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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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Introduction 
This report presents a summary of the findings of the Safer Whanganui Community Needs Assessment, a 
project conducted between August 2016 and May 2017.1  The purpose of the needs assessment was to:  
 

• analyse and present the latest available Whanganui District injury and safety statistics 

• consult with knowledgeable people in the Whanganui District to obtain advice on the 
district’s significant harms, injuries and safety-related needs. 

The report 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.  The structure of the coalition includes: 
 

• a high-level governance group, the Safer Whanganui Steering Group, chaired by the district’s 
Mayor 

 
• six specialist Reference Groups covering the topics of Road Safety, Family Violence, Safety 

and Wellbeing, Alcohol and Other Drugs, Emergency Planning and Justice.   
 
In 2010, Safer Whanganui successfully applied for accreditation as a WHO Safe Community; one of over 
20 territorial authority areas across New Zealand designated as Safe Communities.  In 2016, Safer 
Whanganui was formally re-accredited as a Safe Community within the Pan Pacific Safe Communities 
Network.   
 

STRUCTURE OF THIS SUMMARY 

This summary is in two parts.   
 
Part 1, The Statistics, presents the latest available injury and safety data for the population of the 
Whanganui District territorial local authority area.  This data was extracted and analysed specially for 
the needs assessment.  Compiled mainly between September and December 2016, it includes data on 
injury deaths, injury hospitalisations, emergency department attendances for injury, ACC injury claims, 
road traffic crashes, suicides, drownings, and criminal offences.  Statistics from other sources on family 
violence, hazardous alcohol consumption and perceptions of safety are also summarised.  Unless 
otherwise stated, all statistics refer to residents of the Whanganui District territorial local authority area, 
or injury events occurring within the boundaries of that area.  Comparable data for New Zealand is also 
provided where available.   
 
Part 2, The Consultation, presents the findings from interviews and focus groups conducted in March 
and April 2017 with over 30 experienced Whanganui people working in: health, justice, emergency or 
social services; local government, Māori and other organisations.  The primary aim of the consultation 
was to tap into these people’s knowledge to identify a range of priorities and needs related to diverse 
significant harm and injury issues in the district.   
                                                             
1    Statistical tables and a full report with further details of the results are also available, see: Hodges I, Maskill C. 

(2017). Safer Whanganui Community Needs Assessment 2017: The Full Report.  Whanganui: Safer Whanganui. 
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Injury Deaths 
 
Death is arguably the most extreme outcome of an injury event.  As well as the emotional impact on 
family/whānau and friends, injury deaths can have major social and economic consequences in terms of lost 
productivity and earnings.  
 
From 2004 to 2013 – the latest ten-year period for which data is available – a total of 252 Whanganui District 
residents died as the result of injury.  This was an average of 25 injury deaths a year.  

 

MAIN CAUSES OF INJURY DEATH 

The three leading causes of fatal injury in the period were: falls, intentional self-harm (suicide), and 
transport accidents (figure 1). Together these causes accounted for nearly three-quarters of all injury deaths 
among people in the district. 

  

Figure 1: Causes of injury deaths in Whanganui District, 2004–2013 (n=252) 

 

Source of data: Ministry of Health.  
Graphic and analysis by HealthSearch Ltd. 

 

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.  

ACC statistics are for active claims (new claims plus ongoing claims). Hospitalisations are inpatient and day patient admissions.  
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Source of data: Ministry of Health. Graphic and analysis by HealthSearch. 
Ltd. 

 

* The intentionality of the remaining 5% was uncertain, unknown or otherwise defined. 

 

INJURY DEATHS BY AGE 

The 75+ age group recorded the most injury 
deaths over the decade.  Most of these 
deaths were unintentional (accidental), not 
intentional (figure 2).   
 
By contrast, in the 15–24, 25–44 and 45–64 
age groups, intentional injury deaths were 
almost as common as unintentional deaths.  
 
Altogether, across the ten years: 

 

• 65% of Whanganui District injury deaths 

were unintentional (‘accidents’)  

 

• 29% were intentional (suicides and 

assault).*

Among males, 48% of injury deaths were intentional, compared with 22% for females  
 

INJURY DEATH RATES BY GENDER AND AGE 

These rates indicate the average chance, or risk, of people in different population groups being fatally 
injured.  Overall, in the Whanganui District from 2004 to 2013, males had a considerably higher injury fatality 
rate than females – an average annual age-standardised rate of 63 compared with 30 per 100,000.  Both for 
men and for women, injury death rates were highest in the 75+ age group (figure 3).  Falls caused 66% of 
injury deaths in this age group. 
 
Figure 3: Injury death rates by gender and age, Whanganui District, 2004–2013 

 
Source of data: Ministry of Health. Graphic and analysis by HealthSearch Ltd. 

Figure 2: Injury deaths (unintentional and intentional) in different 
age groups, Whanganui District, 2004–2013 
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In the 25–44 age group, men were almost 4 times as likely as 
women to die from injury.  Intentional self-harm and 
transport accidents were the two major causes of death in 
this group. 

 

MĀORI AND NON-MĀORI INJURY DEATH RATES 

In every age group from 0–14 to 75+, Whanganui Māori were 
more likely than non-Māori to be fatally injured.  In 
particular, Māori aged 75+ were over twice as likely to die 
from injury as non-Māori (although actual numbers were 
small). 
 

RURAL-URBAN INJURY DEATH RATES 

Most of the Whanganui people who died from injury were 
urban residents.  However, on a per capita basis, people from 
rural areas had a slightly higher chance of being fatally 
injured.  
 

