to start reducing.  It’s not 
just going to be a year or two. It’s 
going to be years.  Until we start 
getting people to think resiliently. 

Some of the kids that killed themselves last 
year were under Child, Youth and Family 
care.  So they were not with their families. 
They were probably living in situations that 
were less then satisfactory.  There’ll be 
trauma, there’ll be AOD [alcohol and other 
drug] issues. 

We cover a lot of lower socio-
economic people.  The wages for 
people, to be honest, are crap. 
When you’ve got people on low 
incomes who’ve got addictive 
natures, who’ve got addictions, and 
have families and are trying to 
support them, it becomes 
sometimes a bit too much for them. 

Most of the people who’ve 
suicided are not known to the 
mental health services. [But] most 
people will have touched health 
services, so people will know 
about them.   

I really like Mike King, his campaign.  He’s got no boundaries, no restrictions. He 
can just do whatever he wants.  I know that he’s a celebrity and all that stuff. 
That’s a biggy.   His work, it covers schools.  He’s done work in a couple of the 
colleges here. 

 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• Increase suicide prevention funding in New Zealand to a realistic level, comparable on a per 
capita basis to levels provided in similar overseas jurisdictions, e.g. Victoria, Australia. 
 

• Develop a better, more integrated patient data system that spans both secondary and 
primary health, so all notes and information about a person is held in a single place, 
eliminating the need to duplicate information across multiple systems, thus enabling better 
identification and follow-up of at-risk people. 

 
• Develop new models of service provision based around multi-disciplinary teams of mental 

health, health and social service providers, with each team based in and serving the 
population of a defined neighbourhood or area (e.g. Castlecliff). 
 

• Better access to DHB mental health services. 
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Hazardous Alcohol Use 

 

Definition 
 

Hazardous drinking is defined as an established pattern of alcohol consumption that carries a risk of 
harming the drinker's physical or mental health, or having harmful social effects on the drinker or 
others (Ministry of Health 2015, Ministry of Social Development 2016).  Examples of harmful effects 
include injuries caused by road crashes, drowning, suicide, assault and domestic violence, mental 
health problems related to addiction and alcohol dependence, and alcohol-related diseases such as 
liver cirrhosis and some cancers.  
 

Size of the problem 
 

NZ and Whanganui District studies and data:  From data collected in 2011–14, the NZ Health 

Survey estimated that almost 19% of people aged 15+ living in Whanganui DHB area were 
potentially hazardous drinkers (Ministry of Health 2015).  This was over 3 percentage points higher 
than in New Zealand as whole (see box next page).   
 
Men in the district (27%) were much more likely than women (10%) to be potentially hazardous 
drinkers, and young men aged 15–24 (47%) were much more likely to be potentially hazardous 
drinkers than older men aged 65+(6%).   
   
In terms of ethnicity, Whanganui Māori (33%) were more likely than Non-Māori (15%) to be 
potentially hazardous drinkers.  
 
Advice from consultees:  Consultees from one alcohol and other drug (AOD) treatment service said 
there had been a 50% plus increase in referrals to their service in 2016.  Many of these referrals 
were because of the impact the person’s alcohol and other drug use was having on their partner, 
children or other relationships, and on their finances and employment prospects.  

 

Contributing factors to harm in Whanganui District 
 

Whanganui District studies and data:  One likely reason for Whanganui’s higher hazardous drinking 
rate is its higher proportion of people living in deprived areas (Ministry of Health 2015).  Hazardous 
drinking is generally more common in people living in deprived areas.  Whanganui’s high Māori 
population may also be a factor, as generally Māori are more likely than Non-Māori to be hazardous 
drinkers.  
 
Advice from consultees:  socioeconomic deprivation; sub-cultures that celebrate drunkenness as 
desirable; young people’s ease of access to cheap, sweet, spirits-based alcopops; pre-loading 
(getting intoxicated at home before going out to a pub or nightclub); side-loading (temporarily 
leaving a pub or nightclub to access pre-purchased alcohol stored nearby, e.g. in a vehicle). 
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PERCENTAGE OF WHANGANUI ADULTS 
ESTIMATED TO BE POTENTIALLY 
HAZARDOUS DRINKERS, 2011–14 

 Whanganui 
District [DHB 
area] 

New Zealand 

All people 15+   

  Men  27.4% 22.0% 

  Women 10.2% 9.5% 
  Total 18.7% 15.5% 

   

15–24 years   

  Men 46.7% 30.9% 

  Women 20.2% 20.0% 

  Total 33.4% 25.6% 

   
25–44 years   

  Men 33.1% 29.1% 

  Women 18.9% 12.1% 

  Total 26.3% 20.3% 

   

45–64 years   

  Men 25.2% 17.2% 
  Women 4.6% 5.9% 

  Total 14.8% 11.4% 

   

65+ years   

  Men 6.4% 7.0% 

  Women 0.9% 1.2% 

  Total 3.5% 3.9% 
   

Māori   

  Men 40.9% 37.6% 

  Women 25.0% 23.0% 

  Total 33.1% 30.0% 

   

Non-Māori   
  Men 24.2% 19.8% 

  Women 6.7% 7.5% 

  Total 15.4% 13.5% 

Source: New Zealand Health Survey (Ministry of Health 2015).  

 
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 
1) Laws, regulations, rules and guidelines restricting the manufacture, marketing, sale and 
consumption of alcohol (e.g. alcohol ban areas), e.g: 
 
Whanganui Police’s Alcohol Harm Reduction Officer has a range of enforcement responsibilities 
including:  
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• Running background checks on applicants for alcohol licences, to ensure only responsible 
people are involved in the liquor industry. 
 

• Vetting applicants seeking Special Alcohol Licences for events such as weddings, music festivals 
or sports days.   
 

• Administering the council’s Licence to Occupy policy.  The policy restricts how late into the 
evening a venue’s outdoor seating area on the street can remain open for.  Typically, outdoor 
areas must close an hour or two before the rest of the venue. This system has been found to be 
very effective for reducing street disorder around closing times in Whanganui’s inner-city 
restaurant and bar precinct. 
 

• Running Controlled Purchase Operations, to check if hotels are serving underage patrons.  
 

Whanganui District Council’s Proposed Draft Local Alcohol Policy (LAP).  Under the Sale and 
Supply of Alcohol Act 2012, to minimise alcohol-related harm, councils can introduce a Local 
Alcohol Policy that makes special requirements relating to the sale, supply, or consumption of 
alcohol within the council district.  Following a wide-ranging consultation and research process, in 
March 2017 the Whanganui District Council issued a Proposed Draft Local Alcohol Policy for 
community feedback (Whanganui District Council 2017a).  The proposed policy takes a more 
restrictive stance relative to the current situation.  This includes placing a district-wide limit on the 
number of off-licence premises (excluding supermarkets and grocery stores) and limiting off-licence 
trading hours to between 7am and midnight. 26 
 
2) Alcohol health promotion and education campaigns.  Recent Whanganui examples of these 
include: 
 
• a new specialist youth-led community group focused on early intervention for young people with 

co-existing alcohol and/or other drug use and mental health issues 
 
• special event days for health promotion around alcohol and other drugs, so young people can 

see the faces and get to know the people who work in alcohol and drug services  
 
• a ‘no-alcohol’ education programme for under 18 year olds    
 
• education sessions for Whananga students training to work in industries requiring workplace 

drug testing 
 

• a community development initiative that brings together teenagers not currently attending high 
school and forms them into sports teams to play in local leagues.  A goal of the initiative is to 

                                            
26  As at August 2016, there were 99 licenced liquor outlets in the Whanganui District. This included 22 off-licence outlets, 46 on-

licence outlets and 31 club licence outlets (Whanganui District Council 2017a). Fourteen of the inner-city outlets in Victoria 
Avenue, Taupo Quay and Guyton Street were granted Licences to Occupy by the council.   Whanganui Central, Gonville, 
Castlecliff and Whanganui East were the four parts of the city with the most liquor outlets.  Interestingly, between 2011/12 and 
2015/16, the top five areas in the city where police attended violence events were (in descending order) Whanganui Central, 
Gonville, Castlecliff, Aramoho and Whanganui East (Whanganui District Council 2017a).   
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discourage teenagers from getting involved in anti-social behaviour and misuse of alcohol and 
other drugs. 

 
3) Early intervention, for example 
 
• a new specialist youth-led community group focused on early intervention for young people with 

co-existing alcohol and/or other drug use and mental health issues. 
 

4) Treatment and rehabilitation services for problem drinkers  
 
In Whanganui, as in other parts of New Zealand, clients referred for alcohol and other drug 
treatment often have co-existing mental health problems (CEP) such as depression or anxiety.  For 
this reason, alcohol and other drug treatment services are usually integrated with mental health 
services.  
 
• One example of a treatment programme is the six-week group programme run by the Mental 

Health and Addictions Services at Te Oranganui, an iwi health provider.  The programme engages 
clients in a range of therapeutic activities to support them to make changes in their life.  Half-day 
sessions each lasting about four hours are run on Mondays, Wednesdays and Fridays over six 
weeks.  Clients who complete the full programme consistently report that the aspect of the 
programme they find the most valuable is the fellowship.    

 
• Kaupapa Māori alcohol and other drug treatment programmes for inmates at Whanganui Prison 

are run by DHB staff in collaboration with primary care and iwi mental health providers.   
 
 

Selected comments on alcohol-related harm and hazardous drinking 

In relation to, people filling up with alcohol 
and having fights and arguments.  But I 
don’t think it’s anywhere near as bad as it 
used to be, in the public places.  I don’t 
think it’s anywhere near as bad as what it 
used to be.  I know that when a hotel spills 
out that, you know, some people [don’t] 
see eye-to-eye and there’s the odd punch 
up.  But I don’t think that the injuries are 
that bad. I think the fight is broken up. 

You know if you look at our 
Emergency Department, Thursday, 
Friday, Saturday, Sunday, the 
number of people that are coming in 
that are intoxicated and have hurt 
themselves, they’re a significant 
number of our ED presentations. 

We’re there to make it a safer 
place, a nicer place. Especially the 
CBD, we want to attract families 
going out for meals.  The last 
thing we want is drunken louts 
coming out of hotels and visitors 
coming in and thinking, oh, this is 
a rowdy, crap place, I’m not 
coming back here. 

I’m quite surprised, the younger 
generation are quite good, because they 
usually have a sober driver. Which is one 
bonus. 

Alcopops: These drinks are very easy 
to drink.  Like Fanta or Lemonade 
but with 8 percent alcohol in it. 
They’re getting a lot drunker than 
they used to, the younger 
generation.  To the point where 
some of them are smashed. 

Drug and alcohol use is big in 
Whanganui, it’s very accessible in 
Whanganui.  People use a lot and 
it becomes unsafe.  Quite a lot of 
people use a bit of everything. 

When I was young we used to go out at the weekends, go to a party, have a few 
drinks. But now people they tend to binge drink, they tend to be on a mission to 
out and get absolutely smashed.  Their point for that weekend is just to get as 
drunk as you can. I don’t know whether it’s a change in the alcohol or a mentality 
change. 

Hotel managers and security staff 
all work together with the Police 
and each other. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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 Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 
• Make more effective use of social media to communicate alcohol health promotion and safety 

messages to young people. 
 

• Develop health promotion strategies to acknowledge and honour the sober driver; the person 
who elects to abstain from alcohol while driving around the people who have not.  Celebrate 
their contribution.  Reward them with prizes.  Turn them into heroes.  Make it cool to be a sober 
driver.  

 
• Build closer ties between alcohol and other drug treatment services and hospital accident and 

emergency services. 
 
• Develop better emergency and social housing options for disadvantaged people, those on prison 

release, and those getting out of rehab, to help prevent alcohol treatment relapse. 
 

• Develop better options for people in remote rural areas to access alcohol, drug and mental 
health treatment services. 
 

• More comprehensive recording of alcohol-related emergency department visits. 
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SPECIAL TOPIC: WHANGANUI’S COMMUNITY PATROL 

 
Nicknamed ‘The Yellow Jackets’, the Whanganui Community Patrol is a group of 
volunteers in hi-glo vests that assist the Police with crime prevention and crime 
detection.  The volunteers patrol downtown Whanganui and other parts of the 
city on foot and by car.  Daytime community patrols operate Monday to 
Saturday.  Nighttime patrols operate on Thursdays, Fridays and Saturdays 
starting at 6.30pm, and finishing sometimes as late as 3:30am the next morning.   

