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REPORT SUMMARY

This report aims to assist Tui Ora and the InjuajeSAdvisory Group to identify the
types of injuries, population groups and injurydbons that should be given priority
in the work of a community injury prevention progmae in New Plymouth District.

The information in the report comes from three nsaarces:

research literature and other documentation oniguevNew Zealand and
overseas community injury prevention programmes

available statistical data on injuries in New PlyrtioDistrict

consultation with key people and organisations ewNPlymouth District with
an interest in injury and injury prevention.

What is community-based injury prevention?

Community-based injury prevention is when peopld arganisations located in a
district, city, town or neighbourhood work togetherdesign and implement strategies
to reduce the incidence or severity of injury imittpopulation.

Building on the social work tradition of communitlevelopment (Bjaras 1992),
community injury prevention emphasises the usent#rsectoral collaboratiorand
community participation. Community members define the injury problems they
consider important. They then build awarenesseartdusiasm amongst other local
people and organisations to take ownership of tfeblems and their solutions
(Simpson 1999; Coggan and Simpson 1999).

This contrasts with other approaches to injury préwn that rely on centralised, top-
down approaches, such as laws and regulationsc@pulsory seat belt wearing) or
national education or media campaigns (Moller 1995)

The WHO Safe Communites model

During the 1980s, in parallel with other developtsesuch as the Healthy Cities
movement and the release of the Ottawa ChartereaithHPromotion, the community
injury prevention approach pioneered in Falkopirasvurther refined, evolving into
what is today known as the “Safe Communities” moftel community injury
prevention.

Key organisations and individuals involved in tisrk included the World Health
Organization (WHO), programme managers in the uaridwedish community-based
injury initiatives, public health specialists fromte Karolinska Institutet at the
Department of Social Medicine in Stockholm, andiBrry Moller from Australia.



In 1989 in Stockholm, at the First World Conferenme Accident and Injury
Prevention, which included 500 delegates from S@ntes, the Manifesto For Safe
Communities was issued (Moller 1995) and, in 19%ie First International
Conference on Safe Communities was held in Falkgpin
The WHO has continued to take the lead in suppptie development of the Safe
Communities concept internationally. Today, the @/Kollaborating Centre on
Community Safety Promotion, based at Stockholm’soKiaska Institutet, sponsors
the Safe Communities network. This network comsistall communities around the
world designated as WHO Safe Communities. The$e Gammunities are required
to:

form a cross sectoral group responsible for inprgvention

involve the local community network

address all ages, surroundings and situations

address the concerns of high-risk groups (suclhigdren and the elderly), high-
risk environments and aim to ensure equity for gcdble groups

have a mechanism to document the frequency anésadsnjuries
take a long-term approach

undertake evaluations that include indicators shgweffects and provide
information on the process as it advances

identify relevant organisations in the community aassess their potential for
participation in the programme

ensure the participation of the health care comtyuniboth the registration of
injuries and the injury prevention programme

aim to involve all levels of the community in salgithe injury problem
disseminate information on the experience botlonatly and internationally
be willing to contribute to the overall network ®fe Communities.
To date, sustained community injury prevention paogmes have been documented
and evaluated in five New Zealand locations:
Waitakere City (in the west of the Auckland metritjao area)
Waimakariri District (in North Canterbury)

Kawerau (in the central North Island)



Gisborne City (on the East Coast of the North &)an

Ruatoria (also on the East Coast of the North t§lan

The five NZ programmes have generally includeafthe following key features:

identification of asingle agency that takes legal and fiscal respondity for
the programme

establishment of amtersectoral Advisory Group made up of representatives
from local organisations and community people witktake in injury prevention

establishment of one or moM/orking Groups that focus on identifying
suitable activities for reducing particular kinddmuries

employment of one or more full or part-time progra@Co-ordinators.

Demographic profile of New Plymouth District

New Plymouth District (NPD) is the northernmosttlofee territorial local authorities
in the Taranaki region, situated on the west cobite North Island of New Zealand.

Around 67,000 people currently live in NPD. Thepresents two percent of the New
Zealand population and two-thirds of the populatbthe Taranaki region.

Compared with New Zealand as a whole, NPD has aively low proportion of
young adults (aged 20-34) and a high proportioeldérly people (aged 70+).

Fifteen percent of the NPD population is Maori l{ghgly lower proportion than New
Zealand overall). A very low proportion of the pigtion is Pacific or Asian,
compared with the national average.

Patterns of injury in New Plymouth District

Deaths from injury
Each year, an average of 30 New Plymouth DistNE&[) residents die as a result of
injury.

Rates of injury deaths in NPD are around 15 pertesd than New Zealand as a
whole (age-standardised rates).



Two out of three injury deaths each year in the N#® due tainintentionalcauses
(19 per year}. The three main causes of these unintentionatyimjeaths are:

motor vehicle crashes (10 per year)
falls (3 per year)
unspecified fracturég2 per year).

One in three injury deaths each year in the NPDdaeetointentional causes (10 per
year). Nearly all of these intentional deathssarneides or self-inflicted injury (9 per
year).

Injury death rates (intentional and unintentiomgiiies combined) are highest among
the oldest age group (80+) and 20-29 year olds]amest among 0-9 year olds.

Intentionalinjuries (especially suicide and self inflictedguiry) cause at least half of
all deaths among NPD 10-19 year olds and 40-49glear In all other age groups in
the NPD,unintentionalinjuries are the most common cause of death.

NPD males are over two-and-a-half times more likehn NPD females to die from
injuries.

NPD Maori are just over twice as likely as NPD ridaeri to die from injuries.

Injury death rates in the New Plymouth District @dween reasonably similar to the
national average over the period 1989-1998.

Hospitalisations for injury

In the year 2000, 1,374 New Plymouth District resid were admitted to public
hospitals for injuries.

NPD residents are around 11 percéess likely than all New Zealanders to be
hospitalised for injuries (age-standardised rates).

In 2000, the vast majority (92 percent) of hospttlons for injury among NPD
residents were due tmintentionalcauses. Only eight percent of hospitalisatioms fo
injury were due tontentionalcauses.

In 2000, there were 1,265 hospital admissionaufontentionalinjuries among NPD
residents. The most commgroupsof injuries were:

falls (367 admissions = 29 percent)
unspecified fractures (191 admissions = 15 percent)

! Injuries were classified using “E-codes” as infeld in the International Classification of Diseases
(ICD) coding system. E-codes classify various emunental events, circumstances and conditions as
“external causes” of injuries and poisonings. Bfieevision of the ICD coding system applies to both
the mortality and hospitalisation data includedhis report.

2 These may include some fractures caused by falls.



motor vehicle crash injuries (132 admissions = é@ent)
other transport injuries (83 admissions = 7 peicent

In 2000, there were 103 hospital admissionsritantionalinjuries for NPD residents.
Nearly three out of four of these hospitalisati¢ii8 percent) were for suicide and
self-inflicted injury.

During the three-year period 1998-2000, 3,394 NBS&ldents were hospitalised for
injuries. These hospitalisations were most commdmi the following sixspecific
type of injuries:

unspecified fractures (122 hospitalisations per yehl percent)

falls - slipping, tripping, stumbling (114 = 10 pent)

other falls from one level to another (88 = 8 patte

motor vehicle crash injuries involving drivers @ssengers (68 = 6 percent)
injuries from cutting and piercing instruments 6 percent)

suicide attempts and self-inflicted injury (61 pércent).

People from the oldest age group (80+) were byhfamost likely to be hospitalised
for injuries during 1998-2000. People in the meddige groups (30-69) were least
likely to be hospitalised.

From 1998-2000, NPD males were 60 percent mordylitee be hospitalised for
injuries than NPD females (age-standardised rat®i)les had higher hospitalisation
rates for injury than females in all age groupsegx&0+.

10-19-year-olds and 20-29-year-olds were most kel hospitalised fomtentional
injuries.

From 1998-2000, NPD Mé&ori were 24 perclasslikely than NPD non-Mé&ori to be
hospitalised for injuries.

Over the past 12 years, trends in hospitalisatfonsnjuries among NPD residents
have fluctuated slightly, but current age-standaadlirates (2000) are nearly the same
as they were in 1989. This contrasts with aveidg® Zealand hospitalisation rates
for injury, which have steadily increased since498

Emergency department attendances for injury

In the year 2000, there were 6,531 attendancemjiaties among NPD residents at
public hospital Emergency Department clinics (EDs).

Overall, NPD males were 56 percent more likely t\EDs for injuries than NPD
females (age-standardised rates).

10-19-year-old males and females, 20-29-year-oltesnand 80+-year-old females
were most likely to attend EDs for injuries.



NPD Maori were 35 percetesslikely to visit EDs for injuries compared with NPD
non-Maori.
The three leading causes of injuries for which N#&bple visited EDs in 2000, were:
falls (2,290 visits = 35 percent)
blunt trauma (1,412 = 22 percent)
penetrating trauma (817 = 13 percent).

The most common locations where injuries occurradreg NPD people who visited
EDs for injury were:

domestic situations (e.g. people’s homes) (3,3%Bsv+ 51 percent)
sports / recreation venues (952 = 15 percent)
public areas (634 = 10 percent)
vehicles (614 = 9 percent)
work (587 = 9 percent).
In 2000, males were much more likely than fematesisit EDs for injuries in all

locations, but the biggest differences were fauries that occurred at work and sports
/ recreation venues.

ACC injury claim statistics

In the 2000 / 2001 financial year, 2,350 new estiént claims for injuries were made
to ACC in New Plymouth District.

NPD people were 12 percent more likely to makentdathan New Zealanders in
general.

Males were 69 percent more likely than females gplyafor ACC compensation
during this time (age-standardised rates).

For males, the highest claim rates were among 1$ead olds, whereas for females,
75+-year-olds had the highest claim rates.

Children (aged 0-4 and 5-14) had by far the lowestt ACC claim rates in 2000 /
2001.

The highest numbers of claims were made for ingutti@t occurred:
in home / community situations (874 claims = 37cpat)

at work (586 = 25 percent)
at sports / recreation venues (461 = 20 percent).



In 2000 / 2001, NPD males were far more likely tiamales to make claims for
injuries sustained at work, and at sports / remeatenues.

Altogether, in the 2000 / 2001 financial year, o$drl million was spent on ACC
claims in New Plymouth District.

On average, each local claim cost $4,990, which®dagercent less than the national
average of $7,691.

Land transport crash statistics

In 2000 in New Plymouth District, 149 road crashes 216 casualties (injuries and
deaths) were reported to the Police.

NPD had slightly higher crash and casualty ratespaoed with similar areas as well
as New Zealand as a whole (although NPD’s repontitgs are likely to be higher
than average).

Local crash and casualty rates were highest omustae highways (compared with
urban and rural local roads and rural state higlsjvaypd were considerably higher
than those in other similar areas and the New Beadaerage.

As for the rest of New Zealand, and similar aré&&sy Plymouth District’s crash and
casualty rates have been steadily declining ovepést 12 years.

Of the 886 injury crashes reported to the PoliceeDistrict during 1996-2000, most
involved minor injuries (71 percent). Crashes imng serious and fatal injuries
were more likely to occur on rural roads than urtzads.

Over the period 1996-2000, the most frequent tyde®ad users involved in injury
crashes were:

car / van drivers (608 = 43 percent)
car / van passengers (142 = 25 percent)
motorcyclists (99 = 12 percent).

From 1996-2000, there was a significantly higherceetage of motorcyclist
casualties on both urban and rural roads in NewmBlth District compared with
similar areas in New Zealand as a whole.

The most common types of reported injury crasheBIRD in 1996-2000 resulted
from:

crossing / turning movements
losing control or meeting another vehicle head-omaad bends

rear-end / obstruction situations (such as crasimtaythe back of a parked or
slow-moving vehicle).



Poor observation and failing to give way or stopevey far the two most frequent
contributing factors to injury crashes in NPD dgrit996-2000.

In a survey conducted at the beginning of this y2801), 93 percent of adults sitting
in the front seats of vehicles in Taranaki were nmgaseatbelts (one percent higher
than the national average).

In the latest survey of back-seat passengers ian&&r (conducted in 2000), 66
percent were found to be wearing seatbelts (10epétess than the national average).

In the latest survey of child-restraint use (condddan 2000), 77 percent of Taranaki
children were using a restraint (two percent lbas tthe national average).

In another 2001 survey, 95 percent of Taranakiistgchere wearing cycle helmets
(one percent higher than the national average).

The LTSA estimates that the “social cost” of injunashes in the year 2000 in NPD
was over $44 million, the majority of which ($28llwin) was due to crashes on urban
state highways.

Police statistics

The last three years of New Plymouth area Poliegistits show that there are
averages of 770 violent crimes and 63 sexual crimégew Plymouth area each year.
Serious assaults (average 285 per year), minoulés$a42) and other violence (174)
are the most types of violent crime (these canltr@sintentionalinjuries).

The rates of violent and sexual crimes in the NéynButh area are only slightly
above the average for New Zealand.



Summary of injury patterns, New Plymouth District

DEATHS

Annual numbers 30

(1996-1998)

Injury rates (overall) 41 /100,000

(1994-1998)

Unintentional injury rates 26 /100,000

(1994-1998)

Intentional injury rates 14/ 100,000

(1994-1998)

Most common types of injuries Suicide, self-inflicted injuries

(ranked) Motor vehicle crashes
Unspecified fractures®

HOSPITALISATIONS

Annual numbers 1,131

(1998-2000)

Injury rates (overall) 1,590 per 100,000

(1998-2000)

Unintentional injury rates 1,490 per 100,000

(1998-2000)

Intentional injury rates 129 per 100,000

(1998-2000)

Most common types of injuries Unspecified fractures

(ranked) Falls

Motor vehicle crashes

EMERGENCY DEPARTMENT

ATTENDANCES
Annual numbers 6,531
(2000)
ED attendance rates 10,100/ 100,000
(2000)
Most common types of injuries Falls
Blunt trauma
Penetrating trauma
Most common injury locations Domestic
Sports / recreation
Public area
ACC ENTITLEMENTS CLAIMS
Annual numbers 2,350
(2000 / 2001 financial year)
Claims rates 3,222 per 100,000
(2000 / 2001 financial year)
Most common injury diagnoses Soft tissue injuries
Fracture / dislocations
Lacerations / puncture
wounds
Most common injury locations Home / community
(ranked) Work
Sports / recreation
LAND TRANSPORT CRASHES
Annual numbers of reported 149
crashes (2000)
Annual numbers of reported 216
casualties (2000)
CRIMES
Annual numbers of violent crimes 767
(2000 / 2001 financial year)
Annual numbers of sexual offences 58

(2000 / 2001 financial year)

E These may include some fractures caused by falls.



Summary of injury patterns, New Plymouth District, by sex
MALES FEMALES

DEATHS

Annual numbers 21 9

(1994-1998)

Injury rates (overall)

Over twice female rate

Less than half male rate

Unintentional injury rates

Twice female rate

Half male rate

Intentional injury rates

Nearly five times female rate

Just over a fifth of male rate

Most common types of injuries
(ranked)

Suicide, self-inflicted injuries
Motor vehicle crashes
Unspecified fractures®

Motor vehicle crashes
Unspecified fractures®
Suicide, self-inflicted injuries

HOSPITALISATIONS

Annual numbers
(1998-2000)

636

495

Injury rates (overall)

60 percent higher than

60 percent lower than male

female rate rate

Unintentional injury rates 65 percent higher than 65 percent lower than male
female rate rate

Intentional injury rates 37 percent higher than 37 percent lower than male
female rate rate

Most common types of injuries Unspecified fractures Falls

(ranked) Cuts etc. Unspecified fractures®

Falls

EMERGENCY DEPARTMENT

ATTENDANCES

Annual numbers 3,902 2,629

(2000)

ED attendance rates 56 percent higher than 56 percent lower than male
female rates rates

Most common types of injuries Falls Falls
Blunt trauma Blunt trauma

Penetrating trauma Strain
Most common injury locations Domestic Domestic
Sports / recreation Sports / recreation
Work Public area
ACC ENTITLEMENTS CLAIMS
Annual numbers 1,396 954

(2000 / 2001 financial year)

Claims rates

69 percent higher than
female rates

69 percent lower than male
rates

Most common injury locations
(ranked)

Work
Sports / recreation
Home / community

Home / community
Sport / recreation
Work

E These may include some fractures caused by falls.




Summary of injury patterns, New Plymouth District,

by age groups

YOUNG CHILDREN OLDER CHILDREN AND YOUNG ADULTS MID-AGED ADULTS OLDER PEOPLE
ADOLESCENTS

(0-9) (10-19) (20-29) (30-59) (60+)
DEATHS
Annual numbers 1 4 7 10 9
(1994-1998)
Injury rates (overall) Low Medium High Medium High-very high
Unintentional injury rates Low Low High Low-medium High-very high
Intentional injury rates Very low High High Medium Low
Most common types of injuries Motor vehicle crashes Suicide, self-inflicted injuries Motor vehicle crashes Suicide, self-inflicted injuries Fractures
(ranked) Motor vehicle crashes Suicide, self-inflicted injuries Motor vehicle crashes Motor vehicle crashes

Falls

Suicide, self-inflicted injuries

HOSPITALISATIONS

Annual numbers 210 189 143 287 302
(1998-2000)
Injury rates (overall) Medium Medium Medium Low Medium-very high
Unintentional injury rates Medium-high Medium Medium Low Medium-very high
Intentional injury rates Very low Medium High Medium-low Very low
Most common types of injuries Falls Bicycle injuries Suicide, self inflicted injuries | Suicide, self-inflicted injuries Falls
(ranked) Accidental poisoning Motor vehicle crashes Cuts etc. Motor vehicle crashes Unspecified fractures
Cuts etc. Falls Motor vehicle crashes Cuts etc.
EMERGENCY DEPARTMENT
ATTENDANCES
Annual numbers 1,019 1,666 1,175 1,922 749
(2000)
ED attendance rates Medium High High Medium-low High
Most common types of injuries Falls Falls Falls Falls Falls
Blunt trauma Blunt trauma Blunt trauma Blunt trauma
Most common injury locations Domestic Domestic Domestic Domestic Domestic
Sports / recreation Sports / recreation
ACC ENTITLEMENTS CLAIMS
Annual numbers Approx. 20 Approx. 150 Approx. 250 Approx. 700 Approx. 200
(2000 / 2001 financial year)
Claims rates Very low High High Medium-high High

Most common injury locations
(ranked)

Home / community

Home / community
Sports / recreation

Sports / recreation
Home / community
Work

Home / community
Work

Home / community




Summary of injury patterns, New Plymouth District, by ethnicity

MAORI NON-MAORI
DEATHS
Annual numbers 6 24
(1994-1998)
Injury rates (overall) Over twice non-Méaori rate Just under half Maori rate
(but note small numbers)
Most common types of injuries Suicide, self inflicted injuries | Suicide, self-inflicted injuries
(ranked) Motor vehicle crashes Motor vehicle crashes
Unspecified fractures®
HOSPITALISATIONS
Annual numbers 118 1,013
(1998-2000)
Injury rates (overall) 24 percent lower than non- 24 percent higher than Mé&ori
M&ori rate rate
Most common types of injuries Motor vehicle crashes Unspecified fractures
(ranked) Cuts etc. Falls
Falls
EMERGENCY DEPARTMENT
ATTENDANCES
Annual numbers 708 5,494
(2000)
ED attendance rates 35 percent lower than non- | 35 percent higher than M&ori
M&ori rate rate
Most common types of injuries Fall Fall
Blunt trauma Blunt trauma
Penetrating trauma Penetrating trauma
Most common injury locations Domestic Domestic
Sports / recreation Sports / recreation
Vehicle Public area
ACC ENTITLEMENTS CLAIMS
Annual numbers 195 1,887
(2000 / 2001 financial year)
Most common injury locations Sport / recreation Home / community
(ranked) Work Work
Home / community Sport / recreation

These may include some fractures caused by falls.

Results from community consultation

Who and how we consulted

A total of 45 face-to-face consultation interviewsre completed with representatives
from a cross section of community organisations agehcies, and two focus groups
(one of rural women and one of rangatahi).

Who was perceived to be most at risk of injury?

Children

Childhood injuries were generally seen to have beeit-catered for in the New
Plymouth District by previous community-based igjuprevention initiatives.

Nevertheless, interviewees saw a need to ‘keepegaood work’ given that children
were considered highly vulnerable to injury by watof their inexperience, innate



curiosity and innocence of the potential domestid ather environmental hazards
around them.

Adolescents and young people

Adolescents and young people were also considergawgp at high risk of injury.
Key contributing factors were thought to includesxperience, experimentation,
particularly with drugs and alcohol and risk-taki{gspecially in sports and
recreational activities, e.g. skateboarding, sgrfand cycling, as well as driving
recklessly and fast). Young Maori male unlicendaders were also seen as a high-
risk injury group.

The risk of completed suicide in young people wassaered to be relatively low and
therefore not a priority to target. However, savanterviewees regarded the apparent
rising incidence of ‘hoon-like’ driving behaviowlrunkenness and drug and alcohol
intoxication to be a sign that all was not welllwibe District’s youth.

Older people

Older people were identified as a ‘number one’qigan terms of future community-
based injury prevention approaches. Interviewessgived the older generation as
largely overlooked in terms of past community igjuprevention and health
promotion initiatives. The economic and personatsmf fractures in older people,
particularly fractured hips in older women, werdéreated to be very high and could
only worsen given the projected increase in thesojabpulation over the next 40
years.

Maori

In general, Maori injury rates were perceived tosbwilar to non-Mé&ori. However,
some differences were noted in the prevalence méioetypes of injuries and injury
risk factors. Maori were considered to be at higlk of road-related, sports and
industry-related injuries (especially in industriesolving a high level of manual
labour).

People participating in sport or recreation

Sports were perceived to be a major cause of injimyerviewees identified a range
of sporting codes and recreational activities thay perceived as high-risk. These
ranged from the higher level contact sports suchiugby, rugby league, netball,
basketball, and touch rugby, to the individual leygorts and recreational activities
such as cycling, skiing, road cycling and skatethog: Mountain biking was
described as an ‘extreme sport’ with a very highrinrisk among its participants.

Interviewees identified a range of causative factarfluencing sports injuries
including:

failure to wear suitable protective gear
faulty equipment

poor judgement and limited experience



children playing sport beyond their developmergsakl
coaches failing to train with safety in mind

individuals failing to take responsibility for tme@wn safety.

People in the workplace

The workplace was seen as one of the more potignfiiaitful sites for transferring
safety and injury prevention skills.

Health and safety personnel and managers from ithe@at transport and timber

industries considered that all three of these itrdass currently have high quality

safety programmes in place. In the past, theseetimdustries apparently had a
reputation for high numbers of injuries among weoskémainly back injuries and

amputations). However, in recent years there app&a have been a dramatic
decrease in workplace injuries in these industwat) company health and safety
programmes reported to be largely responsiblehisr t

People on farms

A large number of interviewees believed farming ifeas, particularly adult male

farmers and children aged two to nine years, faceelatively higher risk of injury

compared to their urban counterparts. They atebuhis risk to the nature of the
work undertaken by farmers, which exposed themeliteon a daily basis to working

with unpredictable stock, with heavy machinery aotentially dangerous equipment,
and to an environment where bad weather can see‘theto the eyes in mud”.

The potential for injuries in farming children wpsrceived as influenced by similar
factors impacting on and experienced by their paren However, children’s
‘ignorance’ and innocence of the potential dangertheir day-to-day environment
was seen to pose additional risks that urban d@nldvere rarely exposed to. These
dangers included:

unfenced swimming pools and water holes
being run over by large machinery
under-age driving of all terrain vehicles (ATVs)damnactors

being left at home unsupervised (in legal terms).

People at home

The home was perceived to be the most common plaeee injuries occur, not just
for children, but for all other population groups &ell (ie. young people, adult men
and women, and older people).



People on the roads

Injuries and deaths from motor vehicle crashes wepsrted to have ‘drastically
reduced’ over the past decade, both nationallyimtiode New Plymouth District.

The groups perceived to remain at highest risk edtld and injury from vehicle
crashes were:

children, especially cyclists
young people, particularly young Maori males withawriver licence

older people (car crashes and mobility scooters).

Suggested interventions

Participants in the consultation favoured variopsc#ic interventions to reduce the
risk of different injuries in different populatiogroups. These are discussed in detall
in Chapter Six of this report.

Cross sector approaches to community injury prevent ion

Interviewees were generally enthusiastic supportefs the community-based
intersectoral approach to injury prevention. Memiv this approach as the ‘only way
to go’, as no one organisation or strategy wasidensd likely to succeed on its own.

Many interviewees pointed to ‘successful’ intersagyeinitiatives already operating in
the district to reduce injuries, such as Road $afatanaki, Plunket and the Kidsafe
Trust. Interviewees also commended the indushealith and safety initiatives that
have been developed through collaborative partipgdtetween ACC, OSH and the
relevant industries involved.

Sectors and groups interested in community-based injury prevention

Groups that have already played a major role ineld@ing injury prevention
initiatives, such as Health Promotion Unit (Tarandkalth), New Plymouth District
Council, Tui Ora, Kidsafe Taranaki, Plunket, thdi¢® Road Safe Taranaki and the
ACC, indicated their continuing interest and desficg involvement in injury
prevention in the district.

As well, several interviewees whose organisatich digher been less involved or not
involved at all in previous community-based injyssevention initiatives signalled
their organisation’s interest and willingness tarmslved in future initiatives. These
organisations included:

The Fire Service

St Johns Officers and the Ambulance Service

Te Puni Kokiri



WestpacTrust Sport Taranaki
Rural women’s groups
The Pinnacle Independent Practitioners Association.

Other identified potential partners in the develepinof intersectoral, community-
based injury prevention strategies included ther§fthening Families initiative and
the Safer Community Council’s focus groups.

Guiding principles for developing a community injur y
prevention programme

Other studies offer a range of advice and recomatents relating to the design and
running of community injury prevention programme&ey points made in these
studies include:

functions and responsibilities of the members pfaramme’s Advisory Group
should be carefully and clearly defined

Advisory Group members should have an understarafirgnd commitment to,
injury prevention using community development apigtees

in the early stages, it is important to undertakens kind of planning or
consultation process to produce a community profilaeeds assessment

programmes that are well supported by local autilesri(ie. city or district
councils) are most likely to do well

the co-ordinator role is pivotal to the success@hmunity injury prevention.
Programmes should employ at least one full or pare- paid co-ordinator.
Relying on voluntary labour alone is not sufficient

co-ordinators should have access, as a matterwsepto secretarial services
and other support services and amenities to susstainwork

there is really no set formula for easily workingt avhich kinds of injury

prevention activities a community injury preventiprogramme should adopt.
The people involved need to weigh up many differfactors when deciding
which activities to choose.

the philosophy, goals and strategies of the programshould be compatible
with the prevailing values or beliefs of the targetnmunity

the capacity of members of community and voluntgesups, as well as
members of the general public, to participate ia #Wwork of designing and
implementing community injury prevention activitiean be highly variable. It



can be particularly difficult to achieve a high deg of participation in
disadvantaged communities, where a high proporitddnpeople may be
experiencing adversity in their lives.

injury prevention programmes designed for Maori uloadopt a holistic
perspective; consider Maori perspectives and valbeslelivered by Méori for
Maori; facilitate Maori workforce development; anticilitate positive
development of whanau wellbeing

injury prevention programmes are likely to work toéshe participating people
and organisations are compatible with one anotheteims of their overall
philosophy, goals and social outlook

developing a shared vision for the programme canrp®rtant for helping to
avoiding situations where some participants endbapoming “passengers”,
rather than active contributors to the programme

co-ordinating structures and decision-making preesshould be kept as simple
as possible

relationships between participants in a commumifyry prevention programme
should be characterised by trust and respect

a community injury prevention programme needs taiven sufficient time to
properly evolve, bed-in and mature

if resources are available to evaluate injury pnée® programmes, the
evaluation should not dominate the programme itself

in programme evaluations, it is often more appaiprto monitor intermediate
outcomes (like changes in safety behaviour and evesis among members of
the public) rather than injury incidence surveilaroutcomes (like deaths, ED
visits) This is because of the lack of availabilif suitable surveillance data
and the difficulties in causally linking these tgpef outcomes with the effects
of the programme.

Establishing a community injury prevention programm ein
New Plymouth District

The challenge for the Injury Safe Advisory Group ts plan a suitable injury
prevention programme for the local community, uging information in this report,
together with the Group’s own knowledge of the lagtuation and possibly further
consultation with the community.

It is clear from the available statistics and tlmmmunity consultation that New
Plymouth District does have a problem with injuri@s summarised in the injury
pyramid below:



INJURY PYRAMID FOR NEW PLYMOUTH DISTRICT - ANNUAL
NUMBERS OF INJURIES

30

Deaths
(1996-1998 average)

1,131

Hospitalisations
(1998-2000 average)

6,531
Emergency Department attendances
(2000)

17,654 (estimate)
People requiring medical treatment
(applying 1996/7 NZ Health Survey rates to NPD popu lation)

Treated at home or never treated

An intersectoral community injury prevention pragwae, based on the WHO Safe
Communities model, appears to have the potentidielp reduce the number and
severity of these injuries.

Research suggests that there are two key pre-riegufer developing a successful
community injury prevention programme:

(1) key members of the community must accept tieee need for a programme
and support its introduction.

(2) there must be sufficient capacity and resoumethe community to run the
programme, including input from partner organisagioand the wider general
public.

There are favourable signs that New Plymouth istnjury Safe programme already
meets these two pre-requisites.

There are also three important steps that a comynimiry prevention programme
should aim to take early in its development to @éase the likelihood that it will be
successful.

(1) identify priorities and strategies for action The community consultation
undertaken for the needs assessment for the NewoRth Injury Safe programme
has already identified the following population gps as possible priorities:

older people

children

adolescents and young people
Maori



people on farms

people participating in sports and recreation
people in the workplace

people at home

people on the roads.

(2) develop a comprehensive programme plhaat includes descriptions of the
following:

the programme’s mission, goals, objectives, targets
specific activities, strategies, interventions plkat to address priorities

organisational structure (including a paid co-oatlon, and possibly working
groups)

clearly defined partner relationships.

(3) plan for some degree of monitoring and evaluatbthe programme.
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INTRODUCTION

This report presents the results of an injury pnéie@ needs assessment for New Plymouth
District. The needs assessment was undertakerebgdrch and Evaluation Services (New
Plymouth) in association with HealthSearch (Aucklmunder contract to Tui Ora Limited.

Tui Ora is a M&ori development organisation thaivptes public health services to people in
the Taranaki region (Tui Ora Limited 2000). It Hasen commissioned by the Accident
Compensation Corporation (ACC) to undertake a ptapand consultation process aimed at
setting up a community injury prevention programmalew Plymouth District.

A significant step in the process has been thetioreaf the Injury Safe Advisory Group.

This is an intersectoral advisory group that inelidepresentatives from a variety of
organisations in New Plymouth District interestedinjury prevention. These organisations
include Tui Ora, the Health Promotion Unit (Taranklealth), Kidsafe Taranaki, the New
Plymouth District Council and the ACC.

A key task of the Injury Safe Advisory Group iswtork collaboratively with Tui Ora, as well
as other people and organisations in New Plymoustritt, to reach agreement on the
priorities for the work of the community injury pention programme and identify suitable
prevention strategies to adopt in the district.

Purpose and scope of this report

The information in this report is intended to pawia solid foundation for decision-making
by Tui Ora and the Advisory Group about the negpstto take in the development of the
New Plymouth District community injury preventionogramme.

In particular, the information is intended to asdigi Ora and the Advisory Group to reach
agreement on the specific types of injuries, pdpdagroups and injury locations that should
be priorities for the work of the programme, aslaslthe kinds of prevention strategies that
should be implemented.

It also aims to provide background information,vemdargely from evaluations of previous
New Zealand and overseas community injury prevargimgrammes, indicating:

the management, administrative and planning presesygpically involved in setting up
and running a community injury prevention programme

the types of injury prevention strategies and #aty implemented by other community
injury prevention programmes.
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RESEARCH METHODS AND DATA SOURCES

The information presented in this report comes ftbrae main sources:

research literature and other documentation oniguevNew Zealand and overseas
community injury prevention programmes.

available statistical data on injuries in New PlyrtioDistrict

consultation with key people and organisationsanafiaki with an interest in injury and
injury prevention.

The literature review

This involved the collection and review of publidhesearch papers, project reports and other
documents providing information on features of seas and New Zealand community injury
prevention programmes. Relevant literature wastifiled by searching library catalogues,
key bibliographic databases and the Internet. €opf the documents were sourced from
various locations including the University of Auakl’s Injury Prevention Research Centre
and the University of Otago’s Injury Prevention Bash Unit. The review focused in
particular on literature covering:

the early Swedish experience with community injprgvention and the subsequent
establishment of the WHO Collaborating Centre orm@unity Safety Promotion,
based at Stockholm’s Karolinska Institutet

recent Australian examples of the Safe Communitiedel

New Zealand community injury prevention programmespecially the five evaluated
programmes that have been operating since 1994.

features of community injury prevention programnss®l other intersectoral health
initiatives that tend to make them successful.

Compiling available injury statistics

In order to document the incidence of injuries iewNPlymouth District, local information
was analysed from six existing data sources:

mortality data (from New Zealand Health Informati®ervice)
hospitalisation data (from New Zealand Health Infation Service)
Emergency Department attendance data (from Tardheddih)



ACC new entitlement claims data (from the Accid€éompensation Corporation)
LTSA crash statistics (from the Land Transport afaithority)
crime statistics (from the New Zealand Police).

These data sources were chosen because they wadiy raccessible and able to be

accommodated within the budget of the needs assessnMost of them recorded relatively

serious injuries in New Plymouth District. No silite statistical information was available

for more minor injuries, such as those treated Bg @nd other primary health care providers,
injuries treated with first aid only, and injurigsat are not treated at all.

All data were analysed using Microsoft Excel wokests, and charts were generated using the
same software.

Injury rates (per 100,000 population) for differeppes of injuries were calculated for each
age group using 1991 and 1996 census data. 0@l census data for New Plymouth
District were not available at the time of the gsm. In some cases estimated population
data for the year 2000 were also used, althougbetinere not available by ethnicity at the
sub-national level. Age-standardised rates weleuleded in order to compare various sub-
populations, to compare local New Plymouth Distdata with the national average, and to
examine trends in local injury rates over time.

Because of the small numbers of injury cases foresof the analyses, data were aggregated
as appropriate in the following ways:

grouping injury types together
combining data for several age groups
calculating data for malggus females
adding several years’ data together

calculating running averages.

Detailed descriptions of the features of each datarce, and advice on interpreting the
statistics derived from them, are provided in eagbsection of Chapter Five of the report.

The community consultation
The community consultation aimed to find out whiffiedent people and organisations in New
Plymouth District knew about injuries and injuryepention, and what kinds of people,
locations and injuries they thought should be tlaénnfocus of a community injury prevention
programme.
The consultation process involved four main steps:

identifying key groups and individuals to consult

developing a consultation checklist



developing a qualitative interview schedule

arranging and conducting the interviews.

Identifying key groups and individuals to consult

Based on suggestions made by the Injury Safe Advi&€ooup, the researchers identified a
sample of relevant agencies and individuals to @bnsrhese agencies and individuals were
selected with the main aim of obtaining a reasamatross-section of viewpoints and

experiences related to injury, within the resoureslable for the consultation.

The Injury Safe Advisory Group noted that there lsldae an opportunity to seek further input

and advice from other agencies and individuals awNPlymouth District once the needs
assessment report had been completed.