INJURY DEATHS AND SOCIAL DEPRIVATION 

The risk of being fatally injured in Whanganui increased with 
socioeconomic disadvantage.  People residing in the most 
socioeconomically deprived areas of the district were more 
likely to be fatally injured than people from other, less 
deprived areas. 
 

NZ COMPARISON 

Overall, the Whanganui District had a higher injury fatality 
rate compared with the NZ average (an annual average age-
standardised rate of 46 compared to 35 per 100,000). 

 
Hospitalisations for Injury 
 
Injuries requiring admission to a public hospital are more likely to be serious, complex, life-threatening or 
disabling compared to injuries treated only in health centres, GP clinics or hospital emergency departments. 
In the five years 2011–2015, Whanganui District people had 7,893 hospitalisations for injury.   On average 
this was 1,579 injury hospitalisations a year; 13% of hospitalisations for all causes.  
 

MAIN CAUSES OF HOSPITALISATION 

Falls were by far the most common cause of injury hospitalisation. Altogether, 40% of injury hospitalisations 
were for falls.  Most fall hospitalisations were the result of falls on the same level, especially falls resulting 
from either slipping, tripping or stumbling. 
 
The two other leading causes of injury hospitalisation were exposure to inanimate mechanical forces (14%, 
e.g. contact with sharp glass, knife, sword, dagger, non-powered hand tool or other machinery) and 
transport accidents (11%).   

 
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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Intentional self-harm (6%) and assault (4%) were other prominent causes of injury hospitalisation.  
 
By far the most common category of intentional self-harm leading to hospitalisation was poisoning by, and 
exposure to, drugs, medicaments and biological substances (86% of all self-harm hospitalisations). 
 
The most common categories of assault were assault by bodily force (63% of all assault hospitalisations) and 
assault by a blunt object (14%). 
 

TOTAL INJURY HOSPITALISATIONS BY AGE 

Most Whanganui District injury hospitalisations were for adults in the 15–24, 25–44 and 45–64 age groups 
(figure 4).  These three age groups also contributed the highest volumes of intentional injury hospitalisations. 
 
Figure 4: Injury hospitalisations (unintentional and intentional) in different 
age groups, Whanganui District, 2011–2015 

 
Source of data: Ministry of Health. Graphic and analysis by HealthSearch Ltd. 

 

INJURY HOSPITALISATION RATES – GENDER AND AGE  

Hospitalisation rates indicate which population groups are most at risk of being hospitalised for injury (figure 
5, next page).  Overall, in the Whanganui District from 2011 to 2015, males had higher injury hospitalisation 
rates than females – an average annual age-standardised rate of 3,835 compared with 2,520 per 100,000.   
 
Women aged 85+ had the highest injury hospitalisation rates (18,440 per 100,000).  Women in this age 
group had on average an almost 1 in 5 chance of being hospitalised for injury in a year. 
 

At next highest risk were men aged 85+, followed by women aged 75–84 and men aged 75–84. 
 

Girls aged 5–14 had Whanganui’s lowest injury hospitalisation rate.   
 
In all age groups except 75–84 and 85+, males had a higher risk of injury hospitalisation than females. 
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Figure 6: Annual injury hospitalisation rates,  
Whanganui District and New Zealand, 2011–2015 

 
Figure 5: Injury hospitalisation rates by gender and age, Whanganui District, 2011–2015 

 
Source of data: Ministry of Health. Graphic and analysis by HealthSearch Ltd

MĀORI AND NON-MĀORI INJURY HOSPITALISATION RATES 

Whanganui District Māori had slightly higher average annual age-standardised injury hospitalisation rates 
than non-Māori (3,653 compared with 3,071 per 100,000 population). 
 

SOCIAL DEPRIVATION 

Injury hospitalisation rates were highest in the district’s more socio-economically deprived areas and lowest 
in its less deprived areas.  People living in NZDep2013 deciles 8–10, the most deprived areas, were 47% more 
likely to be hospitalised for injury compared to people in deciles 1–3, the least deprived Whanganui areas.  
 

ANNUAL TRENDS 

Overall, from 2011 to 2015, the Whanganui 
District’s injury rate was higher than the NZ 
average – an average annual age-
standardised rate of 3,169 compared with 
2,500 per 100,000.   
 
Looking at individual years, Whanganui’s 
injury hospitalisation rates tracked above 
the New Zealand average throughout 
2011–2015 (figure 6).  In 2015, 
Whanganui’s rate was 34% higher than 
New Zealand’s.           

 

 

 

 
Source of data: Ministry of Health. Graphic and analysis by HealthSearch Ltd. 
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* 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). 

 

 

 

 

 

Emergency Department Attendances 
The Whanganui District has one public hospital emergency department (ED), located at Whanganui Hospital.  
The ED treats walk-in and ambulanced patients for urgent medical problems including injuries. In general, 
most injuries treated at public hospital EDs are of mild or moderate severity.  However, a proportion involve 
significant trauma, can be life-threatening and require the patient to be hospitalised. 
 

INJURY AND NON-INJURY VISITS 

In 2015, just over 9,000 Whanganui District residents made a total of 15,907 visits to Whanganui Hospital 

ED. 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.   Similarly, just 17% of 
visits by people aged 65+ were injury-related. 
 

TIMING OF INJURY VISITS 

The highest volumes of ED injury visits 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. 
 
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 ED visits for injury by Whanganui District residents in 2015 were for a total of 3,389 injury ‘cases’ 
or events.*  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 
7, next page) 

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

• 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+. 
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Source of data: Whanganui District Health Board.  Graphic and analysis by HealthSearch Ltd. 