Part of a New Zealand wide community patrol network, the Whanganui patrol 
has been running for over 11 years. Supervised by the police, its work includes:  

• patrolling known crime hotspots,  
• making crime prevention letter-drops to householders 
• assisting with cordons 
• directing traffic after a road accident 
• looking for lost people 
• observing houses 
• advising businesses and the public on security issues 
• reminding vehicle owners about overdue registration and warrant of 

fitness stickers.  

On Friday and Saturday nights, patrol members also monitor the CCTV screens at 
the Police watchhouse.  The screens are linked to 23 fixed security cameras in 
the CBD and other parts of the city.  Any incidents seen, such as suspicious 
activity, assaults, accidents, vandalism or graffiti-making, are reported to the 
watchhouse officer, or radioed through to Police on patrol.  

Records kept by the Community Patrol for the 10 months up to October 2016 
show that in that period patrollers worked a total of 3444 hours and drove 
17,569 patrol kilometres.  A further 529 hours were worked monitoring the 
CCTV cameras.   

The most common incidents observed or attended by the patrols were Vehicle 
Related Incidents (1344 in the 10 months, e.g. un-roadworthy vehicle, insecure 
vehicle) following by Special Service Incidents (360, e.g. police cordons, missing 
persons).  Less common were People Related Incidents (152), Disorder Related 
Incidents (146), Property Related Incidents (52) and Damaged Property Incidents 
(23).  
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Methamphetamine/P 

 

Definition 
 

Methamphetamine (also known as ‘P’, ice, or crystal meth) is an illegal stimulant drug that releases 
‘feel-good’ brain chemicals and temporarily increases people’s energy and alertness, talkativeness 
and confidence.  However, it is addictive and can be associated with symptoms such as loss of 
appetite and weight loss, sleep disturbances, mood swings, unpredictable behaviour, paranoia, 
more-persistent psychotic symptoms, cardiovascular effects (e.g. irreversible damage to heart and 
brain blood vessels and stroke), depression, anxiety, skin and mouth lesions, tremors, convulsions, 
or coma. 

 

Size of the problem 
 

NZ studies and data: The 2015/16 NZ Health Survey found 2.4% of respondents aged 25–34 
reported using amphetamines in the past year.  Māori were 3.4 times more likely than Non-Māori 
to report using amphetamines.27  
 

Whanganui District studies and data: None identified to date.  
 
Advice from consultees: Consultees working in mental health and alcohol and other drug services 
consistently rated methamphetamine/P use as a significant and growing problem in the district, 
especially among younger working age adults.  The drug was reported to be now much more 
available and accessible.  Apparently, the drug is now cheaper and mainly sourced from overseas 
crime networks rather than ‘cooked’ locally in P-labs.   
 
Consultees indicated that in the services they knew about, the number of referrals for people 
requiring treatment for methamphetamine problems had quadrupled in the last two or three years.  
In at least some of these services, methamphetamine/P was now the main drug being seen. 
Previously it was cannabis and alcohol (and synthetic cannabis, so-called ‘legal highs’, for a period 
as well).  
 
Consultees said methamphetamine/P caused a variety of harms, including financial harm to the 
family of the user.  As the drug tends to be linked more closely than other drugs to violent and 
criminal sub-cultures, e.g gangs:  ‘That ignites tricky situations in homes that can blow up.’   

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees:  socioeconomic deprivation; gang membership 
 

  

                                            
27  For details see: http://www.health.govt.nz/system/files/documents/publications/amphetamine-use-2015-16-nzhs-dec16.pdf 

 

http://www.health.govt.nz/system/files/documents/publications/amphetamine-use-2015-16-nzhs-dec16.pdf
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THE NEW ZEALAND DRUG HARM INDEX 2016  

The New Zealand Drug Harm Index estimates the total costs to the community of 
harmful illicit drug use.  

Costs include the costs of personal harm to users (physical and mental health 
problems, financial losses), the costs of community harm (crime, injury to others, 
harms to family and friends) and the costs of interventions (e.g. drug treatment 
services, education programmes, law enforcement) (McFadden Consultancy 2016).   

The index concludes that total social costs of illicit drug use in New Zealand in 
2014/15 was $1.8 billion.   

The drug category with the highest social cost was cannabinoids (including cannabis) 
at $1.3 billion.   

Next was amphetamines (including meth/P) at $364 million.   

This was followed by opioid and sedative drugs (including heroin) at $176 million and 
hallucinogenic and psychedelic drugs at $22 million (McFadden Consultancy 2016).  

 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 
• a very active and positive Police team, addressing both suppliers and users  
 
• Interventions by the DHB crisis team 
 
• workplace drug testing 
 
• a research project looking at the value of developing peer-led self-help groups for 

Methamphetamine/P users, to support people coming off Meth/P or who are thinking of 
stopping their use. 

  

Selected comments on methamphetamine/P 

Our methamphetamine referrals have 
quadrupled in the last two or three years. 
But I think that’s nationwide.  Our 
communities are swamped with 
methamphetamine at the moment, 
Whanganui no less than anyone else, if not 
a little bit more. 

We used to see mainly marijuana 
and alcohol referrals as a mixture. 
Now we see mainly meth.  

The thing with 
methamphetamine, it’s become 
ingrained within families. Like you 
get one, two, three, maybe four 
siblings, they’re on 
methamphetamine.  It’s getting 
worse. Something needs to take 
place, to stamp it on the head. 

It’s a bit different than the past, you only 
have to look at the people on the streets 
who are a little spaced out.  It’s out there. 
We’re just kidding ourselves if we don’t 
think it’s there.  I don’t know the stats for 
Whanganui, but to me it doesn’t seem to 
be a big thing. 

People on P are so unpredictable. 
The DHB crisis team work for hours 
with these people. … It does take a 
load off the Police though.  The 
police aren’t trained in psychiatric 
care.  

It’s poly-drug use for many of our 
clients.  People stop the meth and 
try and calm down with 
marijuana.   

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Needs/ gaps/ future interventions required in Whanganui District 

Advice from consultees:   

• undertake more local research to investigate the feasibility and effectiveness of establishing 
peer-led self-help groups for Methamphetamine/P relapse prevention. 
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Family Violence 

 

Definition 
 

Family violence can be defined as harm or violence perpetrated on children, young people or adults 
by other family members.  It covers emotional, sexual and physical violence and includes intimate 
partner violence as well as child abuse and neglect.  Children who witness this kind of family harm 
are included amongst victims because of consequent psychological risks.  
 

Size of the problem 
 

NZ studies and data: See box next page, Estimates of the Community Prevalence of Family Violence. 
 
Whanganui District studies and data: See the two boxes below, Police Family Violence 
Investigations in Whanganui, 2016, and Protection Order Applications to Whanganui District Court, 
2016. 
 
Advice from consultees: Almost all consultees identified family violence as a significant issue in the 
Whanganui District.  Several stated the district had ‘high levels’ of reported family violence (that is, 
reported to CYFs, the police and other agencies). For some, this was not because families in the 
district were any more violent or neglectful than in other parts of New Zealand.  In their opinion it 
was mainly because there was more encouragement and support in the district for people to report 
family violence to relevant agencies.    Other consultees disagreed, suggesting Whanganui’s 
reported family violence levels were higher largely because the prevalence of family violence in the 
district was also higher.  

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees:  socioeconomic deprivation; traditional views about gender roles; violence 
promoting subcultures; number of released prisoners in population.    
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:  A number of agencies in Whanganui contribute to family violence 
prevention and postvention: 
 
The Police are usually the first to respond to calls for help from people involved in or witnessing 
family violence  
 
Oranga Tamariki, Ministry for Vulnerable Children (previously Child, Youth and Family - CYF) 
responds to notifications of possible abuse or neglect from sources including family, whānau, 
community members, schools, police, health care organisations and other government and non-
government agencies.  Where evidence of abuse or neglect is found, social workers work with 
families to help them maintain and strengthen their child-rearing role, and, if necessary, to protect 
children and young people up to the age of 18.   A 2012 analysis of trends in notifications to CYF 
offices in Whanganui in the calendar year 2011 found that of the total notifications received 
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(N=3,439), 28.9% were classified by CYF as requiring further assessment.  Of the notifications 
further assessed, in 63% of them no evidence of abuse was found.  In 15% of the notifications 
further assessed (a total of 140 notifications) evidence was found of emotional abuse.  In 7% (65 
notifications) evidence was found of physical abuse.  In 3% (32 notifications) evidence was found of 
sexual abuse.  In 9% (85 notifications) evidence was found of neglect (Craig et al 2012: 307-308). 
 
 

ESTIMATES OF THE COMMUNITY PREVALENCE OF FAMILY VIOLENCE 

 
Intimate partner violence: The most reliable NZ studies suggest that over a 12-
month period, 5.2% of ever-partnered women experience physical and/or sexual 
intimate partner violence.  If psychological/emotional abuse is included, 18.2% of 
ever-partnered women experience some form of intimate partner violence in a year 
(Family Violence Clearinghouse 2016).  Only a limited percentage of intimate 
partner violence incidents come to the attention of the police or other agencies.  
 
Abuse or neglect of children and young people: There is little reliable NZ data 
indicating the prevalence of abuse or neglect of children and young people 
perpetrated by other family members.  However, like intimate partner violence, it is 
accepted that only a limited subset of incidents of abuse or neglect of children and 
young people come to the attention of the police or other agencies (Family 
Violence Clearinghouse 2016).   
 
Students’ witnessing of violence and harm in their home: A 2012 survey of NZ 
secondary school students looked at a range of issues including students’ self-
reported witnessing of violence and harm in their home (Adolescent Health 
Research Group 2013).  The survey found that, in the previous 12 months: 

 
• 48.3% of secondary school students had witnessed adults in their home 

yelling or swearing at each other 

• 7.4% had witnessed adults in their home hitting or physically hurting each 
other 

• 14.1% had been hit or physically harmed on purpose by an adult at home 

• 50.0% had witnessed adults in their home yelling or swearing at a child 
(other than themselves) 

• 13.9% had witnessed adults in their home hitting or physically hurting a 
child (other than themselves). 
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POLICE FAMILY VIOLENCE INVESTIGATIONS IN WHANGANUI, 2016 

Administrative and service data are not considered reliable indicators of the actual numbers of 
children and young people in a community affected by family violence.  However, the data can 
be a useful for defining the number and types of family violence cases coming to the attention 
of services. 
 
Police Family Violence Investigation Reports are reports compiled by police officers who attend 
family violence incidents.   
 
Data supplied by the Whanganui Family Violence Integrated Services Project (FVIS) shows that in 
2016, across the geographic area covered by the project, police attended a total of 2,269 family 
violence incidents.  This included more than 200 incidents per month in January, September, 
October, November and December (see chart below). 
 

 
Source: Whanganui Family Violence Integrated Services Project.  

Children were recorded to be present in 52% of the family violence incidents that police 
attended (this may be an undercount).  Police laid charges at the time in 21% of the incidents.  
During 2016, agencies linked with the Whanganui Family Violence Integrated Services Project 
(FVIS) actively worked with a total of 443 whānau and families who had been involved in family 
violence incidents. 

An analysis of police family violence investigations across New Zealand in 2012 found that children were present or 
usually residing with family violence victims in 54% of cases (Craig et al 2012: 311).   

In approximately 40% of investigations, it was concluded that an offence had occurred or was disclosed.  In more 
than 50% of cases the offence was some form of assault.  In 11% of cases there were property damage offences, in 
10% of cases breach of violence order offences, and in 9% of cases threatening behaviour offences. 

Of the investigations where an offence had occurred or was disclosed, in 41% of cases the victim/complainant was 
the spouse or partner of the offender.  In a further 24% of cases the victim/complainant was either previously 
married or in a relationship with the offender.  In 20% of cases the victim was a child.  In 13% of cases the victim was 
another family member.  

It was uncommon for police family violence investigations to report physical injuries to family members associated 
with the incidents attended.  Out of all family violence investigations, just 16% included reports of injury.  The need 
for hospital treatment was reported for just 1% of investigations.  Minor bruising was reported in 10% of 
investigations.  Cuts in 3% of investigations.  Serious bruising in 1% of investigations (Craig et al 2012). 

  



Safer Whanganui Community Needs Assessment 2017    161  
 

The Whanganui Family Violence Integrated Services Project (FVIS) works to co-ordinate 
community responses to serious family violence incidents.  Representatives from participating 
agencies in the wider Whanganui and Rangitikei regions meet weekly to review risk and safety, 
exchange information and promote collaborative working.  The project is funded by the Ministry of 
Social Development and hosted by Jigsaw Whanganui, an NGO provider of family support services.  
 