Developing a consultation task checklist

A checklist was developed for the consultation @cbjoutlining each of the key tasks
involved, the person/s responsible for managingdhasks, and a task-specific timeline.

Developing an interview schedule

The research team developed an interview schede&Appendix B). This contained mainly
open-ended questions and was developed in consaoltatith the Injury Safe Advisory
Group, pre-tested and revised. Topics coveredarsthedule included:

personal information (nhame, position, organisateord professional knowledge and
involvement with injuries)

most common injuries believed to occur in the Ndyw@uth District

groups perceived to be prone to injury (e.g. chkihdithe elderly)

why, how and where injuries were thought to occur

injury priorities

suggested approaches to reducing these type oieisju

perceived value of a community-based, intersectojaity prevention approach

availability and access to local / regional injuejated data.



Arranging the interviews

Members of the Injury Safe Advisory Group organisiee interviews with the agencies and
individuals selected for consultation and explairteé researcher's role. Copies of an
information sheet summarising the objectives of tmnsultation and the researcher’s
background and role were faxed to consultationigpants prior to interview, where
requested.

Conducting the interviews
The consultation interviews were carried out in separate phases.

In thefirst phase, the interviews focused on identifying wiedple considered to be the most
commonly occurring injuries, the groups most affectfactors leading to these types of
injuries, and what might be done to prevent thétarticipants were also asked which injuries
and groups they thought should be priorities faigedng in future injury prevention
initiatives. They were then asked to identify etpeople who could be consulted to further
clarify the topics and issues raised.

In the secondphase, the interviews centred on talking in magtaitl about the injuries and

issues identified as priorities in the first roundn addition, during the second phase,
interviews were held with people identified as euatly delivering ‘successful’ safety

promotion and injury prevention interventions ire ttistrict. These people were asked to
identify possible future approaches and options riEching priority groups to prevent

injuries.

One member of the research team (VMc) conductedthal consultation interviews.
Interviewing commenced in April 2001 and was cortgrdeén November 2001.

Number and types of groups consulted

A total of 45 face-to-face interviews were conddcfer the consultation programme. The
interviews included two focus groups, the first igting of five rural women and the second
involving six Maori rangatahi.

The individuals and groups consulted were drawmfeobroad spectrum of sectors and the
community. These included:

The Health Sector: for example health care providers from general ioadractice; the
Taranaki Base Hospital's emergency department; iglschealth fields such as health
promotion, child and adolescent health; injury prion including ACC, the Ambulance
Service, mental health, gerontology, the Arthit@indation and Plunket.

The Industrial Sector: including health and safety spokespeople fromoiheort, transport
and timber merchant industries, as well as officiilom the Department of Labour’s
Occupational Health and Safety Division.

The Agricultural Sector: primarily rural women living on farms.



Road Safety: mainly the Police, Land Transport Authority, theevN Plymouth District
Council and the Roadsafe Taranaki Coordinator.

Sports: WestpacTrust Sport Taranaki.

Maori-specific services and programmesincluding Te Puni Kokiri (the Ministry of Maori
Development), Piki Te Ora Nursing Service, Kaiwha®, Maori Sports Coordinator,
Manaaki Oranga Health Services Provider of Waitaraich includes an Injury Prevention
Coordinator), and He Whakaruru Hau Elder Protec8ervices Coordinator.

Other: the Police Sexual and Child Abuse Team, The Depart of Child Youth and
Family, The Fire Service, Aged Concern, Taranakinwn’s Refuge, and New Plymouth
District Safer Community Council.

School staff were not included in this consultation
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HISTORY OF THE DEVELOPMENT OF
COMMUNITY INJURY PREVENTION
PROGRAMMES

This section provides a brief introduction to thstdry of the development of community
injury prevention programmes, both overseas amdein Zealand.

What is community-based injury prevention?

Community-based injury prevention is when peopld arganisations located in a district,
city, town or neighbourhood work together to desagnad implement strategies to reduce the
incidence or severity of injury in their population

Building on the social work tradition of communiigvelopment (Bjaras 1992), community
injury prevention emphasises the use iatersectoral collaborationand community
participation. Community members define the injury problems tleeysider important.
They then build awareness and enthusiasm amonigst latcal people and organisations to
take ownership of the problems and their solutit@isnpson 1999; Coggan and Simpson
1999).

This contrasts with other approaches to injury préwn that rely on centralised, top-down
approaches, such as laws and regulations (e.g. udsanp seat belt wearing) or national
education or media campaigns (Moller 1995).

International developments

The first community injury prevention programmegde in Sweden during the mid-1970s,
starting with the Accident Prevention Programmeé&atkdping, a semi-rural district of 32,000
people. The aim of the programme was to reducgi@g not so much through creating new
structures or organisations, but by mobilisggsting organisations and community groups
(i.e. local authorities and non-government orgaiasa) to work more closely together.

In 1979, following the creation of a comprehendveal injury surveillance and monitoring
system, the Falkdping programme implemented a rahg&ategies to reduce the prevalence
and severity of injury in the community.

% More detail on aspects of New Zealand and ovenseagammes are provided in Chapter Seven.



The key strategy was providing injury safety ediscatprogrammes for large numbers of
health and social service professionals, includihgd care centre staff and pre-school
teachers, municipal district nurses, industriabsabfficers and work supervisors.

Armed with this knowledge, these professionals tioerk responsibility for promoting injury
prevention and safety practices in the communitgaas of their normal work. For example,
district nurses ran through home safety checkiigtis their clients, while pre-school teachers
held parent meetings to discuss accident preveatiohplan initiatives to improve the safety
of the pre-school environment (Ozanne-Smith eBai).

Three years later, injury surveillance data frontk&ing showed a 27 percent reduction in
injuries (mostly minor) resulting from accidentsthe workplace, at home and on the roads
(Ozanne-Smith et al 1998).

The WHO Safe Communities model

During the 1980s, in parallel with other developtsesuch as the Healthy Cities movement
and the release of the Ottawa Charter on Healtm&ion, the community injury prevention
approach pioneered in Falképing was further refirmalving into what is today known as
the “Safe Communities” model for community injumepention.

Key organisations and individuals involved in thigork included the World Health
Organization (WHO), programme managers in the wariSwedish community-based injury
initiatives, public health specialists from the Klamska Institutet at the Department of Social
Medicine in Stockholm, and Dr Jerry Moller from Axadia.

In 1989 in Stockholm, at the First World Confererae Accident and Injury Prevention,

which included 500 delegates from 50 countries, Ntamifesto For Safe Communities was
issued (Moller 1995) and, in 1991, the First In&dional Conference on Safe Communities
was held in Falképing.

The WHO Collaborating Centre

The WHO has continued to take the lead in suppprtime development of the Safe

Communities concept internationally. Today, the @/Bollaborating Centre on Community

Safety Promotion, based at Stockholm’s Karolinsisitutet, sponsors the Safe Communities
network. This network consists of all communite®und the world designated as WHO
Safe Communities.

A key responsibility of the Collaborating Centreaissessing applications from communities
that wish to become a WHO designated Safe Communigommunities must send

information supporting their application to the f@bbrating Centre, including information

showing the extent to which their community injupyevention programme meets the
following 12 Safe Community criteria (WHO Collabtrg Centre on Community Safety

Promotion 1997):

form a cross sectoral group responsible for inprgvention



involve the local community network
address all ages, surroundings and situations

address the concerns of high-risk groups (suchhédren and the elderly), high-risk
environments and aim to ensure equity for vulnergibbups

have a mechanism to document the frequency an@sadisnjuries
take a long-term approach

undertake evaluations that include indicators shgvéffects and provide information
on the process as it advances

identify relevant organisations in the communitydaassess their potential for
participation in the programme

ensure the participation of the health care comtguniboth the registration of injuries
and the injury prevention programme

aim to involve all levels of the community in salgithe injury problem

disseminate information on the experience botlonatly and internationally

be willing to contribute to the overall network ®fe Communities.
Following this, representatives from the Collabm@giCentre undertake a site visit to discuss
the application. If an application is accepted, agreement is signed between the

Collaborating Centre and the community.

Apart from assessing applications, other respolitgéisi of the WHO Collaborating Centre
include:

organising annual international Safe Community ecarices
co-ordinating training courses

publishing a newsletter ("Safe Community News")
methodological development and technology transfer
organising networks for community programmes

undertaking research.



Safe Communities worldwide

Worldwide there are now over 60 formally designaf®#H#lO Safe Communities members.
They include programmes in comparatively small Irioa semi-rural communities (e.qg.
Vaeroy and Harstad in Norway, Wang Khoi in Thailawbod Buffalo in Canada) as well as

programmes in larger urban centres (e.g. DallasiteRlam, Johannesburg, Sydney,
Melbourne and Auckland).

The Collaborating Centre’s website (http://www.ihse/csp/safecom/) contains useful
information on virtually all of these Safe Commigst most of it seemingly quite up to date.
Listed below are the Safe Communities for whicloinfation was available on the website as
at 1 September 2001.

TABLE 3.1: SAFE COMMUNITIES LISTED ON THE WHO COLLA BORATING CENTRE
ON COMMUNITY SAFETY PROMOTION'S WEBSITE

Year Year
Designated Pop Designated Pop
Sweden
Lidkdping 1989 37,000 Thailand
Motala 1990 43,000 Wang Khoi 1989 1,000
Falképing 1991 32,000
Falun 1995 55,000 United Kingdom
Krokom 1996 14,800 Corkerhill, Glasgow, 1992 2,000
Skévde 1996 50,000 Safe Castlemilk, Glasgow 1992 19,000
Arjeplog 1997 3,650
Tidaholm 1998 13,000 United States
Uddevalla 1998 49,500 Dallas 1996 1,988,000
Borés 1998 96,000 Anchorage 1998 260,000
Mariestad 1999 24,000
Katrineholm 2000 32,500 Canada
Ludvika 2000 27,000 Wood Buffalo 1995 36,000
Nacka 2000 75,000 Brockville 2001 22,000
Norway South Africa
Ardal 2000 5,850 Eldorado Park 1997 85,000
Harstad 1994 22,500
Rakkestad 2000 7,000 Australia
Os 2000 2,150 Hume City 1996 106,000
Stovner 2001 20,908 Noarlunga 1996 94,300
La Trobe 1996 73,000
Denmark Parkes 1996 15,000
Vejle 2001 345,000 SHOROC 1999 251,000
Fyn 2001 500,000 Ryde 1999 93,000
Denmark 2000 4,500
Austria Melbourne 2000 45,000
Vorarlberg 1998 65,000
New Zealand
The Netherlands Waitakere 1999 167,400
Rotterdam 1998 600,000 Waimakariri 1999 35,000
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Australian Safe Community programmes

A well-documented example of an urban Safe Commyordgramme in Australia is the City
of Hume Safe Living Programme (previously knownthe Shire of Bulla Safe Living
Programme) (Ozanne-Smith et al.1998).

In December 1990, the Victorian Health Promotioruraation and Vic Roads provided
funding (AU$304,000 over three years) for a comrtydbased injury prevention programme
in the Shire of Bulla (population 51,313 in 1998, outer metropolitan municipality to the
north west of Melbourne, Victoria.

Council officers in the Shire of Bulla were givessponsibility for the overall management of
the programme, including programme development, leynent of staff, budget and
administration.

A local Advisory Group was established (the Safang Programme Committee, consisting
of city councillors, representatives from local amgsations, community representatives,
funding bodies and the research team evaluatingritgramme).

Two project officers were employed, with these ta@aff members responsible for co-
ordinating and driving most of the activities oétprogramme.

At various stages throughout the programme, a nurob&Vorking Groups were set up to
focus on developing interventions in specific areash as traffic safety, sport safety, child
safety and seniors safety. The groups includedivichdal community members,
representatives from local organisations, as wehepresentatives from organisations outside
the community.

A marketing strategy was developed for the progranamd publicity was circulated using
mail-outs, press releases, a newsletter, informasbeets, fridge magnets and bumper
stickers.

From 1991 to 1994, over 100 specific interventioarese developed and implemented by the
programme. These included:

traffic safety education programmes for schools
small farm management courses (including safety)
smoke detector subsidies for older people

a child safety harness rebate scheme

safety audits of main roads

footpath-cycling and helmet-wearing promotions

school playground equipment safety audits

11



a personal alarm call system for older communityniners.

In 1994, following local government restructurinbe Shire of Bulla was incorporated into
the City of Hume, a much larger metropolitan mywadity (total population 121,504). The
Safe Living Programme was expanded to cover thig amea and population. Funding for
continuing the programme was provided jointly by @ity of Hume and the Victorian Health
Promotion Foundation. In 1996, the City of HumefeShiving Programme became a
designated WHO Safe Community (the Shire of BulédeSLiving Programme became a
designated Safe Community in 1994).

More details on the types of injury prevention wates adopted in other Australian
programmes are provided in Chapter Seven.

New Zealand programmes

To date, sustained community injury prevention paogmes have been developed and
evaluated in five New Zealand locations:

Waitakere City (in the west of the Auckland metriijao area)
Waimakariri District (in North Canterbury)

Kawerau (in the central North Island)

Gisborne City

Ruatoria (on the East Coast of the North Island).

The Gisborne and Ruatoria programmes were bothfiadly Maori-focused initiatives.

In all five New Zealand programmes, the initialnatius for action was the Public Health
Commission making funding available for a period tbfee years for organisations to
establish pilot injury prevention programmes. Btik Public Health Commission and the
Plunket Society were also responsible for taking finst steps towards initiating local
community action. This included advertising fonders from interested communities,
consulting with representatives of local organ@atiand holding public meetings.

The initial design of all five programmes reflectib@ 1994 guidelines for community injury
prevention issued by the Public Health Commissigks such, the programmes generally
shared the following common elements:

identification of asingle agency that took legal and fiscal responsiity for the
programme

12



establishment of amtersectoral Advisory Group (sometimes known as a Steering
Committee or Management Committee) made up of septatives from local
organisations and community people with a stakejury prevention.

establishment of one or mokorking Groups that focused on identifying suitable
activities for reducing particular kinds of injusieor injuries commonly experienced by
particular groups in the community (e.g. childrerolaer people).

employment of one or more full or part-time prograeCo-ordinators to service the
Advisory Group and Working Groups, develop locatwaeks and take responsibility
for implementing specific activities aimed at reghgcinjury.

The Safe Waitakere Injury Prevention project

What has come to be known as the Safe Waitakemeyl@revention project (SWIP) began in
Waitakere City in 1994. At the time Waitakere ragopulation of approximately 150,000
people, including 10 percent Mé&ori and 10 percexifie people (Williams 1996).

The Waitakere City Council decided to apply to Bt¢C for funding for the project because it
viewed community injury prevention as consistenthwits principles of partnership and
intersectoral development. The Council persuadddkils and the Henderson branch of the
ACC to become partners in its bid (Coggan et s3tJ.

The programme proposal submitted to the PHC waseldped through intersectoral
collaboration, with staff from the Council’'s Strgyeand Development Unit taking overall
responsibility for managing the process (Willian®®&). Waitakere City Council already had
structures in place for consulting with Maori aratiic populations.

The bid was successful, leading to the settingfugoeernance and administrative structures,
including an intersectoral Management Group.

While the Management Group was without a chairpeetahe beginning of the programme,
causing some delays, council staff and an electedn€ll member had a great deal of
involvement with it. This was seen as positivewa$l as the presence of the researchers who
helped with development of the programme.
Seven priority injury areas were identified for fregramme as a whole:

Ma&ori

Pacific

children

“ Documentation on the Safe Waitakere Injury Prewenfiroject includes the reports of the various faive,
process and outcome evaluations conducted on thecpfrom 1994 to 1997 (Coggan et al. 1997; Cogefaa.
1998a; Coggan et al. 1998b; Coggan et al. 1998t)ddition, the report by Williams (1996) provideseful
detail on activities undertaken as part of the progne from April 1994 until July 1996.
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young people
older people,
alcohol-related injuries

road-related injuries.

Three key sub-projects were formed:
a Maori project (Puriri)
a Pacific project
a general population project.
Each of these projects had their own committeeagpdid co-ordinator.

Puriri aimed to provide an approach to injury praien for Maori that was uniquely Maori
and ensure that “... Maori would maintain a leverafigatiratanga of the M&aori component
of the Waitakere CIPP through its establishmera agparate organisation and project in its
own right” (Williams 1996: 25).

Te Pikiora Maori Health Trust, based at Hoani Wialfiarae in Henderson, West Auckland,
was selected to deliver the Maori component of gesvice. The Trust reported to the
Waitakere City Council through the Management Cottaai

Processes and systems for the Pacific project watially identified by members of an
interim subcommittee set up by the Waitakere Ciyiil’s Pacific Islands Advisory Board.
Meetings and workshops were held to inform and wlbnsith the wider Pacific Islands
communities and to develop a draft strategy for mammity injury prevention among
Waitakere’s various Pacific communities.

The broad injury prevention strategies adopted H®/ Waitakere programme as a whole
included (Coggan et al. 1998c):

health promotion
education and training
advocacy and action for hazard reduction and enmiental change

advocacy within the Waitakere City Council to emgiba adoption of safety policies
and practices

advocacy within Hoani Waititi Marae to emphasisem@wn of safety policies and
practices.
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Initially most of these strategies focused on jprevention among children and older
people, as there were not enough resources to athage groups.

The main activities used for increasing awarenéssjary prevention amongst Maori in the
district were hui, a mural, a child restraint caigpa initiatives for kaumatua, a tamariki
safety day, and the development of a marae salfetgktist (Coggan et al. 1998c, Coggan et
al. 1998a).

The Pacific component of the programme focusedadls, fburns / scalds, and sports and
intentional injuries among young people. It undekia large number of activities including:

education kits on burns and scalds; displays afikaslealthcare and shopping malls during
Kidsafe Week; education sessions; developmentjofyiprevention brochures; rap song and
art competitions; and a community survey of faltsoag local preschool children (Coggan et
al. 1998a).

In 1996, the disestablishment of the PHC meant rileat funders, the four regional health
authorities and ACC, took over the programme. €Haaders had different requirements for
the programme, so that the road safety priority reasoved.
In 1999, the project was accredited as an offi&lO Safe Community.
Today the programme remains largely externally &h¢including funding from ACC) and
the Waitakere City Council continues to provide mup in the form of workspace, support
services and officer time from other Council stéfg. community consultation; policy
advice) (Patterson and Coggan 2001).
Recent years have seen the development of the 8aftakere” concept or “brand name”,
which is used to refer to the four inter-agencesaprojects operating in Waitakere under the
umbrella of the City Council:

SWIP

the Waitakere Safer Community Council (funded ky@rime Prevention Unit)

the Road Safety Project (funded by Waitakere Cadyriil, the LTSA and sponsors)

the Safe Waitakere Alcohol Project (funded by tlealth Funding Authority).

In 2000, the Injury Prevention Research Centregdbaet the Auckland Medical School,
became a WHO affiliated Safe Community Support ent

Patterson and Coggan (2001) report on the findafigs study looking at the extent to which

the presence of SWIP has led to the institutioaiis of safety concepts within the Council
and Waitakere City more generally.
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Injury Prevention Waimakariri

The Waimakariri District is situated several kilanmes north of Christchurch City and
includes the towns of Rangiora and Kaiapoi plusaurding rural areas and townships. The
area is generally middle income, with a populatimhn about 35,000 people, including
approximately seven per cent Maori.

Like the Waitakere programme, Injury Prevention WWakariri started in 1994 (originally

under the name “Safe Rangiord”).Following the appointment of a co-ordinator ahe t

setting up of a Steering Committee, several a@witfocusing on child safety were
implemented including “Keep Kids Safe Near WatéFun in the Sun”, Poisons Awareness,
playground safety and use of car restraints.

In the early years the programme was managed eXeby the Plunket Society, but in 1996
this responsibility was handed over to the WaimiakBistrict Council, in whose offices the
programme was based. The local council was veppative of the programme, regarding
injury prevention as compatible with its commitmetd “Agenda 21" (sustainable
development).

With the change to council management, the focut@fprogramme was broadened beyond
just children to include all age groups and injtelated situations. Working groups were
developed within the programme to deal with spedifjury issues and raise the profile of the
programme and injury prevention issues. The SigeCommittee was renamed the
“Advisory Committee” and various duties and resphoiises were allocated among
members. As well, the programme staff and commitiembers began to work more closely
alongside other council-managed programmes, sucthas®e focusing on road safety and
crime prevention (e.g. Safer Community CouncilheTouncil provided accommodation and
administrative support for the project.

In 1999, Injury Prevention Waimakariri was formadlgsignated as a WHO Safe Community.

Today the Injury Prevention Waimakariri project tones to employ a co-ordinator and
makes up part of the District Council’'s Safe Waiarak Community Team, which also
includes projects focusing on road safety and cqmeention. The work of the project is
supported by a network of local agencies and conimnganisations, including an Injury
Prevention Waimakariri Advisory Group, made up epresentatives from various local
health, education and government agencies, as agelcommunity organisations. This
Advisory Group meets regularly to share informatipnovide expertise and support, and
design and implement injury prevention strategidfie project co-ordinator makes regular
presentations on injury prevention themes at conityameetings, seminars and conferences,
as well as sharing information with other Safe Camities in New Zealand and overseas.

® Main sources of information about the Injury Preie@m Waimakariri programme are the evaluation répor
completed by staff from the University of Otagaury Prevention Research Unit (Simpson and Morris898;
Simpson 1999). The programme has also producestniation relevant to its application to become an
accredited Safe Community, and the WHO Collaboga@entre’s website contains useful summary infoionat
Another evaluation of the project focusing on reastivities has just been completed by IPRU, bGCAwho
funded the evaluation, have not yet publicly redebthe report.
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Up to 2002, priority areas for project activitiegl\e;
children’s safety
safety issues of concern to Maori
safe sport and recreation
family safety on farms

safety of older adults.

Safe Kawerau Injury Prevention Project

In 1994, when the Safe Kawerau Injury Preventionjdt (SKIP) began, the Kawerau
District had a population of about 8,000 peoplegravalf of whom were Méori. There was
also high unemployment in the district, a downtunnthe local economy and a high
population turnover.

Initially the project was managed by the Plunketi&ty. However, this responsibility was
eventually transferred to the Eastern Bay of Plddtyal Education Activities Programme
(REAP), based in Whakatafie.

In the beginning, the main focus of the project wgary prevention among children. A

project co-ordinator was appointed and a Steeriogi@ittee established, made up of local
people and representatives from the local distacincil. The co-ordinator had an office in
the Kawerau township.

Issues for possible action were identified by theordinator and Steering Committee, based
on data from community surveys and injury data fidmators (from ACC forms). The issues

included cycle helmet wearing, broken glass, playgd safety. Burns and scalds, poisons,
and Kidsafe weeks were also added to the list kaer Activities related to some of these

priority issues were implemented.

When evaluation results for the Kawerau project evebpmpared with results for the
Waimakariri project (see above), the Waimakaridjgct was found to have worked well, but
the Kawerau project slightly less so.

Reasons for this difference were thought to incltltee Kawerau community not regarding
injury prevention as a high priority (there werdnet more pressing problems) and having
insufficient community capacity to put energy imictivities related to injury prevention.

6 Key sources of information on the Safe Kaweraurinfrevention Project are the evaluation reporépared
by the University of Otago’s Injury Prevention Raszh Unit (IPRU) staff, which followed the projesprogress
from 1993, just prior to its establishment, throughtil April 1998 (Simpson and Morrison 1998; Siraps
1999).
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As well, the local Kawerau District Council did no#gard supporting community injury
prevention to be part of its core business.

Turanganui a Kiwa community injury prevention proje ct

The Turanganui a Kiwa community injury preventianjpct began in 1995 as a collaboration
between Tairawhiti Healthcare (East Coast of thetliNdsland) and Turanganui a Kiwa

runanga, based in Gisborne City. Initial fundirgne from the Public Health Commission
(PHC), and later from the Regional Health Authofity

An intersectoral Management Committee was set wéosee the project (and also the Ngati
Porou project in Ruatoria - see below) and a coattdr was appointed. The co-ordinator was
Maori with strong links to the local community askilled in the philosophy and techniques
of community development and health promotion.

A needs assessment was carried out at the stanegbroject and from this the following
injury issues were identified as priorities:

road traffic child safety
family violence
alcohol-related harm

environmental hazards (with a focus on tamarikidreafety and smoke alarms for
kaumatua).

Work in these areas mainly centred on integratiegy nnjury prevention activities into
existing programmes and initiatives through a numife organisations (including sports
groups). Promotional activities included usingieas media and holding hui at schools,
marae and sports clubs. Specific topics focusedauaded:

use of seatbelts

drink driving

sports safety and use of safety equipment

child road safety

smoke alarm installation.

" Information on the Turanganui a Kiwa communityuiryj prevention project comes mainly from a seriés o
evaluation reports undertaken by staff from thevigrsity of Auckland’s Injury Prevention Researcm@e (e.qg.
Brewin et al. 1997). The main findings from thésere been summarised in Coggan and Simpson (1999).
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Positive results of the initiative identified inauations include:
an increased public awareness and knowledge a¥ipjevention
an improved use of seatbelts
improved feelings of personal safety
a decrease in drink driving (and travelling in oarth drivers who had been drinking)
an increased use of safety equipment by sportiparts
improved road safety behaviour among children
the installation of 120 smoke alarms in homes oihkatua.
Factors thought to contribute to the success optbgramme included (Coggan and Simpson
1999):
good consultation with the local community aboubpty areas

a Maori co-ordinator who had strong links to thealocommunity and who was skilled
in the areas of community development and heattimption

implementing only a manageable number of intereensirategies

using resources that were culturally appropriate N@ori (e.g. use of the Maori
language)

integrating programme activities into other comntyndevelopment and health
promotion programmes

achieving a good level of publicity for the progmae and a high profile in the
community.

Ngati Porou community injury prevention project

The Ngati Porou community injury prevention projeas a collaborative venture between
Tairawhiti Healthcare and local Maori; in this c@égati Porou runanga in Ruatoria township.

Like the Turanganui a Kiwa project, this projech fiaetween 1995 and 1998, with funding
from the PHC and the Regional Health Authority. also had the same Management
Committee as the Turanganui a Kiwa proféct.

8 As with the Turanganui a Kiwa project, the mosmpoehensive information on the Ngati Porou comnyunit
injury prevention project comes from a series ofrfative and process evaluation reports preparestdff/from
the University of Auckland’s Injury Prevention Raseh Centre (e.g. Brewin et al. 1997), the maimjysoirom
which are summarised in Coggan and Simpson (1999).
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A needs assessment at the start of the projedifiddrthe following injury prevention issues
that needed addressing:

road traffic safety
family violence
alcohol and drug related harm

environmental hazards (playground safety, forestagl safety).

Most project activities were centred on or nearaaaand aimed to improve the knowledge
and skills of iwi members. Examples included:

marae-based driver licence training
obtaining and using car child restraints
speeding on the road.

Instead of having a single co-ordinator, the Nd&tirou project had a team of three.
Membership of this team changed at the start optbgct, but became more stable later on
with the recruitment of two team leaders. The paiogme included ongoing collaboration

with and support from the Land Transport Safetyhduty and the Police.

Community surveys conducted for the evaluationhef programme identified an increase in
the awareness and knowledge of injury preventionragrthe target population. Participants
in the marae-based drivers licence initiative aksported improved feelings of well-being,

and there were increases in the proportions of lpewho said they always or mostly made
sure their vehicles were safe; always used chdttamts; and never exceeded the speed limit.

The commitment and leadership of the project tearewseen to be two of the main strengths
of the project, along with the support of the mamagnt group. Consulting with the
community about injury prevention needs, and thistio marae-based approach were also
positive features. The initiative was judged toseasitive to local M&ori needs, providing
culturally appropriate resources, activities, timgnand “empowerment” in the area of injury
prevention.

Collaboration with and support from the Land Tram$@afety Authority and the Police was
also found to be important to the success of tlgept, along with a high level of media
publicity (Coggan and Simpson 1999).

Further information on the types of injury preventiactivities adopted in the five New
Zealand pilot programmes is provided in Chapterc8ev
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4
PROFILE OF NEW PLYMOUTH DISTRICT

Introduction

This chapter provides an introduction to the geplgi@ demographic and socio-economic
features of New Plymouth Distriét. This is intended to set the scene for later @raphat
look more specifically at factors influencing thype, incidence and severity of injuries in the
District.

Location

New Plymouth District is situated on the west cadghe North Island of New Zealand. Itis
the northernmost of three Territorial Local Authies (TLAS) in the Taranaki region; the
others being Stratford and South Taranaki Dist(ietgure 4.1).

New Plymouth, Waitara and Inglewood are the thragdst population centres in New
Plymouth District. Much of the District is rural.

Significant geographic features of the Districtlitle the coastline along its northwestern
boundary and Mount Taranaki and Egmont Nationak Barthe southern boundary.

® Other more detailed profiles of the District andrdhaki region have been prepared by the New Plimou
District Council (2000) and Venture Taranaki (2001)
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FIGURE 4.1: NEW PLYMOUTH DISTRICT AND SURROUNDINGS
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Source: Map prepared by authors.
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Population

Estimates for the year 2000 indicate that the exdigopulation of New Plymouth District is
around 67,700. This is nearly two percent of thpypation of New Zealand, and two-thirds
of the Taranaki regional populatioh.

The age-sex distribution of the New Plymouth Destpopulation is similar to that of New
Zealand as a whole, except the District has aivelgtlow proportion of young adults (aged
20-34) and a higher proportion of elderly peoplgeth 70+) (Figure 4.2, Appendix Table
Al).

FIGURE 4.2: DISTRIBUTION OF AGE GROUPS IN NEW PLYMO UTH DISTRICT
BY SEX, ESTIMATED RESIDENT POPULATION 2000

3000 2000 1000 0 1000 2000 3000

FEMALES MALES

Source: Data from Statistics New Zealand (see Agipehable A.1).

At the 1996 census, Méaori made up 15 percent optpailation of New Plymouth District -
two percent less than New Zealand as a whole. , Migse were much smaller percentages of
Pacific and Asian peoples in New Plymouth Disteoimpared with the national average
(Statistics New Zealand, Supermap).

% The provisional population figure for New Plymbubistrict on census night 2001 was 66,165 (StesistZ
website htpp://www.stats.govt.nz). Final 2001 csn®sults are not yet available.
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Several iwi - Te Atiawa, Ngati Tama, Ngati Mutun@jigati Maru and Taranaki are located in
the District.

Industries and occupations

At the 1996 census, the industries in which the NRymouth District people most often
worked were:

manufacturing
retail trade

agriculture / forestry / fishing.

Compared with the New Zealand as a whole, higherep¢ages of New Plymouth District
people worked in the following industries (Figur8y

manufacturing

retail trade

health and community services
construction

mining

electricity / gas / water supply.
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FIGURE 4.3: EMPLOYMENT IN NEW PLYMOUTH DISTRICT
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In New Plymouth District in 1996, the three mosintoon occupational groups were service
and sales workers (15 percent), professionals ¢i@pt) and clerks (12 percent) (Figure 4.4).
In comparison with the national average, more peaplthe District were service and sales
workers, agriculture and fisheries workers, tragdeskers and plant and machine operators or

assemblers.

FIGURE 4.4: EMPLOYMENT IN DIFFERENT OCCUPATIONAL GR OUPS IN NEW

PLYMOUTH DISTRICT AND NEW ZEALAND, 1996 CENSUS
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Source: Data from Statistics New Zealand 2001 fggge=ndix Table A.3).

Note: Excludes occupation unidentifiable, not sfiedj not applicable.
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Employment status

At the 1996 census, 43 percent of New Plymouthridtspeople aged 15 and older were
employed full-time and 14 percent were employed-piare. Five percent stated they were
unemployed and 35 percent were not in the localdalfiorce. At this time it was estimated
that 8.5 percent of the District’s labour force waemployed, compared with 7.7 percent of
the national labour force (Statistics New Zeala@@1).

More recent estimates suggest that the unemployraéntfor New Plymouth District in the
September 2000 quarter was 7.5 percent (New Plymaustrict Council 2000). For
Taranaki as a whole, in the June 2001 quartenleenployment rate was estimated to be 4.6
percent (compared with the national average opBr2ent) (Statistics New Zealand 2001).

Income

In 1996, the most frequent types of income sourt&ew Plymouth District (for people aged
15+) were wages and salaries, investments ancesgifoyment. A higher proportion of
income sources was from New Zealand Superannuatompared with the country as a
whole, which is consistent with the District’s coangtively high proportion of people in the
70+ age bracket (Figure 4.5).

FIGURE 4.5: INCOME SOURCES IN NEW PLYMOUTH DISTRICT AND NEW
ZEALAND, 1996 CENSUS
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Source: Data from Statistics New Zealand 2001 fgggeendix Table A.4).

Note: Excludes income source not specified.
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In 1996, New Plymouth District residents were mdikely to have moderate incomes
($5,000-$20,000) than New Zealanders overall. Thahey were less likely to have very low
or very high incomes (Figure 4.6). In 1996, thedrme annual income for New Plymouth
District males was $22,027, and for females it §58,155 (Statistics New Zealand 2001).

FIGURE 4.6: LEVELS OF PERSONAL ANNUAL INCOME FOR PE OPLE AGED
15+ IN NEW PLYMOUTH DISTRICT AND NEW ZEALAND, 1996 CENSUS
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Source: Data from Statistics New Zealand 2001 gggeendix Table A.5).

Note: Excludes income not specified.

Home ownership

At the 1996 census, nearly 74 percent of New Pltimddistrict private dwellings were
owned by their occupants, either with a mortgageé g8rcent) or without a mortgage (35
percent). This compares with a lower 71 percemicatipant-ownership for New Zealand as a
whole. In New Plymouth District, 21 percent of dimgs were rented, and a further four
percent were provided rent-free (Statistics Newlaeh2001, Appendix Table A.6).

Access to telephones and motor vehicles

Access to telephone and motor vehicles are alssidered to be indicators of socio-economic
resources. Only four percent of households ingpeidwellings in New Plymouth District did
not have access to telephones at the time of thé ¢&nsus (compared with five percent for
New Zealand as a whole) (see Appendix Table A.Mwelve percent of the District's
households had no access to a motor vehicle (thee garoportion as New Zealand).
Households in the District generally had accedswer motor vehicles than the average New
Zealand household (Statistics New Zealand 2001 eAgix Table A.8).
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Education

There are indications that, in the Taranaki regibtgori children aged 0-4 years are
significantly more likely to participate in earlhitdhood education than the national average.
However, non-Maori children living in the regioneasignificantlylesslikely to participate
than New Zealand non-M&ori overall (New Plymoutistidct Council 2000).

The level of higher educational qualifications iewW Plymouth District at the 1996 census
was also relatively low, with five percent of thésDict’s residents aged 15+ having a tertiary
qualification compared with eight percent of alliN&Zealanders aged 15+. Likewise, New
Plymouth District residents aged 15+ were sligimigre likely than all New Zealanders to
have no qualifications (43 percent compared witlpditent) (ibid.).

Relative deprivation index (NZDep96)

The New Zealand deprivation index based on 1996usdata (NZDep96) classifies small
geographic areas (meshblotisunder 10 categories of socio-economic deprivagieith 1
being the least deprived and 10 being the mostide)r (Howden-Chapman and Tobias
2000; Mareé et al. 2001). The index is derived frume indicators as follows:

Variable Description

Communication No access to telephone

Income Aged 18-59 receiving means-tested benefit

Employment Aged 18-59 unemployed

Income Living in households with equivalised income below an
income threshold

Transport No access to a car

Support Aged less than 60 years living in single-parent family

Qualifications Aged 18-59 years without any qualifications

Owned home Not living in own home

Living space Living in households below equivalised bedroom

occupancy threshold

(Source: Howden-Chapman and Tobias 2000)

Note: “equivalised” = adjusted for household conipos.