 

 

Figure 7: Emergency department injury cases, Whanganui District, by age and gender, 2015 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

INJURY RATES 

On a population basis, Whanganui District males were approximately 38% more likely than Whanganui 
District 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 included (figure 8, next page): 
  

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

• males aged 15–19 and 20–29 (about a 1 in 8 chance). 

 

MĀORI AND NON-MĀORI 

In 2015 Māori living in 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. 
 
Māori were 14% more likely than non-Māori to have injuries seen at the ED (8,826 per 100,000 compared 
with 7,738 per 100,000). 
 
Among Māori, 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 local Māori were men aged 20–29 and 30–39, and women aged 70+. 
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Source of data: Whanganui District Health Board.  Graphic and analysis by HealthSearch Ltd. 

 

* This analysis excludes data for the Whanganui Central area unit. This is because a proportion of patient addresses in the area unit appear to be 

miscoded or added by default to the area unit.  

 

 

Figure 8: Emergency department injury rates, Whanganui District, by age and gender, 2015 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

GEOGRAPHIC AREAS* 

People living in the district’s urban areas had considerably higher ED injury rates than people living in the 
district’s rural areas (7,388 vs. 4,628 per 100,000 population).  As well, people living in the most deprived 
areas of the district (NZDep deciles 8–10) had the highest ED injury rates.   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).  

 

INJURY LOCATION (SCENE) 

Most injuries occurred at the 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, quite commonly, the 
places where ED injuries occurred were unspecified (19%).  
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Source of data: Whanganui District Health Board.  Graphic and analysis by HealthSearch Ltd.  

 

INJURY CAUSES 

Falls (33%): A third of the 3,389 injuries seen at 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 9). Ten percent were children aged 5–14.  
 
Figure 9: Fall injuries seen at emergency department, Whanganui District, by age and gender, 2015 

 
 
 
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%).  
 
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.    
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 ACC Injury Claims 

 
Accident Compensation Corporation (ACC) injury insurance claims data is a useful indicator of broad injury 
patterns in the district.  The data includes claims for relatively minor injuries that involve only primary health 
care or dental care, as well claims for certain more serious injuries that entitle people to compensation 
payments for such things as the costs of rehabilitation services, lost earnings and child care.  
 
In the Whanganui District, a total of 18,796 new ACC injury claims were recorded in 2015.  Most were for 
minor injuries, but just over 8% of these were new claims for compensation (‘entitlement’) payments for 
more serious injuries.   

• 9,966 or 53% of all Whanganui’s new claims were for males; the rest (8,830 or 47%) were for 
females (the same as the NZ average) 

• 76% of new claims were for European/Pākehā people and 18% were for Māori 
• 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.  The next highest new claim volumes were for 15–24-year-olds and 45–54-
year-olds. 

 

INJURY CLAIM RATES 

Claim rates indicate which population groups are more likely to make injury claims.  In 2015 in Whanganui, 
15–24-year-olds had the highest per capita new claim rate (figure 10).  On average during the year, people in 
this age group had a 52% chance of registering a new claim for injury. 
 

 

 

 

 

 

 

 

 

 
 
 
 

Source of data: Accident Compensation Corporation. Graphic and analysis by HealthSearch Ltd. 
 

Across all age groups, Whanganui’s 2015 per capita new claims rate was higher than New Zealand’s.  In 
particular, Whanganui’s rates were noticeably 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 than New Zealand’s.  In the 25–34 age 
group they were 16% higher.  

  

Figure 10: Rates of new ACC claims by age, Whanganui District and New Zealand, 2015 
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LOCATION (SCENE) OF ACCIDENT 

In Whanganui, the home (59%) was the most common place where new claim injuries occurred.  Next were 
sports and recreation venues (14%) (figure 11). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Source of data: Accident Compensation Corporation. Graphic and analysis by HealthSearch Ltd. 

 
Compared to NZ, Whanganui had a higher proportion of claims for injuries occurring at home (59% 
compared to NZ’s 47%).  However, the district had a lower proportion of claims for injuries in recreation or 
sports places – 14% compared to NZ’s 22%. 
 

WORK-RELATED NEW CLAIMS 

In 2015, a total of 2,456 or 13% of Whanganui District new claims were work-related (similar to New 
Zealand’s 12%). 
 
Almost 1 in 4 (24%) of Whanganui’s work-related new claims came from the manufacturing industry.  
Another 15% came from agriculture, forestry and fishing, and 11% came from the construction industry.   
Altogether, these three industry groups accounted for half (50%) of all work-related new claims in 2015. 
 
Compared to New Zealand, Whanganui 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%). 

 

Figure 11: Location (scene) of new claims injuries, Whanganui District, 2015 (n=18,796) 
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These differences probably in part reflect Whanganui’s industry profile compared to New Zealand’s, rather 
than differences in injury risk within specific industries.  
 

SPORTS AND RECREATION NEW CLAIMS 

In 2015 Whanganui had 3,512 new claims for sports/recreation 
injuries.  This was 19% of all the district’s new claims (a lower rate 
than NZ’s 26%). 
 
Rugby union was the biggest source of new claims (525 or 15% of all 
Whanganui sport/recreation new claims) followed by soccer, netball 
and cycling (see box). 
 

INJURY CAUSES AND DIAGNOSES FOR NEW CLAIMS 

The most common injury cause for new claims in Whanganui 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%).  
Altogether, these three causes led to nearly half of all new claims in 
the district. 
 
Over half (57%) of all new Whanganui District claims were for soft 
tissue injuries (contusions, internal organ injuries or strains).   Cuts (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 diagnoses accounted for 87% of new claims.  
 

COST OF ALL ACTIVE CLAIMS 

‘Active’ claims are new claims plus ongoing claims.  Ongoing claims are claims from earlier periods still being 
paid out (some claim payments span a number of years).   
 