Participating agencies include: 
 

• [Tier 1] Oranga Tamariki, Ministry for Vulnerable Children (previously Child, Youth and 
Family); Family Works; Jigsaw Whanganui; the Police Family Violence Co-ordinator; 
Corrections (Probations); RATA – Te Maru O Ruahine Trust/Te Runanga O Ngati Hauiti; RISE: 
Stopping Violence Services; Te Kotuku Hauora o Rangitīkei (TKH); Tupoho – Iwi and 
Community Social Services Trust; Whanau and Community Services (WACS – Te Oranganui); 
Whanganui District Health Board; Whanganui Regional PHO; Women’s Refuge 

 
• [Tier 2] Age Concern; Birthright; Community Mental Health; Life To The Max; Social Workers 

In Schools; Supporting Families In Mental Health; and Te Ora Hou. 

 

Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• All families that are struggling must be able to access professional, skilled and effective 
community-based social services that can support and work with them on an ongoing basis 
to improve their lives.  This includes helping them build their own networks of support. 

 
• More recognition and resources should be given to agencies in the district that are 

successfully empowering and supporting abused women to turn their lives around (e.g. 
Women’s Refuge, Learning Centre). 

 
• There is a lack of experienced and skilled caregivers willing to take on the challenging role of 

looking after children who have been placed in care. 
 

• Ensure the buildings and offices where families access government services are welcoming 
and friendly.  The layout of offices should also protect people’s privacy and dignity.  
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 Selected comments on family violence and Whanganui family violence services 

That’s our job along with our other 
agencies. To work with these families to 
get them back onto the right path, show 
them how it can be. Hopefully they’ll take 
the initiative themselves.   

We’ve had a few deaths over the last five years, two or three, which is 
obviously very bad.  Also a number that needed hospital treatment for 
physical injury.  But it is more the psychological stuff.  Pretty much any 
kid that’s been in a household with family violence will have some sort of 
post-traumatic stress type trauma. 

Some of the families don’t even realise it 
[abuse] is a problem.  It’s just what they 
do.  It impacts on the child’s schooling, 
their ability to learn, their ability to interact 
with their peers.  They tend to slide into 
the whole benefit lifestyle, lack of 
employment, youth offending.   

It’s very traumatic to remove a child 
from a family, no matter what the 
child’s done.   When you remove a 
child they still have some 
attachment to family members.  
Removing them, bringing them into 
care, can re-traumatise them. 

I know that from my experience 
of being on the street, every 
domestic violence incident comes 
with some psychological impact 
on one of the parties.  I’ve seen it 
right across the board.  I’ve seen 
it from a young couple fighting 
over who’s going to change a 
baby’s nappy at 3 o’clock in the 
morning, to an elderly male in his 
70s who’s had too much to drink.   

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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PROTECTION ORDER APPLICATIONS TO WHANGANUI DISTRICT COURT, 2016 

 

A Protection Order is a court order which protects a person against 
violence or contact from someone in close contact with them who 
has been threatening or abusing them.   
 
Once a Protection Order is issued, the threatening or abusing person 
can be fined or imprisoned if they breach conditions of the order.  
Breaches can include physically, psychologically or sexually hurting 
the protected person or their children, damaging their property, or, 
where a non-contact condition is part of the order, following or 
contacting the protected person or their children. Other breaches 
can include possessing weapons or not attending mandatory non-
violence programmes. 
 
Protection Order applications 

In calendar year 2016, a total of 92 applications for Protection 
Orders were filed in the Whanganui District Court. Of these, 59 
(64%) were ‘without notice’ applications, meaning the person was 
seeking protection urgently (see box, above right).  
 
A total of 91 potentially protected adults were linked to the 
Protection Order applications in the district. Women comprised 91% 
of these potentially protected adults.  Most potentially protected 
adults (60%) were aged between 20 and 39, but some were 40 and 
older (19%). A few were younger than 20 (5%).  
 
A total of 93 people were ‘respondents’ to Protection Order 
applications, meaning they were people accused of threatening or 
abusing behaviour.  Eighty-seven percent of these people were men 
and 12 percent were women.  Most (56%) were aged between 20 
and 39, although 30% were older than 40. 
 
Protection Order application outcomes 

Of the 92 Protection Order applications made in 2016, 68 (74%) 
were granted.   A further 4 applications were still before the court 
(‘active’) as at 1 May 2017.   
 
The remaining applications were either dismissed, struck out, 
lapsed, withdrawn or discontinued (see box, below right). 
 

 

 

 

 

Protection Order applications to 
Whanganui District Court, by 
application type, 2016  

 No. Percent 

On notice 2 2% 

Without notice 59 64% 

Sentencing Act 28 30% 

Breach of Police Safety Order 3 3% 
 
TOTAL APPLICATIONS 92 100% 
 
Source of data: Ministry of Justice. Year is calendar year.  
 
Note: Percentages may not sum to 100 due to rounding.  

• An ‘on notice’ application is a non-urgent Protection Order 
application 

• A ‘without notice’ application is an urgent Protection Order 
application  

• A ‘Sentencing Act’ Protection Order is an order granted at 
the time of a person’s sentencing for family violence in 
cases where a Protection Order is not already in place. 

• A ‘Breach of Police Safety Order’ application is an 
application for a temporary Protection Order made by 
Police because a person has breached conditions of a Police 
Safety Order. 

 
 
 
 
 

 
 

 
 
 
 
 
 
 

 
 
 
 

Outcomes of Protection Order 
applications to Whanganui District 
Court, 2016  

 No. Percent 

Application granted 68 74% 

Application dismissed or  
struck out 7 8% 

Application lapsed, withdrawn  
or discontinued where temporary  
Protection Order not granted 7 8% 

Application lapsed, withdrawn  
or discontinued where temporary  
Protection  
Order granted 6 7% 

Application still active 4 4% 

 

TOTAL APPLICATIONS 92 100% 

Source of data: Ministry of Justice. Year is calendar year. 
Note: Percentages may not sum to 100 due to rounding.  
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PROTECTION ORDER APPLICATIONS AND OUTCOMES,  

WHANGANUI DISTRICT COURT, 2007–2016 

 

The chart below shows the number of Protection Order applications made to the Whanganui 
District Court in each year from 2007 to 2016.  It also shows how many Protection Order 
applications were granted each year. 

The lowest number of Protection Order applications (and granted applications) were made in 
2012.   The highest number of Protection Order applications (and granted applications) were 
made in 2016.  High numbers of applications were also made in 2010, 2011 and 2014. 

 

Protection Order applications made and granted, Whanganui District Court, 2007–2016 

 
Source:  Data supplied by Ministry of Justice.    

Note:  Information is for calendar years. 
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Elder abuse 

 

Definition 
 

There is no universally-accepted definition of elder abuse (Office for Senior Citizens 2015). 
However, in general the term refers to intentional or unintentional harm caused to an older person 
by a family member or other person with whom there is an expectation of trust.  It includes 
financial harm and physical, psychological, emotional or sexual abuse or neglect.  
 

Size of the problem 
 

NZ studies and data: A 2012 survey by the New Zealand Longitudinal Study of Ageing (NZLSA) 
found approximately 10% of people aged 65–86 living independently or semi-independently 

reported some form of abuse (Office for Senior Citizens 2015).  Higher rates of abuse were reported 
by women, Māori and people separated, divorced or widowed.28  
 
Whanganui District studies and data:  

Referrals and enquiries to Age Concern Whanganui’s Elder Abuse and Prevention (EANP) service 

 Year 

 2012/13 2013/14 2014/15 2015/16 2016/17 

Referrals 195 189 127 140 116 

Closed 239 169 158 129 130 

Enquiries N/A N/A N/A 195 226 

Source:  Table supplied by Age Concern Whanganui.   

 
Advice from consultees: referral trends suggest the number of people in Whanganui District 
experiencing and/or willing to report elder abuse is steadily increasing.  The district also appears to 
have higher reported numbers of elder abuse than many other NZ regions.  
 
Types of abuse reported vary.  Financial abuse by family members is common (e.g. relatives with 
Enduring Power of Attorney withholding or misspending funds).  Sometimes paid carers mistreat or 
steal from their clients. Also distressing are attempted rip-offs by door-knocking tradespeople and 
phone, internet or social media scammers.  

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees:  ageing population; socioeconomic deprivation; increasing numbers of 
vulnerable, isolated older people living alone or in couples; adult children on low incomes sharing 
accommodation with ageing parents or grandparents. 
 

                                            
28   The survey was of 1,699 people and used the Vulnerability to Abuse Screening Scale (VASS) questionnaire (Office for Senior 

Citizens). Detailed results include: ‘name calling by someone close to you’ (8–11%), ‘having someone take things that belonged to 
you without your permission’ (8–9%), not having enough privacy at home (7%) and not trusting most of their family (7%).  The 
results probably still under-estimate the true prevalence of elder abuse in the community as some survey participants will have 
elected not to reveal what is happening.   
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Examples of existing interventions/services in Whanganui District 
 

Advice from consultees:   
 

• Age Concern Whanganui: employs an Elder Abuse Specialist (35 hours per week) staff 
member 

 
• Citizens Advice Bureau (CAB): responds to requests for information and counselling from 

older people experiencing elder abuse  
 

• DHB and PHO older person’s falls services: screen and refer clients for possible elder abuse. 
 
 

Consultee comments on elder abuse 

We get an unhealthy number of calls from 
older people who are being bullied by their 
family and stealing money. That is tragic. 
They feel disempowered.  Power of 
attorney has been abused.   

There’s quite a high rate of elder 
abuse in Whanganui. 

Older adults are an easy target. A 
lot of the abuse is perpetrated by 
family. Financially people are 
strapped. So they take advantage.  

There might be an enduring power of 
attorney that has been put in place and it’s 
not understand by the family. You make a 
son or a daughter or someone in the family 
an enduring power of attorney and they 
say okay give me your Eftpos card and your 
cheque book.  Before they know it, they’ve 
got no money. 

There has definitely been an 
increase over the last eight years.  
It’s getting busier and busier. 

You get someone who goes in and 
they’re getting the carer’s benefit 
or something like that. But 
they’re not actually caring for the 
person. We see a little bit of that. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 

  

Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• Develop initiatives to raise awareness and make people feel safe about coming forward to 
report elder abuse. 

 
• More resources are needed to employ elder abuse specialists. 

 
• Develop better systems to monitor the work of home-based carers. 
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Work Safety 

 

Definition 
 
Prevention of (usually) unintentional injuries at work, including some work-related psychological 
and gradual-process injuries.29 
 

Size of the problem 
 
Whanganui District studies and data:  In 2015 there were a total of 2,456 new local ACC claims for 
work-related injuries, which was 13% of all new claims for the year.  A total of half the new work-
related claims came from: the manufacturing industry (24%), agriculture, forestry and fishing (15%); 
and construction (11%) (see chapter 6). 
 
Advice from consultees: examples are manual handling injuries (factory); injuries from lifting 
patients (health and residential care); repetitive strain injuries; hearing loss; work-related stress.  It 
is possible to significantly reduce the incidence of work-related injuries with the right measures in 
place. 
 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: workers’ inattention; doing work tasks the easiest way instead of the 
safest way; lack of safety programmes in some workplaces. 
 

Examples of existing interventions/ services in Whanganui District 

Advice from consultees:   

• Attitudes to workplace safety have changed since the introduction of recent legislation – the 
Health and Safety at Work Act 2015 – and Worksafe New Zealand. 

• ACC’s advice and tools (e.g. ‘risk reckoner’) on its website for preventing work injuries, and 
its National Safety Week. 

• NZ Institute of Safety Management – trains and certifies people working in health and safety 
and provides networking opportunities, but not many local members. 

• Local Fire Service provides ‘lift assists’ using appropriate equipment to help ambulance staff 
e.g. when patients have fallen.’  

• Residential care facilities about to have a ‘no lift’ policy. 

• a safety programme in one local factory includes a wide range of measures including: 

o health safety and environment manager who is part of the management leadership 
team 

o safety training, assessment and safety plans for all staff when they start work, including 
casual staff 

                                            
29  Also see the next section on farm and rural safety. 
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o a no-blame policy on injuries; early reporting of aches and pains by workers so others 
can observe them and advise them how to change the way they work (prevention of 
gradual-process injuries) 

o safety training includes consideration of family values – discussion of effects on families 
if workers are injured; encouragement to apply workplace safety practices at home 

o developing detailed written standards and manuals on how to do all tasks; managers 
and workers consulted about this 

o recent introduction of ‘Take 2’ system for when non-routine situations arise – involves 
stopping and thinking about: what to do, whether trained to do it, need to look at 
manual, need for help or equipment 

o recording of all injury incidents and near-misses, however minor, and full analysis of 
what happened 

o computer ‘dashboard’ for every shift with information about current safety situation 

o goal to have zero injuries in the near future 

o change management process; machinery being updated 

o has 1–2 day ‘expo’ each year which includes some safety-related presentations 

o encourages healthy lifestyles by providing voluntary smoking cessation programme, 
introduction of healthier food in café, exercise, skin cancer checks etc. 

o involvement in wider community events through sponsorship and prizes. 