1 Meshblocks vary in both the physical area andbrmof people they cover, but have a median poipulatf
90 and in urban areas cover approximately one Kildaré et al. 2001).
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Summary deprivation scores have also been develémedhrger geographic areas than
meshblocks. Table 3.1 shows deprivation indexiraskfor 1996 for area unitsin the New
Plymouth District. Carrington, Highlands Park, mergh and Barrett were in the least
deprived areas (ranked as category 1), and Waildeat and Marfell were in the most
deprived (10).

TABLE 4.1: NEW PLYMOUTH DISTRICT AREA UNITS BY NZDE P96 RANKINGS

Area unit NZDep96 | Area unit NZDep96 [ Area unit NZDep96
Carrington 1 Paraite 4 Urenui 7
Highlands Park 1 Mangaoraka 4 Marshland Hill 7
Fernleigh 1 Okoki-Okau 5 Frankleigh 7
Barrett 1 Glen Avon 5 Inglewood 7
Oakura 2 Spotswood 5 Kawaroa 8
Omata 2 Merrilands 5 Okato 9
Lepperton 2 Bell Block 6 Waitara East 9
Egmont Village 2 Lynmouth 6 Moturoa 9
Bowden 3 Westown 6 New Plymouth Central 9
Kaitake 3 Mount Bryan 6 Waitara West 10
Upper Westown 3 Fitzroy 6 Marfell 10
Kaimata 3 Welbourn 6

Struan Park 6

Source: New Plymouth District Council 2000.

Using this method of defining area units underN@®ep96 categories, it appears that around
two-thirds (66 percent) of New Plymouth Districtsigents live in area units that are
categorised as NZDep96 6-10, and one-third (34epeydive inarea unitsin categories 1-5
(Figure 4.7). This suggests that a relatively hmoportion of New Plymouth District
residents live in area units that are comparatidelyrived (although only eight percent live in
the most deprived area units in NZDep96 categody I particularly large proportion (30
percent) of the District’'s population live in anaaits ranked as NZDep96 category’6.

12 Equivalent to suburbs in urban areas.
'3 Other authors have used meshblocks, rather tleanumits, to assess the proportion of local pdjmuia living
in relative deprivation. Data were not availabyenfieshblocks for the current report.
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FIGURE 4.7: PROPORTION OF NEW PLYMOUTH DISTRICT POPULATION
LIVING IN AREA UNITS BY NZDEP96 CATEGORIES, AT 1996 CENSUS
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NZDep96 ranking

Source: Area unit NZDep96 ranking categories froewNPlymouth District Council 2000, population from
Statistics New Zealand 2001 (see Appendix Tablg.A.9

A different method of examining NZDep96 categofmsmmarised for regional councils) was
used by Treasury to compare socioeconomic disadgardf people living in different parts of
New Zealand (Maré et al. 2001). The results fer Taranaki region showed that more than
half (56 percent) of the population lived in deption deciles 6-10, and less than half (44
percent) lived in deciles 1-5. Compared with ttegional average, lower proportions of
Taranaki people lived in areas that were the meptided (category 10) or most privileged
(categories 1-3), i.e. Taranaki residents were riked/ than all New Zealanders to live in the
less extreme deprivation deciles 4-9 (ibid.) (Fegdr8).

FIGURE 4.8: PROPORTION OF TARANAKI REGIONAL POPULAT ION LIVING IN
EACH DEPRIVATION DECILE, AT 1996 CENSUS
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Source: Data from Maré et al. 2001.
Note: 10 percent of the whole New Zealand poputaliies in each of deprivation deciles.
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5

PATTERNS OF INJURY IN NEW PLYMOUTH
DISTRICT

Deaths from injury

Introduction

The most serious injury events in the communityltas deaths. In this section we analyse
injury mortality data for New Plymouth District TLAnd compare these data with those for
all New Zealanders.

Where possible, data have been analysed by ditfetgres of injuries and various
demographic factors. However, due to small numbérmdeaths in the region (as expected
from the relatively small population), it has bewtessary to aggregate data for many of the
analyses (thus losing some degree of detail).

All analyses of death statistics in this sectiomeéhaxamined “E-code” injury data, and have
excluded “medical misadventure” and “adverse reasctito therapeutic agents” such as drugs
(E-codes 870-879 and 930-949) The reason for excluding these two causes isusectney
relate to risk factors in hospitals and in othealtrecare settings, rather than in the wider
community. As the purpose of this analysis is tovgle background information for a
communityinjury prevention programme, these causes wetrédi¢lave little relevance.

4 Injuries were classified using “E-codes” as in@ddin the International Classification of Diseagt&D)
coding system. E-codes classify various environtaleavents, circumstances and conditions as “eateauses”
of injuries and poisonings. Thé"@evision of the ICD coding system applies to bdte mortality and
hospitalisation data included in this report.
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Proportion of all deaths

In the period 1996-1998, the last three years foickv mortality data are available, injuries

contributed to five-and-a-half percent of all desaimong residents of New Plymouth District.

This is an annual average of nearly 30 injury dedffigure 5.1). This is the same as the
pattern for New Zealand, where just over six percérall deaths were due to injury over the
same period.

FIGURE 5.1: PERCENTAGE OF DEATHS FROM INJURIES AND OTHER
CAUSES, NEW PLYMOUTH DISTRICT 1996-1998
(N=1,619)

Deaths from
injuries
6%

Deaths from
other causes
94%

Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.10).
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Deaths from different types of injuries

In the three years 1996-98, nearly two out of thi@&e percent) of all injury deaths among
New Plymouth District residents were dueuttintentionalcauses. One in three (34 percent)
were due tontentionalcauses (Figure 5.2).

Each year, this is equivalent to approximately:

19 unintentional injury deaths

10 intentional injury deaths.
This is very similar to the national pattern foe ttame period when slightly less than two out
of three (63 percent) of injury deaths were duertimtentionalcauses, and slightly more than
one in three (36 percent) were duententionalcauses.
FIGURE 5.2: PERCENTAGE OF DEATHS FROM INTENTIONAL A ND
UNINTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT 1996- 1998
(N=89)

Undetermined if
intentional or not
2%

Intentional

injuries
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Unintentional
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Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.11).
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In 1996-98, most of the deaths due to unintentionafties involved:
motor vehicle crashes (10 per year)
falls (3 per year)
unspecified fracturés (2 per year).

Together these three groups of injuries contribibeist over half of all injury deaths. The
vast majority of deaths due totentional injury were caused by suicide and other types of

self-inflicted injury (9 per year) (Figure 5.3).

FIGURE 5.3: PERCENTAGE OF DEATHS FROM DIFFERENT TYPES OF

INJURIES, NEW PLYMOUTH DISTRICT 1996-1998
(N=89)
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Source: Data from New Zealand Health Informatiorvise (see Appendix Table A.12).

5 These may include some fractures caused by falls.

35



Table 5.1 below lists the specific causes of injdgath among New Plymouth District
residents for the years 1994-98. Grouping the estisis way shows that suicide and self-
inflicted injury was the most common single causeaath (9 per year). This was followed
by:

. deaths of drivers and passengers of motor vehiélpsr year)

. unspecified fractures (3 per year)
. motor cyclist deaths (nearly 2 per year)
. falls from one level to another (also nearly 2 yrar).

TABLE 5.1: DEATHS FOR SPECIFIC TYPES OF INJURIES, N EW PLYMOUTH
DISTRICT 1994-1998, RANKED IN ORDER OF FREQUENCY

E-Code Description Average annual Total for 5 years
number 1994-1998
950-959 Suicide and self inflicted injury 9.0 45
810-819 0 and 1 | Motor vehicles drivers and passengers 7.6 38
887-888 Fractures cause unspecified 3.4 17
810-819 2 and 3 | Motor vehicles - motorcycles 1.6 8
8841-8849 Other falls from one level to another 1.6 8
810-819 6 Motor vehicles - pedal cycles 0.6 3
840-845 Air and space transport accidents 0.6 3
910 Accidental drowning and submersion 0.6 3
929 Late effects of injury 0.6 3
880 Fall from steps or stairs 0.4 2
919 Accidents caused by machinery 0.4 2
920 Cutting and piercing instruments 0.4 2
961-964 + 968 Assault by other means 0.4 2
980-989 Undetermined whether intentional or unintentional 0.4 2
800-807 Railway accidents 0.2 1
810-819 7 Motor vehicles - pedestrians 0.2 1
820-825 Motor Vehicle - non traffic 0.2 1
850-858 Accidental poisoning - drugs, medicines, biologicals 0.2 1
860-864, 866 Accidental poisoning - gases and vapors 0.2 1
867-869 Accidental poisoning by poisonous gases 0.2 1
881 Fall from ladders scaffolding 0.2 1
882 Fall from building or other structure 0.2 1
885 Falls - slipping tripping stumbling 0.2 1
890-891 Uncontrolled fire in private dwellings 0.2 1
902-909 Other accidents due natural or environmental factors 0.2 1
911-912 Respiratory obstruction suffocation 0.2 1
916 Struck by falling object 0.2 1
925 Electric current 0.2 1
960 Fight, brawl, rape 0.2 1
965 Assault by firearm explosives 0.2 1
966 Assault by cutting piercing instrument 0.2 1
TOTAL 31.2 156

Source: Data from New Zealand Health Informatiorvige.
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Injury deaths among different age groups

Overall, the average annual age-standardised ntgntate for injury among New Plymouth
District residents was slightly lower during 199898 than for New Zealand as a whole (38
compared with 44 per 100,000).

In New Plymouth District for the five years 1994989 injury mortality rates were lowest for
the youngest 10-year age group (0-9 years), arftebigor the oldest age group (80+)(Figure
5.4). Another (lower) peak in rates occurred f@+2® year olds.

Intentionalinjuries (predominantly suicide and other selfiatéd injuries) contributed to half
or more of all injury deaths among 10-19 year qJ8s percent) and 40-49 year olds (50
percent). This contrasts with the pattern for otge groups whemgnintentionalcauses were
far more common thamtentionalcauses (Figure 5.4).

During the same period, there were very similargggific injury mortality patterns for all
New Zealanders.

FIGURE 5.4: MORTALITY FROM INTENTIONAL AND UNINTENT IONAL
INJURIES, NEW PLYMOUTH DISTRICT 1994-1998, BY AGE G ROUPS,
AVERAGE ANNUAL RATES PER 100,000 POPULATION
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Age groups

O Unintentional injuries* @ Intentional injuries @ Undetermined if intentional or not

Source: Data from New Zealand Health Informatiorvise (see Appendix Table A.13).

In the five-year period 1994-1998, suicide and-s#licted injury was the most frequent
cause of injury deaths in New Plymouth District amdive of the nine age groups (10-19,
30-39, 40-49, 50-59, 60-69) (Table 5.2 overleaf).
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TABLE 5.2: DEATHS FOR SPECIFIC TYPES OF INJURIES, N EW PLYMOUTH
DISTRICT 1994-1998, RANKED IN ORDER OF FREQUENCY, BY AGE GROUPS

0-9 10-19 20-29
Injury type No. Injury type No. Injury type N
Motor Vehicles Drivers and 2 Suicide and self inflicted injury Motor Vehicles Drivers and 12
Passengers (E810-819 0 and 1) (E950-959) Passengers (E810-819 0 and 1)
Motor vehicles Pedal cycles 1 Motor Vehicles Drivers and Suicide and self inflicted injury 9
(E810-819 6) Passengers (E810-819 0 and 1) (E950-959)
Motor vehicles Pedestrians 1 Motor vehicles Motorcycles Motor vehicles Motorcycles 4
(E810-819 7) (E810-819 2 and 3) (E810-819 2 and 3)
Motor Vehicle Non Traffic (E820- 1 Fall from building or other Other Falls from one level to 2
825) structure (E882) another (E8841-8849)
Air and Space transport accidents 1 Other Falls from one level to Railway Accidents (E800-807) 1
(E840-845) another (E8841-8849)
Late effects of injury (E929) 1 Accidental drowning and Fall from ladders scaffolding 1
submersion (E910) (E881)
Fight Brawl rape (E960) Other accidents due natural or 1
environmental factors (E902-909)
Assault by other means (E 961- Accidental drowning and 1
964 + 968) submersion (E910)
Assault by firearm explosives 1
(E965)
Undetermined whether intentional 1
or unintentional (E980-989)
30-39 40-49 50-59
Injury type No. Injury type No. Injury type
Suicide and self inflicted injury 8 Suicide and self inflicted injury Suicide and self inflicted injury 5
(E950-959 (E950-959) (E950-959)
Motor Vehicles Drivers and 5 Motor Vehicles Drivers and Motor Vehicles Drivers and 3
Passengers (E810-819 0 and 1) Passengers (E810-819 0 and 1) Passengers (E810-819 0 and 1)
Motor vehicles Motorcycles 1 Motor vehicles Motorcycles Motor vehicles Motorcycles 1
(E810-819 2 and 3) (E810-819 2 and 3) (E810-819 2 and 3)
Accidental poisoning drugs 1 Accidental poisoning by Air and Space transport accidents 1
medicines biologicals (E850-858) poisonous gases (E867-869) (E840-845)
Accidental Poisoning Gases and 1 Accidents caused by machinery Fractures cause unspecified 1
Vapors (E860-864, 866) (E919) (E887-888)
Other Falls from one level to 1 Assault by other means (E961- Struck by falling object (E916) 1
another (E8841-8849) 964 + 968)
Uncontrolled fire in Private 1
dwellings (E 890-891)
Accidental drowning and 1
submersion (E910)
Cutting and piercing instruments 1
(E920)
Electric current (E925) 1
Assault by cutting piercing 1
instrument (E966)
Undetermined whether intentional 1
or unintentional (E980-989)
60-69 70-79 80+
Injury type No. Injury type No. Injury type N
Suicide and self inflicted injury 5 Motor  Vehicles Drivers and Fractures cause unspecified| 12
(E950-959) Passengers (E810-819 0 and 1) (E887-888)
Motor Vehicles Drivers and 3 Fractures cause unspecified Other Falls from one level to 4
Passengers (E810-819 0 and 1) (E887-888) another (E8841-8849)
Motor vehicles Pedal cycles 1 Suicide and self inflicted injury Motor vehicles Pedal cycles 1
(E810-819 6) (E950-959) (E810-819 6)
Fall from steps or stairs (E880) 1 Air and Space transport accidents Falls slipping tripping stumbling 1
(E840-845) (E885)
Fractures cause unspecified 1 Fall from steps or stairs (E880) Cutting and piercing instruments 1
(E887-888) (E920)
Respiratory obstruction 1 Late effects of injury (E929) Late effects of injury (E929) 1
suffocation (E911-912)
Accidents caused by machinery 1 Suicide and self inflicted injury 1

(E919)

(E950-959)

Source: Data from New Zealand Health Informatiorvige
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Injury deaths among males and females

New Plymouth District men are more likely than NBdymouth District women to die from
injury.

Over the period 1994-1998, the age-standardisedaiitgrinjury rate for males living in the
New Plymouth District was around two-and-a-half @srhigher than the female rate (age-
standardised mortality rates of 60 and 23 per TDr@spectively) (Figure 5.5). These rates
are very similar to those for New Zealand as a wholn 1998 national age-standardised
injury mortality rates were 62 per 100,000 for nsad@d 22 for females.

From 1994-1998, 61 percent of all injury deaths aghmales were due tonintentional
causes and 38 percent were causgeghtionally A higher proportion of female injury deaths
were due taunintentiona) rather thanntentionalinjury (79 percent vs. 19 percent).

FIGURE 5.5: MORTALITY FROM INJURY, NEW PLYMOUTH DIS TRICT 1994-1998
BY SEX, AVERAGE ANNUAL AGE-STANDARDISED RATES PER 1 00,000
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Source: Data from New Zealand Health Informationvige. Age standardised using Segi’'s world popoitat
(see Appendix Table A.14).
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In the five-year period 1994-1998, the three mashmon specific causes of injury deaths
among New Plymouth District males were (in orderfrefjuency) suicide and self-inflicted
injury, motor vehicle crashes involving drivers apdssengers, and unspecified fractures.
Among females, the same three causes were most @omatthough in order of frequency
they were: motor vehicle crashes involving drivansl passengers, unspecified fractures, and
suicide and self-inflicted injury (Table 5.3).

TABLE 5.3: DEATHS FOR SPECIFIC TYPES OF INJURIES, N EW PLYMOUTH
DISTRICT 1994-1998, RANKED IN ORDER OF FREQUENCY, BY SEX

Males Females
Injury type No. Injury type No.

Suicide and self inflicted injury (E950-959) 37 Motor Vehicles Drivers and Passengers (E810-819 15
Motor Vehicles Drivers and Passengers (E810-819 23 lgr‘:;?u:rlgs cause unspecified (E887-888) 9
lgr‘:;?u:rlgs cause unspecified (E887-888) 8 Suicide and self inflicted injury (E950-959) 8
Other Falls from one level to another (E8841-8849) 7 Motor vehicles Motorcycles (E810-819 2 and 3) 2
Motor vehicles Motorcycles (E810-819 2 and 3) 6 Fall from steps or stairs (E880) 2
Motor vehicles Pedal cycles (E810-819 6) 3 Late effects of injury (E929) 2
Air and Space transport accidents (E840-845) 2 Motor vehicles Pedestrians (E810-819 7) 1
Accidental drowning and submersion (E910) 2 Motor Vehicle Non Traffic (E820-825) 1
Accidents caused by machinery (E919) 2 Air and Space transport accidents (E840-845) 1
Railway Accidents (E800-807) 1 Other Falls from one level to another (E8841-8849) 1
Accidental poisoning drugs medicines biologicals 1 Falls slipping tripping stumbling (E885) 1
(E850-858)

Accidental Poisoning Gases and Vapors (E860-864, 1 Accidental drowning and submersion (E910) 1
i?f:i)dental poisoning by poisonous gases (E867- 1 Cutting and piercing instruments (E920) 1
ﬁgﬁ)from ladders scaffolding (E881) 1 Assault by other means (E961-964 + 968) 1
Fall from building or other structure (E882) 1 Undetermined whether intentional or unintentional 1

(E980-989)

Uncontrolled fire in Private dwellings (E890-891) 1

Other accidents due natural or environmental factors 1

(E902-909)

Respiratory obstruction suffocation (E911-912) 1

Struck by falling object (E916) 1

Cutting and piercing instruments (E920) 1

Electric current (E925) 1

Late effects of injury (E929) 1

Fight Brawl rape (E960) 1

Assault by other means (E961-964 + 968) 1

Assault by firearm explosives (E965) 1

Assault by cutting piercing instrument (E966) 1

Undetermined whether intentional or unintentional 1

(E980-989)

Source: Data from New Zealand Health Informatiorvige
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Injury deaths among Méaori and non-M&ori

Maori in New Plymouth District are more likely thann-Maori to die as a result of injury.

For the three-year period 1996-1998, Mé&ori living New Plymouth District had age-
standardised rates of injury deaths just over tihose of non-Maori (75 and 34 per 100,000
respectively) (Figure 5.6).

In 1998, comparative figures for all New Zealandeese 64 per 100,000 for Maori and 37
per 100,000 for non-Mé&ori. This suggests there by wider discrepancy between Maori
and non-Maori injury rates in the New Plymouth Dgtthan the national average, although
small numbers in some age groups in New Plymousitridi make calculating such rates
somewhat unreliable.

In New Plymouth District, from 1996-1998, 59 percehMaori and 65 percent of non-Maori
injury deaths were due tmintentionalcauses. Forty-one percent of Maori and 32 peraent
non-Maori injury deaths werententionally caused. Again it should be noted that these
calculations are based on only a small number ajrMzases.

FIGURE 5.6: MORTALITY FROM INJURY, NEW PLYMOUTH DIS TRICT 1996-1998
BY ETHNICITY, AVERAGE ANNUAL AGE-STANDARDISED RATES PER 100,000

8

Rates per 100,000

Non-IVRaori Meori

Source: Data from New Zealand Health Informatiomvise. Age standardised using Segi’'s world popoitat
(see Appendix Table A.15).

Note mortality data by ethnicity not available hefd 996 (due to changes in coding for ethnicity395). Also
note Méaori rates based on small numbers.
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For the three-year period 1996-1998, suicide alfdrdgécted injury and injuries to motor

vehicle drivers and passengers were the most fnedaial injuries among both Maori and
non-Maori living in New Plymouth District (Table4).

TABLE 5.4: DEATHS FOR SPECIFIC TYPES OF INJURIES, N EW PLYMOUTH
DISTRICT 1996-1998, RANKED IN ORDER OF FREQUENCY, BY ETHNICITY

Méori Non-M&ori
Injury type No. Injury type INo.
Suicide and self inflicted injury (E950-959) 5 Suicide and self inflicted injury (E950-959) 22
Motor Vehicles Drivers and Passengers (E810-819 4 Motor Vehicles Drivers and Passengers (E810-819 16
0and 1) 0and 1)
Motor vehicles Pedal cycles (E810-819 6) 2 Fractures cause unspecified (E887-888) 7
Motor Vehicle Non Traffic (E820-825) 1 Other Falls from one level to another (E8841-8849) 6
Fall from steps or stairs (E880) 1 Motor vehicles Motorcycles (E810-819 2 and 3) 5
Fall from building or other structure (E882) 1 Late effects of injury (E929) 2
Cutting and piercing instruments (E920) 1 Undetermined whether intentional or unintentional 2
(E980-989)
Assault by firearm explosives (E965) 1 Motor vehicles Pedal cycles (E810-819 6) 1
Assault by cutting piercing instrument (E966) Motor vehicles Pedestrians (E810-819 7) 1
Air and Space transport accidents (E840-845) 1
Accidental poisoning drugs medicines biologicals 1
(E850-858)
Accidental poisoning by poisonous gases (E867- 1
869)
Other accidents due natural or environmental factors 1
(E902-909)
Accidental drowning and submersion (E910) 1
Struck by falling object (E916) 1
Accidents caused by machinery (E919) 1
Cutting and piercing instruments (E920) 1
Electric current (E925) 1
Assault by other means (E961-964 + 968) 1

Source: Data from New Zealand Health Informatiorvige.

Note: mortality data by ethnicity not available def 1996.
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Trends in injury deaths

Trends in age-standardised injury death rates ft669-1998 for New Plymouth District and

for New Zealand are presented below (Figure 5Rates for New Zealand have gradually
declined over the period.

When examined year by year, rates for New Plym®@igitrict have fluctuated quite widely,
due to the small numbers of deaths from injuryhe tegion. When three-year running
averages are calculated, it appears that New Plynrates were below the national average
in the early 90s, were very similar in the mid 1998nd in the late 1990s again appeared to be
heading to a level slightly below that of New Zemlas a whole.

FIGURE 5.7: TRENDS IN MORTALITY FOR INJURY, NEW PLY MOUTH DISTRICT
AND NEW ZEALAND, 1989-1998

ANNUAL AGE-STANDARDISED RATES PER 100,000

60

Rates per 100,000

20 +
10 +

0 T T T T T T T T
1989 1990 1991 1992 1993 1994 1995 1996 1997 1998

—— New Plymouth District (NPD) - - - - - - - NPD 3-year running average —— New Zealand

Source: Data from New Zealand Health Informationvige. Age standardised using Segi's world popoihat
(see Appendix Table A.16).
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Hospitalisations for injury

Introduction

The following section examines New Zealand Healtforimation Service data relating to
admission¥ of New Plymouth District residents to New Zealgnblic hospitals. These data
concern serious injuries that require people tadraitted to hospital, either as day-patients or
inpatients.

Like mortality data in the previous section, ICDc&des have been examined, excluding
medical misadventure and adverse reactions tophatiz agents’ Aggregation of data has
not been necessary for many of the hospitalisatinalyses because of the much larger
number of cases involved.

Again, hospitalisation data have been analysedéyéemographic characteristics of patients
and the types of injury causes, and have been aedpaith New Zealand data where
appropriate.

It should be noted that hospitalisation rates ddpema number of factors, including the true
incidence of injuries, people’s treatment-seekiebdviour, as well as administrative factors
such as admission policies of hospitals (whicha@ange over time).

16 More precisely “separations” which are dischaygessfers and deaths.

7 Injuries were classified using “E-codes” as in@ddin the International Classification of Diseagt&D)
coding system. E-codes classify various environtalevents, circumstances and conditions as “eat@auses
of injuries and poisonings. The"@evision of the ICD coding system applies to bdte mortality and
hospitalisation data included in this report.
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Proportion of all hospitalisations

Of the nearly 16,500 hospitalisations for New PlyioDistrict residents in the last calendar
year (2000), 1,374 (8 percent) were due to injugiggure 5.8). In the same year a slightly
higher proportion (10 percent) of all hospitalisas in New Zealand were because of injuries.
FIGURE 5.8: PERCENTAGE OF HOSPITALISATIONS FOR INJU RIES AND
OTHER CAUSES FOR NEW PLYMOUTH DISTRICT 2000

(N=16,439)

Hospitalisations
for injuries
8%

Hospitalisations
for other causes
92%

Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.17).
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Hospitalisations for different types of injuries

For New Plymouth District residents in 2000, thestvanajority (92 percent) of their
hospitalisations for injury were due tmintentionalcauses, and a minority (8 percent) were
intentional (Figure 5.9). Compared with injury deaths (34cpet), a much lower proportion
of hospitalisations are due ittentionalinjury.

These local hospitalisation patterns for injury &vemilar to the national situation in 2000,
when around 90 percent of hospitalisations forrinjwere due taunintentionalcauses and
around 10 percent resulted fromentionalincidents.

FIGURE 5.9: PERCENTAGE OF HOSPITALISATIONS FOR INTE NTIONAL AND

UNINTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT 2000
(N=1,374)

Undetermined if
intentional or not

Intentional injuries 0.4%

7.5%

Unintentional
injuries
92.1%

Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.18).
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Looking at the groups ainintentionalinjuries which contributed to five percent or marfe
hospitalisations among New Plymouth District restdgFigure 5.10), it can be seen that the
most common groups of causes were:

falls and unspecified fractures (44 percent betwbkem)

motor vehicle and other transport accidents (1¢eygraltogether).

FIGURE 5.10: PERCENTAGE OF HOSPITALISATIONS FOR DIF FERENT TYPES
OF UNINTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT 20 00 (N=1,265)

Other
22% Falls
29%

Late effects of injury 5%

Struck by object or
person 6%

Cutting / piercing
instruments 6%

Unspecified fractures
15%

Other transport
7%

Motor vehicle
10%

Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.19).
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In 2000, suicide attempts and other self-inflictgjdries made up three out of every four (74
percent) of hospitalisations fdntentional injuries among patients from New Plymouth
District. The other most common causes were ieguresulting from fights, brawls and rapes
(Figure 5.11).

FIGURE 5.11: PERCENTAGE OF HOSPITALISATIONS FOR DIF FERENT TYPES

OF INTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT 2000
(N=103)

Other
14%

Fight, braw |, rape
13%

Suicide and self-
inflicted
74%

Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.20).

Table 5.5 lists the specific causes of injuriesHospitalisations during the period 1998-2000
in New Plymouth District. The most common causesaw

unspecified fractures

falls - slipping , tripping, stumbling

falls - from one level to another

motor vehicle crashes -drivers and passengers
injuries from “cutting and piercing instruments”

suicide attempts / other self-inflicted injury.
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TABLE 5.5: HOSPITALISATIONS FOR SPECIFIC TYPES OF | NJURIES, NEW

PLYMOUTH DISTRICT 1998-2000, RANKED IN ORDER OF FRE QUENCY

E-Code E-codes Average Total for 3
annual years 1998-
number 2000

887-888 Fractures cause unspecified 122.0 366
885 Falls slipping tripping stumbling 113.7 341
8841-8849 | Other Falls from one level to another 88.0 264
810-8190 | Motor Vehicles Drivers and Passengers 68.3 205
and 1

920 Cutting and piercing instruments 66.0 198
950-959 Suicide and self inflicted injury 60.7 182
929 Late effects of injury 39.0 117
9171-9179 | Struck by objects/persons other 37.0 111
928 Other environmental and accidental causes 35.7 107
8261 Pedal cycle - cyclist 33.7 101
8840 Fall from playground equipment 33.3 100
850-858 Accidental poisoning - drugs medicines biologicals 29.0 87
820-825 Motor Vehicle - non traffic 26.0 78
880 Fall from steps or stairs 25.3 76
927 Overexertion strenuous movement 24.3 73
810-819 2 | Motor vehicles - motorcycles 23.7 71
and 3

883 Fall into hole 23.7 71
902-909 Other accidents due to natural or environmental factors 18.3 55
914-915 Foreign body 17.3 52
882 Fall from building or other structure 16.7 50
960 Fight, brawl, rape 16.0 48
881 Fall from ladders scaffolding 15.0 45
9170 Struck by objects/persons in sports 14.3 43
919 Accidents caused by machinery 13.3 40
980-989 Undetermined whether intentional or unintentional 13.3 40
918 Caught between two objects 13.0 39
827-829 Other road vehicles 12.7 38
8869 Falls - collision pushing shoving other 12.3 37

Table continued on next page
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TABLE 5.5 (continued):

E-Code E-codes Average Total for 3
annual years 1998-
number 2000
810-819 7 | Motor vehicles - pedestrians 10.0 30
916 Struck by falling object 10.0 30
846-848 Vehicle accidents not elsewhere classified 9.7 29
810-819 4 | Motor vehicles - other people 9.3 28
58and9
860-864, Accidental Poisoning - gases and vapors 7.7 23
866
8860 Falls - collision pushing shoving in sports 7.7 23
9060 Dog bites 7.0 21
9240 Hot liquids and vapors 5.7 17
911-912 Respiratory obstruction suffocation 5.0 15
9241-9249 | Caustic and corrosive substances 4.7 14
961-964 + | Assault by other means 4.3 13
968
865 Accidental poisoning - foodstuffs plants 3.7 1
923 Explosive material 3.3 10
8260 Pedal cycle - pedestrian 3.0 9
810-819 6 Motor vehicles - pedal cycles 2.7 8
867-869 Accidental poisoning by poisonous gases 2.7 8
966 Assault by cutting piercing instrument 2.7 8
830-838 Water transport accidents 2.3 7
840-845 Air and space transport accidents 2.3 7
894 Ignition of highly flammable material 2.0 6
910 Accidental drowning and submersion 2.0 6
925 Electric current 2.0 6
898-899 Other accidents caused by fire and flames 1.7 5
969 Late effects of injury inflicted by other person 1.7 5
9671-9679 | Child battering etc by other person 1.3 4
897 Controlled fire in other places 1.0 3
890-891 Uncontrolled fire in private dwellings 0.7 2
901 Excessive cold 0.7 2
921 Explosions of pressure vessels 0.7 2
9670 Child battering and maltreatment by parent 0.7 2
8262-8269 | Pedal cycle - other 0.3 1
892 Uncontrolled fire in other places 0.3 1
904 Hunger thirst and neglect 0.3 1
913 Mechanical suffocation 0.3 1
990-999 Injury from operations of war 0.3 1
TOTAL 1131.3 3394.0

Source: Data from New Zealand Health Informatiorvige

Note: Excludes specific causes for which thereswer hospitalisations during the period 1998-2000.



Hospitalisations among males and females

Compared to the total New Zealand population, peapthe New Plymouth District are less
likely to be hospitalised for injury. In the pedial998-2000, the average annual age-
standardised hospitalisation rate for injury amdwgw Plymouth District residents in the
period 1998-2000 was 1,590 per 100,000. This viapetcent lower than the rate of 1,768
per 100,000 for the country as a whole.

During this period, New Plymouth District males hagury hospitalisation rates around 60
percent higher than their female counterparts h vage-standardised rates of 1,946 per
100,000, compared with 1,215 per 100,000 for femaleor both males and females, around
eight percent of hospitalisations for injuries wdte to intentional causes (Figure 5.12).

Comparative figures for New Zealand in 1998-200 alhow that males had hospitalisation
rates for injury around 60 percent higher than fesa with age-standardised rates of 2,358
and 1,472 per 100,000 respectively. For both maled females, 10 percent of injury
hospitalisations were due to intentional causes.

FIGURE 5.12: HOSPITALISATIONS FOR INTENTIONAL AND U NINTENTIONAL
INJURIES, NEW PLYMOUTH DISTRICT 1998-2000, BY SEX, AVERAGE ANNUAL

AGE-STANDARDISED RATES PER 100,000

2000
1800 +

1600 +
1400 +
1200 +
1000 +
800 +

Rates per 100,000

600 |
400 +
200 |

Males Females

O Unintentional @ Intentional @ Undetermined if intentional or not

Source: Data from New Zealand Health Informationvi8e. Age-standardised using Segi’'s world popoiat
(see Appendix Table A.21).
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For the three-year period 1998-2000, the most comspecific types of injuries for which
New Plymouth District males were hospitalised warspecified fractures, injuries from
cutting and piercing instruments, falls and motehicle crashes. For females, falls, fractures
and suicide attempts and self-inflicted injury werest frequent (Table 5.6).

TABLE 5.6: HOSPITALISATIONS FOR TOP TWENTY SPECIFIC TYPES OF
INJURIES IN NEW PLYMOUTH DISTRICT 1998-2000, BY SEX, RANKED IN
ORDER OF FREQUENCY

Males Females
Injury type No. Injury type No.
Fractures cause unspecified (E887-888) 148 Falls slipping tripping stumbling (E885) 248
Cutting and piercing instruments (E920) 139 Fractures cause unspecified (E887-888) 218
Other Falls from one level to another (E8841-8849) 131 Other Falls from one level to another (E8841-8849) 133
Motor Vehicles Drivers and Passengers (E810-819 112 Suicide and self inflicted injury (E950-959) 100
g;:gds:lli:aping tripping stumbling (E885) 93 Motor Vehicles Drivers and Passengers (E810-819 93
Suicide and self inflicted injury (E950-959) 82 gjt?%?and piercing instruments (E920) 59
Late effects of injury (E929) 77 Fall from steps or stairs (E880) 58
Pedal cycle Cyclist (E8261) 72 Other environmental and accidental causes (E928) 49
Struck by objects/persons other (E9171-9179) 72 Fall from playground equipment (E8840) 44
Motor vehicles Motorcycles (E810-819 2 and 3) 65 Late effects of injury (E929) 40
Other environmental and accidental causes (E928) 58 Struck by objects/persons other (E9171-9179) 39
Motor Vehicle Non Traffic (E820-825) 56 Accidental poisoning drugs medicines biologicals 36
(E850-858)
Fall from playground equipment (E8840) 56 Pedal cycle Cyclist (E8261) 29
Fall into hole (E883) 52 Other road Vehicles (E827-829) 28
Accidental poisoning drugs medicines biologicals 51 Undetermined whether intentional or unintentional 27
(E850-858) (E980-989)
Overexertion strenuous movement (E927) 50 Other accidents due natural or environmental factors| 23
(E902-909)
Fall from building or other structure (E882) 41 Overexertion strenuous movement (E927) 23
Fight Brawl rape (E960) 41 Motor Vehicle Non Traffic(E820-825) 22
Accidents caused by machinery (E919) 38 Fall into hole (E883) 19
Struck by objects/persons in sports (E9170) 35 Foreign body (E914-915) 18
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Hospitalisations among different age groups

During 1998-2000, annual hospitalisation rates fojuries (both intentional and
unintentiona) among New Plymouth District residents decreasitd age from nearly 2,000
per 100,000 for the youngest age group (0-9 ydars) low of just over 800 per 100,000
among 30-39 year olds (Figure 5.13). The rates tkeenained relatively steady across the
middle age groups, then increased significantlyiraga reach the highest rates among 80+
year olds (with rates of 7,734 per 100,000)

Intentional injury hospitalisation rates were highest amongl@0and 20-29 year olds (with
intentional injuries accounting for 17 and 19 percent of mjiiy hospitalisations in each of
these age groups, respectively). Very low propodiof injury hospitalisations were due to
intentionalinjuries among the youngest and oldest age groups.