In the Whanganui District in 2015, there were 21,915 active ACC claims of all types.  These active claims cost 
ACC a total of $37,222,809, or an average cost of $1,699 per claim during the year.    
 
Looking at the average cost of active claims for different age groups, the costliest group in Whanganui was 
35–44-year-olds ($2,811 per claim); next was 25–34-year-olds ($2,633 per claim) (figure 12, next page).   
 
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.  
 
The costliest injury location (scene) was the home, with ACC spending a total of $13.7 million on active 
claims for home injuries in Whanganui.  The next most-costly locations were the road or street ($5.7 million) 
and places of recreation or sports ($5.3 million). 
 
For all injury 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 injuries in places of 
recreation or sports was 88% higher than the national average.  The average cost for injuries in 
commercial/service locations was 47% higher.  For farm injuries it was 41% higher. 
 
   
  

Sports and recreation 
activities with most new 
ACC claims, Whanganui 
District, 2015 (n=3,512) 

Rugby union 15% 
Soccer 9% 
Netball 7% 
Cycling 7% 
Fitness training/Gym 5% 
Horse riding 3% 
Hockey 3% 
Basketball 3% 
 
 
 

Source of data: Accident Compensation Corporation. 
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Figure 12: Average cost of active ACC claims by age, Whanganui District and New Zealand, 2015 

Source of data: Accident Compensation Corporation. Graphic and analysis by HealthSearch Ltd. 

 

COST OF ACTIVE ENTITLEMENT CLAIMS 

In Whanganui in 2015, there were 4,134 active entitlement claims (i.e. new and ongoing entitlement claims 
for relatively serious injuries).  These entitlement claims comprised just 19% of all active Whanganui claims, 
but, because of their seriousness, they cost $32,216,887 - 87% of the total cost to ACC of Whanganui’s active 
claims for the year.  
 
The average cost of Whanganui’s active entitlement claims in 2015 was $7,793 per claim, 5% less than New 
Zealand’s average of $8,219 per claim. 
 
 
 

Road Crashes 

 
 
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 

• 458 people with minor injuries.2 
 
Sixty percent of the people killed or seriously injured were male and 40% were female. 
 
Most fatal or serious casualties were aged 15–64 (81%) (figure 13, next page).   

                                                             
2  NZTA’s Communities At Risk Register 2010–2014 shows the Whanganui District recorded 8 fatal or serious road 

crashes per 100 million vehicle kilometres travelled.  This was the 16th highest personal risk score out of 66 
territorial local authority areas in NZ. Opotiki District had the highest personal risk score: 14 fatal or serious road 
crashes per 100 million vehicle kilometres travelled. 
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Ratios of fatal to serious casualties were relatively high for men aged 25–44.   

By contrast, men aged 45–64 featured often as serious casualties, but not as fatalities.  

 
Source of data: New Zealand Transport Agency. Graphic and analysis by HealthSearch Ltd. 

 

TYPES OF ROAD USER INJURED 

In 2011–2015 Nearly two-thirds (64%) of casualties were drivers and passengers in cars, SUVs and vans.  The 
next biggest casualty groups were cyclists (12%), motorcyclists (9%) and pedestrians (9%). 
 

LOCATION OF CRASHES 

Most of the district’s injury crashes occurred either in Whanganui City itself or on State Highways 3 or 4 
(figure 15, page 21). 
 

CRASHES ON URBAN AND OPEN ROADS 

There were considerably more injury crashes on Whanganui’s urban roads (321) than on its open roads 
(125).  But fatal crashes were more common on open roads (10) than urban roads (5).    
 
October was the month with the most open-road injury crashes.  May had the most urban road injury 
crashes.  
 
The highest numbers of injury crashes on urban roads occurred on Wednesdays.  The lowest were on 
Sundays.  On open roads, injury crashes occurred most often on Saturdays. 
 

Figure 13: Serious and fatal injury road casualties, Whanganui District, by age and gender, 2011–2015 
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The most common time of day for urban-road injury crashes was between 3pm and 4pm.  For open road 
injury crashes it was between 2pm and 3pm. 
 

AT-FAULT DRIVERS 

Of the Whanganui injury crashes reported to be fully or partly the fault of one or more drivers, 62% of the 
drivers at fault were male.  In particular, a high number of injury crashes were wholly or partly the fault of 
young adult male drivers, especially male drivers aged 20–24 (figure 14).   
 

 

Source of data: New Zealand Transport Agency. Graphic and analysis by HealthSearch Ltd.   
Excludes 15 at-fault drivers whose age and gender were unknown. 

 

CONTRIBUTING FACTORS CAUSING INJURY CRASHES 

Overall, poor observation was the commonest contributor to injury crashes, being a factor in 51% of crashes.  
 
The two commonest reported contributing factors to injury crashes on open roads were poor vehicle 
handling and going too fast. 
 
For crashes on urban roads, the biggest factors were poor observation and failing to give way or stop. 

 
SOCIAL COSTS 

The total social cost of injury road crashes in the district is estimated to be about $31 million a year.  The 
average cost of each injury crash is estimated to be over $347,000. 
 

Figure 14: Drivers at fault or partly at fault for injury road crashes, Whanganui District, by age and 
gender, 2011–2015 
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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. 

Figure 15: 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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Suicide 

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 have risen again in in 2014/15 and 
2015/16, although data for these latest two years is provisional (figure 16). 
 
Figure 16: Suicides and possible suicides, Whanganui District, 1 July 2007–30 June 2016 

 
Source of data: Coronial Services. Graphic and analysis by HealthSearch Ltd. 

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 

 
Over the five years 2011 to 2015, there were 9 drowning deaths in 
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). 