Needs/ gaps/ future interventions required in Whanganui District 

• More workplaces could have comprehensive/ systematic safety programmes. 

• Deal with workplace stress and encourage a workplace culture of positive relationships. 

• Local health and safety forum could be set up (a previous attempt did not succeed). 

• Increase the local membership of NZ Institute of Safety Management. 

• Have a work safety representative on Safer Whanganui. 

 

Selected comments on workplace safety  

Some people do what they have to do as a 
minimum, others don’t listen. 

Manual handling is the biggest risk –lifting and carrying, putting items 
into skips, pushing baskets around, repetitive strain when packaging. 

We’re not happy to injure people. I think industries can help 
communities more though, from a 
safety point of view… We always try 
and encourage what people do in 
work to do outside of work. 

There’s only so much you can do 
to make the equipment safe.  
People can bypass it if they want 
to. 

If people [workers] think they are cared for 
as individuals, the more they’re engaged 
with the job – that helps safety. 

At work, if you’re under stress, you’re not going to be doing the job right.  
You’re going to be thinking about things happening outside work.  It can 
lead to workplace injuries. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Farm and Rural Safety 

 

Definition 
 

Reducing the harms experienced by people living and working in rural areas. 
 

Size of the problem 
 

NZ studies and data:  Across NZ in 2014/15, farmers made more than 16,000 new ACC injury 
claims, costing a total of almost $52 million. Quad-bike accidents are a common cause of farm 
deaths.30  
 
Whanganui District studies and data:   
 
Only 10% of the District’s population live in ‘rural’ areas (see chapter 2). 
 
In 2015, 15% of all new ACC work-related injury claims in the district in 2015 came from agriculture, 
forestry and fishing.  Three percent of new entitlement claims for moderate or serious injury were 
the result of incidents on farms (see chapter 6).  
 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: isolation, working alone; poor access to emergency services; farmers 
getting older and reactions slowing; doing unfamiliar or unusual tasks (e.g. rescuing animals in a 
flood); when ‘pushing the boundaries a bit’; poorly maintained farm vehicles; lack of respect for 
dangerous farm machinery; thefts from farms (e.g. sheep and cattle rustling); logging trucks on 
rural roads; pressure on the farming sector, especially dairy. 
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 

• Personal Locator Beacons (PLBs): These are small electronic devices people can carry with 
them in remote places with no cell phone coverage.  Once activated, a PLB automatically 
alerts Rescue Coordination Centre New Zealand (RCCNZ) and a helicopter will be sent to the 
location. Cost of a PLB: approx $300–500.  Some models include a high intensity strobe light, 

a whistle and a mirror. 
 

• Installing CCTV security cameras to monitor farm property: to protect against intruders, e.g. 
poachers and rustlers. 

 
• Building networks with other local farm owners: to share information and develop 

appropriate security and safety measures. 

                                            
30  For details see: http://www.acc.co.nz/preventing-injuries/on-the-farm/PI00056 

 

http://www.acc.co.nz/preventing-injuries/on-the-farm/PI00056


 170            Safer Whanganui Community Needs Assessment 2017              
 

Selected comments on farm and rural safety 

I give people a safety briefing about the 
bikes. They look nice but they are pretty 
big and ugly when they come chasing you.  
I tell people to get away from them if they 
are chasing you 

Trying to think of the last time 
anyone had an injury, I don’t think 
it’s as bad as what a lot of people 
make out. 

We might talk about a close call 
down at the pub. But we don’t 
say, “Look guys I think we should 
all be doing this.”  They’ll all say, 
“Get f*****.” 

Quadbikes (4 wheelers): I think it’s 
unfortunate when you do have an accident 
or two but the reality is that they are 
reasonably safe. 

When you’re doing something a bit 
out of the ordinary, like pulling out a 
vehicle that’s got stuck with a chain, 
or cattle that are stuck.  Those are 
the times you have to watch 
yourself.   Those are the times 
you’ve got to be a little bit careful. 
When things go a little bit pear-
shaped or even hard case.  Like 
during a massive disaster or 
flooding, 

To have meetings to encourage 
people to be safe, honestly, I 
think those things are a waste of 
time.   

Another incident that demonstrates risk 
when you’re trying to do something a bit 
different.  Someone was using a four- 
wheeler to pull a beast around with it.  
Four -wheeler ended up on top of him. 

You learn from your own mistakes, 
your own near misses or you hear 
about everybody else’s. 

You do all right if you survive your 
young years.  Then when you’re 
older you’re not as slick.  You’re 
probably at your safest from 25-
45.   On the other side of that you 
have to be a bit mindful. 

I once had a pig hunting incident that led 
to a couple of days off.  Otherwise I’ve 
been pretty lucky.  Had the odd close call.  I 
think about it a bit more now that I’m 
older 

Emergency locator beacon: It’s a bit 
like a raincoat or a condom, as long 
as you’ve got one you probably 
won’t need one.  

It’s about respect.  You see the 
damn thing spinning you don’t go 
near it.  Same as a chain on a 
chainsaw, you don’t go grabbing it 
while it’s screaming round and 
round.   

Note: some comments edited for clarity, brevity and to preserve anonymity. 

 
 

Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• Encourage people living and working in remote rural areas of the district to obtain and use 
Personal Locator Beacons (PLB). 
 

• Explore strategies to reduce the negative impact of heavy logging trucks on local rural roads. 
Forestry blocks established in the 1990s in the Whanganui District are now maturing. 
Logging trucks appear to be significant contributors to road damage.  Damaged roads are 
unsafe and costly to fix.  Logging trucks on narrow rural roads are also potentially unsafe for 
other road users.  
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Road Crashes 

 

Definition 
 

Crashes by road users, including crashes resulting in serious injury or death. 
 

Size of the problem 
 

Whanganui District studies and data:  In 2015, there were 5 road crash fatalities on Whanganui 
District roads.  Another 11 people were seriously injured and 79 sustained minor injuries.  The 
riskiest period of the day for injury crashes was 3.00pm-5.00pm (see chapter 7). 
 
Road traffic crash injury personal risk score, 2010–2014:  Whanganui District recorded 8 fatal or 
serious road crashes per 100 million vehicle kilometres travelled (see box next page).  This was the 
16th highest personal risk score out of 66 territorial local authority areas in NZ.  (Opitiki District had 
the highest personal risk score: 14 fatal or serious road crashes per 100 million vehicle kilometres 
travelled).   
 
Advice from consultees: it was noted that NZTA’s Communities At Risk Register (see box below) 
indicates the Whanganui District is not currently rated as a very high risk area for fatal or serious 
road crash injuries.  
 

Contributing factors to harm in Whanganui District 
 

Advice from consultees:  alcohol-impaired drivers; lack of night-time public transport options; 
relatively low use of safety restraints (e.g. child car seats, seat belts); lack of affordability of car 
seats; very narrow rural roads; poor design of some urban roads; increase of logging trucks on rural 
roads; older people driving mobility scooters on roads.  
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 

• Whanganui District Council: designs, builds and maintains roads and roadsides (e.g. signals, 
street lights, signage, road marking, traffic calming) in consultation with other agencies and 
the community.  It is also responsible for the safety of roads and roadsides.  It is currently 
developing an urban cycle path that should improve cycle safety in the city.  New road 
initiatives are evidence-based (using the NZTA Crash Analysis System data).  

 
• Police road safety enforcement: is now putting a much greater emphasis on prevention. 

Surveillance operations are concentrated on urban road injury crash hotspots identified on 
NZTA’s Crash Analysis System.  Success is measured by reductions in the number and 
severity of crashes, not revenue gained from enforcement.  Preventing crashes also plays a 
role in helping people avoid financial hardship.  If they crash their car and are not insured, 
this can trigger a whole series of compounding family and social problems. 
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NZ TRANSPORT AGENCY COMMUNITIES AT RISK REGISTER – 
Selected data for fatal and serious road crashes, Whanganui 
District 

The Communities At Risk Register shows which council areas in New Zealand 
have the highest personal risks for fatal and serious road crashes over the five 
years 2010–2014.   

Compared to the Opitiki District, which had the worst personal risk score of 14 
fatal or serious road crashes per 100 million vehicle kilometres travelled, the 
score for the Whanganui District was 8, ranking it 16th worst in the country.   

The district had a relatively low risk of rural intersection crashes, rural road loss of 
control and/or head-on crashes, and crashes involving older road users.  

It had a high risk of crashes caused by travelling too fast for the conditions, 
intersection crashes, motorcycle crashes, and crashes where distraction was a 
factor. 

WHANGANUI DISTRICT 
2010–2014 

Deaths/Serious Injuries per 
100 Million Vehicle 
Kilometres Travelled 

Ranking out of 66 Territorial 
Local Authorities 

Higher = worst 

All deaths and serious 
casualties   

8 16th 

Young drivers (of light 
vehicles aged 16–24) 

25 25th 

Alcohol and/or drugs 
involved 

2 15th 

Speed (too fast for 
conditions) 

3 6th 

Urban intersection crashes 4 13th 

Rural intersection crashes 1 48th 

All intersection crashes 3 7th 

Rural road loss of control 
and/or head-on (speed 
zones >70km/hr) 

5 30th 

Motorcyclist involved 218 7th 

Distraction (crash factor: 
attention diverted) 

1 6th 

Fatigue as a crash factor 1 21st 

Older road users (aged 
75yrs and older) 

9 26th 

Restraints (seatbelt not 
worn) 

1 23rd 

 
Source: NZ Transport Agency (2015) 
 

 

 

• Education workshops and alcohol treatment programmes for repeat drink-driving offenders: 
Workshops include mock crash scenes.  Police also use the online Rataora case management 
tool to refer some offenders to GP services for alcohol counselling. 
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• Horizons Regional Council Road Safety Co-ordinator: works with agencies and people in the 
community to make roads safer for all users; car drivers and passengers, walkers, cyclists, 
mobility scooter users, truck drivers, etc.  Has NZTA funding to support local initiatives 
targeting areas such as intersections, car seat and seatbelt use, high-risk drivers (e.g. 
unlicensed drivers; repeat offenders), distractions, alcohol and cyclists.   

 
• Age Concern Whanganui: runs three regular workshops for older people: 

 
o Keys To Safe Driving, a four day ‘refresher’ programme for senior drivers. 

 
o Car Fit, sessions advising older people how to set up their vehicle for optimum 

comfort and safety (e.g. adjusting steering, seats, pedals, etc.) 
 

o Hanging Up The Keys, a forum for older people who are thinking about giving up 
driving. 

 
 

NZ TRANSPORT AGENCY PREVENTION PRIORITIES FOR ROAD SAFETY 

 
Based on crash analysis data, NZ Transport Authority’s Communities At Risk Register 
recommends target areas for future road safety prevention strategies across the country. 
Target areas are prioritised as either high, medium or emerging.   
 
HIGH STRATEGIC PRIORITY 

• Young drivers (of light vehicles aged 16-24) 

• Alcohol and drugs 

• Speed (too fast for conditions) 

• Urban intersections 

• Rural intersections 

• All Intersections 

• Rural roads (loss of control and head-on) 

• Motorcyclists (crashes involving motorcycles and mopeds). 
 

MEDIUM STRATEGIC PRIORITY 

• Cyclists 

• Pedestrians 

• Distraction (attention diverted) 

• Fatigue. 
 

EMERGING STRATEGIC PRIORITY 

• Older road users (aged 75+) 

• Restraints (seatbelt not worn). 
 
 
Source: NZ Transport Agency (2015). 
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Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• More information and support for older people contemplating giving up driving. 
 

• New initiatives to assist low income families to buy or hire car seats. 
 

• Improve the safety of the Heads Road roundabout. 
 

• Lobby for the introduction of compulsory third-party car insurance. 
 

• Remind the public that mobility scooter use is illegal on public roads. 
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Fire-related Harm 

 

Definition 
 

Deaths, injuries and other harms caused by fires.  
 

Size of the problem 
 

NZ studies and data: In New Zealand in 2013/14 there were just over 3000 fires at residential 
properties.  These resulted in 10 deaths, i.e. approximately 1 death per 300 fires.  
 