FIGURE 5.13: HOSPITALISATIONS FOR UNINTENTIONAL AND INTENTIONAL
INJURIES, NEW PLYMOUTH DISTRICT 1998-2000, BY AGE GROUPS,

AVERAGE ANNUAL RATES PER 100,000

8000

7000 +

6000 +

5000 +

4000 +

3000 +

Rates per 100,000

2000 +

S A A

0-9 10-19  20-29 30-39 40-49  50-59 60-69  70-79 80+

Age groups

O Unintentional O Intentional @ Undetermined if intentional or not

Source: Data from New Zealand Health Informatiorvise (see Appendix Table A.21).
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Figure 5.14 shows age-specific hospitalisation stafer all types of injuries, for New
Plymouth District males and females over the tlyes- period 1998-2000. For both sexes,
rates are slightly higher in the youngest age gsagmpared with the middle adult years, and
then climb to by far the highest rates in the dlde® group (80+). Males have higher injury
rates than females in all age groups except 80+.

FIGURE 5.14: HOSPITALISATIONS FOR INJURIES, NEW PLY MOUTH DISTRICT
1998-2000, BY AGE GROUPS AND SEX, AVERAGE ANNUAL RA TES (PER

100,000)
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Source: Data from New Zealand Health Informatiornvige (see Appendix Table A.21).

When hospitalisations for specific types of injamng examined in more detail, it can be seen
that different age groups have different hospitdilisn patterns (Table 5.7, overleaf). Young
children (aged 0-9) are most likely to be hospstdi for falls, whereas older children and
teenagers (aged 10-19) are most likely to be idjam bicycles or in motor vehicle crashes.
For young adults aged 20-29, suicide and selfet#ftl injury and injuries from cutting and
piercing instruments are most common. Suicide seiflinflicted injury and motor vehicle
crashes are the two most frequent types of injarywhich mid-aged adults are hospitalised
(aged 30-39, 40-49, 50-59); whereas falls and wifspe fractures are the commonest cause
of hospitalisation among older people (60-69, 7080 ).
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TABLE 5.7: HOSPITALISATIONS FOR TOP TEN SPECIFIC TY PES OF INJURIES
IN NEW PLYMOUTH DISTRICT 1998-2000, BY AGE, RANKED IN ORDER OF

FREQUENCY
0-9 10-19 20-29
Injury type No. Injury type No. Injury type o.
Other Falls from one level to 99 Pedal cycle Cyclist (E8261) 52 Suicide and self inflicted 54
another (E8841-8849) injury(E950-959)
Fall from playground equipment 76 Motor Vehicles Drivers and 43 Cutting and piercing instruments 52
(E8840) Passengers(E810-819 0 and 1) (E920)
Accidental poisoning drugs 57 Other Falls from one level to 38 Motor Vehicles Drivers and 36
medicines biologicals (E850-858) another (E8841-8849) Passengers (E810-819 0 and 1)
Cutting and piercing instruments 37 Fractures cause unspecified 31 Motor vehicles Motorcycles 26
(E920) (E887-888) (E810-819 2 and 3)
Struck by objects/persons other 30 Cutting and piercing instruments 30 Late effects of injury (E929) 26
(E9171-9179) (E920)
Fractures cause unspecified 29 Struck by objects/persons 28 Motor Vehicle Non Traffic (E820- 18
(E887-888) other(E9171-9179) 825)
Fall into hole (E883) 27 Falls slipping tripping stumbling 23 Undetermined whether intentional 18
(E885) or unintentional (E980-989)
Foreign body (E914-915) 24 Suicide and self inflicted 23 Fractures cause unspecified 17
injury(E950-959) (E887-888)
Pedal cycle Cyclist (E8261) 22 Motor Vehicle Non Traffic (E820- 21 Overexertion strenuous 13
825) movement (E927)
Falls slipping tripping stumbling 20 Fall from playground equipment 21 Other environmental and 12
(E885) (E8840) accidental causes (E928)
30-39 40-49 50-59
Injury type No. Injury type No. Injury type No.
Suicide and self inflicted injury 42 Motor Vehicles Drivers and 36 Motor Vehicles Drivers and 25
(E950-959) Passengers (E810-819 0 and 1) Passengers (E810-819 0 and 1)
Motor Vehicles Drivers and 29 Suicide and self inflicted injury 32 Suicide and self inflicted injury 20
Passengers (E810-819 0 and 1) (E950-959) (E950-959)
Late effects of injury (E929) 21 Cutting and piercing instruments 30 Cutting and piercing instruments 16
(E920) (E920)
Motor vehicles Motorcycles 19 Late effects of injury (E929) 19 Fractures cause unspecified 15
(E810-819 2 and 3) (E887-888)
Cutting and piercing instruments 17 Falls slipping tripping stumbling 17 Late effects of injury (E929) 15
(E920) (E885)
Fight Brawl rape (E960) 16 Fractures cause unspecified 17 Fall from ladders scaffolding 12
(E887-888) (E881)
Motor Vehicle Non Traffic (E820- 12 Overexertion strenuous 17 Falls slipping tripping stumbling 12
825) movement (E927) (E885)
Pedal cycle Cyclist (E8261) 12 Motor vehicles Motorcycles 12 Other environmental and 11
(E810-819 2 and 3) accidental causes (E928)
Overexertion strenuous 12 Motor Vehicle Non Traffic (E820- 11 Other accidents due natural or 8
movement (E927) 825) environmental factors (E902-909)
Other environmental and 12 Fall from ladders scaffolding 9 Struck by objects/persons other 8
accidental causes (E928) (E881) (E9171-9179)
60-69 70-79 80+
Injury type No. Injury type No. Injury type 0.
Falls slipping tripping stumbling 24 Fractures cause unspecified 56 Falls slipping tripping stumbling 178
(E885) (E887-888) (E885)
Fractures cause unspecified 17 Falls slipping tripping stumbling 49 Fractures cause unspecified 173
(E887-888) (E885) (E887-888)
Motor Vehicles Drivers and 15 Other Falls from one level to 24 Other Falls from one level to 54
Passengers (E810-819 0 and 1) another (E8841-8849) another (E8841-8849)
Other Falls from one level to 14 Fall from steps or stairs (E880) 18 Other environmental and 17
another (E8841-8849) accidental causes (E928)
Fall from steps or stairs (E880) 12 Motor Vehicles Drivers and 10 Fall from steps or stairs (E880) 13
Passengers (E810-819 0 and 1)
Overexertion strenuous 11 Late effects of injury (E929) 9 Struck by objects/persons other 8
movement (E927) (E9171-9179)
Fall from ladders scaffolding 9 Overexertion strenuous 8 Motor vehicles Pedestrians 7
(E881) movement (E927) (E810-819 7)
Fall from building or other 6 Foreign body(E914-915) 7 Motor Vehicles Drivers and 6
structure (E882) Passengers (E810-819 0 and 1)
Cutting and piercing instruments 6 Struck by objects/persons other 7 Motor Vehicle Non Traffic (E820- 5
(E920) (E9171-9179) 825)
Other environmental and 6 Accidental poisoning drugs 6 Cutting and piercing instruments 5
accidental causes (E928) medicines biologicals (E850-858) (E920)

Source: Data from New Zealand Health Informatiorvige

55



Hospitalisations among Maori and non-Maori

Overall, Maori living in New Plymouth District hadower age-standardised injury
hospitalisation rates during 1998-2000 than non4#b,325 compared with 1,642 per
100,000) (Figure 5.15). This is the reverse ofditation for New Zealand Maori as a whole,
where Maori had higher injury hospitalisation ra{@sl64 per 100,000) compared to non-
Maori (1,768 per 100,000).

Non-Maori in the New Plymouth District had a slighhigher proportion (91 percent) of
hospitalisations due tenintentionalinjuries compared to Maori (88 percent) (FigurgEs).

FIGURE 5.15: HOSPITALISATIONS FOR INTENTIONAL AND U NINTENTIONAL
INJURIES, NEW PLYMOUTH DISTRICT 1998-2000, BY ETHNICITY, AVERAGE
ANNUAL AGE-STANDARDISED RATES (PER 100,000)
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Source: Data from New Zealand Health Informatiorvise (see Appendix Table A.22).
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Figure 4.9 compares 1998-2000 hospitalisation rfatemjury among New Plymouth District
Maori and non-Maori by age. This shows that M&aid lower hospitalisation rates than non-
Maori in the youngest and oldest age groups, amilasi or slightly higher rates than non-
Maori in the middle age groups (Figure 5.16).

FIGURE 5.16: HOSPITALISATIONS FOR INJURIES, NEW PLY MOUTH DISTRICT
1998-2000, BY AGE GROUPS AND ETHNICITY, AVERAGE ANN UAL RATES PER

100,000
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Source: Data from New Zealand Health Informatiorvige (see Appendix Table A.22).
Note: small numbers of Maori in oldest age groups
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In the three-year period 1998-2000, Maori were ni&ly to be hospitalised for motor
vehicle crashes (drivers and passengers), inj@irees cutting and piercing instruments and
falls (from one level to another). For non-Maamspecified fractures and falls were most
common (Table 5.8).

TABLE 5.8: HOSPITALISATIONS FOR TOP TWENTY SPECIFIC TYPES OF

INJURIES IN NEW PLYMOUTH DISTRICT 1998-2000, BY ETHNICITY, RANKED

IN ORDER OF FREQUENCY

Maori Non-Maori
Injury type No. Injury type No.

Motor Vehicles Drivers and Passengers (E810-819 34  |Fractures cause unspecified (E887-888) 351

Oand 1)

Cutting and piercing instruments (E920) 25 |Falls slipping tripping stumbling (E885) 331

Other Falls from one level to another (E8841-8849) 24 |Other Falls from one level to another (E8841-8849) 240

Other environmental and accidental causes (E928) 19 [Cutting and piercing instruments (E920) 173

Fall from playground equipment (E8840) 16 [Motor Vehicles Drivers and Passengers (E810-819 0 171
and 1)

Suicide and self inflicted injury (E950-959) 16 [Suicide and self inflicted injury (E950-959) 166

Pedal cycle Cyclist (E8261) 15 [Late effects of injury (E929) 104

Fractures cause unspecified (E887-888) 15 [Struck by objects/persons other (E9171-9179) 98

Struck by objects/persons other (E9171-9179) 13  [Other environmental and accidental causes (E928) 88

Late effects of injury (E929) 13 [Pedal cycle Cyclist (E8261) 86

Accidental poisoning drugs medicines biologicals 12 [Fall from playground equipment (E8840) 84

(E850-858)

Fall into hole (E883) 11 [Accidental poisoning drugs medicines biologicals| 75
(E850-858)

Falls slipping tripping stumbling (E885) 10 [Motor Vehicle Non Traffic (E820-825) 74

Fight Brawl rape (E960) 10 [Fall from steps or stairs (E880) 70

Caught between 2 objects (E918) 8 [Overexertion strenuous movement (E927) 67

Undetermined whether intentional or unintentional 8 [Motor vehicles Motorcycles (E810-819 2 and 3) 65

(E980-989)

Accidental Poisoning Gases and Vapors (E860-864, 7 |Fallinto hole (E883) 60

866)

Motor vehicles Motorcycles(E 810-819 2 and 3) 6 |Other accidents due natural or environmental factors| 51
(E902-909)

Vehicle accidents not elsewhere classified (E846- 6 [Fall from building or other structure (E882) 46

848)

Fall from steps or stairs (E880) 6 |Foreign body (E914-915) 46

Foreign body (E914-915) 6

Caustic and corrosive substances(E9241-9249) 6

Overexertion strenuous movement (E927) 6
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Trends in hospitalisations for injury

Hospitalisation rates for injury among New PlymoDiistrict residents have fluctuated a little
over the last 12 years, with rates for the yea28€ing only slightly above those of 1989.

By contrast, hospitalisation rates for injury fdr lew Zealanders have steadily increased
over this period. In the early 1990s, New Plymdudispitalisation rates for injury tended to
be higher than rates for New Zealand as a wholeweder, in the last two calendar years
(1999 and 2000) hospitalisation rates for New Plythchave been lower than New Zealand

as a whole (in 2000 the rates were 1,864 per 1006@0New Plymouth and 2,058 for New
Zealand) (Figure 5.17).

FIGURE 5.17: TRENDS IN HOSPITALISATIONS FOR INJURY, NEW PLYMOUTH

DISTRICT AND NEW ZEALAND, 1989-2000, ANNUAL AGE-STA NDARDISED
RATES PER 100,000
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Source: Data from New Zealand Health Informatiomvise. Age-standardised using Segi’'s world popatati
(see Appendix Table A.23).
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Emergency Department attendances for injury

Introduction

The following section examines injury data relattogattendances of New Plymouth District
residents at Taranaki Health Emergency Departments.

Emergency Department (ED) data covers some serigusies that result in hospital
admission and deaths. However, most ED visitdarkess serious injuries that are treated by
ED staff , with patients returning home to recoraher than being admitted to hospital.

It should be noted that similar types of these-g&s#us injuries are also likely to be treated
by other health services in the region, such asmf@iaccident and emergency clinics (such as
the White Cross Accident and Medical Centre andNlbes Plymouth Doctors Accident and
Medical Clinic) and other general practitionershe$e data are not readily available, so have
not been included in this report.

National data for emergency department attendasneealso not available, so no comparisons
with the rest of New Zealand can be made.

Despite these limitations, it is useful to lookcharacteristics and patterns of ED attendances
for injury, as they have some important implicasidor injury prevention.

Proportion of all visits

In the year 2000, there were 18,160 attendancdsirainaki Health EDs by New Plymouth
District residents. Of these, 36 percent wererfuries (6,531 visits).
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Who attends emergency departments for injury

Of the 6,531 visits to emergency departments maddanjury by New Plymouth District
residents in the year 2000, 60 percent were bysnaled 40 percent were by females. Age-
standardised attendance rates for males were S@érgdnigher than for females - 12,357 per
100,000 compared with 7,898 per 100,000.

Looking at ED attendance rates across different gigeps for the same year, males had
higher attendance rates than females in all agepgrexcept 80+ (Figure 5.18). This gender

difference was particularly marked in the teenage young adult age groups (ages 10-19, 20-
29, and 30-39).

Overall, the highest ED attendance rates occumazhg 10-19 year olds of both sexes, 20-29
year old males and 80+ year old females.

FIGURE 5.18: TARANAKI HEALTH EMERGENCY DEPARTMENT A TTENDANCES
FOR INJURY, NEW PLYMOUTH DISTRICT RESIDENTS, 2000, BY AGE GROUPS
AND SEX, RATES PER 100,000
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Source: Data supplied by Taranaki Health (see Appehable A.24).
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In 2000, 11 percent of New Plymouth District residewho attended EDs were Maori and 84
percent were non-Maori (five percent were of unknoethnicity). Age-standardised

attendance rates were 35 percent higher for nordiMamnpared with Maori (10,046 and

7,432 per 100,000 respectively). This is in linghwthe hospitalisation patterns for injuries
described in the previous section, where non-Mawmre 24 percent more likely to be

hospitalised than Maori.

Age-standardised ED attendance rates were highhdyotih non-Maori males and non-Maori
females compared with their Maori counterparts ({Fegs.19).

FIGURE 5.19: TARANAKI HEALTH EMERGENCY DEPARTMENT A TTENDANCES
FOR INJURY, NEW PLYMOUTH DISTRICT RESIDENTS, 2000, BY SEX AND
ETHNICITY, AGE-STANDARDISED RATES PER 100,000
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Source: Data supplied by Taranaki Health (see Apipefable A.25).

Note: Excludes data for people of unknown ethnicity
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Non-Maori ED attendance rates were also higher thase for Maori in all age groups except
30-39 (Figure 5.20).

FIGURE 5.20: TARANAKI HEALTH EMERGENCY DEPARTMENT A TTENDANCES
FOR INJURY, NEW PLYMOUTH DISTRICT RESIDENTS, 2000, BY AGE GROUPS
AND ETHNICITY, RATES PER 100,000
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Source: Data supplied by Taranaki Health (see Appehable A.26).

Note: Rates based on small nhumbers of Maori instldge groups (60+). Also excludes data for people
unknown ethnicity.
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Causes of injury

The three leading causes of injury for which Newnfiuth District people attended EDs in
2000 (Figure 5.21) were:

. falls (34 percent of all attendances for injuries)
. blunt trauma (22 percent)

. penetrating trauma (13 percent).

FIGURE 5.21: PERCENTAGES OF TARANAKI HEALTH EMERGEN CY
DEPARTMENT INJURY ATTENDANCES, NEW PLYMOUTH DISTRICT
RESIDENTS, 2000, BY CAUSE OF INJURY (N=6,531)

Other injury
cause
9%

Thermal
2%

Assault
4% Falls

35%
Foreign body °

6%

Strain
10%

Penetrating
trauma
13% Blunt trauma
22%

Source: Data supplied by Taranaki Health (see Appehable A.27).
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Males had higher age-standardised ED attendanes ttan females for all types of injuries.
These gender differences were most marked for i@gucaused by assaults, blunt and
penetrating trauma, and foreign bodies (Figure)5.22

FIGURE 5.22: TARANAKI HEALTH EMERGENCY DEPARTMENT A TTENDANCES

FOR INJURY, NEW PLYMOUTH DISTRICT RESIDENTS, 2000, BY SEX AND
CAUSE OF INJURY, AGE-STANDARDISED RATES PER 100,000
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Source: Data supplied by Taranaki Health (see Apipefable A.28).

65



Looking at ED attendance rates by age groupshitbeaseen that there are different patterns
for different injury causes. Falls are most likeyresult in attendances among the youngest
and oldest age groups, whereas assaults, blunpemetrating trauma and strains are most
likely to occur among 10-19 and 20-29 year oldgyFe 5.23).

FIGURE 5.23: TARANAKI HEALTH EMERGENCY DEPARTMENT
ATTENDANCEFOR NEW PLYMOUTH DISTRICT RESIDENTS IN 2000 BY AGE

GROUPS AND CAUSE OF INJURY, AGE-SPECIFIC RATES PER 100,000
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Source: Data supplied by Taranaki Health (see Apperable A.29).
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Locations where injury occurred

In the year 2000, half (51 percent) of ED injurieatiances were for injuries sustained
in domestic situations (for instance, in ED cliéatsn homes). The second and third
most common injury locations were sports / recoeatienues (15 percent) and public
areas (10 percent) (Figure 5.24).

FIGURE 5.24: PERCENTAGES OF TARANAKI HEALTH EMERGEN CY
DEPARTMENT INJURY ATTENDANCES, NEW PLYMOUTH DISTRICT

RESIDENTS, 2000, BY INJURY LOCATION (N=6,531)
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Source: Data supplied by Taranaki Health (see Agipehable A.30).
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For all types of location, New Plymouth District i@s were more likely to attend
emergency departments for injuries than New PlymoDistrict females. In
particular, males were substantially more likelgrttiemales to attend for injuries that
occurred in sports / recreation situations andakwfFigure 5.25).

FIGURE 5.25: TARANAKI HEALTH EMERGENCY DEPARTMENT
ATTENDANCES FOR NEW PLYMOUTH DISTRICT RESIDENTS IN 2000

BY INJURY LOCATION AND SEX, AGE-STANDARDISED RATES PER
100,000
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Source: Data supplied by Taranaki Health (see Agipehable A.31).
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In the year 2000, Emergency Department attendases ifor injuries sustained in
public areas, sports / recreation situations arfuicles were highest among New
Plymouth residents aged 10-19 and 20-29 years.

Attendance rates for injuries that occurred in dstmesituations decreased with age
until the age 30-59, then increased again for eagéd 60+.

As might be expected, children and teenagers agedud 10-19 are the only age
groups to attend EDs for injuries that occur absthand working-aged people (20-29
and 30-59) have the highest attendance rates fibe Wwjiries (Figure 5.26).

FIGURE 5.26: TARANAKI HEALTH EMERGENCY DEPARTMENT
ATTENDANCES FOR NEW PLYMOUTH DISTRICT RESIDENTS IN 2000
BY INJURY LOCATION AND AGE GROUPS, RATES PER 100,00 0
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Source: Data supplied by Taranaki Health (see Appehable A.32).
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ACC injury claim statistics

Introduction

The Accident Compensation Corporation (ACC) coledtata on financial claims

made to it by New Zealanders who experience variguess of injuries. These claims
include requests for contributions to medical exyesnweekly compensation for loss
of income, and rehabilitation costs. These claamesfinanced from various separate
ACC funds, depending on the circumstances of theyirand characteristics of the

claimant (e.g. whether they are an income earneo)r(ACC 2000a).

The following section presents ACC claims dataNaw Plymouth District for the
most recent financial year (i.e. 1 July 2000 to BMe 2001). It covers allew
“entittements” claims, including weekly compensatiovocational and social
rehabilitation, independence allowance, death lsrerfid elective surgery. However,
it excludes “minor” claims for medical fees onlyf (@hich there are a large number
each year), dental-only claims and ongoing claims.

When interpreting these ACC data, it should be ahtitat the information is collected
primarily for administrative, rather than epidenoigical purposes (i.e. it is not
attempting to accurately record the true incideoicajury in the community). This
means the information has limitations, particulanlthat it does not include cases of
injury that are not eligible for financial competisa. For instance, weekly
compensation is not available to non-earners @hiddren and retired people) or to
people whose injury affects their ability to attemdrk for one week or less (ACC
2000a).

However, despite these limitations, it is still fusdo look at the patterns of injury
evident in the ACC data, particularly if these arerpreted in conjunction with the
other statistics examined in this report.

Total entitlement claims made

In the 2000 / 2001 financial year in New Plymoultistbct, a total of 2,350 ACC new

entittement claims were made. This is equivalendtver three-quarters (78 percent)
of the 3,025 claims made for the Taranaki regiord &.7 percent of the 136,794
entittement claims made for the whole country (A@GZheme Reporting and

Forecasting Unit 2001).

In 2000 / 2001 only a very small number of all #athents in New Plymouth District
were for “serious” claims relating to irreversiblguries requiring ongoing support
from ACC (19 cases - 0.8 percent). In the same, @& percent (696 cases) of
entitlements for the whole country were for seriolasms (Appendix Table A.33).

During the same period, there were 24 ACC claimsdeaths in New Plymouth
District (one percent of all the District’'s entithent claims). For all New Zealand,
there were 966 death entitlement claims (0.7 pércénall entittement claims)

(Appendix Table A.33).
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Age and sex of claimants

In 2000 / 2001, 59 percent of ACC entitlement ckms in New Plymouth District

were male and 41 percent were female (1,396 andc85ds respectively). Overall,
males had 69 percent higher claim rates than femadléales had higher claim rates
than females in all age groups except the youn@e4j and oldest (75+) age groups.
For males, the highest claim rates occurred amérgdtyear-olds, while for females

the highest claim rate occurred among 75+-year-ol@&ims among 0-4 and 5-14-
year-olds were low compared with older age groppshably at least in part because
children are not eligible for income-related weettynpensation (Figure 5.27).

FIGURE 5.27: ACC ENTITLEMENT CLAIMS IN NEW PLYMOUT H
DISTRICT, BY AGE AND SEX, YEAR ENDING 30 JUNE 2001, RATES PER
100,000
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Source: ACC Scheme Reporting and Forecasting W0@il Zsee Appendix Table A.34).
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Injury locations

In New Plymouth District in 2000 / 2001, ACC erditient claims were most
commonly made for injuries occurring at home (oother community locations) (37
percent of claims), followed by work (25 percemidasports / recreation venues (20
percent) (Figure 5.28).

The proportion of all claims that were made forumgs sustained at home /
community locations in New Plymouth District (37rpent) was substantially higher
than New Zealand as a whole (22 percent) as weltrees parts of the Taranaki region
(South Taranaki and Stratford TLAs). Injuries thatcurred at local sports /
recreation venues also contributed to a highergmage of all claims (20 percent)
than the national average (14 percent) (Figure;588C Scheme Reporting and
Forecasting Unit 2001).

In New Plymouth District, there was a significanbyver proportion of claims made
for injuries that occurred in “other” locations th&or New Zealand overall (Figure
5.28). Additionally, there was a lower proportioh work-related claims in the
District compared with South Taranaki and StratfotdAs (ACC Scheme Reporting
and Forecasting Unit 2001).

FIGURE 5.28: PERCENTAGE OF ACC ENTITLEMENT CLAIMS I N NEW
PLYMOUTH DISTRICT AND NEW ZEALAND, BY LOCATION OF | NJURY,
YEAR ENDING 30 JUNE 2001
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Source: ACC Scheme Reporting and Forecasting @il Zsee Appendix Tables A.34 and A.35).

Overall, New Plymouth District residents have atgadardised claim rates around 12
percent higher than the national average. In facal residents have higher claim
rates than all New Zealanders for every type afirinjlocation except the “other”

category. In particular New Plymouth District peopave much higher claim rates
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for home / community and sports / recreation igsiihan the general population (1.9
and 1.7 times higher respectively) (Appendix Ta#l€ and A.35).

For both New Plymouth District and New Zealand, esalhave higher age-
standardised claim rates than females (69 peraghel). In particular, they have
considerably higher workplace and sports / reavaatijury claim rates than females
and also higher road injury claim rates. HoweVenne / community injury claim

rates are similar for both males and females (Eigu29).

FIGURE 5.29: ACC ENTITLEMENT CLAIMS, NEW PLYMOUTH D ISTRICT,
BY LOCATION OF INJURY AND SEX, YEAR ENDING 30 JUNE 2001, AGE-
STANDARDISED RATES PER 100,000
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Source: ACC Scheme Reporting and Forecasting W01 Zsee Appendix Tables A.34 and A.35).

Serious claims and deaths

In New Plymouth District, nine of the 19 “seriouaitittement claims during the 2000
/ 2001 financial year were for road injuries andwsere for injuries sustained at home
/ in community settings.

Eleven of the 24 claims for deaths were for rogdries and five were for home /
community injuries.
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Road injuries

Cars were by far the most common type of vehiclevimch New Plymouth District
people making road-injury entitlement claims wenguied in the 2000 / 2001
financial year. Motorcycles and trucks were thetmeost common.

A higher percentage of claims in New Plymouth Dastwere for injuries that
occurred in motorcycles and trucks compared withwNéealand as a whole.
Compared with the national average, a lower peagenbf New Plymouth District
road-injury entitlement claims were for injuries @ars and for pedestrians (Figure
5.30).

FIGURE 5.30: PERCENTAGE OF ACC ENTITLEMENT CLAIMS F OR ROAD
INJURIES IN NEW PLYMOUTH DISTRICT AND NEW ZEALAND, BY TYPE

OF VEHICLE, YEAR ENDING 30 JUNE 2001
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Source: ACC Scheme Reporting and Forecasting il Zsee Appendix Table A.36).
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Sports injuries

For both New Plymouth District and New Zealand awtwle, the most common
sports / recreation injuries for which ACC claimgre made in 2000 / 2001 were
rugby and “general recreation” followed by netlzadtl soccer.

Compared with New Zealand overall, a higher peagatof New Plymouth District
sports / recreation injury entitlement claims wéoe netball, basketball and cricket.
Skateboarding, squash and golf also featured inajhéen sports activities for which
claims were made in New Plymouth District, althoungit in New Zealand as a whole
(Figure 5.31).

FIGURE 5.31: PERCENTAGE OF ACC ENTITLEMENT CLAIMS F OR TOP TEN
SPORT / RECREATION INJURIES IN NEW PLYMOUTH DISTRICT AND NEW
ZEALAND, BY TYPE OF SPORT, YEAR ENDING 30 JUNE 2001
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Source: ACC Scheme Reporting and Forecasting @il Zsee Appendix Table A.37).

X = not in top ten sports in the region.
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Work injuries

In New Plymouth District in 2000 / 2001, agricultufrforestry / fishing was the most
common industry for which workplace ACC entitlemefdims were made (127 - 22
percent - of the total of 586 workplace claims)heTindustries with the next highest
number of workplace claims in the District were mif@cturing and construction with
115 (20 percent) and 70 claims (12 percent) resmdgt(Appendix Table A.38). For
New Zealand as a whole, manufacturing was the masimon industry for which
workplace claims were made (20 percent of claifietlpwed by agriculture / forestry
/ fishing (15 percent) and construction (11 pergent

Because there are different proportions of workenployed in different industries in

New Plymouth District compared with New Zealandaaghole, it is also useful to

look at claim rates per numbers of workers in thaéi§ierent industries. In 2000 /

2001, agriculture / forestry / fishing had the haghrate of claims per 100,000
workers in New Plymouth District, followed by consttion and cultural and

recreational services (Figure 5.32). Compared wWithNew Zealand average, New
Plymouth District workers in agriculture / forestry fishing and cultural and

recreational services had much higher entitlemiamincrates.

FIGURE 5.32: ACC ENTITLEMENT CLAIM RATES (PER 100,000
WORKERS) FOR WORKPLACE INJURIES BY INDUSTRY, YEAR E NDING
30 JUNE 2001
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Note: NPD = New Plymouth District, NZ = New Zealand
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Injury diagnoses

Overall, the most frequent injury diagnoses forahkhentitiement claims were made in
2000 / 2001 in New Plymouth District were soft igsnjuries (51 percent), fracture /
dislocations (26 percent), and lacerations / puectnounds (10 percent). This
pattern is very similar to that of New Zealand ashele (Appendix Table A.39 and
A.40).

Different injury diagnoses are more common in g¢ertajury locations than others.
For example, a higher-than-average percentageasfssprecreation injuries are soft
tissue injuries, a relatively high percentage @dranjuries are fracture / dislocations,
and a relatively high percentage of work injuries due to gradual processes (Figure
5.33). Similar patterns are found in New Zealanditlement claims overall
(Appendix Table A.39 and A.40).

FIGURE 5.33: ACC ENTITLEMENT CLAIMS BY INJURY DIAGN OSES AND
LOCATION, NEW PLYMOUTH DISTRICT, YEAR ENDING 30 JUN E 2001
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Source: ACC Scheme Reporting and Forecasting @il Zsee Appendix Table A.39).
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Injury sites

Among ACC entitlement claims for New Plymouth Distin 2000 / 2001, by far the
most common injury body sites were lower limbs #cent of claims), and upper
limbs (31 percent). Injuries to backs / necksinep were the next most frequent (14
percent), followed by head / face / dental injuriegght percent). This was very
similar to the injury sites related to entitlemetdims for the whole of New Zealand
(Appendix Tables A.41 and A.42).

A relatively high percentage of sports / recreatiojuries were to lower limbs,

whereas a relatively high percentage of road iegumwere chest / internal injuries,
head / facial injuries or other / multiple injurieé comparatively high proportion of
work injuries were to backs / necks / spines angeupimbs (Figure 5.34). Again,

these patterns were similar to those for nationsittement claims (Appendix Tables
A.41 and A.42).

FIGURE 5.34: ACC ENTITLEMENT CLAIMS BY INJURY SITES AND
LOCATION, NEW PLYMOUTH DISTRICT, YEAR ENDING 30 JUN E 2001
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Source: ACC Scheme Reporting and Forecasting il Zsee Appendix Table A.41).
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Injury “causes”

For all entitlement claims, ACC assesses what Wasdause” of the injury. “Other
loss of balance / personal control” was in the topr causes for all five injury
locations. It was the most common cause of injargports / recreation venues, in
home /community settings, and in “other” locations)

“Lifting / carrying / strain” was the most frequecause of work injuries, and also
featured in the top four causes of injuries at tgpbrecreation and home / community
locations.

Slipping or skidding on foot was frequently the sauwf injuries at work, sports /
recreation, home / community, and “other” locations

Road injuries were usually associated with “lossaftrol of a vehicle”, “collision
with / knocked over by object”, and “driving intale / object / animal etc.” (Table
5.3 overleaf).

Activities preceding injuries

As well as assessing the “causes” of injuries farclv entitlement claims are made,
ACC collects information about the type of acte#ithat claimants are engaged in
before they are injured.

As would be expected: for work injuries, claimaate most likely to be carrying out
employment tasks. For road injuries they are riksly to be “driving / riding”; and
for sports / recreation injuries they are mostljik® be engaged in “recreation or
sporting activities”.