 
 

  

 
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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Crime Statistics 

 

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 
Whanganui District.   
 
The most common type of offence in these proceedings was assault (17% of all proceedings, table 1). 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.  
 
Table 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 of data: NZ Police. Table and analysis by HealthSearch Ltd. 
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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 (figure 17).  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 17: Police proceedings, by type of offence (top 18 ranked) and gender of alleged offender, 
Whanganui District, 1 July 2015–30 June 2016 

Source of data: NZ Police. Table and analysis by HealthSearch Ltd. 

 

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). 
 

ETHNICITY OF OFFENDERS 

Over half of all proceedings (1,293 or 56%) were 
initiated against Māori alleged offenders.  Thirty-eight 
percent were initiated against Europeans, and 3% 
against people from other ethnic groups.  (The 
ethnicity of a further 3% was unknown.) 

 

 

 

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. 
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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 18).  
 
Figure 18: Relationship of offender to victim, assault proceedings, 
Whanganui District, 1 July 2015–30 June 2016, (n=385) 

 

 

VICTIMISATIONS 

In 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%).  

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.  
 
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. 

 
 
 
 
 

 
 

 
 
 

Source of data: NZ Police. Graphic and analysis by HealthSearch Ltd.  
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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 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. 
 
Over this period, the Whanganui suburb (census area) with the most recorded locatable victimisations was 
Cook’s Gardens, in the centre of Whanganui City.  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 19).  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).  
 

 
 

TIMING OF VICTIMISATIONS 

Of the locatable victimisations in 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).  
 
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 20).  They rarely occurred in 
the middle of the night. 

Figure 19: Census Meshblock 1698900, Cook’s 
Gardens, Whanganui District 

Data source: NZ Police. Maps by HealthSearch Ltd using Open Street Map: © 

OpenStreetMap contributors, http://www.openstreetmap.org/copyright 

Figure 20: Hours of the day when crime victimisations occurred, Whanganui District, 1 July 2015–30 June 

2016 (n=1,345)  

Source of data: NZ Police. Graphic and analysis by HealthSearch Ltd.  
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Family Violence 
 

 

ESTIMATES OF THE COMMUNITY PREVALENCE OF FAMILY VIOLENCE 

 
Intimate partner violence: The most reliable NZ studies suggest that over a 12-
month period, 5% of ever-partnered women experience physical and/or sexual 
intimate partner violence.  If psychological/emotional abuse is included, 18% 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).   
 
Student’s witnessing of violence and harm in their home: A 2012 survey of NZ 
secondary school students looked at a range of issues including student’s self-
reported witnessing of violence and harm in their home (Adolescent Health 
Research Group 2013).  The survey found that, in the last 12 months: 

 
• 48% of NZ secondary school students had witnessed adults in their home 

yelling or swearing at each other 

• 7% had witnessed adults in their home hitting or physically hurting each other 

• 14% had been hit or physically harmed on purpose by an adult at home 

• 50% had witnessed adults in their home yelling or swearing at a child (other 
than themselves) 

• 14% 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 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 the family violence victim 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). 
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PROTECTION ORDER APPLICATIONS AND OUTCOMES,  
WHANGANUI DISTRICT COURT, 2007–2016 

 
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. 

 
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) was made in 
2012.   The highest number of Protection Order applications (and granted applications) was 
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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Hazardous Alcohol Consumption 
 

PERCENTAGE OF 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). 

  

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.  
 
In 2011–14, the NZ Health Survey estimated 
almost 19% of Whanganui [DHB] District people 
aged 15+ were potentially hazardous drinkers (see 
box at left). This was over 3 percentage points 
higher than in New Zealand as whole.   
 
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 men aged 65+ (6%).   
 
In terms of ethnicity, Whanganui Māori (33.1%) 
were more likely than non-Māori (15.4%) to be 
potentially hazardous drinkers. 
 
As at August 2016, there were 99 licensed liquor 
outlets in the Whanganui District. This included 
22 off-licence outlets, 46 on-licence outlets and 
31 club licence outlets.  
 
Whanganui Central, Gonville, Castlecliff and 
Whanganui East were the four areas of the city 
with the most liquor outlets.  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 2017).   
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Fires 

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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Perceptions of Safety 
 

 

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) 
• ‘Seldom, or never, felt safe in the CBD in the evening’ (11%)1 
• ‘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%).2 

1 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. 

2 Main reasons for intending to leave were: ‘better job opportunities’ (35%), ‘to be closer to family 

and friends’ (21%), ‘bigger cities brings 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%).  

Source: Versus Research (2016).  
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The Consultation Approach 

The consultation consisted of face-to-face interviews and focus groups conducted in Whanganui over nine 
days in late February and early March 2017.  Altogether, 29 people participated in face-to face interviews 
and nine in two focus groups, including a dedicated iwi/ Māori group.  Consultees were individually 
approached 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:  health, justice, emergency or social services; local government; or Māori 
organisations.  Some were linked to Safer Whanganui as either past or present Reference Group members.  
Others had no formal ties with Safer Whanganui.  
 
Interviews were around an hour in length.  Focus groups were an hour and a half.  Consultees were asked to 
describe the significant safety, harm and injury issues they believed were currently affecting certain groups 
or communities in the Whanganui District.  For each safety, harm and injury issue identified, based on their 
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 

• existing 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). 

The focus groups and all but one of the interviews were audio-recorded.  To analyse the consultation results, 
notes were made by the research team while listening back to the audio-recordings.  The completed notes 
were then re-read several times to identify recurring themes and ideas.  After further brainstorming, a final 
list of themes and topics was developed that the research team agreed best reflected the range of safety, 
harm and injury issues the consultees had defined as significant.  These themes and topics are summarised 
below (in no particular order), including suggestions consultees made about gaps and future needs.  A 
separate section summarises the advice from the iwi/ Māori focus group.   
 