AVOIDABLE HOUSE FIRE DEATHS - NZ 

YEAR DEATHS 

2007/08 27 

2008/09 16 

2009/10 20 

2010/11 19 

2011/12 12 

2012/13 20 

2013/14 10 
Source: NZ Fire Service.31 

 

Whanganui District studies and data:  In the 12 months to 30 June 2016, appliances from the 
Whanganui Fire Station were the first arriving appliance at a total 97 fires relating to structures (e.g. 
houses and other buildings).   One structure fire (<1%) resulted in a fatality.  Six members of the 
public were also recorded as sustaining injuries in these structure fires (see box, next page).  
 
Advice from consultees: Unlike reportedly in the past, annually there are now very few fire 
fatalities per capita in Whanganui.  

 

Contributing factors to harm in Whanganui District 
 

Advice from consultees: ageing population; increasing numbers of vulnerable older people living 
alone; socioeconomic deprivation; faulty appliances (e.g. electric blankets); houses without suitable 
smoke alarms; reduced use of indoor open fireplaces; installation of working smoke alarms. 
 
  

                                            
31 Fire Service data reported at: http://www.radionz.co.nz/news/national/248637/house-fire-deaths-at-lowest-level-ever 

 

http://www.radionz.co.nz/news/national/248637/house-fire-deaths-at-lowest-level-ever
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FIRES AND OTHER INCIDENTS ATTENDED BY APPLIANCES FROM WHANGANUI FIRE 
STATION, 2015–16 

 
In the 12 months to 30 June 2016, appliances from the Whanganui Fire Station were the first arriving 
appliance at a total of 981 incidents.  The incidents comprised: 

• 350 fires (36%) 

• 332 non-fire-related emergencies including rescues, medical calls, hazardous emergencies and 
special service calls (34%) 

• 299 false alarms (30% of all incidents) of which 83 were of good intent.   

Of the 350 fires attended, 97 (28%) were fires relating to structures (e.g. houses and other buildings).   
Most of these structure fires occurred in urban (91%) not rural areas (9%). Just over half (52%) resulted in 
property damage.  One structure fire (<1%) resulted in a fatality.  Six members of the public were also 
recorded as sustaining injuries in structure fires.  

The remaining non-structure fires included: vegetation fires (68 or 19% of all fires attended) and 
‘miscellaneous’ fires (167 or 48% of all fires attended). 
 
TRENDS OVER FIVE YEARS: Appliances from Whanganui Fire Station attended the most fires in 2012/13 (see 
chart).  They attended the most structure fires in 2015/16.   

 

 
Source: NZ Fire Service. Data may include some incidents occurring outside the Whanganui District Council boundaries. 

 
In the five years, the station attended 3 fatal fires, with 4 deaths recorded in these fires. 

Twenty-four members of the public were also known to sustain injuries in fires over the five years 
(although it is likely not all injuries were identified or recorded).    
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Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 

• NZ Fire Service Free Home Safety Checks and Smoke Alarm Installation: a free check scheme 
for older people, disabled people, and Community Service Card holders.  Fire officers assess 
people’s homes and arrange installation of suitable smoke alarms.  They also advise on 
other home safety issues such as falls hazards.  Referrals to the check scheme come from a 
variety of agencies including St John Ambulance Service, Plunket, Birthright and Orangi 
Tamariki, Ministry for Vulnerable Children (formerly Child, Youth and Family).  Referrals can 
be made using an online referral form on the Whanganui District Council’s website.  Reports 
from consultees suggest Whanganui is now leading the country in rates of smoke alarm 
installation. 
 

• NZ Fire Service Firewise Programme: a national fire safety education programme for year 1 
and 2 primary school pupils.  The programme is delivered by teachers, with the Fire Service 
visiting the school with a fire truck and crew to reinforce the message.  Although all local 
schools are approached, not all take up the option (only about a 20 percent uptake 
apparently).  Time in the school day is tight and there are many organisations vying for time 
within the school curriculum. 

 

Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• Efforts need to continue to overcome complacency around fire safety risk, the ‘it won’t 
happen to me’ ethic.  Although there are now very few fatal fires in the district compared to 
previous years, keeping it that way requires ongoing public education and community 
action. 
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Natural Disasters 

 

Definition 
 

Floods, earthquakes, volcanic eruptions, tsunami and other natural events have the potential to 
cause significant deaths and injury, costly damage to property and infrastructure, and in some cases 
ongoing psychological stress for the people affected.  A component of community safety therefore 
potentially includes emergency management strategies aimed at preventing or mitigating the 
negative effects of these events.   
 

Size of the problem 
 

Advice from consultees: Whanganui District has a number of significant natural disaster risks: 
 

River flooding and slips resulting from major weather events, including flooding of the 
Whanganui River (the main river running through Whanganui City).  In the last three decades, 
seven Civil Emergencies have been declared in the district caused by extreme weather events 
and threats of flooding.  The latest was in April 2017 when the river threatened to overtop its 
banks and flood parts of the city after a prolonged period of heavy rain.   
 
A previous weather-related Civil Emergency in June 2015 resulted in approximately 3000 slips 
going down on the district’s roads.  Many rural people were cut off from vital services.   
 
In future, if Whanganui City is completely cut off physically from the outside world for any 
reason, it is estimated there will only be about three days of food available locally.  
 
A major earthquake.  Whanganui is one of the oldest cities in New Zealand.  Many older 
buildings in the central business district are made of un-reinforced masonry.  As the 
Christchurch earthquakes showed, these kinds of buildings are highly vulnerable to damage in 
a substantial earthquake. According to NZ Ministry of Civil Defence and Emergency 
Management, the threat of earthquake hazard is a real one in the Manawatu-Whanganui 
region, with a 10% chance in any 15-year-period of experiencing MM 7-8 shaking. 
 
Disease pandemics such as influenza.  The last major influenza epidemic in NZ was in 1918. It 
resulted in more than 8,600 deaths in just two months.  
 
Tsunami. Whanganui is on the west coast of the North Island, positioned under the Taranaki 
Bight and with no deep offshore trenches nearby.  As a result it is estimated to have a lower 
tsunami risk than other parts of New Zealand, especially the North Island east coast. 
Nonetheless, tsunami can be sourced from seismic events both near and far.  An earthquake 
in the Solomon Islands for example, could result in a tsunami from the Tasman Sea coming 
ashore in Whanganui just 4 hours later.  
 
Other type of possible disaster scenarios mentioned by consultees included: rail accidents; 
total failure of infrastructure and/or communication networks (e.g. power, internet); acts of 
terrorism; climate change and sea-level rise (e.g. Balgownie area where a lot of industries are 
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situated and where many low-paid people reside or work is threatened in the next 30–50 

years from sea level rise).   
 

Contributing factors to harm in Whanganui District 
 

Advice from consultees:  increasing numbers of vulnerable older people living alone; people relying 
entirely on Eft-pos/internet to pay for food and other essential items; households not keeping 
emergency food supplies (‘deep food reservoirs’); more people from urban backgrounds living 
and/or working rurally (e.g. sharemilkers, farm contractors, people on lifestyle blocks who 
commute into the city) and lacking experience in how to cope in a rural disaster; new houses being 
built in hazard zones on subdivided rural land but only to minimum building code safety standards; 
climate change; sea-level rise.   
 

Examples of existing interventions/ services in Whanganui District 
 

Advice from consultees:   
 

• Whanganui District Council’s Emergency Management Team: Civil Defence personnel are a 
core part of this team and responsible for co-ordinating the district’s response to 
emergencies. This includes risk assessment, hazard advice, public education, training 
volunteers (see below) and preparing equipment and plans.  The Safer Whanganui project 
leader has a role as the Civil Defence welfare manager.   
 

• Community Education: using presentations, displays at public events and local media, Civil 
Defence and the District Council are promoting emergency management messages such as 
‘be prepared’ and ‘drop, cover, hold’ to school students, Neighbourhood Support 
volunteers, vulnerable groups (e.g. rest homes; retirement villages; mental health support 
groups), caregivers and other members of the public. 

 
• Training volunteers: in past emergencies, it has been common for ‘spontaneous volunteers’ 

to turn up offering to assist.  Often, though, they are not properly equipped, practiced or 
trained.  Civil Defence is now addressing this by identifying suitable volunteers in advance, 
working out which jobs they are best suited for and training them up.  A limited amount of 
equipment is also supplied to the volunteers. 

 
• Online resources: the District Council’s website provides risk maps and other downloadable 

disaster-related safety information (e.g. tsunami safe havens; evacuation zones and routes). 
 

Needs/ gaps/ future interventions required in Whanganui District 

 
Advice from consultees:   
 

• More efforts to improve the community’s disaster preparedness, especially in areas at 
proven risk. 
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Social conditions shaping the risk of harm 

Consultees frequently referred to several broader social situations and conditions in the district 
that in their view were significantly shaping people’s chances of being hurt, harmed or injured.  
Factors often mentioned included:   

• Employment and labour market conditions: a lack of jobs in the city for those wanting 
work; a proliferation of poorly paid and/or precarious jobs; people juggling multiple short-
term, overlapping roles. 

• Financial pressures, deprivation and poverty. 

• Property market and housing conditions: including rising house prices and rents; a shortage 
of reasonably-priced, good-quality rental accommodation (consultees rated the quality of 
the district’s housing stock as fairly low, especially in deprived areas).  

• An absence of ‘place-based’ connectedness: i.e. a lack of positive and supportive social 
interaction between neighbours and others living close by. 

• Socially-isolated older people (see Special Topic box above). 

• Discrimination and intolerance: prejudices, stereotypes and stigmas that make it harder for 
people outside the mainstream to feel accepted and respected. 

• Increasing dominance of virtual-connectedness: where key human social interactions are 
often conducted via digital communication rather than in person, face-to-face. 

• Increasing busyness of people’s lives. 
 
Examples of community development initiatives to address some of these issues include: setting up 
the ‘Stone Soup’ area (18 streets in Castlecliff South , Gonville West, Tawhero); the Regional Health 
Network’s ‘plants for community gardens, schools and marae’ project. 

Selected comments on broad social conditions shaping the risk of harm 

There’s not a lot of jobs.  It’s what you 
know and who you know that gets you the 
jobs.  Income is a big thing.  Because if you 
haven’t got the income to support your 
family or yourself, you’re homeless.   

Increasingly we have our own 
housing crisis.  People on benefits 
who can’t afford market rents.  We 
now have people who are 
homeless.  We just never had that. 
Now we do. They will often be 
people who either have a mental 
health or addiction problem, or by 
being homeless they will develop 
one. 

If you send someone with all of 
those kind of risk profiles to an 
impoverished rural community 
with huge amounts of AOD and 
violence issues, no prospect of 
work, away from whānau , 
disconnect people from their 
natural resources.  It won’t end 
well. 

The future incidence of domestic violence 
depends on the number of jobs they get in 
Whanganui. 

 

 

There’s just not enough industries 
creating work for people. There’s 
also a very low job turnover rate in 
Whanganui.  People get a job, they 
stay in a job. 

When prisoners finish their 
sentences they often stay in 
Whanganui.  But they tend to be 
on the economic backfoot.  
There’s not a lot of employment 
opportunities.   

If there were enough jobs for everybody, 
would our domestic violence figures still be 
high?  No, they wouldn’t be. 

I think it will become worse. The 
rate of change is just accelerating. 
Our fundamental political structures 
are flawed. 

We’ve become a device-driven 
society. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Countering these conditions 

A few people suggested strategies to counter the detrimental effects of these broader social 
conditions: 
 

• Develop more joined up services, linking not just health and social services, but education, 
housing and employment services as well, with a greater focus on children and families. 

 
• Improve people’s health literacy, (i.e. their ability to comprehend and absorb health 

messages) and confidence to negotiate their interactions with the health system. 
 

• Build more resilient communities through community and economic development and by 
creating supportive, environmentally sustainable and safe living speces and systems (e.g. 
smaller homes; living more communally; low carbon footprint; promoting greater self-
management of health and social needs). 

 
 

More selected comments on broad social conditions shaping the risk of harm 

Young people and mental health - if they 
can’t get a job, it’s very difficult.  In the old 
days there used to be apprenticeships, 
creating an environment like a family.  If a 
young person was a bit lazy, there were 
always older people there to encourage 
them to get their life together.  Not there 
any longer.   

A lot of young people don’t have a lot 
of hope.  Education has undermined 
that.  Tertiary courses don’t lead to 
any jobs and the students end up in 
debt.  They’ve been sold a lie a lot of 
the time.   

Wages need to be raised.   Fifteen 
dollars an hour, what’s it going to 
get you in this economic time, for 
families. When you’re on the dole 
and you’ve got a lot of children, 
that you need to feed, that you 
need to clothe, you need to give a 
good education to, you need to pay 
for books now, uniforms, all those 
things count. 