Walking and running are the most common activipesceding home / community

injuries, and lifting / lowering / loading / unloag are frequently undertaken before
both work and home / community injuries (Table &wrleaf two pages).
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TABLE 5.9: TOP TEN “CAUSES” OF INJURY FOR ACC ENTIT LEMENT CLAIMS
IN NEW PLYMOUTH DISTRICT, BY LOCATION, YEAR ENDING 30 JUNE 2001

WORK No. % ROAD No. %
Lifting / carrying / strain 131 224 Other loss of control of vehicle 48 34.3
Other loss of balance / personal control 122 20.8 Collision with / knocked over by object 22 15.7
Work property or characteristics 91 15.5 Driving into hole / object / animal / etc. 21 15.0
Slipping, skidding on foot 59 10.1 Other loss of balance / personal control 19 13.6
Collision with / knocked over by object 25 4.3 Swerving / evasive action 3 21
Struck by person / animal 23 3.9 Inadvertent machine / vehicle movement 2 14
Tripping or stumbling 18 3.1 Skid 2 14
Object coming loose / goods shifting 15 2.6 Work property or characteristics 1 0.7
Struck by hand-held tool / implement 12 2.0 Loss of hold 1 0.7
Misjudgement of support 12 2.0 Lurching / jerks in vehicles etc. 1 0.7
Other or unclear cause 78 133 Other or unclear cause 20 14.3
Total 586 100.0 Total 140 100.0
SPORT / RECREATION No. % HOME / COMMUNITY No. %
Other loss balance / personal control 172 37.3 Other loss balance / personal control 250 28.6
Struck by person / animal 70 15.2 Slipping, skidding on foot 137 15.7
Lifting / carrying / strain 51 111 Tripping or stumbling 120 13.7
Tripping or stumbling 37 8.0 Lifting / carrying / strain 97 111
Slipping, skidding on foot 36 7.8 Struck by person / animal 33 3.8
Collision with / knocked over by object 21 4.6 Collision with / knocked over by object 31 35
Loss of hold 8 1.7 Loss of hold 16 1.8
Other loss of control of vehicle 7 15 Misjudgement of support 13 15
Misjudgement of support 6 1.3 Pushed or pulled 13 15
Something giving way underfoot 6 1.3 Struck by hand-held tool / implement 10 11
Other or unclear cause 47 10.2 Other or unclear cause 154 17.6
Total 461 100.0 Total 874 100.0
OTHER No. %
Other loss balance / personal control 62 215
Slipping, skidding on foot 19 6.6
Medical treatment 17 5.9
Tripping or stumbling 16 5.5
Struck by person / animal 13 45
Lifting / carrying / strain 12 4.2
Pushed or pulled 9 3.1
Criminal Act 6 21
Collision with / knocked over by object 6 2.1
Other loss of control of vehicle 3 1.0
Other or unclear cause 126 43.6
Total 289 100.0

Source: ACC Scheme Reporting and Forecasting (0@i1 2
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TABLE 5.10: TOP TEN ACTIVITIES OF INJURY FOR ACC E NTITLEMENT
CLAIMS IN NEW PLYMOUTH DISTRICT, BY LOCATION, YEAR ENDING 30 JUNE
2001

WORK No. % ROAD No. %
Employment tasks 313 53.4 Driving, riding 116 82.9
Lifting, lowering, loading, unloading 69 11.8 Travelling as passenger 9 6.4
Walking, running 36 6.1 Walking, running 4 2.9
Using, operating (not machine) 12 2.0 Employment tasks 2 14
Driving, riding 11 19 Other 6 43
Ascending / descending 11 1.9 Not obtainable 3 21
Getting on or off, in or out of 10 17 Total 140 100.0
Operating machine 9 15
Carrying 7 12
Preparing food or drink 2 0.3
Other 27 4.6
Not obtainable 79 135
Total 586 100
SPORT / RECREATION No. % HOME / COMMUNITY No. %
Recreation or sporting activity 382 82.9 Walking, running 281 32.2
Walking, running 39 8.5 Lifting, lowering, loading, unloading 85 9.7
Driving, riding 5 11 Getting on or off, in or out of 64 7.3
Ascending / descending 4 0.9 Ascending / descending 57 6.5
Lifting, lowering, loading, unloading 4 0.9 Using, operating (not machine) 40 4.6
Children playing 3 0.7 Driving, riding 28 3.2
Carrying 2 0.4 Carrying 19 2.2
Fighting 1 0.2 Children playing 19 2.2
Adjusting machine or work 1 0.2 Operating machine 13 15
Getting on or off, in or out of 1 0.2 Fighting 11 13
Other 12 2.6 Other 202 23.1
Not obtainable 7 15 Not obtainable 55 6.3
Total 461 100.0 Total 874 100
OTHER No. %
Walking, running 63 21.8
Receiving medical treatment 17 5.9
Driving, riding 14 4.8
Ascending / descending 11 3.8
Lifting, lowering, loading, unloading 8 2.8
Fighting 7 2.4
Getting on or off, in or out of 6 2.1
Employment tasks 4 14
Using, operating (not machine) 3 1.0
Adjusting machine or work 2 0.7
Other 104 36.0
Not obtainable 50 17.3
Total 289 100

Source: ACC Scheme Reporting and Forecasting W0@i12
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Cost of claims

In the 2000 / 2001 financial year, over $11 millivas spent on ACC entitlement
claims in New Plymouth District. This was aroundeopercent of national
expenditure (Appendix Table A.43).

Overall, local claims cost $4,990 on average. Tas equivalent to 54 percent less
than the national average of $7,691.

In most types of locations, the average cost afmdan New Plymouth District was
lower than the New Zealand average (Figure 5.3Bhis could be because local
injuries were less serious, people who were injuned a lower average income
(making weekly compensation lower), and / or ofaetors.

FIGURE 5.35: ACC ENTITLEMENT CLAIMS EXPENDITURE IN NEW
PLYMOUTH DISTRICT AND NEW ZEALAND, BY INJURY LOCATI ON,

YEAR ENDING 30 JUNE 2001

25,000

20,000 +

15,000 +

10,000 +

5,000 +

Average expenditure per claim ($)

hﬂj

Road Work Other Home / Sport /
community recreation

@ New Plymouth District [0 New Zealand

Source: ACC Scheme Reporting and Forecasting @il Zsee Appendix Table A.43).
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Land Transport crash statistics

Introduction

The next section presents information about injiuoyn road vehicle crashes. As
mentioned in the previous sections, in the New Biytn District, motor vehicle and

other transport crashes are responsible for 34epexf injury deaths, 17 percent of
hospitalisations for unintentional injuries, niner@ent of Emergency Department
attendances and around six percent of new ACC slailew Plymouth District.

The Land Transport Safety Authority (LTSA) compilésta from Police reports on
crashes involving injury, along with some infornoation non-injury crashes. The
following section presents injury crash statistios New Plymouth District, taken

from the most recent locBload Safety Repoft TSA 2001a). This information gives
details on the numbers and rates of crashes andltas (injuries and deaths) in New
Plymouth District and details about the situatiand causes of these crashes.

Because of differences in the nature of roadingainous parts of New Zealand, the
LTSA provides comparative data in loddbad Safety Reportfer similar areas of
New Zealand as well as data for the whole of Nealat®d. New Plymouth District is
categorised under “Group C” - “Large Provincial Trerand Hinterland” (Population
35,000 - 75,000 and 20 - 50 percent of firatashes). Group C comprises:

New Plymouth District
Gisborne

Hastings

Kapiti Coast

Porirua

Rotorua

Timaru

Upper Hutt

Wanganui
Whangarei.

'8 “Rural” roads are defined as having speed limit8@km/h or more. Urban roads have speed limits
of less than 80km/h.
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While it is known that not all injury crashes aeported to the Police, Taranaki
appears to have a relatively high reporting ratemgared with other parts of New
Zealand. In the year 2000, the ratio of reporteboss injuries to recorded hospital
admissions for road vehicle crashes in Taranaki@@8. The ratio for the whole of
New Zealand was 0.37. Note that this higher repgrtate could significantly

contribute to some of the regional differences fiash and casualty rates reported
below.

It should also be noted that people livingtside New Plymouth District who are
involved in crashes that take plasghin the District will be included in the statistics
discussed below.
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Crash and casualty rates

In the year 2000 in New Plymouth District, 149 twes and 216 casualties were
reported to the Police. This represented 22 inguaghes and 32 casualties per 10,000
population. These injury crash and casualty ratese slightly higher than the
average for New Zealand as a whole, and slightijhdr again than those for all
Group C areas (Figure 5.36).

FIGURE 5.36: CRASH AND CASUALTY RATES (PER 10,000
POPULATION) IN NEW PLYMOUTH DISTRICT, GROUP C AND NEW
ZEALAND IN 2000
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Source: Data from LTSA 2001a (Table 2).

Looking at crash and casualty rates on differepesyof roads, taking into account
distances travelled, it can be seen that the higtrash and casualty rates in New
Plymouth District occur on urban state highwayai{&Highways 3 and 45). These
reported crash rates on urban state highways warsiderably higher than average
rates for urban state highways for both New Zealandl Group C areas. Reported
crash and casualty rates for urban local roadsrarad state highways were slightly
higher in New Plymouth District than for New Zealaand Group C areas. On rural
local roads, crash rates for New Plymouth Distwetre similar to New Zealand and
Group C rates, and casualty rates were very sjigbtver (Figures 5.37 and 5.38
overleaf).

85



FIGURE 5.37: CRASH RATES (PER 100 MILLION VEHICLE K ILOMETRES
TRAVELLED) IN NEW PLYMOUTH DISTRICT, GROUP C AND NEW
ZEALAND IN 2000, BY TYPE OF ROAD
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Source: Data from LTSA 2001a (Table 2).
Note: Lengths of the four different types of roaahywbetween geographic areas, thus affecting crash
and casualty rates.

FIGURE 5.38: CASUALTY RATES (PER 100 MILLION VEHICL E
KILOMETRES TRAVELLED) IN NEW PLYMOUTH DISTRICT, GRO UP C
AND NEW ZEALAND IN 2000, BY TYPE OF ROAD
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Source: Data from LTSA 2001a (Table 2).
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Note: Lengths of the four different types of roaatywbetween geographic areas, thus affecting crash
and casualty rates.
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Over the last 12 years, reported crash and caswaadty in the New Plymouth District
have both gradually declined (Figure 5.39)This downward trend is also evident for
New Zealand as a whole and Group C areas (LTSA;1988A 2001a).

FIGURE 5.39: TRENDS IN CRASH AND CASUALTY RATES (P ER 10,000
POPULATION) FOR NEW PLYMOUTH DISTRICT, 1989-2000
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Source: Data from LTSA 1999 (Figures 4 and 4a), APB01a (Figures 5 and 5a).

19 Ratios of reported serious injuries to hospdissions in Taranki have increased slightlyriyri
this time.

88



Severity of injury crashes

During the period 1996-2000 in New Plymouth Didire total of 886 injury crashes
were reported to the Police, involving 1,282 caseml Most (71 percent) of these
crashes involved minor injuries. Overall, most)(@Rthe 32 fatal crashes reported to
the Police occurred on rural roads. Crashes imvglserious injuries, too, were more
likely to occur on rural roads than urban road(@®.5).

The percentages of fatal, serious and minor cassalh rural and urban roads in the
New Plymouth District were similar to the average &ll Group C areas (LTSA
2001a).

TABLE 5.11: NUMBER AND PERCENTAGE OF FATAL, SERIOUS AND
MINOR INJURY CRASHES FOR NEW PLYMOUTH DISTRICT FOR URBAN

AND RURAL ROADS DURING FIVE-YEAR PERIOD 1996-2000

URBAN RURAL TOTAL
Injury Number Percent Number Percent Number Percent
severity

CRASHES
Fatal 10 2 22 6 32 4
Serious 100 19 127 35 227 26
Minor 410 79 217 59 627 71
Total 520 100 366 100 886 100
CASUALTIES
Fatal 10 1 25 4 35 3
Serious 110 16 165 28 275 21
Minor 570 83 402 68 972 76
Total 690 100 592 100 1282 100

Source: Data from LTSA 2001a Tables 3, 4, 5, 3abda
Note:  Injury severity recorded for the most sevengjured casualty in the crash.

“Fatal” = injuries resulting in death within 30ydaof crash.

“Serious” = injuries requiring medical treatment lwospital admission, including fractures,
head injuries, internal injuries, crushing, sevacerations etc.

“Minor” = injuries requiring first aid or causingjscomfort including sprains, bruises etc.
“Urban” = road with speed limit of less than 80km/

“Rural” = road with speed limit of 80km/h or more.
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Types of road users involved in injury crashes

In the period 1996-2000, nearly half (48 percehglbcasualties involved in reported
crashes in New Plymouth District were drivers afsaar vans. Almost one in four of
all the District's casualties were passengers irs ca vans, and 12 percent were
motor-cyclists. A higher proportion of casualtieem crashes on rural roads were car
/ van drivers and passengers or occupants of heshigles, compared with casualties
on urban roads where higher proportions of cagsltiere motor-cyclists, cyclists or
pedestrians (Figure 5.40).

FIGURE 5.40: TYPES OF ROAD-USER CASUALTIES INVOLVED IN
INJURY CRASHES ON URBAN AND RURAL ROADS IN NEW PLYM OUTH
DISTRICT 1996-2000
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Source: Data from LTSA 2001a Figures 6 and 7 (sggeAdix Table A.44).

A (statistically) significantly lower proportion dlew Plymouth District urban-road
casualties were car / van drivers and occupanteaby vehicles compared with the
whole country. Moreover, compared with Group Gignificantly lower proportion
of New Plymouth District urban-road casualties weaie/ van passengers. However,
there was a significantly higher percentage of moyalist casualties on the District’s
urban roads compared with both Group C areas amdZ¢aland as a whole (LTSA
2001a).

On rural roads, too, a higher proportion of NewniRbyth District casualties were
motor-cyclists compared with both Group C and Neealand. New Plymouth
District rural roads also had a comparatively hggrcentage of cyclist casualties
(compared with New Zealand) and a low percentagsapf van passenger casualties
(compared with both Group C and the New Zealandaa (ibid.).
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Over the past decade (1991-2000) in New Plymoutktridi there has been a
downward trend in the numbers of all types of raadr casualties except heavy
vehicle occupants where the ten-year trend hasinechaquite flat (although quite

wide fluctuations have occurred in individual yedige to small numbers of cases)
(ibid.).

Crash movement types

Looking at the types of vehicle movements precedirashes is also useful when
considering how to prevent injuries from this cause

The most common types of reported injury crashddaw Plymouth District (in the
period 1996-2000) resulted from:

crossing or turning movements

losing control or meeting another vehicle head-omaad bends

rear-end / obstruction situations (such as crashtwthe back of a parked or
slow-moving vehicle) (Figure 5.41).

Crossing and turning movements, rear end / obstrycand pedestrians resulted in
larger numbers afrbanroad crashes thamral-road crashes (Figure 5.41)

Losing control or head-on crashes on bends orgsitraiections were more common
onrural roads (Figure 5.41).

FIGURE 5.41: MOVEMENT TYPE INVOLVED IN INJURY CRASHES ON
URBAN AND RURAL ROADS IN NEW PLYMOUTH DISTRICT 1996 -2000
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Source: Data from LTSA 2001a Figures 6 and 7 (gggeAdix Table A.45).
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Comparing New Plymouth District with other aredse following patterns in the
types of crash movements were evident (LTSA 2001a):

higher percentages of crossing / turning movement$oth urban and rural
roads (compared with Group C and all N2)

higher percentages of rear end / obstruction mowénen rural roads
(compared with Group C)

lower percentages of losing control / head-on sidna on bends of urban roads
(compared with Group C)

lower percentages of losing control / head-on sitna on bends of rural roads
(compared with Group C and all NZ)

lower percentages of losing control / head-on sibua on straight sections of
urban roads (compared with Group C and all NZ).

Contributing factors to crashes

Poor observation and failing to give way or to stegre by far the most common
contributing factors to injury crashes in New Plytio District from 1996-2000.

These two factors were much more frequentiban thanrural-road crashes, as
were pedestrian and cyclist factors. Driving t@stf poor handling, road factors,
failing to keep left, vehicle factors, and fatiguere more common in rural-road
crashes (Figure 5.42).

FIGURE 5.42: CONTRIBUTING FACTORS TO INJURY CRASHES ON
URBAN AND RURAL ROADS IN NEW PLYMOUTH DISTRICT 1996 -2000
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Source: Data from LTSA 2001a Figures 24 and 25 Aggrendix Table A.46).
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For urban roads, New Plymouth District had statistically refggantly lower
percentages of crashes (compared with both GroapdCall New Zealand) due to the
following contributing factors:

road factors

pedestrian factors
fatigue

incorrect lanes / position
failed to keep left

too fast

alcohol involved.

However,urbanroad crashes in New Plymouth District wenere likely than either
Group C or all New Zealand to have poor observatiofailing to give way / stop as
contributing factors (LTSA 2001a).

The following contributing factors orural roads were significantliess commoin
New Plymouth District than other areas:

weather (lower than all N2Z)

poor observation (lower than Group C)

incorrect lanes / position (lower than all NZ)
failed to give way / stop (lower than Group C)

too fast (lower than all N2Z)

alcohol involved (lower than Group C and all NZ).

Poor observation, poor handling, and failing toegivay or stop werenore common
in New Plymouth Districtural-road crashes than New Zealand overall, as waggoin
too fast compared with Group C areas (ibid.).

Timing of crashes

Crash data for New Plymouth District during theefiyear period 1996-2000 show
that, during weekdays, crashes peak in the midtedfternoon, with a smaller peak
around 9-10am. The afternoon peaks occur at htlsligarlier time of day than the
New Zealand average, but at similar times to GrGugreas. At the weekends, peaks
in crashes in New Plymouth District occur on Satiysdand Sundays around midday,
and on Sundays in the late afternoon. These weegatterns are similar to the
Group C average, but are different from New Zealasnd whole, where the highest
peak occurs around midnight on Saturday with loweaks during afternoons on
Saturdays and Sundays (LTSA 2001a).
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From 1996-2000, the lowest number of crashes in Rmouth District occurred on

Mondays (99 in total). The frequency of crashesdgally increased throughout the
week to a peak on Fridays (158). Weekend numbers @42 and 147 for Saturdays
and Sundays respectively. These patterns are siamjar to Group C areas, but
different from all New Zealand which has a sigrafitly higher proportion of crashes
on Saturdays (ibid.).

July was the most common month for crashes in Nigmd&uth District (89 crashes in
total), with October being the least common (59onthly crash patterns in New
Plymouth District were similar to Group C and Newaland, except for the District's
high proportion of crashes in July which was sigaifitly higher than both other
comparative areas (ibid.).

Seatbelt, child restraint and cycle helmet use

Surveys of seat belt, child restraint and cyclemel use have been conducted
throughout the country since the mid-1990s. Thereereported by regions (rather
than TLAS). In the latest survey, undertaken eadhis year, 93 percent of adults
sitting in front seats of vehicles in Taranaki wevearing seatbelts. This is one
percent higher than the national average, bustatsstically-significant decrease (of 2
percent) for the region since the last survey iOR0 Adult seatbelt-wearing rates
throughout the country range from 82 percent (HaBay) to 99 percent (Auckland
City) (LTSA 2001b). Since 1996, the rates of wegrfront seatbelts in Taranaki
increased to a peak in 1999, but have decreaggdlglsince then (Figure 5.43).

Wearing seatbelts in the backs of vehicles is siilich less common than in front
seats. In the latest survey in 2000, 66 percenadaflt back-seat passengers in
Taranaki were wearing seatbelts - 10 percent less the national average of 76
percent. Rates throughout the country range frérmpetcent in Hawkes Bay up to 96
percent in North Shore (LTSA 2001b). Since 19%&riseatbelt wearing rates in
Taranaki increased to a high of 71 percent in 19@®,decreased by five percent in
2000 (Figure 5.43 overleaf).

The latest survey in 2000 of child-restraint useagchildren aged under five years,
showed that 77 percent of Taranaki children weragus restraint (child seats,
booster seats, infant seats or seatbelts). TISiIX igercent down on the previous year,
and two percent less than the national averag20@®, the national range was from
64 percent [Manukau]) to 91 percent [North Shote[SA 2001b). Taranaki child
restraint use rates have varied since 1995, wiflY Ifaving the highest use rate of 95
percent (Figure 5.43).

Cycle-helmet use in Taranaki is high (95 percen2®1), as is the case for New
Zealand overall (94 percent) (rates throughoutchentry range from 85 percent in

Northland to 99 percent in Wellington City) (LTSA@Lb). Since 1997, rates of

cycle-helmet use in Taranaki increased to 97 peélicet®98 and have decreased only
very slightly since then (Figure 5.43).
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FIGURE 5.43: PERCENTAGE OF SEAT BELT, CHILD RESTRAI NT AND
CYCLE HELMET USE IN TARANAKI, 1995-2001
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Source: Data from LTSA 2001b (see Appendix Tabi7A.

Note:  x = data not available for this year.

“Social cost”

As well as reducing suffering, preventing injuryasines in New Plymouth District
would save money through cutting down the numbedezths, hospitalisations and
other medical care. The LTSA estimates that tlei4 cost®° of injury crashes in
New Plymouth District in the year 2000 was $44.48iom. Nearly $28 million of
this was for rural state highway crashes. The LEBggests that injury crashes on
urban and rural local roads contribute to the tetalial cost by just over $5 million
each, and the cost of injury crashes on urban kighevays was just over $6 million.

% These estimates are based on “willingness-to-paydies.
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Police statistics

Information on reported assaults in New Plymoutistist is available from local
Police crime statistics. As discussed earliehia teport, assaults cause around three
percent of injury deaths, 27 percent of hospitdbes for intentional injury and four
percent of Emergency Department attendances iDigtact.

In the New Plymouth aréh the numbers of different types of violent and usgx
crimes have remained reasonably steady over thetpese financial years, with
“serious assaults”, “minor assaults” and “otherlemze” being the most common
types (Figure 5.44). Over the three-year periothe\New Plymouth area, there were
annual averages of 770 violent crimes and 63 seximaks.

Overall, the rates of violent and sexual crimegh@ New Plymouth area are very
slightly above the average for New Zealand. Faer tiree years 1998/99-200/01,
violent and sexual crimes made up 12 percent arded crimes in the District (this
compares with 10 percent for the whole of New Zed)gdAppendix Table A.48).
FIGURE 5.44: NUMBERS OF VIOLENT AND SEXUAL CRIMES
RECORDED BY POLICE IN NEW PLYMOUTH AREA, FROM 1998/ 99 TO

2000/01
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Source: Data supplied by New Plymouth Police (sppefdix Table A.48).

2L New Plymouth District plus Mokau.
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6
THE COMMUNITY CONSULTATION

This section presents the findings of the commundysultation undertaken with
people from groups and organisations in the NewnBlyth District. Chapter Two has
already described the research approach used éorcdhsultation, including how
consultation participants were selected and ineeved.

Population groups most prone to injury

Participants in the community consultation idertifinine different groups of people
that they considered should have priority in artyif@ injury prevention programme in
the New Plymouth District. The groups were:

Children

Adolescents and youth

Older people

Ma&ori

People participating in sport or recreation

People in the workplace

People on farms

People at home

People on the roads
Summarised below is the information gathered framsaltation participants about
the injury profiles and prevention needs of these mpriority groups. Each priority

group is discussed in a separate section. Eatiorseovers:

(1) the number of interviewees who identified the grasm “priority group™

“people interviewed in the second phase of the tmtism were not asked to identify priority
population groups. The focus of the second phaterviews was discussing people’s specialist
knowledge of injuries in particular locations, extanufacturing, farming.
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(2) the common types of injuries experienced by theigrand the main perceived
causes of these injuries

(3) key risk factors for these injuries e.g. biologicdcial and other environmental
factors

(4) existing injury prevention interventions relevamthe group

(5) suggested future interventions and approacheglt@weethe incidence of injuries
in the group.
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Children

Children were identified by consultation participarto be particularly prone to
accidental injury, largely because of their inexgece, innate curiosity and innocence
of the potential domestic and environmental hazardand them.

Some interviewees saw boys, especially those age® 3ears, as more vulnerable to
injury than girls. As one person put it, boys “Bavnose for trouble”.

Priority rating

Of the 24 people interviewed in the first phasetl# consultation, 12 identified
children’s injuries as a high priority for futungjuiry prevention initiatives.

Common types of injuries and their causes

Table 6.1 summarises the key types of injuriestified by interviewees as impacting
on local children and the common causes of thgages.

Table 6.1: COMMON TYPES OF CHILDHOOD INJURIES AND T HEIR
CAUSES

Common types of COMMON CAUSES
Injuries

Poisonings . Ingestion of unsecured household cleaners and bathesehold
products
Ingestion of parents / grandparents’ pills

Fractures . Falls from trips and heights e.g. trees, jungle gjytycles.
Child abuse

Bruises . Trips and falls

Unsupervised use of baby walkers
Violence and physical abuse / neglect

Burns and scalds . Matches, candles, unprotected heaters, open fic§ire boxes,
pulling on electric jug / kettle cords and pot hiasd
Head injuries . Vehicle crashes

Failure to use car restrainers, use of substardarcestrainers
Failure to use cycle helmets, use of substanddnete
Violence and physical child abuse / neglect

Use of ATVs

Drowning . Unsupervised access to swimming pools, beachegr mates
and troughs
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Causes and influencing factors

Most interviewees identified fractures, bruisesiscand lacerations as the most
common childhood injuries. Factors seen as cautirig to these included falling
from heights (such as out of trees), falling oiyground equipment, and falling from
cycles and skateboards. Head injuries were coreider be less common than other
types of injuries, although more likely to be saso Head injuries were seen to be
usually the result of car crashes, including falto use safe child restraints.

A child health specialist noted that while childrerere indeed very vulnerable to
injury, most of the injuries they sustained wer@oni Only a very small percentage
required hospitalisation.

Interviewees thought the most common place wheitldren’s injuries occurred was
the home, closely followed by schools (one intessde said 20 percent of injuries
occurred at school), the beach, swimming pools amfenced water holes,
sportsgrounds, playgrounds, farms, and on roads.

Poisoning

Poisoning was considered a common, but prevenfabhe of childhood injury. It
was said to result largely from children ingestiadult medications, household
cleaners and other toxic domestic products. lieames felt that new parents needed
to be informed as early as possible about:

the potential dangers that medications and toxigsbbold products pose to
children

the importance of securing these substances dbeafay of small children.

Some interviewees noted that grandparents also resaethding about child safety
considerations. For many grandparents there canltweg break between having their
own children and looking after grandchildren.

Child abuse and neglect

The Child Youth and Family Service indicated tha tncidence of child abuse and
neglect in the Taranaki region has been relatigeple in recent years. The number
of notifications of deliberate abuse and acts ofssian (neglect) were said to average
around 80 per month. Of these, 60 required fuitihegstigation.

Drug and alcohol abuse, poor parenting skills, laickocial support and poverty were
all considered to be contributing factors in claltlse and neglect.
Drowning

Interviewees identified a seasonal pattern to dimogvin the New Plymouth District,
with drowning much more likely to happen in the sen months.

There appeared to be some confusion among ruratviatvees about the law

governing the fencing of swimming pools. Some tiduhe legislation applied only
to urban swimming pools and not those on farms.wéi@r, a Country Women’s
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Institute representative claimed that the Couneis wemiss because it was failing to
adequately monitor fencing requirements for ruvahsming pools.

Rural women also expressed concern about “hobbyeia” and “life-style” block
owners’ apparently allowing their children to wandéewill, unsupervised, on to other
peoples’ farms. They worried who would be helgaesible if one of these children
ever drowned during one of these unsupervised sixms.

Burns and scalds

Burns and scalds were seen as prevalent injuries@ichildren. Most interviewees in
the first consultation phase identified matchespratected heaters, fires and
fireboxes, overhanging electric jug cords and coglpots as potentially hazardous to
younger children. An important part of any injuprevention initiative was
considered to be educating parents and others whoahd work around children
about these risks.

Other environmental factors

Many of the injuries discussed above were constlémebe common to both urban
and rural children. However, rural intervieweesntified a number of environmental
risks that they perceived to be largely specifiaumal areas. Most urban children
were never exposed to these risks unless thegdiaifarm.

Farm children were noted to be exposed on a dasisbto potentially hazardous
materials and machines. Much of the machinery equdipment used on farms is
heavy duty and potentially dangerous. Visibilitysofall children from tractors, trucks
and harvesters was said to be often extremelydomitUnder-age driving of all terrain
vehicles (ATVs) and tractors was identified as hrotisk-factor.

The rural interviewees showed a high level of awess and consciousness of all
potential farming hazards.

According to the Child, Youth and Family ServiceY(€s), in the eyes of the law it is
an offence to leave children at home unsupervistéovever, the CYFS staff member
who participated in the consultation, as well aBeotpeople, such as the rural
interviewees, acknowledged that children of farmpagents may be left in the care of
under-aged siblings when parents are out workinghenfarm. Others take their
children with them; an option that involves its owherent risks. In the face of the
limited childcare options available to them, rupalrents were said to largely place
their faith in making sure their children were agvaf the potential dangers around
them and how to minimise the risk of injury. Othecautions included installing
house-to-shed telephone lines so children couldl malents, and securing toxic
household and farming substances well out of sighthe rural women who

participated in the consultation felt these measinad been largely “successful” in
that, to their knowledge, very few rural childrenthe New Plymouth District had

experienced serious injury.
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Existing interventions

Groups noted to have provided child-targeted inprgvention initiatives in the past
included the New Plymouth District Council, Westpacst Sport Taranaki, Kidsafe
Taranaki Trust, Roadsafe Taranaki, the NZ Polibe, Fire Service, Plunket, ACC,
and Tui Ora. The initiatives included campaigngl gmogrammes to promote
people’s awareness and use of “safety approvedd dlistraints, cycle helmets,
playground safety, modified sport, fire safetyhe home, and cycle lanes.

Participants in the consultation project provide@raples of several child targeted
safety information resources including postersfléés booklets and pamphlets.
These resources had been developed by variousisafjans and covered a diverse
range of specialised topics from horse riding talifved sport.

Parent-targeted information booklets were consdies@ important first step in
educating parents about general child safety issuesamples included Plunket’s
Thriving Under Five the Ministry of Health’3Vell Child/ Tamariki Oraand ACC’s
Making Your Home Child Safe

Some interviewees noted that information bookletguired regular reinforcement
from a range of other supporting safety promotitidtives, such as those promoted
by Kidsafe and Roadsafe Taranaki, Plunket and ACBese same interviewees said
that multi-faceted approaches were needed to reachnts, schools and others
working with children, to keep the safety messagesbehaviours “up there”.

Staff from Taranaki Health’'s Health Promotion Umihd the local ACC office
reported having worked with a number of local s¢h@o recent years to help assess
potential hazards within the school environmentaldsh systems and procedures to
reduce the risk of injury, and monitor and manageries. Generally the success of
these programmes was considered to vary from s¢bahool.

One teacher from a local school where this kindngfry prevention initiative had
been especially successful attributed this suctegbe whole school community,
including the principal, teachers, the Board ofstees, students and parents, “getting
in behind” the programme. As a result, the schvead seen to be a much safer and
enjoyable place to be in.

Baseline reports from the ACC’s school injury pmtven and management
programme show that the programme has tackledeas#iwvange of injury prevention
initiatives. These include:

the development of policies, systems and prac{egs promoting the use of the
“Health and Safety Code of Practice for Schoold&yelopment of school rules
regarding student behaviour (e.g. fighting, bullyand rough play), establishing
injury recording systems and review proceduresjrjnmmanagement (e.g. first
aid), swimming pool management, playground equigreafety

the assessment of injury problems and potentiat@mwental hazards
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integration of injury awareness and prevention s€tbe curriculum

the promotion of the use of resources e.g. “Kia atapTamariki” / “Junior
Kidsafe Kit”

the provision of specific safety / injury prevemtionodules, e.g. safe use of
pedestrian crossings, sports safety.

Equestrian riders safety pamphlet

Staff from the local ACC office noted that horséhng related accidents were a
significant factor in the child injury toll. Thegdicated that their office was currently
in the midst of developing an intervention to addrthis problem.

One rural interviewee suggested there had beenlmeeecently in equestrian-related
injuries. She attributed this to one local womaefforts, although she still saw a
need for an ongoing injury prevention programme.

Staff from the ACC indicated that the Kidsafe Taginhad recently developed a
safety pamphlet (funded by the Health Promotiontdnd the Pony Club) for young
rural horse riders. The pamphlet is the ACC’s oase to the high number of injuries
experienced among young equestrians, particulaiyng female equestrians aged 10
to 14 years.

Suggested interventions

Interviewees, particularly in the first consultatiphase, expressed a high level of
satisfaction with past and present initiativeshie New Plymouth District aimed at
reducing children’s injuries. They recommended thr@anisation like the Kidsafe
Trust “keep up the good work”.

Regular re-runs of cycle helmet and car restraint ppmotion campaigns

Most suggestions for future interventions revohaadund the idea of re-running
previous safety campaigns and programmes that bad begarded as successful.
Several interviewees, for instance, wanted bothRbad Safety Taranaki free cycle
helmet promotion and the Waitara child restrainbnpotion repeated at regular
intervals. The would have the benefit of:

(1) sustaining earlier compliance gains

(2) reminding relapsers

(3) reaching “new” and “up-and-coming” cyclists anditiparents.

Interviewees called for helmets to remain free lndrge in any future cycle helmet
promotion. They also felt it was important that firee helmets be suitably “up-to-

date”, “trendy” and “styley” so that young peoplant to wear them, and even more
importantly want tkeepwearing them.
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The Regional Road Safety Coordinator and the Palgreed with the need to re-run
these types of campaigns on an annual basis. Ldi%APolice road traffic data
suggested there had been a “fall off” in the useaf restraints and cycle helmets
recently.

Warning signs for Waitara bridge divers

Two Waitara-based interviewees expressed conceontahe children (aged nine
years and up) who apparently jump and dive off Waitara Road Bridge. This
activity was described as a regular summer timatefoe Waitara youngsters and “an
accident waiting to happen”. The interviewees fieét local council should put up a
warning sign on the bridge alerting Waitara chifdi@nd parents to the potential
dangers. Both said they planned to lobby the cbtmtave something done about
this potential hazard.

Other interventions

Interviewees identified a range of safety-relatptiams that they believed everyone -
parents, grandparents, schools, the district aodl loouncils, and health promotion
agencies - could do to promote child safety anddboin existing safety measures.
These included:

Council continuing to develop the city’'s cycle lane

schools and councils regularly monitoring schoodl gnublic playgrounds to

ensure that the required safety standards areacepand maintained. (One
interviewee believed that “poorer”, low decile solgowere not sufficiently

resourced to do this. She wanted the Ministryaididation to provide resources
to upgrade playgrounds in these schools.)

road safety agencies advocating for improved rogage outside schools and
around school bus stops. Current signs were camside be neither prominent
enough nor legible from a moving motor vehicle

health and road safety agencies continuing to pasents awareness of the need
for child restraints and cycle helmets, and theid@oto continue policing
compliance

parents, sports clubs and schools promoting th@tusguipment and protectors
to reduce the risk of injury from sport and reciwal activities, such as
skateboarding, rugby and cricket

schools and sports clubs continuing to provide pramote modified sports,
such as KiwiSport, and promoting greater awarerassng parents of the
benefits of modified sports for children

the Police and other road safety advocates impgoparents’ awareness of the

dangers of encouraging and letting children rideyddes on pavements.
Interviewees noted that, contrary to what somergarghink, the footpath is not
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a safe place for children to ride on as motor MekBiccan (1) back out
unexpectedly and (2) are known to have “blind spots
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Adolescents and youth

Adolescents and youth (young people), like chilgdneere seen to be very prone to
injury. Inexperience was considered an importamttributing factor in the injuries
sustained by 15 to 24 year-olds, irrespective oétivbr these injuries were sustained
at home, work or play. However, young people’saterand developmental tendency
to experiment, take risks and rise to challengesevedso seen to be major factors
influencing their risk of injury.

Priority rating

Twelve of the 24 interviewees in the first constidta phase identified adolescent and
youth-related injuries as a priority for futureuny prevention programme.

Common types of injuries and their causes

Table 6.2 summarises what interviewees said weee miain types of injuries
experienced by young people in the 15 to 24 yedrage group, and their main
causes.

Table 6.2: COMMON TYPES OF INJURIES EXPERIENCED BY YOUNG
PEOPLE AND THEIR CAUSES

Common types of injuries Common causes
Lacerations and bruising . Inexperience, risk taking, violence, car and cyae
crashes
Fractures . Sports (mainly rugby and rugby league) recreatignal

activities e.g. skateboarding, cycling and skiing
Falls from heights e.g. trees, the mountain

Head injuries . As above
Poisonings . Attempted suicides, excessive intake of alcohalgdr
overdoses

Causes and influencing factors

The most common environments and locations wheumgy@eople’s injuries were
thought to occur included vehicles and roads, sgdunds, and the home.

Road crash injuries

Males aged 15 to 24 years were considered mosskabf vehicle related injuries.
Cars and motor cycles were the most common formsvadiicles involved.
Interviewees working at the accident and emergénogl face” and in road safety
policy indicated that the road toll in Taranaki hgaherally been trending downwards
over recent years. The incidence of road crashiiég among young males showed a
similar declining pattern. However, the risk ohdocrash injury still remained high
for young males in the New Plymouth District.

A high percentage of the road crash injuries inNgvmales in this age group were

identified to be the result of alcohol, speed arfdilare to wear seat belts. Several
interviewees regarded downtown New Plymouth to hiwefair share of “young

106



hoons” that “roar up and down the town” on Fridag &aturday nights. Young rural
males coming to the city for “a night out on thevitd were among this group. Young
Maori males were similarly identified as being @krof road-related injuries,
particularly those without a driver’s license, mariyvhom came from Waitara.

Sports injuries

Interviewees generally saw sports to be a leadauge of injury among young people
aged 15-24 years. Bruises, fractures, sprains taaiths were the most common forms
of sports injuries. Sports administrators and A&@ff indicated that the use of
protective gear such as mouthguards had helpecceethe incidence of injuries.