Falls by Older People 

In Whanganui District, falls are the leading cause of injury death in people aged 75+ (66% of all injury 
deaths).  Falls are also the leading reason older people in the district are hospitalised (87% of hospitalisations 
for women aged 85+; 77% of hospitalisations for men aged 85+).  

Often falls by older people 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 and therefore more 
easily broken.  A hip fracture is a major injury, usually requiring 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. 
 
Consultees mentioned a range of factors increasing the risk of older people in the district experiencing 
harms from falls including: 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 whānau/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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Consultees mentioned several existing services or interventions in the district designed to reduce harms 
from falls by older people including: the Whanganui Falls Team’s 1) Falls Prevention Service, 2) Falls 
Prevention Nurse and 3) Fracture Liaison Service; Age Concern Whanganui’s ‘Steady As You Go’ peer-led, 
group-based, mobility, flexibility and balance programme; home safety checks, assessments and referrals by 
St John Ambulance and NZ Fire Service.  
 

Falls By Older People: 

Advice from consultees about needs/ gaps/ future interventions 

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. 

 

 

Adolescent Mental Health 

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.   Types of problems include depression, anxiety, self-harm 
(e.g. cutting), and suicidal thoughts or threats.  There have been some incidents of copy-cat self-harm among 
the district’s teenagers. 
 
Contributing factors consultees mentioned included: bullying; social media and 24/7 connectivity; exposure 
to sex and sexual images at a much younger age than previously; sensationalising 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. 
 
Existing services and interventions include: upscaling mental health promotion initiatives and outpatient 
treatment, partly in response to national initiatives such as the Prime Minister’s Youth Health Project; school 
bullying prevention initiatives; Rainbow youth projects; a growing more-holistic approach to mental health 
and addiction treatment services involving young people’s whānau/families and social systems. 
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Adolescent Mental Health 

Advice from consultees about needs/ gaps/ future interventions 

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, 
addessing 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. 

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. 

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. 

 

Suicide 

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 consultees mentioned included: 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. 
 
Existing services or interventions mentioned included: suicide prevention training courses available as part of 
Kia Piki Te Ora, the suicide prevention programme run by Nga Tai o Te Awa; 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; a short film #sayyesaotearoa made by local youth; a multi-agency 
well-being and suicide prevention group (WASP); the DHB’s response to copy-cat self-harm incidents and its 
increased liaison with community mental health services. 
 

Suicide 

Advice from consultees about needs/ gaps/ future interventions 

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 more integrated patient 
data system that spans both 
secondary and primary health, so all 
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 DBH mental health 
services. 

 



41 | Safer Whanganui Community Needs Assessment 2017: Summary Report 
  

Hazardous Alcohol Use 

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.  From data 
collected in 2011–14, the NZ Health Survey estimated that almost 19% of Whanganui [DHB] District people 
aged 15+ were potentially hazardous drinkers (Ministry of Health 2015).  This was over 3 percentage points 
higher than in New Zealand as whole.  
 
Contributing factors consultees mentioned included: 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). 
 
Existing services or interventions mentioned included: laws, regulations and guidelines (e.g. alcohol ban 
areas; the Council’s Licence to Occupy policy for outdoor seating areas, Whanganui District Council’s 
Proposed Draft Local Alcohol Policy); alcohol health promotion and education campaigns (e.g. a community 
development initiative that brings together teenagers not currently attending high school and forms them 
up into sports teams to play in local leagues; alcohol treatment and rehabilitation services).  
 
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. 
 

Hazardous Alcohol Use 

Advice from consultees about needs/ gaps/ future interventions 

Make more effective use of social media to 
communicate alcohol health promotion 
and safety messages to young people. 

Develop better options for people in 
remote rural areas to access 
alcohol, drug and mental health 
treatment services. 

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 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. 

More comprehensive recording of alcohol-related emergency 
department visits. 

 
 

Methamphetamine/P 

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.  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. 
 
Consultees working in mental health and alcohol and other drug services 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.  Methamphetamine/P was reported to cause a 
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variety of harms, including financial harm to the family of the user.  The drug also tends to be linked more 
closely than other drugs to violent and criminal sub-cultures (e.g. gangs). 
 
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.  
 

Methamphetamine/P 

Advice from consultees about needs/ gaps/ future interventions 

Undertake more local research to investigate the feasibility and effectiveness of establishing peer-led self-help groups 
for Methamphetamine/P relapse prevention. 

 

Family Violence 

Family violence can be defined as harm or violence perpetrated on a child, young person or adult 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.  
 
Almost all consultees identified family violence as a significant issue in the Whanganui District.  Some noted 
there was perhaps more encouragement and support in the district than elsewhere for people to report 
family violence to relevant agencies.  
 
The Whanganui Family Violence Intergrated 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.3  During 2016, participating agencies in the 
Whanganui FVIS actively worked with a total of 443 whānau and families. 
 

Family Violence 

Advice from consultees about needs/ gaps/ future interventions 

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 
a child who has 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. 

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. 

 

                                                             
3  Participating agencies include: 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; and Women’s Refuge. 
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Elder Abuse 

Elder abuse generally 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.  
 
Consultees noted that referral trends suggest the number of people in the 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.  In the 2016/17 financial year, Age Concern Whanganui 
recorded 116 referrals and 226 enquiries to its Elder Abuse and Prevention service. 
 