Opportunities for unskilled workers to have 
meaningful employment is a big issue. Not 
just for Whanganui, for everywhere in this 
country.   

In a community where you’ve got 
high social capital, you don’t have 
people getting isolated.  You’re much 
less likely to have family violence and 
all those sorts of things. 

People don’t really have time to go 
visit their grandmother or 
grandfather, or their older aunty 
and uncle.  Back in my day we’d go 
visiting every weekend.  People 
were really connected to each 
other, families were connected, 
extended families.  But we’re just 
losing that connectedness.   

The breakdown in society, as in community 
looking after community. 

The rise of dementia. I think it’s a lot harder buying a 
house these days.  I think the cost 
of living’s gone up.  Employment’s 
possibly gone down.  Trying to get 
employment’s a lot harder.  So I 
think all that impacts on the 
community out there.  

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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SPECIAL TOPIC: OFFENDER/ PRISONER REINTEGRATION 

Policies and actions to support ex-offenders/ prisoners to reintegrate back into society 

NEEDS/ GAPS:  

Advice from consultees:   

• Educate community leaders and the public about 
principles and processes around offender/ prisoner 
re-integration. Tolerance and understanding is vital. 
Sensationalist media publicity and political 
grandstanding is harmful. 

 
• Develop more supportive housing and 

accommodation options for offenders/ prisoners 
integrating back into the community.  This includes 
‘halfway houses’ so people can make a more 
progressive transition. 
 

• Increase the number of suitable jobs for offenders/ 
prisoners on release. 
 

• Provide more intensive follow-up support for 
offenders/ prisoners in the months following their 
release, to make sure they are adjusting and coping. 
 

• Explore options to provide more financial assistance 
for prisoners at release, so they have sufficient 
funds to meet their basic needs until they get 
properly on their feet. 

WHANGANUI PRISON 

Whanganui Prison is a medium security prison with 
approximately 580 male inmates.  Most of the inmates come 
from Taranaki, Whanganui, Taumaranui and other parts of the 
lower North Island.  The prison aims to support inmates to 
develop the skills, attitudes and resources they need so that after 
their release they have the best chance of rebuilding their lives 
and not re-offending.  

In the industries section of the prison, inmates work making 
timber and concrete products.  Inmates on daily release-to-work 
programmes go to normal paying jobs outside the prison.   

Education courses provided in the prison cover a range of topics 
including: Kaupapa Māori values, Te Reo, living without violence, 
and family skills.  Alcohol and other drug treatment programmes 
are closely integrated with these courses.  A high percentage of 
inmates have had problems around alcohol or other drugs at 
some stage in their life.  Other courses prioritise re-connecting 
inmates with their whānau and home region.  Re-building these 
links is a crucial foundation for people to successfully transition 
back into the community. 

Guided Release is where a case manager works alongside an 
inmate prior to his release, linking the inmate to key agencies 
and people outside the prison such as employers, whānau, 
Probation Service, Police and others.  The goal is for all these 
agencies and people to work together to develop appropriate 
supports and opportunities for the inmate after his release. 

Selected comments on Offender/ Prisoner Reintegration 

That’s something that’s missing. Halfway 
houses. There’s nowhere.  Like on the day 
of release, once you’re out there, you’re 
out there.   

Some of the inmates have never 
had jobs.  So the industries 
programme in the prison is a big 
part of all this.  We shouldn’t 
underestimate the value of the 
work ethic, getting a job and 
keeping at your job, turning up 
every day for work. 

It is hard to get those job 
placements.  Everybody’s 
competing for the same thing. 
We’re all competing on the 
outside for jobs that aren’t there. 
So it’s not easy. 

A lot of people just don’t want ex-prisoners 
living in their houses for accommodation, 
so it makes it hard for Case Managers and 
Probation to find them somewhere to live.  
The media just gets on board if they try to 
put somebody somewhere.  Everything’s 
difficult. 

One of the big things there for me is 
that they leave the prison with 
money.  Otherwise people are sent 
out with the equivalent of a benefit 
for a week or a fortnight. That’s 
very hard to set up a house with, 
buy food, clothe yourself.  

Prisoner Aid and Rehabilitation, 
they’re really good.  They’re the 
major one. To find them 
accommodation. A good group –
they’ve tried hard. 

intolerance is a risk.  I don’t think many get 
a fair chance.  …  Once they’re released, 
they’ve still lost their freedom.  They don’t 
have the same freedom they had, because 
nobody’s there.  People are distant. … 
Those barriers go up as soon as they know 
that they’re ex-prisoners. 

I still believe if they all had a job 
when they got out, that gives them 
that start at least. It’s up to them at 
that point. … But the vast majority 
would have no job.  There’s just 
nothing when they get released. 

Once you go out there and all of a 
sudden you’ve got nothing to do 
but watch TV.  Boredom gets you 
into other things.  So it’s about all 
that follow-up and making sure 
they’ve got the coping skills to be 
back out in the community.  Some 
have lost all their mates. They’ve 
lost everything. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Iwi/ Māori Perspectives 

Five Māori employed in iwi-focused health and social services in Whanganui participated in a focus 
group to discuss their impressions of safety and injury issues affecting Māori in the district.  They 
were invited to describe: 
 

• the most significant harms and injuries their people were experiencing,  
 

• the key risk and contextual factors underlying them. 
 
They were also invited to suggest what needed to be done to address the above issues. The 
following is a summary of what they said.  
 

Most significant harms and injuries 

The group identified suicide, motor-vehicle accidents and assaults as some of the most significant 
harms Māori in the district were experiencing.  Consultees said demand for refuge services by 
Māori women was increasing lately, suggesting a surge in family violence.  
 
Mental health harms, including those linked to alcohol and other drug use, were identified to be 
‘really growing’. As evidence of this, consultees referred to what they were seeing in their own and 
other people’s whanau, what they were seeing in schools (e.g. self-harming teens), what they were 
seeing on the streets (e.g. more people sleeping rough) and what they were seeing in their 
professional work with Māori.  
 
Young men and women from about the age of 20 through to 30, especially those with jobs, were 
reported to be using alcohol very heavily, especially on weekends.   
 
Methamphetamine/P was reported to be a lot more prevalent in the community.  Previously its use 
had plateaued, but now was thought to be increasing again.  
 
By contrast, harms related to legal highs were said to have reduced a lot since the substances were 
made illegal. 
 
Another issue highlighted was falls among kaumātua.  These seemed to be on the increase. 
 

Impact on whānau 

The group talked about the downstream effects of harmful situations and serious injuries on 
whānau and the wider community: 
 

• loss of whakapapa 

• creating mamae (deep hurt) in whanau, which can be passed on to other generations  

• making people feel hopeless and disempowered 

• isolating people further and marginalising them, adding to a sense of disconnection 

• making harmful behaviour seem normal 

• whānau getting caught up in treatment systems that contribute to further pressures 
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• makes people whakamā (feel ashamed) and therefore reticent about reaching out to others 
for help (even though they shouldn’t be ashamed) 

• reinforcing an unhealthy ‘staunchness’ - people (e.g. kaumātua) will try to be independent, 
no matter what the consequences, rather than seek help 

• adding to pressures on Māori/ iwi services 

• increasing caregiver burnout and fatigue.  Whānau who were previously healthy and fit get 
over-laden caring for more and more elderly, mentally ill, and tamariki who have been taken 
away from their parents.   

• increasing the pressures on people to self-medicate with alcohol and other drugs, ‘to try to 
deal with stuff, to try to cope.’ 

 

Underlying risk factors and conditions 

Members of the group talked about several broader social factors and circumstances that in their 
view were shaping the risk of Māori in Whanganui getting injured or harmed.  In particular, the 
group mentioned: 
 

• Socioeconomic conditions getting much tougher, especially in the last five years – ‘there’s a 
huge pressure cooker going down on particular whānau’. 
   

• Stress on school students, right from primary school through to college, linked to:  

o pressures to turn up at school every day, to pass exams, and to get high marks 

o uncertainties about what to do when they leave school (careers, jobs) 

o tensions arounds friendships, and romantic or sexual relationships. 

o the impact of bullying. 

• Employment and financial demands on working age people (including family caregivers), 
contributing to: 

o heavy use of alcohol and other drugs after work to relieve stress 

o accidents and injuries through tiredness and exhaustion 

o sports injuries through lack of time to get properly fit. 

• Lack of social contact and support for kaumātua, contributing to: 

o loneliness, depression, anxiety 

o falls and other accidents, delays in treatment. 

• Rising rents and a shortage of satisfactory rental housing in the city, contributing to  

o whanau having to make do with unsafe, low-grade accommodation or precarious 
living arrangements (‘couch surfing’, bedrooms in garages) 

o homelessness and the threat of homelessness. 
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• Discrimination based on ethnicity and culture (racism, racial profiling, institutionalised 
racism), contributing to disempowerment, exclusion, mental health harms. 

• Many of these issues have their origins in colonisation and are inter-generational.  

 
The group made these observations about whānau and their willingness or ability to access local 
services to prevent or treat harms: 
 

• Many whānau, especially the young, don’t know where to turn to for help, or even how to 
start a proper conversation with someone about the difficulties they are facing. 

• Kaumātua and others can be very staunch, refusing to seek or accept help even if their 
situation is very serious. 

• Some services are intimidating for whānau to access, especially if there’s a big and visible 
focus on security. 

• Some services are difficult to navigate and whānau can be left wondering why they are 
being referred to one kind of service and not another.  

 
The group added that many local services, especially community groups and NGOs, are under 
increasing financial pressure.  Resources are stretched, funding is elusive, and contracts are tight - 
‘Everyone’s hanging on by their fingernails’.  
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Comments on safety and harm among iwi / Māori  

Most of it goes back to the impact of 
colonisation, intergenerational things.  It’s 
because our traditional ways of life have 
changed.  Some of us have adapted, and 
others haven’t.  Some of us have learned 
behaviour that wasn’t traditionally part of 
the way that we did things.  We’ve set 
future generations up to fail because we 
haven’t changed the cycle. 

It goes back to all these negative 
statistics and stereotypes bandied 
about all the time.  If you’re 
continually told you are something, 
that you’re bad, you’re lazy, you 
don’t want to work, you beat your 
wife.  Sometimes it’s easier just to 
be what they think you are.  
Because even if you’re not, they’re 
going to think you are that anyway.   

You’ve got certain whānau members 
whose parents are in trouble with or 
are known to police or other 
services.  Their kids automatically get 
tarnished with the same brush. They 
don’t have the opportunity to be 
themselves, to strive and to try. 
Because they are told they are such 
and such’s kid.  That’s the teachers at 
school, etc.  That disempowers them 
straight away. 

Bullying. Kids these days, they can’t deflect 
it. They take it all in and take it really 
personally.  And it sits there and eats away 
at them.   

Starving of critical resources [for 
services] in critical places. 

For those ones that are really 
struggling, sometimes it’s just easier 
to fit with that stereotype [of what a 
Māori is] than it is to try and break 
out and try and change things. 

Stress is huge, over time it is building up.  
Connection with other people you care 
about is being put under pressure. 

[Injury and harm] it feeds back on 
itself, goes in circles. 

There are individuals in the police 
who are really working well, but the 
institutional stuff [discrimination] is 
still very much there. 

Financial stress adds to pressure, stresses 
of life, work stress, no-work stress.  When 
people are under stress, other aspects of 
their life are out of balance, out of whack.  
That’s when the arguments start, family 
violence starts.  Snapping at kids.  That’s 
where injuries are coming as well. 

Mental health –there’s no real 
support there that helps them go 
through the steps.  … They turn up 
to the door and are told that the 
harm is not to a certain level – 
doesn’t meet criteria.  It’s 
behavioural.  They get turned 
around and they say sorry, we can’t 
help you.  There’s gaps.  From a 
prevention perspective, they should 
be geared to that sort of thing. ... It 
takes a lot for people to turn up to 
the door in the first place – to get it 
closed. They won’t go back. 

I feel like a lot of stuff is being swept 
under the carpet, not enough is 
being made of it.  We should be 
shouting really loud about it.   

 If you make things hard for people, injury rates go up, safety goes down. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 

 

Suggested solutions and responses 

The group produced a detailed list of proposed interventions to address factors increasing the 
vulnerability of whānau in Whanganui to injury and harm:  
 

• Increase quality affordable housing stock for low-income families. 

• Explore new social housing programme opportunities, including papa kāinga housing on 
whenua Māori (‘build something that our people can come back to, be proud of,’ … ‘using 
bricks made from sand from our awa’). 