However, some young males were recognised to bdlunganto use protective gear; a

tendency which was put down to male bravado anthlagrent desire to indulge in

risky behaviours.

Assaults

While the overall incidence of road-related injgriamong males has apparently
reduced in the New Plymouth District, injuries framlent assaults have risen. Like
road-related injuries, assault-related injurieseneargely attributed to drunkenness.
As one interviewee put it, “Young males don’t driakd drive these days, they drink
and fight instead.” Interviewees from both the atahce service and the hospital
emergency department indicated that, whereas inptst young road accident
casualties had been a major feature of their wornweekends, nowadays they were
dealing much more with “out of control” young driamkmales and to lesser extent
drunken young women. While many of these younglgewere victims of assault,
others were just “severely drunk”. One intervieves@ressed concern that there was
currently no safe place in town to put these sdyeheink young people so that they
could “sleep it off. This was a concern espegiafi relation to young severely
intoxicated women, who were seen to be particularlgisk of falling prey to sexual
assault.

Suicide

Several interviewees did not regard youth suictdbéd a serious problem in the New
Plymouth District. Staff from the Base Hospitaksnergency department had
observed a considerable drop “of around 50 percengr the past decade in
attempted and completed suicides coming throughdspital’s emergency service.
However, another staff member reported an increasgtempted drug overdoses in
under-15 year-old females. Paracetamol and amgdeants were said to be the two
most common poisoning agents used in these suatidmpts.

One interviewee saw attempted and completed suiciole young people as
representing “a small percentage” of a much laygeth problem, mainly depression.
He pointed to research results from the CanterBuigide Project which showed that
undiagnosed clinical depression featured in a Ipgiftentage of cases of completed
and attempted suicides. He believed alcohol amasea key trigger for young people
with depression in that alcohol acted to exacertlafgession. He was convinced that
“if you could eliminate depression, then you cotgduce the youth suicide numbers
by 80 percent.”
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Existing interventions

According to several interviewees, road safety moms had featured prominently in
the New Plymouth District over recent years. Tleelide in the road toll generally
was attributed largely to the success of theseahdr nationally promoted drink-

drive safety campaigns. Other contributing factoctuded campaigns in the District
promoting compliance with legal requirements to m&sat belts and cycle helmets.
The increased safety of late model cars and moriegenht vehicle testing

requirements were also seen to have helped redwgceotd toll and road-related
injuries across all age groups.

The youth-targeted Waitara Project’s driver licagsinitiative was established in
response to a high proportion of young men, predantly Maori, being caught
driving vehicles while unlicensed. The LTSA funde tinitiative, with the Police and
agencies in the local community, including RoadeSEdranaki, providing additional
resources. While its primary target group is yoi#pri, the initiative is open to all
young at-risk drivers.

The initiative’s main objective is to get the umelised driver licensed. The initiative
is marae-based, provides tutoring to learner liedaegel, involves six driving lessons
with a driving instructor, and “touches on” deferesdriving techniques. A subsidy is
provided towards the actual cost of the drivecsitice.

The driver licensing initiative was described byesal interviewees as “excellent”
and “innovative”. It was praised for its “holistapproach” and for achieving benefits
“way beyond just getting the kids licensed.” Whilensidered expensive, the results
of the initiative were judged to be “worth it". Rdts were “excellent” with a 100
percent pass rate. Boosts in the morale and andelof the successful drivers were
seen to be an additional “spin off”.

Suggested interventions

Several interviewees indicated that unemployment,aageneral lack of opportunities
in the New Plymouth District, leave many young dedeeling angry, frustrated and
prone to “kicking out at the system”. Alcohol addugs were seen as underlying
many of the incidents that come to the attentionhef media, such as drunkenness,
violent assaults, rape and other forms of crimioié¢énces. One interviewee saw
adults as failing to acknowledge their part in frevision of alcohol, leading, for
instance, to young people selling to under-agedeadents. Her view was shared by
another interviewee, who regarded Parliament’ssilatito lower the drinking age as
“grossly irresponsible”.

Establishing a mentoring service

Plans are afoot at the Taranaki Base Hospital'$dGimd Adolescent Unit to establish
a mentoring service. The service is being develapethe premise that “significant
relationships” help to build resilience in youngpke suffering from low self-esteem
or depression. The interviewee who mentioned tbpgsed service believed that the
mentoring concept needed to be extended out ine vifder New Plymouth
community.
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This same person also noted that it was diffiaulknow what to do for youth these
days in terms of community programmes, because‘Nle¢ Generation” (today’'s
youth culture) does not think it is “cool to belotmganything”. He saw this attitude as
part of the country’s shift to individualism, whareommunities are no longer strong
on relationships, neighbours don’'t know each otfemilies are less connected and
club memberships are decreasing (including at sptubs).

Holding youth promoting road shows

At a recent networking meeting held in New Plymouthich was attended by one of
the authors, youth workers discussed similar issog¢hose raised above and talked
about what they as a group might do to help promoteng people’s sense of well

being in the region. Young people were generafjarded to have received “a poor
press” in the past. There was a need now to dedong positive. The group agreed
to develop and run a road show that had an infoomatharing focus. They planned

to run the first road show during next year’'s YoAilareness Week.

Providing more skateboard rinks

Several interviewees felt the district council sldgprovide more skateboard rinks for
young adolescents as “the kids like these”. Mamnksrwere thought to be likely to

reduce the problems associated with skateboardinfpatpaths. While recreational

areas such as parks abound in the New Plymouthiddishese were seen to cater
primarily for younger children and their parentd)aseas “there’s not much going on
here” for the young adolescent age group.

Conducting a Wellness Summit

Another suggested approach was for the New PlymbBughrict Council to hold an
intersectoral “Wellness Summit” along the linestioat run by the Waitakere City
Council as part of that city’s injury preventionogramme. The approach involves
looking at what's going well for the region’s youtWwhat's not going so well, and
what could be done to improve things. Youth ineohent was considered essential.

Expanding the Waitara drivers’ licensing programme

All the interviewees working in the road safetyaaweanted the Waitara-based driver
licensing programme expanded. A third programmes@hwas envisaged that
involved putting drivers through the Lion’s fundeefensive driving programme.

Other youth-targeted driving initiatives

Road Safe Taranaki's annual business plan for 22W1- includes several youth
targeted road safety initiatives. These initiadiweere based on annual reviews of
LTSA and Police road traffic data and also takeo iaccount local community
concerns. This year's annual plan included supppthe local SADD programme,
running the Holden Team’s Advanced Driving Instioict Programme, supporting
school-based driving courses, and establishinghalaship for young drivers who
have completed their six month restricted drivirggihice. The scholarship covers
completing a defensive driving course and attendingone-day Holden Team
Advanced Driving Instruction Programme.
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Older people

Older adults (aged 65 and over) were identifiecaasther group “highly prone” to
injury. However, interviewees who worked with algeople emphasised that there is
considerable diversity within this population grouanging from those who are fit,
healthy and independent through to the frail amalljodependent.

Priority rating

A total of 17 of the 24 interviewees in the firsinsultation phase saw a need to have
a focus on injury prevention in older people agéaid over.

Common types of injuries and their causes

Table 6.3 summarises what interviewees saw to édetding types of injuries in the
older age group and the common causes of thegeemju

Table 6.3: COMMON TYPES OF INJURIES OCCURRING IN LATE
ADULTHOOD AND THEIR CAUSES

Common types of injuries Common causes

Fractures of  all kindsg|, - Falls from ladders, falls and trips on slipperyofis,

particularly hip fractures in mats, duvets, dressing gown cords

women . Car crashes
Poor nutrition e.g. lack of calcium, iron and vifam
B12
Lack of physical fithness

Bruises . Falls, trips, “knocks” (see above)

Strains . Inappropriate lifting

Burns and scalds . Heaters, hot water bottles

People working with older people considered fraeguio be the most common form
of injury affecting this group.

The consequences of fractures were recognised fmtamtially devastating for the
older age group. Older women were seen as pantigwialnerable to hip fractures.
One interviewee observed that a simple trip ordallld cause a normally active and
independent older person (both male and femalebéttully mobile and independent
one day and totally dependent the next.” Infororatprovided by the Arthritis
Foundation indicated that up to 50 percent of higctiire patients lose their
independence as a result of this type of injuryilevebout 20 percent die within one
year of the injury event.

The cost of fractures as a result of falls in tgecawas seen to be high and even
greater than that attributed to heart disease,rdicgpto the Arthritis Foundation.
Reducing the incidence of fractures caused by fallshe older age group was
therefore seen to make “good economic sense” Isetihaerviewees who identified
injury prevention in the elderly as a priority.
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Causes and influencing factors

The home was seen to be the most common site wdldex people’s injuries
occurred. Roads were considered the next most contatation, either when older
people were driving or when they were pedestrians.

As noted earlier, fractures from falls and tripgeveonsidered by far the largest group
of injuries sustained by older people, both mald &male. “There’s a hundred
different reasons why they fall,” said one healteaalist. “Their eyesight, hearing,
heart, fitness levels, bone density, muscle toagnee, gait and memory are largely
not what they used to be.” The natural aging precesor diet and hormonal changes
were all seen as contributing to making older bdyegh “brittle” and “frail”.

Older men were perceived to be particularly loatla¢cknowledge and address some
of the more potentially modifiable physical changesised by the aging process.
Older men were said to often fail to have theirseylet and hearing checked, even
when there was an obvious need for them to doAdernatively, some failed to have
the checks done regularly enough, or obtained ctivee aids but then failed or
refused to wear them. This trait was considergyastive of a “strong denial that
they are growing old.”

Nutritional and physical exercise deficiencies

Two service providers who worked regularly with eldpeople saw nutritional
deficiencies and lack of regular exercise, paréidul weight-bearing exercise, as
underlying many of the fractures sustained by tinail“elderly”. “The older you get
the more_gentlexercise you need”, said one interviewee. Shdlfat many retire to
do their tapestry and watch TV. A medical spesiglerceived the “older olds” (those
aged 70 years and over) to have a “mental blockutlexercise. She considered it
likely that “baby boomers” would make for a fit@nd healthier older generation than
the “older olds”, because they brought with themaduwanced knowledge of physical
and nutritional needs.

Mobility scooters were considered “a mixed blessin@n the one hand they help
older people maintain their independence. But e dther they act to reduce or
eliminate regular walking from everyday exercisatimes. Walking was considered
one of the most valuable and health promoting eésescolder people could do,
because it is both “gentle” and “weight bearinghi@h promotes stronger bones.

Medications

Medications and the mix of medications were considen important, though often
unrecognised, contributing factor to older peoplkals and trips. One interviewee
from the Arthritis Foundation believed medicatiamsre involved “in about a quarter
of the people we deal with who have had falls.”e &lso noted that some GPs fail to
monitor their older patients’ medications adequatparticularly the combination of
drugs prescribed. On the other hand, older paepletedly fail to tell their GPs about
their “dizziness”, while others just don’'t wantttouble the doctor when the problem
persists. Forgetting to take medicines, doublingang@ taking incorrect dosages were
also implicated in some injuries caused by falld @ips.
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Potential household hazards

Most interviewees identified the home as the mostraon place where older people
sustain injuries. This pattern was recognisecettrie for all age groups, but more so
for the over 65 generation. Everyday householustencluding mats, dressing gown
cords, bedding items and hot water bottles - thithgd were part and parcel of a
person’s everyday life - had the potential to bee@uddenly injurious for those with
frail bones and thin skin. Slippery supermarkebfs were similarly identified as
potential hazards for the “frail elderly”. Inteewiees working with older people
considered it hard to get older people to change ttome environment and age-old
behaviours to reduce the risk of injuries. “Old ilsbend to die hard,” they noted.

Older men were seen to be particularly prone tm@as if they were still young men
by continuing to do high-risk household maintenatagks that involved climbing
ladders and painting roofs. Interviewees saw buglse activities as the cause of head
injuries and other types of fractures among meiwl &peand over.

Road crashes

Interviewees working in road safety indicated tvaile most older drivers are good
drivers, it was not well known that in terms of stnas per kilometres driven, older
drivers were second only to younger drivers in ekehrelated crash statistics. Several
interviewees spoke of older drivers having stirmgd‘a good deal of angst” about the
driving tests required of them under new licensieguirements for older people. It
was noted that many older people, particularly ole@le drivers, questioned why
they should be subjected to retesting just becthesehad “been driving for years”.
Several were described as having “vented theirespleo the point where one driver
licence tester reputedly resigned as result ofathese he suffered from unsuccessful
older drivers.

Although most vehicle-related incidents involviniger people were relatively minor,
one interviewee observed that even minor “nosaitbihcidents had the potential to
severely impede an older person’s movement and &avajor impact on their quality
of life.

Existing interventions

Interviewees from several agencies indicated thay worked regularly with older
people and kaumatua, both in small groups and amndividual level. Written
literature was considered largely unsuitable facheng the older age group as many
had eyesight problems or no longer found it easgailacentrate on reading matter.
Interviewees saw face-to-face approaches as thenagsto convey safety messages
to this group.

Two community nursing interviewees routinely workedh kaumatua in their home
settings to help them identify potential domestézdrds. They found this to be a
most effective way of assisting kaumatua to male nibcessary changes. Several
interviewees said it made sense to train educaaged 55 and over to work
specifically with older people and their suppontvemes to promote safety issues. It
was thought that rapport would be easier to estabfi the trainers were “not too
young” and closer to the age of the recipient$efadvice or programme participants.
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The “Safe with Age” driving programme

Roadsafe Taranaki, Taranaki Regional Council, ti&SA and Tower Insurance
sponsor th&afe with Ag@rogramme, a road safety initiative designed ferrttature

driver. The three-hour programme is a two-part u@dthe timing of which is

flexible and adaptable to the client’'s needs. pitugramme covers:

the effects of aging on driving ability

recent road signage and road marking changes
the effects of physical conditions on driving
strategies to cope with driving.

A 30-minute session on driving and road safety igpgiven to all participants, along
with useful course notes and other road safetyuress. All course participants are
presented with an attendance after completingdhese. The course is free.

AA Driving Courses

An interviewee from Aged Concern said he was awaat a lot of older people are
fearful of the “older driver tests”. Cars have e important part of the older
person’s life, as they are for the majority of thevzing population. Not surprisingly,
the idea of not having a car is “a very traumatisibess” and bound to make those
“on trial” feel anxious. The interviewee saw Httpoint in acting resentfully and
arguing against the new licensing law. Insteathbeght it better for all concerned if
the older driver did something positive to helpntiself get their licence.

The interviewee from Aged Concern outlined his peas pro-active approach. First
he attended thesafe with Agedriver safety programme (see above for further
information). This led him to approach the AA dinig instruction service to help him
assess his driving skills prior to going for a neakof his licence at age 80. Before
the one session instruction he swotted up the codd. He said he had found the AA
driving instruction session “immensely valuableThe instructor identified a couple
of weak points in his driving and gave him someitaiaal useful pointers. He
subsequently passed the 80-years driving test. iNtbeviewee felt there was a likely
need to promote th8afe with Aggrogramme more intensively so older people were
more aware of the AA service. The interviewee frakged Concern highly
recommended both tt&afe with Agand AA driver instruction programmes.

Suggested interventions

Several interviewees suggested that generally qddeple were “a neglected group”
in terms of health promotion programmes, especiajyry prevention initiatives.
Most funding was seen to be spent on preventinglreim’s injuries. While these
interviewees recognised the importance of promotindd safety, nevertheless they
felt that the relative size and growth projectidos the over 65s, coupled with the
considerable economic and personal costs involsadgested the need for safety
promotion interventions to be developed for thesolobpulation.
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Planning for retirement seminars

Interviewees noted that many older people sufi@nfiow self-esteem, leading them
to withdraw from the outside world and cease tavabt participate “in life”. Too
often “they are the authors of their own misfortusaid one older interviewee.
Several interviewees suggested that as people agp@d retirement age it was
important for them to put some thought into howyth@anned to spend their
retirement. Interviewees suggested a range ofogtifor promoting retirement
planning including seminars and workshops, smalbugr sessions, personal
counselling approaches, educational videos, astiolethe local papers, and other
forms of literature.

Exercise and nutritional promotions

Older people aged 60 years and over are an impoct@mt group of the Arthritis
Foundation. In 1998-1999, with the help of a mabipractitioner, a senior
physiotherapist and ACC funding, the Foundatioraldghed a programme entitled
Upright and MovingThe course was specifically targeted to older peaglked 60 and
over. The six-week course involved an exercise armogie, hydrotherapy, exercise in
the gym and some education on diet and nutritibhe course also “touched on” the
subject of osteoporosis. The participants’ phyditaess was assessed, both at the
beginning and end of the six-week period. Resnttkated significant improvements
had occurred in participants’ physical fitness lsy@osture and gait, awareness of
“‘home safety” measures, and nutritional needs afthiour. The evaluation also
showed participants had enjoyed the programme.

ACC did not continue funding the programme after f2-month pilot, so its long-
term impact was never determined. However, manyhefUpright and Moving
programme participants were known to have contirnuigld the course’s exercise and
nutritional regime, despite the demise of the hpsigramme. The Arthritis
Foundation continues to use the principles guidihg@ Upright and Moving
programme in its work today.

All four interviewees who worked exclusively withder people saw a real need to
develop “holistic” programmes lik&pright and Movingand others run by Mé&ori
service providers for kaumatua. Programmes lilkesdéhwere considered to have the
added benefit of increasing the opportunities faria interaction, thus reducing the
risk of social isolation and helping to promote haeding.

Screening and management of osteoporosis risk

One of the four interviewees who worked mainly weter people wanted a national
bone density screening programme established teescmenopausal women for
osteoporosis risk factors. Another saw a needafqeromotional programme to
encourage older women to request bone density, tesiite another wanted more
primary health care providers to be alerted totfl® need to assess older female
patients’ potential risk factors and (2) the rarmjevery effective treatments now
available for treating osteoporosis. All four iniewees disputed the commonly held
view that it is too late to intervene by way of mihnal changes to reverse low bone
density. They wanted this “fallacy” put to rest.their opinion diet, in combination
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with gentle weight bearing exercise and appropriditeg therapy, had proven
effective for both managing and preventing furthene density deterioration. Putting
everything down to old age and doing nothing temmne was considered “lazy” and
“unethical”.

Home safety assessment programmes

As noted earlier, in their daily clinical work Maocommunity health service
providers assess the homes of kaumatua for pdtéwizards. They also advise and
suggest ways that the homes could be made saferdiBkrict nursing service and
Access Ability Service was also thought to look fmrtpotential home hazards in the
homes of their elderly clients. However, interve®s saw a possible need for this
type of service and assessment to be more widelngied and made available to
older people.

Identification and modification of problematic pavement and curbings

Several interviewees saw uneven pavements andycstextp pavement curbings as
potential hazards for older people, causing soméripoand fall. Some street /
pavement curbings were also considered difficulinégotiate by older people on
mobility scooters. The New Plymouth District Coililscroad and pavement repair
work is scheduled on an annual basis. However, Goeincil staff member
interviewed for the consultation suggested thatbady who finds pavements or
curbings they think are potentially hazardous sti@ulbomit a formal complaint to the
Council. A roading consultant would then be saritto assess the situation and the
problem would be remedied should this be judge@ssary.
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Maori

In general, Maori injury rates were perceived tosbwilar to non-Mé&ori. However,
some differences were noted in the prevalence rbdioetypes of injuries and injury
risk factors.

Priority rating

Four of the 24 interviewees in the first consuttatphase identified M&ori injuries as
a priority for future injury prevention initiativetNone of the four interviewees were
themselves M&ori.

Common types of injuries and their causes

The majority of interviewees considered there weoeobvious differences in the
types of injuries sustained by Maori and non-Maeorihe New Plymouth District, or
in the common causes of injury. However, stafiffrdCC observed that Maori
children were at greater risk of burns and scaddhough they were not able to
provide information showing exactly how much higttes risk was.

Causes and influencing factors

According to interviewees, the main locations whit&ori incur injuries are in the
home, on the sportsgrounds, on the roads, and &, warticularly at industrial
workplaces. The home was considered the most contoration. However, Maori
interviewees, as well as several non-Mé&ori inteveies, indicated that injuries on the
road, sportsground and in certain workplaces cdaddhigher for M&ori due to
personal preferences in terms of the type of spbetg play and the type of work they
do.

Under-reporting of injuries

Staff from ACC and primary health care servicesardgd overall Maori injury rates
to be under-reported. Interviewees who worked legyuwith kaumatua suspected
that injuries were likely to be under-reported big tgroup because (1) in general they
don’t like going to doctors (2) some can’t affoadpay for medical treatment.

Sports and recreational influences

Interviewees perceived Maori to be over-represemegports-related injuries because
they were more likely to:

participate in sport

play more high-level contact sports e.g. rugby leagugby and netball - sports

which have a high incidence of torn ligaments artdeo musculoskeletal

injuries

play in recreational “Sunday sports” for which mawgre ill prepared and unfit.
One interviewee observed that Maori children arerembikely than non-Maori

children to get sports-related injuries becausg ghay adult level sports which their
young bodies are not ready for. She saw a nepdbtnote greater awareness among
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parents, teachers and coaches about the needibhemefits of, modified sports for
all children.

Staff from road safety agencies indicated that gowmlicensed, Maori drivers under
the age of 25 years are over-represented in rdbstatistics. Inexperience, drugs and
alcohol, risk-taking, failure to wear seat beltsl @he driving of substandard, non-
road-worthy cars were all factors thought to beliogped in the statistics.

Occupational influences

Interviewees saw Maori as over-represented in stypes of occupational injuries,
particularly injuries in the occupations involvihgavy manual labour, such as those
in the construction, mining, forestry and transpodustries. Maori, particularly
Maori males, were considered to be more likely @oeldngaged in unskilled, manual
jobs in industries where exposure to risks werédrg

Existing interventions

Interviewees for the most part did not identify apgrticular Maori-specific
interventions other than those mentioned alreadhisichapter. Examples included
the Maori-specific, Kidsafe Taranaki child resttaamd cycle helmet promotions and
the Waitara young, unlicensed drivers, marae-bapsagramme. This primarily
youth focused programme was led by a Waitara-basgunly prevention service
provider. Her position has been expanded receatipcorporate injury prevention
for the New Plymouth District’'s tamariki.

The He Oranga PoutamaKaiwhakahaeraMaori sports coordinator, based at
WestpacTrust Sport Taranaki, works specificallyhiMaori to promote more active

living and recreational activities generally. Hmle involves networking and

advocacy, including encouraging local iwi and hapset up fithess and recreational
groups and advising those who decide to start tveir group.

Suggested interventions

The focus group of rangatahi students, along witleroM&ori interviewees, suggested
a number of different approaches to help reducerMidjaries. These included:

promote greater fitness levels to protect sportsigggants from injury, for
example by using high profile role models such asnig#e Mene and Jonah
Lomu

encourage greater use of protective sporting egemprauch as cycle helmets,
and protective padding and helmets for skatebosrdeit was considered
important that these look “cool” by using good aoand labels, such as Nike

promote greater awareness of the connection betaleehol and injuries — the

recent TV road safety advertisements were recodnige be particularly
effective in acknowledging Maori culture and lifeperiences
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reverse recent legislation that reduced the agéheth young people could buy
alcohol

use greater “visualisation” approaches to promatmé safety, along the lines
of the road safety television advertisements.
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People participating in sport or recreation

Five interviewees had specialist knowledge of spamd recreation activities and
sports injuries. Two worked for WestpacTrust TakanSport, one was an ACC

assessor, one was a St John’s Ambulance officeraanther was a senior nurse at
the Base Hospital's Emergency Department.
identified sports and recreational pursuits to lseramon source of injury.

Common types of injuries and their causes

Sevether interviewees also

Table 6.4 shows the sports and recreational aesvithat interviewees most
frequently associated with injuries. It also shotke common types of injuries
sustained from participating in these activitiesyell as key contributing factors.

Table 6.4: HIGH INJURY RISK SPORTS PLAYERS, ASSOCIA TED TYPES
OF INJURIES, AND KEY CAUSES

High  injury
risk sports

Associated types of
injuries

Key causes

Rugby, rugby
league, netball,
touch football

Musculoskeletal

injuries e.g. torn

ligaments

Strains and sprains

Cuts and lacerations
Concussion

Head injuries

Spinal injuries

High physical contact sports
Physical demanding sports

Violent and dangerous play
Below-par fithess

Failure to do pre-and post-warm up
exercise

and cycling

Fractures

Mountain Exposure Failure to wear suitable clothing,

climbing and Fractures protective gear

skiing Death Faulty equipment
Sudden change in weather conditions
Poor judgement regarding weather
Failure to wear suitable protective ge

Mountain biking Fractures Mountain biking an “ extreme sport”

Cuts, lacerations, grazes
Head injuries
Death

Poor and faulty equipment e.g. cleats|
Failure to wear suitable protective ge
e.g. helmets

Skateboarding

Fractures
Cuts, lacerations, grazes

Failure to wear suitable protective ge
e.g. knee protectors

Interviewees identified a number of sporting codesl recreational activities they
considered exposed participants to relatively highk of injury. These ranged from
the higher level contact sports such as rugby, ydgague, netball, basketball, and
touch rugby, to the individual level sports andreational activities such as cycling,
skiing, road cycling and skateboarding.

Rugby league, rugby and netball were generally seseocarrying the greatest risk of
injury, largely because the codes involved the tggganumber of participants and the
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highest level of physical contact. Mountain bikiwgs described by one interviewee
as an “extreme sport” and of considerable injusi to its participants.

Several interviewees suggested that most sportdvied risk and that this was part of
the fun of participating in sports. Totally elinating risk was considered impractical
and unrealistic.

The most common forms of sports-related injuriesntdied by interviewees were
musculoskeletal bruising, sprains, strains, twisegrs, torn ligaments, cuts and
grazes. Less frequently mentioned injuries inaludencussion and more serious
types of injuries, mainly head and spinal injuries.

One interviewee, a St John’s officer, said he radylattended around 20 sports
injuries per week in sports involving approximatl0 or more participants in total.
At a recent mountain bike event, he estimatedast lene in 50 of the riders suffered a
broken bone or more serious injury. From his exgrexe, violence was involved in
about two out of every 100 injuries in contact $por

Causes and influencing factors
Interviewees identified a range of causal factofisiencing sports injuries including:

failure to wear suitable protective gear such asitmguards, helmets, other
head gear, protective padding

faulty equipment such as cycle cleats and brakes

poor judgement and limited experience, e.g. moard@nbers, trampers
children playing sport beyond their developmergsakl

coaches failing to train with safety in mind

individuals failing to take responsibility for tme@wn safety.

Existing interventions

Interviewees identified a number of initiativesealdy being used to reduce sports
injuries. These included:

The Sport Smart Mouthguard Promotion

One of the two staff from WestspacTrust Sport Takarspoke of the “highly

successful” ACC sponsoresport Smart 10 point plapromotion that supported the
mandatory requirement for all participants in cohtgports to wear mouthguards.
The initiative was described as having “signifidarmeduced” the previously high
incidence of injuries to the mouth. The econonpimoff from reducing these types
of injuries was considered to be double the $3@IM,invested in the initiative

nationwide.

Coaching efforts to reduce and promote greater awareness of injury
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The major sports codes were seen to have become megponsible in recent years
about reducing the risk of injury to players. Geeawareness of the need to reduce
injury risk and improved coaching approaches wése seen to be helping to reduce
the number and severity of sports injuries. ACG wansidered a major influence in
turning sports codes and coaches around to redngrilge size and cost of the sports
injury problem. ACC was seen to have literally rtfed” sports to take more
responsibility for getting players to use proteetiyear, avoid potentially dangerous
manoeuvres and generally advocate for greaterysafsport. One interviewee noted
that sports rules could and had been changed intigrests of safety.

Modified sports / KiwiSport

Several interviewees commended the provision ofifiealdsports such as KiwiSport.
Some saw an ongoing need to promote modified sgortsoaches, parents and
teachers.

Suggested interventions

Interviewees suggested using the following appreadb help reduce sports injuries
in future:

improve sports ground safety standards (one iree/e observed that many
sports clubs cannot afford maintenance of theyiptasurfaces)

give greater focus to sports stars who get injusied the effects these injuries
have on their lives, both in the short- and theytoerm

continue to promote modified sports for children

promote awareness of the need for warm-ups anttlsing, both before and
after playing sport.
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People in the workplace
Five of the interviewees had specialist knowledfjeazupational injuries and injury
prevention in the workplace. They included twoad#ls from Occupational Health
and Safety (OSH, a division of the Department didwar) and three health and safety
/ human resource management staff, one each frerpdtt transport, oil and timber
industries. This section also includes some in&iom on farming-related injuries
arising from the interviews with the OSH officialad eight rural people.

Common types of injuries and their causes

Table 6.5 shows the industries where interviewkeaght occupational injuries most
commonly occurred, the main types of injuries asged with these industries, and
the key causes of these injuries.

Table 6.5: HIGH

INJURY RISK

TYPES OF INJURIES, AND KEY CAUSES

INDUSTRY GROUPS, ASSOCI ATED

High risk
industrial
groups

Associated injuries

Key causes

Dairy farmers

Lacerations

Chain saws, axes, other machinery

collected

Amputations . Entrapment under heavy machinery gnd
Crush injuries and bruising vehicles, ditch collapses
Sprains, particularly back- Unpredictable stock
strain . Incorrect lifting of heavy]
materials/objects
Difficult weather conditions
Difficult terrain
Long work hours in busy seasong /
tiredness
Working with machinery at night
. Rural road conditions
Oil riggers Crushing/ contusions and. Lack of care and attention
bruises . Inadequate personal, protectije
Superficial scratches and equipment
grazes . Inadequate equipment and tools
Sprains and strains . Weather and third party involvement
Cuts and laceration, mainly
to hands and fingers
Burns
Forestry workers No information provided No information provided

Timber merchantg

Amputations, cuts e.d.-
fingers .
Sprains and strains e..

backs

Dangerous equipment
Lifting

Health and home -

Back strains

Poor lifting techniques

care (rest home

workers)

Construction No information provided No information provided / collected
workers collected

Transport industry «

Sprains and strains, main

backs

Yy

Poor lifting technique

Handling of ropes for mooring at Port
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The two OSH staff indicated that 25 percent ofiglliries occur in the workplace.

Males were considered more likely to suffer injurgluding the more serious types of
injuries and death. Age was not regarded as agmesing factor, although OSH data
are considered “unreliable” regarding age and ettynieporting. Lack of experience

was considered a far more important risk factornvfork injuries than age. Workers
coming in fresh to an industry, using equipmentwithich they had no experience,
were considered far more prone to injury than ‘fedehds”.

In general, OSH staff believed that there was 8&mant under-reporting in the
numbers of serious work related injuries reporee®@8H. Evidence for this included
major discrepancies between the ACC’s claims datawork-related injuries and
OSH'’s own serious injury incident data.

Causes and influencing factors

Interviewees from the oil, port transport, timbed&arming industries described an
array of factors influencing injuries in those isthies. For the oil, port transport and
timber industries, the factors identified were le tmain specific to these particular
industry environments, rather than to broader Igiokl, social or cultural
determinants.

On dairy farms

The OSH staff noted that Taranaki dairy farmers aacbnsiderably higher rate of
injuries than dairy farmers in other parts of tloimry, although they were unsure
why this should be the case. Effectively addres#iie causes of farm related injuries
was considered to be somewhat complex, given tHatna is typically a workplace
and a home. (Farm-related injuries are discussadare detail in the next section:
People on Farms.)

On oil rigs and related services

Shell Todd Oil Services industry-wide health andetsaprogramme has operated
since the early 1980s, but has recently been outrth@and upgraded. The Shell Todd
interviewee described the service as fully committe providing the best health and
safety programme possible. He noted that theafasfjuries on oil rigs “can run into
millions” if drilling has to be shut down for evenfew hours. The costs in every
sense were considered high, both for the indusira avhole and for the injured
persons and their families. Consequently, it mgded economic sense for the
company to have high-quality safety systems ingolac

The company’s health and safety programme cov@usyinisk identification and risk
management, high quality and ongoing safety trgirand health programmes, and
continuous injury incident monitoring and reporting’he latest health and safety
programme is based on “the successful overseasodtSlop Programme”, but has
been adapted to suit New Zealand conditions. Tdémei@l approach is based on
positive reinforcement of workers who are seenb&adoing things right” and “giving
pointers” to those who are performing less well.

123



Prior to introducing the new health and safety pamogme, injury rates were
particularly high amongst the company’s drivershe3e rates have since decreased
dramatically. The drop was attributed to four maictors:

the provision of driver assessments and testing
the provision of Holden’s Advanced Driving Schoateiage
use of high safety performance cars

driving with lights on.

Shell Todd Oil have a policy whereby all the compsirtontractors must work to the
same high safety management standards as ShellQibgawn staff do.

Data for 2000 shows the most common forms of iepisuffered by workers in Shell
Todd were:

Crushing, contusions and bruises (26 percent)
Superficial injuries, e.g. scratches and grazegp&dent)
Sprains and strains (21 percent)

Open wounds, e.g. lacerations and cuts (15 percent)
Burns (heat/cold) (6 percent)

Other (8 percent).

The most common site of injury were:

Fingers (15 percent)
Hands (13 percent)
Noses (13 percent)
Eyes (11 percent)
Ankles (7 percent)
Chests (5 percent)
Backs (5 percent)
Other (31 percent).

The most common primary cause of injury incidenésewy

Lack of care and attention (46 percent)

Inadequate personal protective equipment (11 pBrcen
Inadequate equipment and tools (7 percent)

External factors e.g. third party involvement, wesitetc (6 percent)
Other (30 percent).
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Port transport workers

Westgate’s Port Taranaki human resource manageaied that Westgate also has a
sophisticated health and safety management progeammlace and that this is an
integral part of all its processes and operatiditee company’s health and safety
programme focuses on “safety as opposed to acsidentl includes a three-step first
aid training programme and an alcohol and drug emess programme. Like Shell
Todd, Westgate’s contractors must all have quahffigty systems in place and accept
responsibility for ensuring that all its managenmsd asupervisors are trained in
managing health and safety in the workplace. Sittoe introduction of the
programme, the company reports that it has “sigaifily lowered its injury rate, with
estimated cost benefits of around $30,000.”

Last year, Westgate’s accident data managemergnsysitowed a total of 26 injury
incidents, of which five involved time lost of motiean 19 working days. In the 26
incidents, the most common injuries were backstfd); leg cuts and bruises (5); and
hand bruises, cuts and strains (4). Most of tha@Bies occurred in the “rope shed”.
These injuries were considered difficult to prevébrking with mooring ropes, to a
large degree, was unpredictable due to unconttelldéctors such as changing
weather conditions. Westgate nevertheless brougkiperts to advise it on how
these rope injuries could be reduced. As a reaulithess programmes was put in
place to strengthen those parts of workers’ boaliest susceptible to injury.

Timber industry workers

Clelands Timber Limited’s Sales and Health and gafgrogramme manager
indicated that the company set up its current gafeinagement system some 18
months ago. The company’s owners were describgdrgshands on” and proactive.
They had led the development of the programme imswaltation with the wider
workforce. The new programme was initially pilot@done section of the business,
while the rest of the business carried on as usO&H had assisted the company and
was credited with having “done a brilliant job” sfipporting the company “without a
big price tag.”