Existing services or interventions include:  Age Concern Whanganui’s Elder Abuse Specialist; Citizens Advice 
Bureau (CAB) which responds to requests for information and counselling from older people experiencing 
elder abuse; hospital and primary care falls services, which screen and refer clients for possible elder abuse. 
 

Elder Abuse 

Advice from consultees about needs/ gaps/ future interventions 

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. 

 

Work Safety 

This category refers to the prevention of injuries at work, including some work-related psychological and 
gradual-process injuries.    Examples of work-related harm given by consultees were: manual handling 
injuries (factory); injuries from lifting patients (health and residential care); repetitive strain injuries; hearing 
loss; work-related stress.  Contributing factors included: workers’ inattention; doing work tasks the easiest 
way instead of the safest way; lack of safety programmes in some workplaces. 
 
Examples of existing workplace interventions described by consultees included: the Health and Safety at 
Work Act 2015; Worksafe New Zealand; ACC’s website information; NZ Institute of Safety Management’s 
activities; introduction of restorative practices to promote a workplace culture based on positive 
relationships; residential care facilities about to have a ‘no lift’ policy; Fire Service provided ‘lift assists’;  
comprehensive safety programme in one factory that includes taking a holistic approach to safety, health 
and well-being, developing detailed written safety manuals and procedures, safety training for all staff 
(including casual staff), adopting a no-blame policy for incidents, recording all incidents including near-
misses and aches and pains, and promoting safety as an aspect of a family-focused workplace. 
 

Work Safety  

Advice from consultees about needs/ gaps/ future interventions 

More workplaces could have 
comprehensive/ systematic safety 
programmes. 

Deal with workplace stress and 
encourage a workplace culture of 
positive relationships. 

 

Have a work safety representative 
on Safer Whanganui 

Increase the local membership of NZ 
Institute of Safety Management. 

Local health and safety forum could be set up (a previous attempt did not 
succeed). 
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Farm and Rural Safety 

In 2015, 15% of all new ACC work-related injury claims in the Whanganui District came from agriculture, 
forestry and fishing. Three percent of new claims for moderate or serious injury (‘entitlement claims’) were 
the result of incidents on farms.   
 
Factors that consultees identified as adding to the risk of working on farms and as impacts from rural 
activities included: 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; financial pressure on the farming 
sector, especially dairy. 
 

Farm and Rural Safety 

Advice from consultees about needs/ gaps/ future interventions 

Encourage people living and working in 
remote rural areas of the district to obtain 
and use a Personal Locator Beacons (PLB). 

PLBs 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.  

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. 

 
 

Road Crashes 

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. 
 
Factors consultees mentioned that added to the risk of road traffic crashes in the district included: 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. 
 
Local initiatives to reduce traffic crashes include: improved Distrcit Council road design; police road crash 
prevention operations concentrated on urban road injury crash hotspots; Horizons Regional Council road 
safety initiatives (e.g. intersections; carseat and seatbelt use); Age Concern Whanganui’s ‘refresher’ 
workshops for older drivers. 
 

Road Crashes 

Advice from consultees about needs/ gaps/ future interventions 

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 

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.  
 
Consultees mentioned a range of factors shaping the risk of fire deaths in the district including: 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. 
 
Existing services or interventions mentioned included: NZ Fire Service Free Home Safety Checks and Smoke 
Alarm Installation, with referrals to the check scheme coming from a variety of agencies including St John, 
Plunket, Birthright and Oranga Tamariki, Ministry for Vulnerable Children (previously Child, Youth and 
Family).  Referrals can be made using an online referral form available on the Whanganui District Council’s 
website.  Consultees suggest Whanganui is now leading the country in rates of smoke alarm installation. 
 

Fire-related Harm 

Advice from consultees about needs/ gaps/ future interventions 

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. 

Natural Disasters 

An aspect of community safety includes developing emergency management strategies to prevent or reduce 
the negative effects of natural disasters.  Consultees noted the Whanganui District has a number of 
significant natural disaster risks, two of the most important being: 
 
Flooding and slips resulting from major weather events, including flooding of Whanganui City by the 
Whanganui River.  In the last three decades, seven Civil Emergencies have been declared in the district 
caused by extreme weather events and threat 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 on the district’s roads.  
Many rural people were cut off from vital services.   
 
A major earthquake.  Whanganui is one of the oldest cities in New Zealand.  Many buildings in the central 
business district are made of un-reinforced masonry.  These kinds of buildings are highly vulnerable to 
damage in a substantial earthquake. 
 
Other type of possible disaster scenarios consultees mentioned included: disease pandemics (e.g. influenza); 
tsunami; rail accidents; total failure of infrastructure and/or communication networks; acts of terrorism. 
 
Factors consultees said add to the risk of harm during natural disasters included: 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 and lacking experience in how to cope in a rural disaster; 
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new houses being built in hazard zones on subdivided rural land but only to minimum building code safety 
standards.  
 
Examples of local interventions and services aimed at preparing for or minimisng the impact of natural 
disasters include: the Whanganui District Council’s Emergency Management Team responsible for co-
ordinating the district’s response to emergencies, e.g. risk assessment, hazard advice, public education (e.g. 
signage showing flood hazard areas), training volunteers, and preparing equipment and plans.  
 

Natural Disasters 

Advice from consultees about needs/ gaps/ future interventions 

More efforts to improve the community’s disaster preparedness, especially in areas at proven risk. 

 
 

Social Conditions Shaping the Risk of Harm 

Consultees frequently referred to several broader social situations and conditions in the district that in their 
view significantly shape people’s chances of being hurt, harmed or injured.  Factors they often mentioned 
included:  

• Employment and labour market conditions; a lack of jobs 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 box next page). 

• 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 local 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. 
 