• Appropriately resource evidence-based kaupapa Māori family violence programmes. 

• Re-align the funding of Government departments with intervention services to meet the 
needs of Māori communities (health, education, social services). 

• Adequately fund Māori organisations to better meet the needs of whanau. 
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• Entrench Te Tiriti o Waitangi. 

• Reduce the Māori prison population. 

• Government to show leadership in making legislative change to alcohol and other drug laws. 

• Local government organisations should collaborate better with iwi/ Māori organisations to 
address issues/ trends. 

• Make beneficiaries eligible for Working for Families tax credits. 

• All services/ organisations should adopt a Whānau Ora way of working, where no door is the 
wrong door and practitioners walk alongside whānau until the whānau feel their issue has 
been resolved. 

• More services and organisations to utilise the Rataora brief intervention and referral 
treatment tool for screening referrals and case management (the tool screens for family 
violence, alcohol dependency, tobacco use, mental health and suicidal ideation). 

• Use the Ruapehu Whānau Transformation Strategy model (Trust targets Māori) including 
initiatives from the five strands for supporting whānau: 

o Housing and tools 

o Jobs and pathways 

o Health 

o Education 

o Social. 

• Support whānau all the way through health system referral pathways. 

• Deal with workplace stress. Provide opportunities to learn how stress impacts on health and 
behaviour. 

• Create a Men’s Safe House where they can go when stressed, if pressures are building up. 

• Apply a Kaupapa Māori approach to mental health and self-harm, down to the school level. 

• Work with marae around safe environments for families. 

 

Comments on solutions and responses by and for iwi/ Māori 

Deal with inequality at a national level. Tax 
the rich, resources to the poor – more 
needs to happen.   

Whānau are stretched, services are stretched.  We can advocate. We 
have to get more resources to communities somehow. 

Create a men’s safe house where they can 
go when stressed, if pressures are building 
up.  Somewhere they can go to remove 
themselves from that situation, take some 
time out. Then they can go back later to 
talk about things instead of snapping.   

Create a men’s safe house where 
they can go when stressed, if 
pressures are building up.  
Somewhere they can go to remove 
themselves from the situation, take 
some time out. Then they can go 
back later to talk about things 
instead of snapping.   

How do we make changes for 
kaumātua to think differently? 
Some of stuff that happens 
around unintentional injury is 
learnt behaviour.  If other 
kaumātua make changes, then 
others will too.  But if they think 
they’re doing it on their own, they 
might not think it’s important. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Perspectives on Safer Whanganui 

 

Towards the end of the interviews and focus groups, consultees were asked to comment on:  
 

• The value of any past or present links they had with Safer Whanganui (several consultees 
were current or former members of Safer Whanganui’s reference groups). 

 
• Ways the work of Safer Whanganui could be enhanced in future. 

 

Value of the link 

The main benefit nearly everyone mentioned was the chance to network and share information 
with people from other agencies.  This kept them up to date with what others were doing and what 
was happening in the community.  It also provided a sounding board for new ideas and a chance to 
check if people from other agencies were seeing things the same way as they were.   
 
Another benefit, mentioned by some, was the scope to work collaboratively with people from 
different agencies on a defined safety-related project or activity.  An example was the project to 
install smoke alarms in the homes of at-risk and low-income people, led by the Fire Service.  
Another was the work by members of Safer Whanganui’s Alcohol and Other Drugs Reference Group 
to help develop the Whanganui District Council’s Draft Proposed Local Alcohol Policy.   
 
Several consultees commented that Safer Whanganui was another example of the many cross-
agency collaborations and joined-up systems of working happening in Whanganui.  Some 
speculated Whanganui’s agencies probably worked more closely together than in most other NZ 
cities. 
 

Comments on local networking and intersectoral working   

The social services sector in Whanganui, 
it’s very joined up.   

It happens because of local 
relationships and in spite of the 
bureaucracy. 

I think Whanganui does it really 
well. Exceptionally well. 

If someone dies in a motor vehicle accident 
the costs are borne by different 
organisations; St John, Fire Service, 
Coroner, the Police. There’s a social and 
financial incentive to prevent that. 

It’s not always easy to work 
together in a contestable 
environment.   

 

 

If people work in respectful 
partnerships, then you get so 
much more out of it. 

In Whanganui the managers stay where 
they are but all the staff move around 
between agencies like crazy.  A lot of 
networking and interaction across services, 
collaboration.  Government is now putting 
a big emphasis on collaboration and joint 
working. 

Part of what’s great about 
Whanganui is that we can change 
things. In a lot of ways we’re 
probably much better connected 
than a lot of places. 

We see it ourselves in our office. 
We’ve got three services linked, 
all in one office, one does this, 
and one does that.  And it’s just 
trying to get everyone onto the 
same page and bring those 
strengths together. 

It’s absolutely important that we all link hands.  If we can even prevent one person 
making a [hospital] presentation, that’s got to be better for people’s lives in 
general. 

 

Note: some comments edited for clarity, brevity and to preserve anonymity. 
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Selected comments on the value of participating in Safer Whanganui  

It’s about spreading the word.  It’s about 
being part of this community.  It’s about 
having a single voice.  A forum to bounce 
ideas around. 

 

It makes it easier to work together. 
Rather than having to establish 
relationships as you are dealing with 
an incident.  You already know 
everyone else dealing with the 
incident through Safer Whanganui. 

It’s relationships.  It’s like 
community development, you form 
relationships.  You see that the 
person delivers what they say 
they’re delivering.  So you make 
relationships with people who 
actually deliver, and that helps the 
whole network, pulling the 
community together. 

It’s about having a voice; a forum for 
bouncing ideas around. 

We’d be horrified if we were not part 
of the Safer Whanganui group. 

It’s putting faces to names and 
relationships with people. 

It’s good to be there. To listen, to chip in a 
few things.  Or you get hit up before it, or 
after it.  People come up to you and ask can 
they have a word to you. 

The main value of Safer Whanganui is 
in finding out what is going on, 
exchanging ideas and taking them 
back to the organisation you are 
from. 

Your brainstorming ability with 
multi-agencies and different 
perspectives gives you a real 
profound strength. 

Smoke alarms. The Fire Service.  That’s been 
a great initiative. That’s really got across the 
sectors. … The beauty of it was getting all 
those people around the table. 

It can help people from different 
agencies think a little bit more 
outside their often relatively 
narrowly defined bureaucratic silos. 

It’s a bit like pyramid selling, they 
go out and tell 10 people and those 
10 people tell others. 

Safer Whanganui did a lot of work with the 
LAP. .. That interagency interaction and 
sharing. You couldn’t do without it. 

The trust relationship is really strong 
around the table. I think that is 
working really, really, well. 

They talk to each other. They get 
rid of those silos. 

Note: some comments edited for clarity, brevity and to preserve anonymity. 

 

Suggestions for enhancing Safer Whanganui 

People’s advice included: 
 
• Expand the focus of the work and membership of Safer Whanganui to cover a wider brief that 

includes unintentional injury in the home and public places. 
 
• Work together more closely with partner agencies and stakeholders to resolve situations where 

citizens are falling between the boundaries of existing services, because no one agency or sector 
has a clearly defined responsibility to cater for them. 

 
• Publicise the aims and work of Safer Whanganui more extensively across the community. 

 
• Define and undertake more joint projects together, sharing people and resources to tackle 

problems that everyone has an interest in solving. 
 
• As a joint project, consider the feasibility of developing a single, ‘all-in-one’ on-line application 

that enables Police to rapidly arrange referrals to the most appropriate health, social, justice and 
education sector agencies in the district. 

 
• As a joint project, identify and test effective ways to address homelessness in the district, 

especially chronic homelessness. 
 

• Strengthen links with the Health and Education sectors, and with local iwi/ Māori. 
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Selected comments on ways to enhance Safer Whanganui  

In an ideal world Safer Whanganui would 
help drive initiatives for our organisation.  
So someone from Safer Whanganui would 
come and bang on the door and say ‘We’ve 
had a look, and there’s a huge problem 
here.’ 

The people on the group are good 
and make decisions.  But we could 
have more inclusive projects.  More 
actions would be good.   

For it to get a bit of vim and 
vigour, I think it needs to define a 
couple of projects.  The project 
might be quite localised.  For 
example let’s do something on 
Whanganui East. 

I suppose you could think about whether 
the right people are still sitting around the 
group and whether they are the most 
influential to be there.    

I think they need to do more 
publicity about it, put it out there a 
bit more.   

Get more buy-in from the real 
movers and shakers in other 
sectors like Education and Health. 

It needs to have more visibility and more 
punch, more persuasiveness in terms of 
policy and in what’s getting discussed in 
decisions.   

As two of the larger agencies in the 
district, the DHB and the District 
Council need to work together more 
in my view. 

Education should have a bigger 
role in Safer Whanganui.  They 
often get mentioned in dispatches 
as being missing from these sorts 
of forums. 

I think we need to identify current or upcoming issues and really get on top of 
them as a group.  Brainstorm. What are we going to do?  … It’s all about 
brainstorming.  Looking forward and trying to identify some risks.  Let’s get out 
there.  Let’s figure out how we’re going to change it 

 

Note: some comments edited for clarity, brevity and to preserve anonymity. 

 
 
 

SAFER WHANGANUI 2016 GOVERNANCE SELF ASSESSMENT 

 
Each year, Safer Whanganui undertakes a self-assessment process through the Safe Communities 
Foundation NZ.  Ten members of the steering group completed the latest 2016 survey.  They gave 
Safer Whanganui the following scores (out of 5) for six aspects of their working: 
 

Aspect of working Score 

Synergy (extent to which the group can do 
more than individual members) 

3.3 

Leadership 3.8 

Administration and management 3.6 

Non-financial resources 3.7 

Satisfaction with participation 3.7 

Adoption of safer practices and environments 
by members of the community 

3.4 

 

These results are considered by the Foundation to mean that Safer Whanganui is in the ‘Headway 
Zone’ of achievement (score between 3.0–3.9) i.e. continued effort is required to ‘optimise the 

collaborative potential’ of the governance group. 
 
Source: Safe Communities Foundation New Zealand (2016). 
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Part 3 
 

DISCUSSION  
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This report presents, in one document, a variety of evidence about injury, harm and safety issues in 
the Whanganui District.  This is intended to assist Safer Whanganui to discuss, plan and prioritise its 
future work. This final chapter provides some brief comments about the nature of the evidence 
presented and how it could be interpreted and applied.   
 

Concepts of safety 

Concepts of ‘safety’, ‘injury’ and ‘harm’ are potentially fluid and open to interpretation.   
 
The origins of the Safe Community model in Scandinavia in the 1970s was based on a relatively 
narrow definition of safety, focused on preventing accidental physical injury, especially serious 
accidental physical injury requiring hospitalisation.  In some cases, these kinds of serious injuries 
can lead to significant long-term disabilities, with ongoing costs and challenges for the people 
involved and the community generally.  Intervention projects based on this narrow definition of 
safety typically aimed to reduce injuries from road traffic crashes, or from significant falls by 
children at home or at school.   
 
As time went on, the Safe Community model was expanded to include both accidental 
(‘unintentional’) and deliberate (‘intentional’) physical injury (e.g. assault, suicide).  This reflected 
the International Disease Classification (ICD) system for defining the ‘External Causes’ of injury (i.e. 
mechanisms of injury), which makes a clear distinction between unintentional and intentional 
physical injuries.  Communities applying the expanded Safe Community model could opt to add 
violence reduction and suicide prevention to their list of goals.  
 
In New Zealand, early Safe Community projects in places such as Waimakariri District and 
Waitakere City initially emphasised preventing accidental injury.  However, in the mid-2000s, with 
the demise of the crime prevention focused Safer Communities programmes, more New Zealand 
Safe Community projects began to incorporate violence reduction, and suicide and crime 
prevention, into their work as well.  
 
Linked to this, and to other developments in New Zealand society generally, have been more 
concerted efforts to prevent or reduce what might be termed mental or psychological ‘injuries’.  
This reflects a growing recognition that physical violence causing physical injury is just one aspect of 
a more holistic definition of violence and abuse.  These, as in the case of intimate partner violence 
or child abuse or elder abuse, can also be perpetrated psychologically and emotionally, and can in 
turn lead to serious and lasting psychological and emotional harms.   
 
The International Disease Classification (ICD-10) system for defining the External Causes of injury is 
largely silent on these kinds of psychological harms, concentrating almost entirely on physical 
threats to the body.  
 