The company had experienced two “serious accidentie past, both involving the
loss of tips of fingers. “Down time” from these idents had been between four and
six weeks. In both cases inadequate training stdadaere said to have been a
contributing factor. The company saw amputationtsasnost serious form of injury.
The risk of amputation was seen as high in an immgwshere so much equipment is
potentially dangerous.

The most commonly reported type of injury was daithe back injuries. The risk of
back injuries was found to increase with age. Qlgdareported having recently put in
place goals and performance measures and a magiteystem to enable the
company to keep track of the number and causegw¥iincidents, and the impact of
these in terms of “down time”. The manager indidathat many injuries had been
prevented in the health and safety programme’s @8tmlifetime - “there are few

accidents nowadays.”
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Common features of “successful” safety intervention S

A number of common “success and effectiveness’ufeat were identified for the
three industry health and safety programmes discualove. These included:

the programmes are led by top management
workers have ownership
high potential risks are reported to management

health and safety programme components and taggetsuilt into annual
business plans

“no blame” policies are in place
regular and ongoing good quality training programeraee provided for all

safety manuals and safety procedures are in paod,reporting systems are
established to monitor injury incidents by type aodtributing factors

trained, experienced workers have confidence im#iedves and serve as good
role models to others

the trickle down effects of the “safety culturegtb in terms of workers taking
their acquired safety knowledge home with them #rel flow-on effects to
subcontractors.

Two of the three companies commended OSH on itsalée advice and assistance in
helping them to establish their programmes witlgalistic timeframes. One of the
two companies suggested that OSH should promoseidsesses better, as “many are
frightened of OSH”, especially smaller companiesnaier businesses were
considered “not that proactive because they arebt®y keeping their heads above
water”. This same person observed that “it's eetyatulture mentality that is
needed.” This was seen as not necessarily involyiegt costs.

Underpinning these three successful health andyspfegrammes was the ACC’s
Partnership Programmaewhich is a three-phased incentive scheme. Thepaaras
described above were apparently audited at eadheothree phases for continued
injury reduction. The rewards were a 10 percestalint on injury insurance costs at
primary audit, five percent at secondary and 2@qr@roverall at the tertiary phase.

Forthcoming OSH / ACC intervention

OSH is planning a national launch of a new Manuahdling Code at the end of
2001. The code is a joint venture between OSH aB@ AThe initiative will involve
the delivery of a series of local seminars, alonighwollow-up visits to local
industries to assess their level of compliance.
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People on farms

Many interviewees believed farming families, paraly adult male farmers and
children aged two to nine years, faced a relatividyher risk of injury compared to
their urban counterparts. They attributed thik tsthe nature of the work undertaken
by farmers, which exposed them literally on a daigsis to working with
unpredictable stock, with heavy machinery and pailiy dangerous equipment, and
to an environment where bad weather can see thprto‘the eyes in mud”.

Common types of injuries and their causes

Table 6.6 lists the injuries that interviewees nfostuently associated with farmers,
their families and others living in rural areasheTtable also indicates what people
regarded as the main causes of these injuries.

Table 6.6: COMMON TYPES OF
COMMON CAUSES

INJURIES ON FARMS AND TH EIR

Common types of injuries

Common causes

Fractures, head injuries and crush

injuries falls (mainly adult male farmers
and equestrian riders, mainly girls aged

10-14 years)
Hip fractures (mainly among older
women)

Entrapment under machinery and vehicles,
collapsed ditches, falls from horses, trees, 3
vehicles

Trips and falls

Bruises and grazes

Animal kicks / charges,

Back injuries, sprains and strains

Lifting heavy materials and handling stock

Amputations, cuts and lacerations

Chain saws, axes

Scalping

Long hair caught in milking or other machine

$S

Poisonings, burns and scalds

Exposure of skin to chemicals and other
irritants
Access to unsecured poisons (children)

Drowning (mainly children aged 2-9
years)

Unfenced swimming pools, dipping facilities

ponds and troughs

Interviewees largely saw fractures, bruising, claserations, and sprains and strains,
as particularly common farming-related injurieseThore serious and life-threatening
injuries mentioned included amputations, head iegjrcrush injuries, poisoning,
drowning and one incident of “scalping” by a milgimachine.

Causes and influencing factors

In the second round of interviews, eight rural wantelped shed further light on
patterns influencing rural injuries and what colbéddone to reduce the risk of injuries
among farming familie§®> They largely agreed with first round interviewegko
perceived male farmers and children as a majorgiskip on farms. (See the section
earlier in this chapter on children for more infation about rural children’s injuries.)

% One male farmer also offered a few ‘thoughts’ erakbased injury prevention.
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Some rural interviewees saw sharemilkers (and tbleildren) as more prone to
domestic-related injury, owing to the substandawddition of many of the homes
provided by farmers for them to live in.

Two rural interviewees saw older rural women asprw hip fracture$’

The eight rural women interviewees saw the riskngiries in male farmers to be
influenced by a range of factors including:

the farmer’s frequent exposure to “heavy-duty” dpdtentially dangerous”
machinery, which they often have no previous exgree of handling

faulty equipment

failure to use protective safety gear such as hslmgloves, ear and eye
protection

male “macho” attitudes, particularly among the od@rage group, which causes
them to be unwilling to use safety equipment, sashhelmets and hearing
protection aids

middle-aged farmers failing to admit there is aché® them to wear hearing
aids or glasses, or neglecting to wear these rexhaiis to enable them to read
farm product labels and vehicle manuals, and ta hmegending dangerous
sounds

use of tractors and all-terrain vehicles (ATVs) difficult weather and
environments

tiredness from working long hours and doing heaamanding work
working in poor light such as around harvestingetim

poorly-lit and narrow country roads leading to \adicrashes.

Existing interventions

Clear labelling

Rural interviewees commended the introduction bywnfecturers of clear labelling
on potentially dangerous sprays and poisons. @le&r labelling was judged to be
essential as the eyesight of many older farmerso@ier 50) is impaired; a situation
not helped by their refusal to acknowledge theiechdor reading glasses. The
interviewees indicated that they would like to dbe clearer labelling principle
extended to other farming products.

4 The hips of older male farmers were also seerr@septo wearing out because of farmers having to
get up and down repeatedly from tractors and ddren vehicles.

128



Facilities for disposing of toxic waste

Several rural interviewees commended the Councibfoviding facilities for farmers
and others to dispose of potentially toxic wasteéemals.

Suggested interventions

The staff from OSH identified farm industry injusieparticularly those occurring in
the Taranaki dairy farming industry, as “signifidgnabove the national average.”
But promoting injury prevention in the dairy farmgimdustry was seen to be fraught
with difficulties. Farmers were said to be a haroug to work with because they were
considered “highly individualistic” and very resgrtof “being told what to do in
their own home.” The fact that the farm is bothrkpace and home was seen to
complicate efforts to reduce injury risk in ruraéas. When interviewed, rural people
made it clear that there has been some antagoresnebn farmers and OSH. Two
interviewees saw OSH'’s past injury prevention atities relating to ATVs as “totally
impractical”?

The rural women we interviewed saw themselves ashnmiore aware of potential
injury risks and more receptive and open to injprgvention messages than their
“men folk”. “Men are not out there in the communiitiye we are ... They don'’t get
exposed to ideas.” The women also warned futuwgramme developers not to treat
rural areas as a homogenous group, because theytre'Hobby farmers” largely
kept to themselves and were seen not to want toantikmainstream farmers.

The rural women suggested a range of possible appes for reaching rural
communities. These included:

through rural women'’s groups such as the Countryné&fds Institute and Rural
Women

through young farmers’ clubs and Federated Farmers

through appropriately-focused “spearhead orgamissti such as goods and
services suppliers like Wrightsons or Taranaki FeEaem

by encouraging manufacturers and retailers thdt aggicultural products to
develop and promote safety messages and protesteasures. Examples
include providing free helmets and clearly writtgafety instructions / easy to
read manuals for products such as tractors and A(Bgme of these were
described as “too dense” to read, while others weitten in foreign languages)

through rural-targeted radio and television progrees, e.g. Country
Calendef and “Farming with Pictureson Taranaki’'s Channel 7

%5 OSH's proposed intervention apparently involvecimg it mandatory for ATV drivers to wear seat
belts. Farmers considered this approach would sxgitem to an even greater danger. They believed
they had a better chance of escaping injury frorowaarturning ATV if they weren’t belted in.
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through rural-targeted advertisements, similarhi® ‘thigh impact” road safety
and ACC advertisements.

by continuing to promote helmet wearing and otledety measures to children
through regular school and community-based progresnfrural interviewees

felt rural children were much more safety conscithas their fathers as a result
of these programmes)

developing videos in the same vein as tNerrhber 8 Wirévideos, which are
distributed free of charge to farmers four timgear.

preparing features for local newspapers based mopal accounts of injury e.g.
theDaily News regular Thursday feature for farmers. (One inamee spoke of

having been upset by the local newspaper’s failaralert dairying parents to
the potential hazards of unprotected long hair rdoonilking machines, as in
the case of a child “scalped” by a milking machin8he was critical of the

paper’s journalism standards, which chose to facuthe medical intervention
involved in repairing the damage, while totally agimg the safety issues that
would help to prevent similar accidents occurringhe future.)

The rural interviewees suggested that if a suitablel safety initiative was
developed, it would be important to appoint a dvkdi“front person” with the
necessary background experience and coordinatiflg 8k capture and enthuse the
target audience. Jim Hickey, TV One’s weather gmé=r, was identified by one
interviewee as a possible front man, as he “lived aranaki under the mountain.”
Rural interviewees expressed interest in particigain the development of future
rural safety initiatives.

In the past ACC has worked through Federated Fartogoromote injury prevention
on farms. ACC staff suggested other approachesefrhing rural farming families
included:

working with clusters of farmers and rural sch@zdhers

targeting young and up-and-coming farmers at highosls and tertiary
agricultural education centres.
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People at home

Interviewees identified the home as the most comfaoation where injuries occur.
ACC claim statistics appeared to confirm this wydeéld impression, with ACC staff
describing the incidence of injuries in the homevay high and increasing. Injuries

in the home were described as prevalent acrosg@lgroups.

Common types of injuries and their causes

Table 6.7: COMMON TYPES OF INJURIES OCCURRING IN THE HOME

AND COMMON CAUSES

All age groups

Common types of Vulnerable Common causes
injuries groups
. Fractures Adult males (all ages) - Falls off ladders, roofs
Children . Falls from heights
Older woman and to a- Falls from ladders and unstead
lesser extent older chairs,
men . Trips on mats, duvets, dressing
gown cords, uneven home path
. Slips on slippery floors and
home paths
. Domestic violence
Women between 30-
50 years
. Bruises and grazes All age groups . Many and varied reasons
. Back injuries, sprains and All adult age groups | « Heavy lifting
strains but particularly men | - Use of incorrect lifting
techniques
. Amputations, cuts and Young and adult . Use of dangerous equipment
lacerations males such as chain and skill saws,
lawn mowers etc
Children . Unprotected home renovation
sites
. Burns and scalds Children . Failure to keep matches,

candles, cigarette lighters out @
the way of children

Failure to protect children from
heaters, open fires and firebox
Overhanging electric equipmen
e.g. jugs and pot handles of
boiling water

Hot bath water

House fires

="

—

Poisoning (unintentional)

Poisoning (intentional)

Children

Adolescents and
youth, particularly
younger women 15-
19 years

Adults failing to lock away
medicines and other toxic
substances away from children
Suicide attempts / cry for help
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A good deal of information about injuries in then® has already been presented
earlier, for example in the sections on injuriescimldren, young people and older
people.

Table 6.7 (on the previous page) brings this inftron together and summarises it,
including showing what were thought to be the nanses of these injuries and the
groups most vulnerable to them.

Causes and influencing factors

Table 6.7 highlights a number of factors operatimghe home that interviewees
identified as predisposing particular groups to bdrmased injuries. These included:

adults failing to protect children from potentialgrmful household items

the “kiwi do-it-yourself’ attitude, which led soneople, particularly men, to
undertake risky tasks that they are not reallyifadlor equipped to do

alcohol use / abuse (two interviewees suggestddatbahol was implicated in
many home injuries, but that its involvement irungs was not well known)

carelessness and unnecessary risk taking

ignorance of the risks involved in undertaking agrjobs at home. Examples of
these types of risky tasks included: (1) fires getesl by young men doing up
their cars in the home basement (mentioned by fa rsmber from the fire
service) and (2) older people failing to recognibe potential dangers of
carrying out high injury risk tasks, such as chagdight bulbs, installing fire
alarms, or mending and painting roofs.

Existing interventions

Interviewees identified many injury prevention mentions targeting home-based
injuries that had been designed and implementeedent years in the New Plymouth
District. This included efforts by the Kidsafe $tu ACC and Plunket. ACC'’s
Thinksafeinitiative was identified as one of the more recapproaches to target
home injuries.

Mitre 10 was reported as having developed andiliged an information sheet
promoting the safe use of ladders in the home.

Suggested interventions

In general, interviewees indicated that it was vhard to get injury prevention
messages into the home. Several people recommdmakelevision advertisements
be developed along the lines of the recent roaetysampaigns. They saw this type
of approach as “very effective” and having the tgstipotential to spread the home
injury prevention message.
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Others saw potential for developing more promotiamsed at reaching the home
handymen and women, such as the Mitre 10 laddetyspfomotion. Participants in

the rural focus group called for the ACC to devetapal specific interventions in

partnership with retail outlets that specialisgpmviding services and equipment to
farmers.
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People on the roads

Road related injuries and deaths were identifiea kesy cause of injuries and death by
most of the 24 people interviewed in the first adtation phase. In the second phase
of interviews, four road safety experts and an eegi from the New Plymouth
District Council’'s Roading and Planning Division n@einterviewed to gain further
insight into the district’s road toll and the measubeing taken to reduce it. The
information gathered from these interviews hasaalyebeen presented in earlier
sections of this chapter, particularly those cowgrihe three priority groups of
children, adolescents and youth, and older people.

Causes and influencing factors

Table 6.8 brings together and summarises the irdbom provided by interviewees
on the principal causes and influencing factorpsttathe incidence of road related
injuries and death in the New Plymouth District.

Table 6.8: HIGH-RISK GROUPS, KEY CAUSES AND INFLUEN CING
FACTORS IN ROAD INJURIES AND DEATH

High risk groups

Key causes and influencing factors

Children

Non-use of child car restraints / approved standafdcar
restraints

Non-use of cycle helmets / approved standard dédyelmets
Vehicle drivers’ blind spots particularly during diéng / also
problematic for farm vehicles

Drivers going to fast when passing school buses

Road signage around schools and school bus stepfidently
visible

Riding cycles, scooters, skateboards on footpaths

Adolescents and youth

Inexperience / unlicensed driving

Innate developmental risk taking behaviour
Speeding / “hooning”

Drug and alcohol use and abuse

Driving substandard cars

Skateboarding and cycling on footpaths the road

Older people

Physiological changes — slower reaction times astgribrating
eyesight

Failure to use indicators to signal intentions

Failure to check rear vision

Driving too slowly

Road accidents in the New Plymouth District werscdbed as typically involving a
car with a single occupant who is a male aged betveé 15 and 24 years. Accidents

most often occur on a straight, dry road on a “geaahy day™
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% The profile of South Taranaki accident victims aoeditions was said to be similar, except that the
occupant was more likely to be a male aged 25-3@sye

134




As shown in Table 6.8, the interviewees regardetbgical and human development
factors to be important underlying influences instneehicle and road-related injuries
involving children, youth and older people.

Children

Children were seen as highly vulnerable to vetaclé road related injuries because of
their young age, innocence, lack of experiencehefihherent dangers in the world
and their dependence on adults to ensure theirysafe

Adolescence and youth

Adolescence and youth were seen as life stagekichypeople experiment, take risks
and exhibit and adhere closely to peer group nordsohol and drugs, speed, and
unlicensed driving were all considered manifestegiof these inherent biological and
developmental influences.

Young males aged 15-24 years were identified ast ipa@sie to road and vehicle
related injuries. Young Maori males were said tgufe strongly in local road
statistics. Many young Taranaki males were sagbtstraight from school to work on
farms, rather than go on to higher education. Ohthe two road traffic officers
interviewed for the consultation suggested thabtaof the “hooning” and risky
driving that goes on in downtown New Plymouth steedrfrom young country males
driving to town “to be where it's at”. They lookédr distractions and entertainment,
which included speeding up and down the city s¢reatFriday and Saturday nights.

Older people

Interviewees saw the driving ability of older dmgeto be linked closely to their
physical and social well being. Most people ower age of 65 years were considered
healthy and, in the main, very good drivers. Tral felderly and the “older-olds”
(those over 75 years) were seen to be the group amask of road crash incidents
involving injury. As a group, the number of oldeeople involved in road crash
incidents was said to be second only to youth. unfger-old” males were perceived
to be often unwilling to accept their need for reimé aids such as spectacles and
hearing aids. Poor vision was thought to be ingpéid in many nose-to-tail accidents
and failure to observe road signs, such as runamiger and red traffic lights. Some
older people were thought to have the attitude ttiey were good drivers simply by
virtue of their having driven for years.

Cyclists

While injuries and death due to car crashes hadrtegly declined in the New
Plymouth District and the region as a whole in itg@ars, casualties among cyclists
were described as “quite high”.

Existing interventions

Interviewees thought road safety had been widedynpted at both national, regional
and community levels over the past decade. Applgréa huge amount of tax

payers” money had been spent improving the safetypads and promoting safer
driving. These efforts had apparently paid oftlas numbers of road-related injuries
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and deaths in the New Plymouth District and in haka generally had “drastically
reduced”. Staff from the Base Hospital's emergedepartment, the Ambulance
Service, the Fire Service and the Police confirtheslviewpoint. All reported having
attended “far fewer” road related deaths and iagimn recent years.

Road Safe Tarandki Coordinating Group was supported by severalusiat bodies
including the Taranaki Regional Council, the Newnbuth District Council, other
district councils, the LTSA and the Police. Thekbof funding for Road Safe
Taranaki was provided by LTSA and channelled through lomathorities. Other
agencies also contributed time and human resouféesco-ordinator foRoad Safe
Taranakiwas housed in the AA Centre.

Road Safe Taranakvas described as “a vehicle for ideas”. Its businean for 2000-
2001 had involved about 30 road safety projeatgut from the community on ideas
for programme development and delivery was desdrée “actively encouraged”.
SeveralRoad Safe Taranaknitiatives and programmes have been describedriree
parts of this chapter, including the sections oitdotn, adolescents and youth, older
people and Maori. These programmes included:

the Waitara youth-targeted learner driver licengirmgramme

the Holden Team’s Advanced Driving Instruction opegekend programme
(reportedly involving about 150 young people atresession)

community cycle helmet campaigns

the Safe with Ageoad safety awareness programme, designed for gteren
driver.

The Sam | Am Road Safety Billboard Campaign

TheSam | Anroad safety billboard campaign is oneRafad Safe Tarandkimore
visible programmes. The campaign is reputedlyitn@in child” of the Wanganui
and Manawatu inter-regional road safety agencye dartoon character Sam
represents all drivers, while the Friesan cowh#ehhiker that any driver might pick
up. The cow advocates road safety messages taistetoFor example the
“Mooving too fast Sam” message. The messages eageulrivers to be both “safe”
and “alert” when driving. The campaign has hadiiscs. They claim that because
Sam and the cow’s identity and roles are uncléandermines the campaign’s
potential effectiveness.

Other Road Safe Taranaki initiatives and resources

OtherRoad Safe Taranakirojects and resources identified in the community
consultation included:

» the ongoingdown with Speedampaign which was started in July 2000 and for
which ACC provided additional funding
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the pamphleRoad Safety Reminders - Speed Limits Save (whsh explains
the laws regarding New Zealand’s speed limits, dfiees and demerit points)

the pamphleSeatbelts and Child Restrair(ighich explains the laws relating to
the use of seatbelts and outlines the differentikiof restraints required for
different age groups)

the pamphleRoad Workgwhich explains signage relating to road works, the
legal requirements of drivers in such zones, amdfies for exceeding the
speed limit in road work zones)

the bookletlt’'s Not Worth the Gamblewhich is a guide to the dozen most
dangerous causes of road crashes in Taranaki

the bookleRoad Safety Reminders — Rules and Driving Tips
the bookleRoad Safety Reminders — Road Signs and Road Marking

support for the school-based SADD (Students AgaiBstnk Driving)
campaign and school driving instruction programmes.

Interviewees involved in promoting road safety aodd development in the district
also reported:

continuing to work on reducing the region’s roathdk spots”
continuing to develop cycle lanes in New Plymouity C

introducing further safety measures to protect rincgy and suburban
pedestrians

giving greater focus to promoting awareness ofrtile of alcohol in driving
accidents

reducing speed limits.

Suggested initiatives

Several interviewees suggested there was possibigeal to develop guidelines
around the use of mobility scooters designed fealled and older people. The
production and use of mobility scooters was thougltitave “really taken off”. While
commending the value of these vehicles to theirsjsaterviewees nevertheless
envisaged future problems as the “baby boom” ge¢ieeradvanced into older age.
Footpaths were seen to be in danger of becominiglyhigpngested with mobility
scooters. Interviewees were concerned that pealesafety could be compromised.
It was noted that some older people were alreatitycpas if they had the right of way
on the footpath, with some driving too fast. Onteiiviewee said that newer scooter
models could go considerably faster than earliedet® This suggested the
possibility that special scooter lanes might havked developed in future.
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Community intersectoral approaches to injury preven tion

The people consulted as part of this needs assessmaee generally enthusiastic
supporters of the community-based, intersectonatageh to injury prevention. Most
saw the approach as the “only way to go”, recoggighat no one organisation or
strategy was likely to succeed on its own. Themrewno “easy answers” to
addressing the factors influencing road, home aral imjuries.

Many people pointed to examples of highly effectinteragency initiatives already
operating in the district, such as Road Safety Aaka and the Taranaki Kidsafe
Trust.

LTSA staff indicated that the cross sector apprdaatoad safety had allowed them to
“work smarter”. They considered that 98 percentradd safety initiatives in the
Taranaki region were based on intersectoral cotitlmm and cooperation. Police
staff had a similar view, indicating that “thereist a lot that we (the Police) can do
on our own.” The LTSA apparently dovetails its dady work programme with that
of the Police.

Other good reasons identified for using an inteogat community-based approach
included:

it capitalises on the fact that community peopl@ @moups have the best
understanding of what makes their community/s tick

groups can share common interests but come t@s$he from different angles

it enables the best use of resources (both finkao@d human) that are typically
in short supply

it helps to reduce “overlap” and “duplication” afggramme development.

While in the past tensions apparently have arisenoocasions between certain
groups, these tensions were seen on the whole podiBve in terms of contributing
to “healthy debate”.

Groups wanting to be involved in community injury p revention

Groups that have already played a major role ineld@ing injury prevention
initiatives, such as Health Promotion Unit (Tarandkalth), New Plymouth District
Council, Tui Ora, Kidsafe Taranaki, Plunket, thdi¢® Road Safe Taranaki and the
ACC, indicated their continuing interest and desfiocg involvement in injury
prevention in the district.

Moreover, several interviewees whose organisatexh ¢ither been less involved or
not involved at all in previous community-basedimygjprevention initiatives signalled
their organisation’s interest and willingness tarmelved in future initiatives. These
organisations included:
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The Fire Service
St Johns Officers and the Ambulance Service
Te Puni Kokiri
WestpacTrust Taranaki Sports Trust
Rural women’s groups
The Pinnacle Independent Practitioners’ Association
Other identified potential partners in the develepinof intersectoral, community-

based injury prevention strategies included ther§fthening Families initiative and
the Safer Community Council’s focus groups.
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7

SETTING UP AND RUNNING A
COMMUNITY INJURY PREVENTION
PROGRAMME: LESSONS FROM THE
LITERATURE

Evaluations of the five New Zealand community-igjprevention programmes, plus
research on overseas programmes (such as thosesiraka), have identified a range
of factors thought to be important in shaping thecess of community injury
prevention programmes. These are highlighted &sulisised below.

As well, towards the end of this section, a morneegal discussion is provided about
factors thought to be important in helping to preeneffective intersectoral working
in community-based initiatives for health.

Setting up an intersectoral Advisory Group

In the early stages of the five evaluated New Zwhlpilot community injury
prevention programmes, one of the first moves wasdtablish an intersectoral
Advisory Group (usually called a Steering CommittgeManagement Committee)
made up of local people from various backgroundsaaras of expertise.

Evaluations suggest that programme developers dl@uteasonably prescriptive and
selective about the people invited to sit on a i@tgeGroup or Advisory Group, to
ensure a good representation and mix of local psid@al and non-professional
people. Ideally, Steering Committee or Advisoryo® members should have an
understanding of, and commitment to, injury prei@nt using community
development approaches (Simpson 1999).

Evaluations also highlight the importance of aimitogensure that the functions,
boundaries and responsibilities of a Steering Cdtemior Advisory Group are
carefully and clearly defined (Coggan and Simps@®0).

In both Waimakariri and Kawerau, Steering Committeembers were initially drawn
from people who attended public meetings announdimg setting up of the
programmes.

The Kawerau Steering Committee included represeatatfrom the education sector

(e.g. local primary schools and kohanga reo), tisriot Council (a councillor) and
the M&ori Women’s Welfare League. Evaluation répandicate that, at least in the
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early years, the function of the Kawerau Steeriogn@ittee was not particularly well
defined, nor did its individual members have cleaténtified roles (e.g. Chairperson,
Secretary, etc.). The committee was also compatgtsmall (the usual number of
committee members at any one time was around stkhad minimal representation
from the key agencies with a stake in injury preémen(e.g. LTSA; GPs and other
local health services, etc.). As well, no traininginjury prevention was given to
committee members. The committee mainly seemegugb ‘rubber-stamp’ the

proposals of the programme co-ordinator.

The Waimakariri programme’s Steering Committee udeld representatives from
Plunket, parenting groups, the Police, ACC, St 3oAmbulance and local primary
schools, as well as a Waimakariri District Couraeilla Waimakariri District Council
Community Development Officer, a general practéomand health promotion
workers. Most of these people sat on the commasagart of their paid positions, not
as volunteers. Their contributions included prowydessential services and resources
to support strategies for planning, committee dgwelent, training options, and an
understanding of health promotion and injury preéxen(Simpson 1999). They also
provided skilled facilitators, which helped to cudite a positive sense of ownership
and participation among members of the Steering rGitiee.

In Waitakere, a permanent Management Committee esablished. Identified
responsibilities for the group included:

setting broad policy
identifying key priorities for the overall progranem

acting in an advisory capacity in relation to depehent and implementation
issues.

The first chairperson of the Management Committas & city councillor; chosen for
her facilitation and public relations abilities;illdregarded as critical to the success
of the project.

Identifying the community and its needs

Various reports suggest that, in the early stadedeweloping a community injury
prevention programme, it is important to underteda@me kind of planning or
consultation process to produce a community prafileeeds assessment. This work
could be done by a researcher hired specificaliytie task. The aim should be to
document the size and nature of safety problemseaviin the community, to help
identify priorities for action and guide the inltidevelopment of the programme
(WHO 1998; Simpson 1999; Coggan and Simpson 1998 work can include:

collecting and reviewing relevant data on the loasta and population

(injury statistics; demographic data, geographyysimg, crime and injury
characteristics),
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assessing “community capacity” (the scope for thepbe in a community to
band together to support and work on an injury @ogne)

identifying people and organisations that could gmential allies (and
obstacles) to the development of the programme

identifying injury-related health and safety inih@es already going on
(Simpson 1999).

Evaluations also suggest that during this process important to ensure that clear
agreement is reached on what will be the boundaare¥or membership of the
“‘community” to be covered by the programme (Simp&6A9). This should include

assessing the extent to which there may in factdweral different “communities”

within the population (e.g. Maori, Pacific, Asia@nd what implications this might
have for the design and implementation of the @wgne (Coggan and Simpson
1999).

Neither the Waimakariri nor Kawerau programmes uiodd a formal community
profile or needs assessment at the start of th&@mpig, something that management
and staff in both programmes regretted in hinds{§hhpson 1999).

By contrast, the Waitakere project started out by:

compiling data on injury rates (e.g. from NZHIS madity and hospitalisation
statistics and ACC summary claim data)

reviewing existing injury prevention programmes;

surveying people for ideas about additional injysevention issues and
strategies.

As part of this work, a consultant was commissioteddentify existing injury
prevention activities in the city and possible pties for future activities. This
involved completing 100 telephone interviews witlembers of local community
organisations.

The data from these different sources provideddhbadation for the development of
an injury profile and associated injury preventsirategy. This was followed by an
official launch of the overall project and sanctian by the community (Williams
1996).

The role and influence of local authorities

Evaluations suggest that community injury prevemtfgrogrammes that are well
supported by local authorities (i.e. city or distrtouncils) are most likely to flourish
and do well.
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A 1999 review of evaluation findings from the fildew Zealand community injury
prevention pilots concluded that basing programnreslocal authority offices
appeared to be highly successful and beneficiajg@o and Simpson 1999). Positive
outcomes included:

opportunities to develop services and share esgernwith other council
programmes, such as Safer Community Councils @ safety

councils valuing the community links developed bgmounity injury
prevention programmes

community members and organisations developing tgredrust and
understanding of local government.

On top of this, links to councils were also constdeimportant for helping to create
an environment conducive to institutionalising a@ern with injury prevention issues
amongst the staff of the local authority.

In Waitakere, from the start, the Waitakere Cityu@al was keen to assume
responsibility for management of the programmeweal as to host programme staff
within its offices.

Evaluations of the Waimakariri programme found ttiet programme gained added
momentum and increased community interest and su@ster responsibility for
management of the programme was shifted from Ptuiokthe Waimakariri District
Council. The district council was described asacfally responsive” local authority,
evidenced in part by the fact that it already hdsteSafer Community Council and a
road safety co-ordinator (Simpson 1999).

By contrast, in the early years of the Kawerau @ogne, staff and elected officials at
the local district council generally appeared unfwtable with the philosophy and
goals of community injury prevention or communigvelopment. On top of this, the
organisation that did eventually assume ‘local’ agement responsibility for the
programme, the Eastern Bay of Plenty Rural Educatctivities Programme
(REAP), was located quite a distance away in Wladat As a result, the
programme’s sole co-ordinator was not especialllf stgoported in her position and
had to undertake the bulk of management activiterself, which in turn limited her
ability to develop new initiatives and work in tbemmunity (Simpson 1999).

Appointing co-ordinators

All the five community injury prevention programmesveloped in NZ over the last
decade have included at least one full or part-tpa& co-ordinator. This is in
keeping with research indicating that having a paggdition in the community is
essential for successful intersectoral communitioac Relying on voluntary labour
alone is thought to make it too difficult for a gramme to sustain continuity and a
strategic focus (Casswell 2000).
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In both Waimakariri and Kawerau, the first projectordinators were appointed by
the Plunket Society’'s National Office, in consutiat with local community
representatives. These were initially half-timesipons, although the hours were
subsequently extended. Job descriptions includedtatday management of the
programme, networking, and supporting the intemattcommittee. The Kawerau
co-ordinator shared an office in a downtown shogentine Waimakariri co-ordinator
was housed in the offices of the Waimakariri Degt@ouncil.

In Waitakere, three co-ordinators were appointedne for each of the three sub-
projects (i.e. the general population project, Paine Maori project, and the Pacific

project). The co-ordinator (or Kai Mahi) for Pusvas employed by the management
of Te Pikiora Maori Health Trust, although all tereoordinators were based in
offices in the Waitakere City Council (Williams 19

Reviews of the “keys to success” for community-lolais¢ersectoral health initiatives,
such as community injury prevention programmes,d@ne of the important skills
which people in these front-line co-ordinator posis should ideally possess (Harris
et al. 1995). They include:

good verbal and written communication skills
the capacity to work as a team player

the ability to build consensus between people,@loith good negotiation and
conflict resolution skills

the ability to listen and value the contributiori®thers

good management skills (including the ability tocess and package
information, brief appropriate people, handle peibtiand the media, etc).

Coggan and Simpson (1999) conclude that the cowvatali role is pivotal to the
success of community injury prevention in New Zadla People appointed to these
positions must be “out front” people, skilled atkimg connections between people
and establishing networks. They must already lténge links with their community
(especially if they are employed specifically asdér Pacific co-ordinators) and
ideally they should have at least some experiemcanjury prevention, health
promotion or community development.

Evaluations of the Turanganui a Kiwa and Ngati Rorommunity injury prevention
programmes found that appointing co-ordinators wiece well regarded members of
the local community was a key factor contributingtie success of these programmes
(Coggan and Simpson 1999).

Infrastructure and administrative support

Evaluation reports also highlight the importanceeofluring that programme co-
ordinators have access, as a matter of coursectetarial services and other support
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services and amenities (e.g. suitable office accodation, meeting rooms, etc.) to
sustain their work.

Ideally, too, co-ordinators should be located withisupportive professional working
environment alongside other people who understand, are sympathetic to, the
processes associated with community developmeset wgrk (Coggan and Simpson
1999).

Evaluations of the Turanganui a Kiwa and Ngati Rorommunity injury prevention
programmes found that, as well as organising anding programme activities, the
co-ordinators were required to do all their own audstration. This had a detrimental
impact on their performance, increasing the amaofinime they had to spend in the
office rather than out in the community (Coggan &ndpson 1999).

Similarly, in the Kawerau programme, the co-ordindtad to undertake clerical and
administrative duties on top of her work of leadmgetings, setting up interventions
and collecting local injury data. This seriousbgtricted the time she could devote to
face-to-face networking; an especially importanbgass for building relationships

with Mé&ori (ibid).

Defining priorities and strategies for action

New Zealand evaluations highlight the need for Adw Group members, co-
ordinators and other key people participating irca@nmunity injury prevention
programme to reach clear agreement about whichstgbeinjury and population
groups will be the priority for the work of the gamme (Simpson 1999).

Our review of the literature suggests that thereasset formula or method for
deciding which kinds of injuries and population gps should have priority. Nor is
there really a set formula or method for decidintgatvkinds of specific strategies or
activities should be adopted to try to reduce thev@ence or severity of these
injuries. Rather, decisions about which groupgyries and activities should take
priority appear to take into account a varietyauftors including:

findings from initial needs assessments and amnalysmjury statistics

findings from consultation with local stakeholdeogps and other people about
which injury issues they consider important andtivaloing something about

information on what other community-based programrhave done, or are
doing, both in New Zealand and overseas

assessment of the feasibility and likely effecte®s of different intervention
options

assumptions about the appropriateness and acdeptabdifferent intervention
options to members of the community
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estimates of the likely cost-effectiveness of défe intervention options

the resources available (financial and human).

From a scientific perspective, injuries generaén e prioritised in terms of:
their prevalence
their severity
their costs to individuals and to society
their preventability (Central Health 1997).

However, typically the final selection of prioriieand intervention strategies is not
determined by these criteria alone. Selectionsitmts also take into account what
community members themselves regard as priorgi@se considerable local energy
and enthusiasm for change may exist in these ar€asnmunity-injury prevention
initiatives are thought to be less likely to suct@dhen agencies from outside of the
community define the kinds of injury problems to &#dressed and their solutions,
rather than people and organisations from the camitgniiself (Simpson 1999; WHO
1998).

In New Zealand, evaluations suggest that peoplm fdisadvantaged communities
may be more likely to get in behind injury preventistrategies with a relatively
immediate, visible impact. Less visible, longamte strategies may be more
appropriate in better-off communities, where pecogie perhaps more comfortable
with the notion of deferred gain (Simpson 1999).