Social Conditions Shaping the Risk of Harm 

Advice from consultees about needs/ gaps/ future interventions 

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 spaces and systems 
(e.g. smaller homes; living more communally; 
low carbon footprint; promoting greater self-
management of health and social needs). 
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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: 

 

‘There is a big subset of people in 
Whanganui who are socially isolated 
elderly.  They’re falling between the 
cracks.’ 

 

‘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.’ 

 

‘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.’ 
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Iwi/ Māori Perspectives 

 

MOST SIGNIFICANT HARMS AND ISSUES 

The iwi/ Māori focus group identified suicide, motor-vehicle accidents and assaults as some of the most 
significant harms Māori 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’.   
 
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 consultees thought it was increasing again. 

 
UNDERLYING RISK FACTORS AND CONDITIONS 

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, including: 

• 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:  

• Pressures to turn up at school every day, to pass exams, and to get high marks. 

• Uncertainties about what to do when they leave school (careers, jobs). 

• Tensions arounds friendships, and romantic or sexual relationships. 

• The impact of bullying. 

• Employment and financial demands on working age people (including family caregivers), 
contributing to: 

• Heavy use of alcohol and other drugs after work to relieve stress. 

• Accidents and injuries through tiredness and exhaustion. 

• Sports injuries through lack of time to get properly fit. 

• Lack of social contact and support for kaumātua, contributing to: 

• Loneliness, depression, anxiety. 

• Falls and other accidents, delays in treatment. 

• Rising rents and a shortage of satisfactory rental housing in the city, contributing to:  

• Whānau having to make do with unsafe, low-grade accommodation or precarious living 
arrangements (‘couch surfing’, bedrooms in garages). 

• 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. 

 

SUGGESTED SOLUTIONS AND RESPONSES 

Interventions proposed by the group to address factors increasing the vulnerability of whānau in Whanganui 
to injury and harm are summarised below. 
 

Advice from iwi/ Māori focus group about needs/ gaps/ future interventions 

Increase quality affordable housing 
stock for low-income families. 

Explore new social housing 
programme opportunities, including 
papakainga 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. 

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 (Trust 
targets Māori) including initiatives 
from the five strands for supporting 
whānau: 

• Housing and tools 

• Jobs and pathways 

• Health 

• Education 

• 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. 
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Appendix A – 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+). 

Median age: 42 

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. 

  

History 
First settled by Māori, the Whanganui 
district was favoured for its fertile soils 
and proximity to the 290km long 
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 became a major trading, 
farming and tourism centre.   

Urban and rural 
Ninety percent of the district’s residents 
live in Whanganui City, the largest urban 
centre.  The remainder live in rural areas 
(e.g. Fordell-Kakatahi, Maxwell). 

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

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+. 

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+   

Ethnicity and cultures 
In the Whanganui District, 9,141 residents self-identify as Māori.  This is 22% of 
the population, a higher proportion than in New Zealand generally (14%).   

Te Āti Haunui-a-Pāpārangi is the largest iwi represented (2,850 people).  The 
main regions to which people of Māori descent have iwi affiliations are: 

• Whanganui/Rangitikei (35%) 
• Taranaki (15%) 
• Te Arawa/Taupo (12%) 
• Te Tai Tokerau/Tamaki-makaurau (10%) 
• Waikato/Te Rohe Potae (7%) 
• Te Matau-a-Maui/Wairarapa (7%) 
• Te Tai Rawhiti (7%) 
• Tauranga Moana/Mataatua (6%) 
• Te Waipounamu/Wharekauri (6%) 
• Manawatu/Horowhenua/Te Whanganui-a-Tara (6%). 

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

A total of 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%). 

In 2013, 1,149 Asian people lived in the district – 3% of the population compared 
NZ’s 11%. There were also 1,113 Pacific people – 3% of the population compared 
to 7% nationally.  

Whanganui District and surrounding areas  

 
Graphic by HealthSearch Ltd.  Base map: Statistics NZ. 
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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.   

 

 

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. This was 39% and 14% respectively of all 
the people aged 15+ in the district. 

The percentage of people in the district in full-time employment 
was lower than in NZ generally (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%).  

Industries and occupations 
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%). 

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%).   

Income sources 
Reflecting Whanganui’s older population, in 2013 the rate of 
people in the district with income from New Zealand 
Superannuation or Veteran’s 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 Veteran’s Pension. 

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 
NZ’s 47%).  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. This rate of family trust 
ownership was similar to NZ 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 
NZ’s 33%).   

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%). 

Compared to NZ, the district had a 
lower rate of people living in 
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%). 

One-person 
households 
The Whanganui District 
had a much higher 
proportion of people 
living in one-person 
households than in NZ 
generally (14% compared 
with NZ’s 9%).  

Altogether, 5,460 people 
in the district were living 
in one-person 
households.  

This means that about a 
third (32%) of the 
district’s 17,310 
households were one-
person households. 

 

Graphic by HealthSearch Ltd 

based on Statistics NZ 

StatsMaps. 
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Appendix B – Notes on the Report 
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 in the report 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.   
 
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. 
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Disclaimer 
This report has been prepared by Ian Hodges, Caroline Maskill and Julia Maskill of HealthSearch Ltd (Auckland), under contract to ACC on behalf of 
the Safer Whanganui Steering Group (SWSG).  The views of the authors do not necessarily represent the views or policies of ACC or SWSG.  While 
every effort has been made to ensure that the information in the report is accurate, readers should recognise that the data has been supplied by 
various agencies and compiled from a range of sources. Neither HealthSearch Ltd, ACC or SWSG, nor any of the contributing agencies, will be held 
liable for any misleading or incorrect information provided here, nor for the consequences of any decisions based on the information.  
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