In New Zealand, ACC cover for injury is generally limited to acute physical damage to the body such 
as sprains or strains, wounds, burns, fractures, dislocations or loss of consciousness.  However, 
work-related conditions that develop gradually are also covered.  As well, cover is available for 

12 
Discussion 
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victims of sexual violence.  Some mental injuries are covered, such as post-traumatic stress disorder 
linked to a physical injury or attack, and mental injuries if people experience a traumatic event at 
work, even if they haven’t been physically injured.  In some circumstances, financial help is 
available to close family members, too, if someone dies as a result of self-inflicted injury.32 
 

Taking a much broader view, ‘safety’ and ‘harm’ could be defined in relation to all the many 
different kinds of factors that may potentially promote or undermine the expected ideal quality of 
life of human beings. ‘Safety’, under this view, could be argued to be promoted not just by reducing 
people’s risk of physical injury but also by reducing their risk of disease, illness, poverty, financial 
loss, property damage, loneliness, anxiety, fear, discrimination, inequality and so on. 
 
This type of view of injuries/ harm/ safety is reflected in the Pan Pacific Safe Communities 
Network’s current vision for Safe Communities where, ‘Community safety is not only about 
reducing and preventing injury and crime.  It is about building strong, cohesive, vibrant, 
participatory communities’ (Pan Pacific Safe Communities Network 2017, also see chapter 1).   
 

The statistical evidence 

Physical harms 

The statistical evidence gathered by the needs assessment focuses mainly on injuries and other 
harms that result in death or the use of health and other human services. The section’s key data 
sources, such as Ministry of Health mortality and hospitalisation data, Whanganui DHB emergency 
department data, ACC claims data, and injury-related road crash data were chosen for their relative 
availability, reliability and comprehensive recording methods; also for their specific and detailed 
coverage of the local Whanganui District population.  In general, these sources use orthodox 
definitions of injury and harm focusing on physical harms/ events that can be counted or measured. 
 
Even where it is possible to count injury-related events, such as the number of hospitalisations, it is 
not always possible to evaluate the seriousness or long-term consequences of these injuries. 
For example, some falls have more severe consequences than others.  Minor injuries from a fall 
might include bruises or cuts.  More severe injuries might include hip fractures requiring months of 
recovery time, or head injuries leading to permanent brain damage (see box next page).  
 
  

                                            
32  For more details go to: https://beta.acc.co.nz/im-injured/am-i-covered/injuries-we-cover/ 
 

 

https://beta.acc.co.nz/im-injured/am-i-covered/injuries-we-cover/
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WEIGHING UP HARMS – DISABILITY ADJUSTED LIFE YEARS (DALYs) 

 
One quantitative way to understand the long-term effects of physical injury is by applying the concept 
of ‘disability adjusted life years’ (DALYs).  This compares different cases of injury in terms of how much 
they: 

1) shorten people’s lives (i.e. when people die earlier than their normal life expectancy) 
 
2) temporarily or permanently impair the quality of people’s lives, by limiting their ability to 
function either physically or mentally.   

 
The New Zealand Burden of Diseases, Injuries and Risk Factors Study has used the concept of disability 
adjusted life years to estimate the total health losses caused by different physical injury mechanisms 
(Ministry of Health and Accident Compensation Corporation 2013).  The study linked clinical diagnostic 
data to injury mechanisms and used international research evidence and advice from a panel of trauma 
experts to estimate the likely duration of the effects of different injuries.   
 
The study concluded that in New Zealand an estimated 76,000 years of healthy life were lost annually 
due to injury.   
 
Of these healthy years lost, 88% of them were lost through fatal injury.  This included: 

• 24,800 years lost as a result of suicide33  

• 22,900 years lost as a result of transport deaths 

• 4,700 years lost as a result of fatal falls 

• 3,500 years lost as a result of fatal interpersonal violence.  

Just 12% of years of healthy life were estimated to be lost through the impact of non-fatal disability or 
impairment, with most of these non-fatal losses being the long-term effects of serious injuries involving 
hospital treatment.   
 
The New Zealand Burden of Diseases, Injuries and Risk Factors Study estimates that four ‘broad’ causes 
of health loss rank higher than physical injury in terms of their overall impact on the community. They 
are: 

1. Cancers and other neoplasms:  167,200 years of healthy life lost 
2. Vascular and blood disorders (e.g. stroke):  166,800 years of healthy life lost 
3. Mental disorders:  106,400 years of healthy life lost 
4. Musculoskeletal disorders:  87,200 years of healthy life lost. 

 
These findings suggest that community-based intersectoral initiatives that employ a wide definition of 
safety and harm that encompasses not just acute physical injury but other kinds of harms, such as 
psychological harms or harms linked to lifestyle-related illnesses, may require a much more varied, 
complex and diffuse programme of interventions and projects. 

 

 

  

                                            
33  The study estimated that three-quarters of all self-inflicted injury, fatal plus non-fatal, was associated with mental illness, mainly 

depression (88% in females and 70% in males) (Ministry of Health and Accident Compensation Corporation 2013: 30). 
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Mental health/ psychological/ social harms 

Although nowadays there is increasing recognition that traumatic events or situations may inflict 
lasting psychological injury on people, unfortunately it is difficult to obtain reliable statistics on the 
incidence and treatment of these kinds of mental health harms, especially at the local level. 
Statistics on suicide and attempted suicide can serve as mental-health indicators, albeit very limited 
ones. 
 
While a few national mental health surveys have been conducted, no systematically-collected 
national or local information exists on the numbers of people attending primary health care 
providers, private psychologists or counsellors, or even public hospital outpatient clinics for 
different kinds of mental health issues.  There is also significant under-reporting of some harm-
related events such as: family violence/ harm, particularly where there is no physical injury; or non-
injury road crashes which can have emotional and economic consequences. 
 

The consultation findings 

The consultation phase of the project has been an important source of in-depth qualitative 
evidence from knowledgeable local people about significant harm/ safety/ injury issues in the 
Whanganui District; who is most at risk; and potentially what can and should be done about these 
issues. 
 
As well as identifying some of the same issues that were found in the statistical analysis (e.g. falls 
and road injuries), the consultation pinpointed some less-measurable concerns such as adolescent 
mental health, social isolation among the elderly, potential future safety threats from natural 
disasters, and so on.  Some valuable Māori perspectives on harm and safety were also documented. 
 
The 38 participants in the consultation, all of whom were invited to take part because of their 
expertise in certain areas, also made a number of suggestions for future safety priorities, strategies 
and initiatives for Safer Whanganui to consider.  
 

Using the results of the needs assessment 

Examined in combination with one another, the consultation findings and the statistical data 
provide Safer Whanganui with a rich information base for fostering discussion about the district’s 
key safety issues, and for prioritising and planning suitable multi-sector intervention projects. 
 
In the end, though, where exactly Safer Whanganui eventually decides to put its efforts is likely to 
be shaped by a number of factors, not just the evidence and ideas presented here.  Other 
influencing factors may include: 
 

• The views of other local people and organisations about the nature and significance of 
certain issues (the present needs assessment report could be a catalyst for further 
discussion and feedback from the wider community, should Safer Whanganui choose). 

• The extent to which members of the Safer Whanganui coalition have a common interest in 
addressing particular issues or gaps. 
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• The extent to which certain issues are already being effectively addressed locally in a multi-
sectoral and intensive way, and therefore may not require further work at the moment. 

• The extent to which it is feasible to use locally-based multi-sectoral interventions to address 
certain issues/ gaps, rather than addressing them in other ways such as through national-
level policies, or single-sector interventions. 

• The extent to which it is feasible to try to address certain issues/ gaps using existing 
resources already in the local community, or whether in fact new resources will be needed, 
e.g. funding, personnel. 

• The extent to which further information/ research may be required on some issues before 
multi-sectoral action/ interventions can be considered, e.g. more analysis or consultation on 
the nature of the issue and effective interventions. 

• The extent to which the effectiveness of any future interventions can be monitored/ 
evaluated.  
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APPENDIX A: Notes on statistical sources and analysis 

 
The focus of Part 1 of this report (‘The Statistics) is injuries and other harms sustained by people in 
the Whanganui District territorial local authority area that result in use of health and other human 
services. Injury is defined conventionally as damage or harm to the body resulting from acute 
exposure to energy - thermal, mechanical, electrical or chemical - or from an absence of essentials 
for life such as heat or oxygen (Guyer et al 1989, Christoffel and Gallagher 2006).  Injuries can be 
unintentional (‘an accident’), intentional (deliberate), or the intention may be unknown. 
Data sources used were chosen for their reliability and coverage of the Whanganui District 
population.  In general, the sources use orthodox definitions of injury focusing on physical harms. 
Although nowadays there is increasing recognition that traumatic events may inflict lasting 
psychological injury on people, unfortunately it is difficult to obtain reliable statistics on the 
incidence and treatment of these kinds of mental health harms, especially at the local level.  
Statistics on suicide and attempted suicide can serve as indicators, albeit limited. The consultation 
phase of this project has also been an important source of advice on the local incidence and causes 
of mental health harms.  
   
Mortality and hospitalisation data for residents of the Whanganui District Council area were 
sourced from the Ministry of Health. Analysis for this report includes all deaths and inpatient 
hospitalisations caused by injury (ICD-10 E codes) except those resulting from medical 
misadventure. Mortality data for 2013 and hospitalisation data for 2015 are provisional and may 
change slightly.   
 
Public hospital emergency department visit data for residents of the Whanganui District Council 
area were sourced from Whanganui District Health Board.  All data relates to visits made to the 
Whanganui Hospital Emergency Department. The data does not include visits to private accident 
and emergency clinics (e.g. Whanganui Accident and Medical) or other hospital or community-
based health services. All visits were categorised as being either for injury or non-injury, with 
anonymized clinical notes examined to clarify the reason for a visit where necessary.  As some 
people made multiple visits for treatment for a single injury, analysis also estimated the number of 
individual injury incidents or ‘cases’ that led to ED visits.  
 
Injury insurance claims data for the Whanganui District was sourced from ACC.  The data comprises 
all accepted claims for injuries occurring in the district council area, regardless of whether the 
claimant was a resident of the district or a visitor.  ‘New injury claims’ are all new claims registered 
in a year. ‘Active claims’ are all current and ongoing claims paid out during a year. ‘Entitlement 
claims’ are claims for (usually) moderate or serious injuries that involve insurance payments for 
more than simply primary health care or dental expenses.  Claim costs shown in the report include 
all costs to ACC except the costs of emergency treatment at public hospitals, which is bulk-funded 
by ACC. All costs are GST exclusive. Note that ACC claims data captures injury cases in the 
community where an ACC claim is made and accepted, usually after an injured person has sought 
professional treatment. It does not include injuries only treated by the injured person themselves 
or others close to them.   

  
Appendices 
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Road crash statistics were downloaded from New Zealand Transport Agency’s Crash Analysis 
System.  The data is for all reported injury crashes occurring within the boundaries of the 
Whanganui District Council area.  Road crash casualties therefore include visitors to the district as 
well as residents.   
 
Suicide data was supplied by Coronial Services, Ministry of Justice. The police advise the Coroner of 
every suspected suicide and provisional suicide statistics are released annually. Because recent 
Coronial Services data is provisional and reported by financial year, it may differ slightly from 
Ministry of Health suicide data, which only includes confirmed cases and is reported by calendar 
year.  
 
Statistics on drownings occurring within the boundaries of the Whanganui District were extracted 
from Water Safety New Zealand’s DrownBase website. All data is provisional and subject to change. 
 
Data on criminal offences and crime victims was supplied on request by NZ Police. Further data on 
the location and timing of selected crime victimisations was downloaded from NZ Police’s data 
website. Data for Whanganui District is not comparable with data for the Whanganui Police Area, 
which is larger. ‘Proceedings’ data covers offences that come to Police attention (i.e. reported or 
detected) and result in Police taking some kind of action (proceedings) against offenders. It 
excludes offences where no offender is apprehended or charged. It also excludes offences dealt 
with by infringement notices (e.g. liquor ban breaches, certain traffic offences), or by other 
enforcement agencies (e.g. Customs, IRD).  ‘Victimisation’ data covers offences where a person or 
organisation is directly targeted in an offence. It excludes offences that do not have identifiable 
victims (e.g. drug offences, public order offences) and unreported victimisations.  Crime incidents 
may consist of one or more offences. They may also involve one or more offenders and one or 
more victims.  
 
Population numbers and other demographic data were sourced from Statistics NZ, based on 2013 
Census of Population and Dwellings and population estimates. Age-standardised population rates 
have been calculated by the direct method using Segi’s standard population. Rates based on small 
numbers should be interpreted with caution.   
 

 
 