Establishing working groups

To help reach decisions about the specific kindsnpfry prevention strategies or
activities to be implemented, New Zealand commuimifiyry prevention programmes
have usually set up intersectoral Working Groupat theport directly to the
programme’s Advisory Group.

For example in Waimakariri and Waitakere, once #rqaiorities areas were
identified (e.g. injuries among the elderly), smdalbrking Groups were formed to
take responsibility for devising and undertakinge@fc interventions addressing
aspects of these broad priority areas. Workingu@rinembers included people
directly affected by the injuries as well as prefesals with expertise in the area

At Waitakere, seven different Working Groups wenéially established covering
Maori, Pacific, children, young people, older pegg@licohol, and road-related injuries
(Williams 1996). Some of the many organisationd &usinesses represented on
these different Working Groups included Safekiddunket, Barnardos, West
Auckland Parents Centre, Early Childhood Develogmignit, the Kindergarten
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Association, NZ Fire Service, Alcohol HealthwatéNaitakere City Council, ACC,
and private businesses (such as First Alert andnalois).

Identifying and implementing specific injury preven tion interventions
World Health Organization guidelines for commuriityury prevention indicate that

potentially a wide range of different interventistnategies could be used as part of the
effort to reduce the incidence or severity of thecsfic kinds of injuries singled out
for attention (WHO 1998). These include:

mass media interventions

presentation of local data

dissemination of other types of information andiedv

education of professional groups and members ofroamity organisations

supervision through safety rounds and checklists

environmental control and product development.
Closer to home, NZ experts conclude that intereensitrategies should be based on
recognised models, should be realistic and achieyvahd should aim to:

change policies

create safer environments

achieve organisational change

and not just raise public awareness or change ioheiv behaviour (Coggan and
Simpson 1999).

Below are described some examples of the kinds ndérvention strategies
implemented in various NZ and overseas communjtyrynprevention programmes.
These are presented here mainly to help highlightwide range of strategies and
activities that potentially could be considered &atoption in the New Plymouth
District.

Most of these interventions address speaiingntentional injury issues, especially
unintentional injury among certain identified “higbriority” groups within the
community such as children or older people.

Kawerau

In Kawerau, annual plans were developed identifykey programme objectives,
strategies and outputs. Some of the first intergas adopted included preventing
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burns and scalds through promoting hot tap watéetysaplayground safety; road
safety (including cycle safety - child car seattnansts) and encouraging proper
disposal of broken glass.

Waimakariri

Specific interventions undertaken in recent yeardnjury Prevention Waimakariri
have included:

developing a kit to assist sports clubs to institsafe sporting polices and
practices

running a drug dump campaign to encourage peopleetton unused or
unwanted pharmaceuticals to pharmacies

completing an initiative to get smoke alarms interg home in Rangiora

running workshops for high school students on tbksrand impact of drink-
driving

developing a booklet promoting child safety equiptme
promoting host responsibility practices around latito
checking cycle helmet usage and safety

promoting safe driving practices for older drivgf&/aimakariri District
Council 1999).

Other activities have included making submissioasCouncil on safer roading
environments, publicity campaigns on child car safestraints and the ‘chaos at the

school gate project’ (focusing on safety during ek up and drop off of school
children).

Turanganui a Kiwa
Activities undertaken in the early years of thednganui a Kiwa project focused on:

increasing public awareness and knowledge of inpueyention
improving the use of seatbelts
improving feelings of personal safety

reducing drink driving (and reducing the numberpebple travelling in cars
with drivers who had been drinking)

safe drinking in sports clubs

increasing the use of safety equipment by sportsciants
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. improving road safety behaviour among children

. installing smoke alarms in the homes of kaumatua.

Ngati Porou

Activities undertaken in the Ngati Porou project e major focus on road safety,
including decreasing speed, using child restrainttmaking sure vehicles were safe.

Waitakere

Activities undertaken in Waitakere in the earlyngeiacluded:
For Children
developing a Safer Homes Education Kit on burns andcald for use by educators to
facilitate discussion among caregivers of presclebdtiren, with the aim of getting caregivers
to make a checklist of safety changes in and artumtiome
Supermarket safety: promoting better availability and use of appromriatipermarket trolley
restraints for children, to prevent injuries froafl$ from trolleys
For Young People
Youth suicide: a seminar was organised on the topic for schochta, guidance counsellors
and Boards of Trustees, with content provided kg Mental Health Foundation. A second

follow-up seminar included keynote speakers andksfwps to identify possible actions.

Risk-taking Behaviour: advocating for the then pilot Healthy Schools atitie to be trialled in
a local high school.
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For Older People

Safer Homes initiative identifying and providing information to older @t about small,
achievable changes they can make to reduce tljetieis at home

Safety While Shopping initiative: advocacy with managers of major shopping compléaes
provide safe, non-slip flooring in shopping areas

For Maori

The Maori project (Puriri) identified three prigriareas: injuries to children and seat restraints;
injuries to kaumatua; sports injuries (Williams 899 Decisions were then made about what
particular strategies to use to address theseit@®r These were written up and approved in a
Strategic Plan. Activities subsequently undertaketuded:

Child Restraint Project — this involved research to see which types of remtraint hire
schemes Maori caregivers preferred and securingsftm publicise and run a car restraint hire
scheme suitable for M&ori.

Sports Injury Project — development of a training package focusing omgimag attitudes
about injury for netball coaches, with the targetup being Kura Kaupapa Mé&ori.

Safe Routes to Schools entered into a working partnership with the \&egtre City Council to
find workable solutions to an identified communiiged for better pedestrian access to the Kura
Kaupapa Maori at Hoani Waititi Marae.

For Pacific Island people:

Sports Injuries Project organising a rap competition for young people atPacifica Games,
with the rap music including sports injury themaes éive movements showing sports ‘warm ups
and warm downs’.

Fire safety

Smoke alarms:sourcing good quality smoke alarms; and providieg falarm installation and
free house fire safety checks, with the aim of hgxa smoke detector installed in every home in
Waitakere City.

Alcohol

advocacyfor funding for Alcohol Healthwatch to conduct thast Drink Survey.

Other activities of the Waitakere programme focusedyetting the consideration of
injury and safety issues “mainstreamed” into Colraativities, plans and staff
development processes.
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Priorities and interventions adopted in Safe Commun ities in Australia

Given the similarities between New Zealand and wralist it is useful to also
highlight some of the main injury priority areasdamterventions adopted in a
selection of Australian Safe Community programmes.

lllawarra

Safe Community lllawarra has given priority to dmibod injury prevention, injury in
the elderly, road safety initiatives, work with magt communities and suicide
prevention.

Hume City

Safe Community Hume City has developed programmemjaries among children
and youth; injuries among older people; family saféraffic safety; occupational
safety (including safety on farms); home safetytoset and playground safety; safety
in public places (e.g. in downtown after dark) apdrts and leisure safety.

Reports suggest that more than 100 separate inteymeactivities relating to these
priorities have been developed and implemented {@z&Smith et al 1998). Some
were chosen because research indicated they haddapgptential for success, while
others were chosen by community members (thoughneoessarily supported by
available research evidence). By way of illustratithe following list shows the
interventions chosen just for child injuries alone:

Child safety presentations in many community laggseby trained peer educators
Promotion of two ‘safe’ show homes in Hume

Courses in paediatric first aid/CPR

Safety theme badge making at community events

Dog bite prevention strategy

Poisoning prevention promotion

Child-resistant poisons cabinet available at disted price

Promotion of child restraint fitting stations

School playground safety audits

First aid classes in local schools

Support and promotion of bike education and safiégeioto schools

Bicycle helmet promotion

Safety and traffic education project

‘Play it Safe Sport’ project - support for clubsdeveloping safety policies, advocating for use of
protective equipment and safety training for paemd coaches

Child safety video

Family Safety Guide

Safe house design guidelines

Noarlunga

Safe Community Noarlunga has covered areas likeehsafety, industry, personal
safety, recreation, and community identified satetyards. Programmes for taking
care of domestic violence have also been developed.

La Trobe

Safe Community La Trobe has developed activitiehéenfollowing areas: childhood
injuries, falls among older people, sport and ratwoa related injuries, injuries in the
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home, consumer product related injuries, fire eglahjuries, injuries in rural settings,
workplace injuries, transport injuries, and injgri@associated with interpersonal
violence and self-harm.

Parkes

Safe Community Parkes has concentrated on velasteaints for children, sports and
road injury prevention for youth, workplace andnfasafety for adults, and falls
prevention in the elderly.

SHOROC

Safe Community SHOROC (comprising a Regional Omgation of Councils,
incorporating Manly, Mosman, Pittwater and Warrimg&ouncils) identified the
following priority population groups and issues:

Children - falls prevention, burns and scalds preventidayground safety, sports
safety

Youth- sports safety, personal safety in public placesq safety, water safety
Adults- safety in public places, road safety, fire safeports safety, water safety

Older people- falls prevention, pedestrian safety, safety ublj places, fire
safety, pedestrian safety.

Ryde

In Safe Community Ryde, the key priority groups &silies were:

Children - playground safety, bicycle safety, spatety, safety travelling to and
from school, pedestrian safety

Youth - youth recreation, graffiti prevention, dafen public places
Adults - safety in public places, pedestrian safetyrkplace safety

Older people - falls prevention, pedestrian safegfety in public places, peer
support programs.

Denmark
The Shire of Denmark Safe Community has implemetitedollowing interventions:

Workplace

Farm safety programme (develop awareness of back, ddentification of risks, educate
agricultural school students on injury preventidthim the curriculum).

Work safe programme (promote safe work environméthin business and service areas in town).

Roads

Hazard audits to identify problems.

Review of school roads and children’s crossingseddimits.
Introduction of speed humps, one way traffic areas.
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Improved road signs.

Sports/sportsgrounds

Level 1 coaching accreditation for all coaches.

Developed injury prevention program for personsiagd in sport.

Increased shade at outdoor sports venues.

Encourage warm up and cool down as appropriaténathschool sports programmes.

Leisure and recreation places
Tourist safety program (hazard audits of all mamurist destinations, beaches, reserves, parks,
walk trails, etc).

The home
One-to-one safety audits of homes of people over 65

Schools and playgrounds

‘Safety Rules OK’ programme.

Hazard audits of the school environment (where @pte, remove or replace equipment etc).
First aid courses for year 7 students.

Bike safety program.

Eye safety program.

Women

Violence prevention (intentional injuries).
Data collection through health and police.
Domestic violence information kits.

Suicide preventioiself-inflicted injuries):
Suicide prevention programme.
Post natal depression screening.
Post natal depression support group.
Bouncing back programme.
MOM'’S support group.
Youth house and youth support officer.

Elderly
Stay on your Feet Program (for >65 yr olds).

Melbourne

The Melbourne Safe Community, based in and hosgdddibourne City Council, is
one of the larger Australian community injury puig with seven full-time
permanent staff. Activities implemented by thegoeanme in recent years include:

Skate Safe Programwhere youth participate in planning for new skpteks,
including their location, design, equipment ancgegsafequirements.

Safe City Taxi Rankswvhich aim to create a safer environment for pagsento
wait for a taxi and taxi drivers to access safedar

Nightrider Bus Servicewhere buses depart the central city hourly fron8Q2m

to 4.30 am on Saturday and Sunday mornings, prmoyidafe transport to outer
suburban areas.
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Melbourne City Licensees Accord:commitment by management and staff of late-
night licensed venues to high standards of safedysarvice for patrons.

Walk with Care Programemphasising the importance of pedestrian safety.

Community and Social Suppow: programme that provides a number of social,
recreational and educational opportunities to olpersons, as well as a home
maintenance service.

Fostering joint working between local organisations and
people

As already indicated, intersectoral action is a kment of the Safe Community
injury prevention model. Ideally, Advisory GroupcaWorking Group members, as
well as other people associated in some way wilafa Community programme, will

come from a range of backgrounds and will work tbge to support projects in
several ways. This may include networking to shaf@mation; providing technical

support, providing information and training; deva@hay joint policies; or participating

in the delivery of services and programmes.

A recent report for the Ministry of Health (Maskdhd Hodges 2001) has examined
some of the key requirements for successful intéosal action in community-based
initiatives such as Safe Communities. The repamearises findings from three
major overseas reviews of the subject (Harris e1295; FPTAC 1999; Kuhn et al.
1999) as well as looking in depth at evaluationsasfous New Zealand intersectoral
community-based health initiatives including:

Healthy Cities projects

Health Promoting Schools

community alcohol action programmes

community nutrition programmes,

Safer Community Councils

community injury prevention programmes.
The report ends by identifying a number of facttmeught to be important in

influencing the degree to which effective interseak relationships are achieved in
community-based programmes. These are briefly sansed below.
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Compatibility with wider community values

When seeking to develop effective intersectorati@hships, it is important that the
philosophy, goals and strategies of the intersatfmoject are compatible with the
prevailing values or beliefs of the target commynit

If a project’s fundamental objectives do not squaith, or make sense to, at least a
good proportion of the community, then it is unhks get off the ground.

On the other hand, if the core objectives of thggmt can be linked in some way to
widely expressed or felt concerns or issues inmngonity, then this can be a positive
step forward.

Evaluations also suggest that community injury pren initiatives may be more

likely to succeed in communities with a strong ttiad of self-help and voluntarism
(Simpson 1999).
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Community size and density

Developing effective intersectoral working may berendifficult in relatively small
rural townships (e.g. Kawerau), where there ar&éaes not enough people or local
agencies available to cooperate in order to sustable projects (Simpson 1999;
Visser 2000; Richardson 1999). Travelling distanogay also be an issue in very
dispersed rural settings, making it hard to sustffective working relationships.

In larger provincial towns, such as Rangiora, sgetoral working may be more
feasible, especially if there are several healtlsamial service agencies based there
and enough people who already interact closely wdtth other and share an interest
and enthusiasm for injury prevention (Coggan amdpgSon 1999).

Be realistic about the involvement of members of th e general public

It is important to think carefully about, and reaelgreement on, the level of
participation by members of the general public #nratintersectoral injury prevention
project is aiming to achieve (Simpson 1999). Stidbuke project be run mainly by
professionals from local agencies and have minimalt from the general public?
Or should the project have a stronger communityelibggment focus and involve
people, including unpaid volunteers, from a broagctrum of community groups,
organisations and the wider public?

Generally the New Zealand research literature atde that the capacity of
community and volunteer groups, as well as “gragstanembers of the community,

to participate in the planning and implementatidnirdersectoral projects can be
highly variable. While aiming to secure the pap@tion of these kinds of groups in
intersectoral action is a worthy goal in theoryhiaeing it in practice may well be

difficult, especially if voluntary labour is expect (Simpson 1999; Coggan and
Simpson 1999).

In some cases, community members and organisatoamg lack the resources
necessary to enable them to fully participate tergectoral processes (Ministry of
Social Policy 2000). This can be especially trudisadvantaged communities, where
a high proportion of people may be experiencingeasity in their lives; which is also
likely to mean that injury prevention ranks lowtireir day-to-day priorities.

In the early years in the Kawerau community injprgvention programme, it was
difficult achieving any significant community ingst and participation in the
programme, both from local organisations and memloérthe public. This was
thought to be because there were more pressingsigsuthe community, such as
poverty, youth unemployment, crime, sexual heatith @ducation (Simpson 1999).

In the Waitakere programme, the Older Peoples Wigridroup eventually decided to
focus on advocacy work rather than implementingcigigeinterventions. This was

because the group was small and mainly made updef people, whose time and
resources were limited. None of the older peopdeevbeing paid in a professional
capacity. The group also found it difficult to see the participation and support of
other older people in projects because of physnlility issues (Williams 1996).
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More fundamentally, community members may be reloictto participate in a
community-based injury prevention project becaustatalism about problems such
as injury (“these things happen”) or because thefep to blame the victims of injury
for their “carelessness” or “irresponsibility”, h&r than accept that concerted
community action by themselves and others couldenzadtifference (WHO 1998).

As well, some members of the public may be resigtanontributing to a community-
based initiative because they perceive it to béegded to serve mainly bureaucratic or
political ends, rather than a genuine effort toriawye a community’s health or social
problems in any significant way.

Recognising these limitations, in general NZ comityuaction projects have tended
to focus on making good use exXistingcommunity organisations, rather than relying
on “grassroots” development with the wider genprddlic (Casswell 2000).

Partnerships with Maori

Reports examining the effectiveness of injury pré\m programmes designed for
Maori indicate that such programmes should (Celftesllth 1997):

adopt a holistic perspective

consider Mé&ori perspectives and values

be delivered by Maori for Maori

facilitate M&ori workforce development

facilitate positive development of whanau wellbeing

In the Waitakere community injury prevention pragrae, as we have seen, a
separate Maori sub-project was established. Thge@ was responsible for
designing and delivering an approach to injury preéion for M&ori that was uniquely
Maori (Williams 1996).

In Kawerau, there were difficulties establishingstaong relationship with tangata
whenua. There were suggestions that the Kaweragrggnme should have had a
kaumatua.

In Waimakariri in the early years, representatiomsvsought from local Maori, but
none was forthcoming. This appeared to be at leasgty a result of Maori being

overloaded with existing responsibilities of thype (Coggan and Simpson 1999).
This is consistent with other reports in which f@ople or community organisations
speak of “consultation fatigue”, where they are stdted by all and sundry to the
point of exhaustion (Sullivan et al.1999).
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A key factor in the success of Maori community alaloaction projects is reported to
be the emphasis on working with existing organesetiwith high standing among
Maori, rather than attempting to create new graupde up of “flaxroots” community
members (Moewaka Barnes et al. 1996a; Moewaka Baghal. 1996b; Moewaka
Barnes et al. 1998a, Moewaka Barnes et al. 1998befal. 1994, Tunks et al. 1998).

Participants must have sufficient resources and cap acity

People and organisations participating in an ietegal project must have sufficient
resources and capacity to enable them to sustairetationships and work involved.
If these people or organisations are under extier@gsure from other directions (for
example constantly reactive rather than proactiregoing through restructurings)
then they are less likely to be able to contribeffectively to the regular rounds of
meetings and other processes involved in an irdens® project (Harris et al 1995;
Simpson 1999; Stewart and Conway 2000).

Compatible partners

Intersectoral projects are likely to work best Het participating people and
organisations are compatible with one another imseof their overall philosophy,

goals and social outlook. It will also be benefidf at least some of the participants
already have worked together successfully on gthagjects (FPTAC 1999; Harris et
al. 1995).

Develop a shared vision

During the early development of an intersectorajemt, it can be helpful to undertake
some kind of group exercise, to encourage partitgto develop a shared vision of
what the project is aiming to do, to align purpoaad reach agreement on common
underlying values (Angus 1999; FPTAC 1999).

Ideally, this process should result in participaetsognising that there are significant
and tangible benefits to be gained for themselves$ /aor their organisation by
working together (Harris et al. 1995; Murphy andiiitas 1999).

Developing and consolidating this kind of shareglon is also important for avoiding
situations where project participants end up bengmipassengers” in the work of a
project, rather than active contributors.

Some people and organisations may be wary of gethwmolved in intersectoral
programmes, worrying that it will involve the integent of “scarce resources and
energy in developing and maintaining relationsiws other organisations when the
potential returns are often unclear and intangiklidarris et al. 1995: 56). In
communities where resources are scarce, “organmsaften retreat to conducting
their core business — they are less willing ane abladdress issues that fall outside
their direct mandate” (ibid: 60).
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Keep management structures and systems simple

The co-ordinating structures and decision-makingcgsses used for intersectoral
working should be kept as simple as possible (FPTAR@9). Reports suggest that
community-based projects can be compromised if #reydependent on a “myriad of
planning cycles and bureaucratic processes” (H&atiimotion Forum 1994).
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Build trust and respect

Successful intersectoral working is reliant on ttraisd respect being developed and
maintained between all participants. This trusil aspect should grow rather than
diminish as a project goes along (Angus 1999; Blaik 1997; FPTAC 1999; Kuhn et
al. 1999; WHO 1997). The use of consensus-oriedtdecision-making processes is
important for this, with the experiences and pesSpes of each participating
organisation and individual being valued and acKedged (Harris et al. 1995;
FPTAC 1999; Murphy and Thomas 1999).

Roles and responsibilities clearly defined

The expected roles and responsibilities of theedkffit people participating in a
community-based intersectoral project should berbledefined (e.g. information

sharing, co-ordination, collaboration, formal parships) (Harris et al. 1995; Kuhn et
al. 1999).

This is particularly important if the project invals people from several different
organisations and groups, each of which may hagg tdwn organisational culture
and way of doing things (Bauld and Judge 1999; FBTA99). For example, people
from highly decentralised organisations (where vitllials have a high degree of
discretion and freedom to make decisions) can iirdifficult working with people
from very hierarchical organisations, where dedsioften have to be approved along
a lengthy “chain-of-command”(Harris et al. 1995).80

Flexibility and freedom to act

Intersectoral working at the local level is likaly run more smoothly if the people
representing organisations are as free as postiblect and make decisions as
individuals, rather than being tied too closelythie agenda of their own organisation
(FPTAC 1999). Unfortunately, in practice, althoughbal staff from an organisation
may be keen to contribute to an intersectoral ptoj@and even have this formally
recognised in their job descriptions), staff furtbhp the organisation (whether locally,
regionally or nationally) may not necessarily supplais (Harris et al. 1995).

High-level political support

The development of intersectoral relationships seamre likely to be successful if
the issues the intersectoral project is focusingu@nhigh on the political agenda or
mandated at different levels of national or locavernment (Harris et al. 1995). For
example, if elected politicians at the local gowveemt level (e.g. mayors and
councillors) publicly express their commitment to paoject and help lead its
development, this can be an important positiveofatiecause it encourages other
groups and individuals to come on side as well &BTL999). One illustration of
this is the long-running Manukau Healthy City patjevhere the support of the city’s
Mayor is recognised to be a key factor in its stalvand success (Grey 1996).
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In the Kawerau community injury prevention prograeinthe co-ordinator had
personal support from the mayor, but the DistrioctiQcil signalled that health matters
were not its “core business” and therefore not iaripy (unlike in Scandinavian

countries, New Zealand city councils do not routinbave responsibility for

addressing health issues). By contrast, the giyareore successful Rangiora
initiative secured strong local council supportaatelatively early stage (Simpson
1999). In Waitakere, strong support from local govnent politicians eventually
resulted in safety issues being mainstreamed @ity council’s activities, planning
and staff development (Coggan et al. 1998c).

That said, securing high-level local governmentolaement and mandate for a
project may also carry some attendant risks. Kamgle, if co-ordinators on an
injury prevention programme are employees of tleallaouncil, this may curb their
ability to voice concerns or criticise various ages when community safety goals
conflict with, say, corporate interests (CassweD@, Hutt and Scott 2000).

Focus on a realistic number of tangible, achievable goals

Intersectoral projects should have a strong aargntation, focus on concrete action
and specific, achievable goals (Jaffe 1991), rathan trying to meet “laudable but
vague goals” (FPTAC 1999: 19).

In the two East Coast community injury preventioroggammes, for example,
focusing on a manageable number of interventioatesjies was considered to be a
key factor in their success (Coggan and Simpso8)199

Be realistic about timeframes

Finally, it is widely recognised that intersectopabjects need to be given sufficient
time to evolve, bed-in and mature. Effective wogkrelationships and joint action
involving people from diverse backgrounds usualikes considerable time to
develop, plan and implement, especially if the pe@nd organisations involved have
not worked together before (Harris et al. 1995; Ket al. 1999; Casswell 2000). In
both Waimakariri and Kawerau, for example, it tatiout a year to fully establish the
Steering Committees and co-ordinators and get fpdaojury prevention project
activities underway.

Measuring success

An important question is how a new community injpngvention programme should
aim to assess its impact on the frequency and isgwérinjuries experienced by the
local population.

New Zealand’s first community-injury programmescéease they were pilots, tended
to give significant emphasis to evaluating and rnwimig programme outcomes.
However, out of this experience has emerged a retog that it is probably not wise
to expend significant programme time and resoustemmpting to determine with
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certainty whether or not a programme is leading teeduction in the incidence of
injury.
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Injury surveillance systems

This is especially the case if the intended momtpapproach involves the setting up
of an extensive injury surveillance system thaksde collect and analyse local data
on injury from a variety of different sources (elZ Health Information Service,
hospital emergency departments; primary care sesykolice, etc).

On the whole, to date, NZ community injury prograeshave struggled to develop
any kind of reliable injury surveillance system determine whether or not their
activities are contributing to reductions in injurffwo key reasons for this are the
lack of good quality, up-to-date injury surveillandata, and the lack of the time,
money and expertise to collect and process sueh(dabuld it be available).

In the cases of the Rangiora and Kawerau projesffeyts to set up an injury
surveillance system were unsuccessful (Simpson )1999ne major problem was
small numbers, making analysis of changes in halsgation data only useful when
figures were grouped together.

Other limitations were the lengthy delays beforeH\& data came available and the
incompleteness of text fields in the hospitalisatiata (text fields provide extra
details about injury events).

Problems were also experienced extracting emergeapsrtment data and attempts
to compile injury data from local GPs failed bea@ausCC forms changed midway
through the programme, or because GPs did not gtippinecessary information.

Only the evaluation for the Waitakere project neatlanaged to make any significant
headway in compiling injury surveillance dafa.To do this, the evaluators tracked
changes over time in New Zealand Health Informat®ervice injury morbidity
(hospitalisation) and mortality statistics for Wakiere and Hamilton (a comparative,
“control” location of similar population size) wesmalysed. Originally it had been
planned to use other injury data sources as wetth as emergency department
attendances, but in the end this proved impractical

The results of the analysis suggested that homsaitan rates for injuriescreased
slightly in both Waitakere and Hamilton from 199896 (the injury prevention
programme was introduced in 1994), and this inere&ss predominantly among non-
Maori in Waitakere?

In the end, though, the evaluators concluded thatlkaof up-to-date injury data made
it difficult to accurately assess the programmeigpact on these kinds of health

?Reports from the Waitakere evaluation indicate thaing the contract negotiation phase there was
significant debate about the feasibility and vabfedeveloping an injury surveillance system and
monitoring outputs and outcomes (Williams 1996).

% Overseas evaluations of the impact of communityrynprogrammes on injury rates have also shown
mixed results. Of the seven international “coatitiinjury prevention programmes reviewed by Kuhn

et al. (1999), three showed statistically significahanges in injury outcomes. Scandinavian ssudie

have generally shown reductions in injury, wher@sresults from Australian studies have been more
variable (Simpson 1999).
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outcomes. They also indicated that it was probablealistic to expect to identify
measurable reductions in injury rates within thstfihree years of the project.

A 1999 review of the five NZ community injury prewen pilot programmes
concluded that it was unrealistic to expect comryumjury programmes to set up
and maintain injury surveillance systems as thesevi®@o time-consuming and costly
(Coggan and Simpson 1999).

Apart from difficulties with the quality and scopé&injury surveillance data, it is also
often difficult to attribute changes in the incidenof injury to interventions

themselves. For instance, changes in the sociglroement, unrelated media
campaigns, or local or national events can alse laasignificant effect on injury rates
and there is often no way of knowing whether thetbeer factors are completely or
partially responsible for these changes.

Assessing other programme impacts

There is more support in the literature for evabraand monitoring approaches that
focus on gathering evidence on what is sometimbedcthe intermediateimpact of
programme activities.

From a theoretical perspective, an intermediateachs an outcome that reasonably
can be expected to occur directly as a resultperéicular activity or intervention and
which, logically, is likely to contribute eventuglito a reduction in injury (e.g.
installation of smoke detectors; safe storage aiomges; removal or modification of
unsafe playground equipment, etc).

Evaluation evidence related to these intermediateomes tends to be derived from
face-to-face interviews or surveys, reviews of @codocuments, or direct observation
in the field. For example, in the Ruatoria projédgati Porou), community surveys
were used to assess if there had been an incream&areness and knowledge of
injury prevention among the target population.

In the Shire of Bulla Safe Living Programme, sel@fathe specific interventions

used in the programme were evaluated in separgganeh projects. Examples
included observational studies of bicycle helmetrivey and a telephone survey to
determine awareness of a ‘train the trainer progre for child safety (Ozanne-
Smith et al. 1998).

In some evaluations, too, before-and-after typeareh methodologies have been
used to track changes in community awareness avlkdge, or self-reported changes
in behaviours related to injury prevention.

For example, in the Waitakere project, pre- andt-pdervention surveys of the
general public found no reduction in self-reporiegury in either Waitakere or
Hamilton. However, self-reported rates of meditaktment for injury decreased
amongst Waitakere adults. There was also a statigtsignificant increase in the
proportion of Waitakere people reporting they wasing appropriate car restraints
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and reporting that they had installed home safgtypgnent such as fireguards, pool
fences and stair gates. Ownership of protectivepesent for sport also increased
(Coggan et al. 1998c).
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Formative and process evaluations

The literature also supports the use of evaluaiipproaches that aim to provide
detailed description and analysis of programmecsiras and activities as they
develop over time - what are usually called “forivigit or “process” evaluations.

All evaluations of the five pilot New Zealand comniy-based injury prevention
programmes have included work of this kind. Mainhey involve compiling
evidence from various sources including intervievgsirveys, observation and
documents, in an effort to shed light on variogsi€s or questions, such as the extent
to which the people and organisations involved ipragramme have developed
suitable working relationships with one anothed #re factors contributing to this.

For example, the evaluations completed for the Kaweand Waimakariri
programmes used the following research methods g&m and Morrison 1998;
Simpson 1999):

key informant interviews with project management nmibers, those
implementing parts of the projects (e.g. collabamtorganisations) and
community representatives

focus group discussions with pre-school parents

reviewing written documentation and archival resord

regular discussions with co-ordinators

observation during site visits

two community surveys in each town (relating to 8addren in each location).

Research methods used in the evaluation of thenaraui a Kiwa and Ngati Porou
pilot community injury prevention projects includddy informant interviews,
document analysis, a review of the resources pemtjuparticipant observation,
communication with co-ordinators, and pre- and fatgrvention surveys (Brewin et
al. 1997).

Coggan and Simpson (1999) conclude that future didnosunity injury prevention
programmes projects should be required to devetomtarnal process evaluation.
This means a process evaluation that is designdduadertaken by programme
participants (e.g. co-ordinators and Advisory Grougmbers), rather than external or
independent evaluators. They regard this as usfful assisting programme
participants to enhance their skills in self-apgahi

General principles

Reviews looking generally at how intersectoral camity-based health initiatives,
like community-based injury prevention, should baleated and monitored have
made the following key points:
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evaluation approaches that involve experimentaluasi-experimental designs
(e.g. control or comparison groups) may not beildasr scientifically appropriate
for community action projects (Casswell 2000).

guantitative (i.e. statistical) research approachag not be adequate for capturing
evidence of a programme’s broader achievements sigclto-operation and

networking (Randle and Hutt 1997). Qualitativeigbscience methods such as
interviews, focus groups, reviews of documents Beld observations are more

likely to be useful and appropriate for this.

it is important not to over-estimate what evaluasief intersectoral community-
based programmes will yield in terms of informatiespecially information about
programme impact. There are real methodologicall@hges when it comes to
making causal links and attributing certain outcenb@ an intervention (Angus
1999).

the monitoring or evaluation approaches selectedldireflect the size, amount of
funding and outcomes expected from the initiatimed be acceptable to all
participants in the project. Evaluation and mamig procedures should not
overshadow the actual project or be the dominawedof the process (Harris et al
1995).
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8

SUGGESTIONS FOR THE NEW PLYMOUTH
DISTRICT COMMUNITY INJURY
PREVENTION PROGRAMME

A core principle of the community injury preventianodel is that community
members themselves should finally select the pyiomjury areas, groups and
intervention strategies that will be the focushadit injury prevention programme.

So far, this report has provided the community wiformation about:

the management and activities of other communitjuryn prevention
programmes overseas and in New Zealand

injury patterns in New Plymouth District based dwe tanalysis of available
health and other statistics

the opinions of a selection of local experts arfceotommunity members about
the kinds of injuries that are important in New rRbuth District and how the
incidence of these injuries could be reduced.

This final chapter draws together key material fribrese three sources and considers
its implications for the work of Tui Ora and thgury Safe Advisory Group. In
particular, it makes a number of suggestions aiateaksisting Tui Ora and the Injury
Safe Advisory Group with the process of:

identifying and agreeing on the types of injuripspulation groups and injury
locations that should be given priority in the wofkkhe programme
selecting suitable intervention strategies andriiets

setting up the Injury Safe programme in the best wa

Injuries in New Plymouth District

It is clear from the information presented in theport that New Plymouth District
does have a problem with injuries.

Each year about 30 people in New Plymouth Disttietas a result of injury-related
events. A further 1,300 or so are admitted to hakpecause of injury, while
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probably well over 6,000 people have to get ingitiated at a hospital emergency
department.
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On top of this, many thousands of New Plymouth pegp to their doctor or after-
hours medical service because of injury. In fa&,estimate that every year probably
well over 17,500 New Plymouth District resident&iothe age of 15 get some kind of
medical treatment for injury (including poisonirfg).

In addition, there will be even more, generally anirinjuries that are treated at home,
work, school or other locations without people Ingviany contact with health
professionals (Figure 8.1).

FIGURE 8.1: INJURY PYRAMID FOR NEW PLYMOUTH DISTRI CT -
ANNUAL NUMBERS OF INJURIES

30

Deaths
(1996-1998 average)

1,131

Hospitalisations
(1998-2000 average)

6,531

Emergency Department attendances
(2000)

17,654 (estimate)
People requiring medical treatment
(applying 1996/7 NZ Health Survey rates to NPD popu lation)

Treated at home or never treated

Source: Figure by authors

Like for the rest of New Zealand, in New Plymoutistict it is unintentionalinjuries
rather thanintentional injuries (e.g. suicides, suicide attempts andeviblassaults)
that comprise the lion’s share of the deaths argpikadisations from injury. Two out
of three injury-related deaths in New Plymouth Bestand nine out of 10 injury-
related hospital admissions are fmintentionalinjuries.

Looking more closely at all the different kinds ohintentional and intentional
injuries in New Plymouth District, the three mostnamon kinds of injury events
resulting in deathare, in order of frequency:

motor vehicle crashes

self-inflicted injury (i.e. suicide)

29 A survey by the Ministry of Health (1999) found thia a 12 month period more than a one in four
NZ adults (aged 15+) and one in four children (ageder 15) got some kind of medical treatment for
an injury or poisoning. There is no reason toKktimt the current situation in New Plymouth Disttri

is much different to this.

170



falls.

The six most common kinds of injury eventssulting in inpatient admission to
hospitalare, in order of frequency:

fractures

falls resulting from slipping, tripping and stuntigi

other falls from one level to another

motor vehicle crash injuries involving drivers @ssengers
injuries from cutting and piercing instruments (&iives or tools)

suicide attempts and self-inflicted injury.

The three most common kinds of injury everdgsulting in emergency department
attendancesre, in order of frequency:

falls
blunt trauma

penetrating trauma.

Looking more closely at the types of people in N&lymouth District who experience
injuries, we find that:

For gender:New Plymouth District males are more than twicdilkedy as New
Plymouth District females to die as a result otiigj New Plymouth District
males are also 60 percent more likely to be hdggeth for injury, 56 percent
more likely to need their injuries treated at emery departments and 69
percent more likely to apply for ACC compensationifijury.*°

For ethnicity: In New Plymouth District, M&ori are more than tevias likely as
non-Mé&ori to die as a result of injury. Howeveradii are 24 percemgsslikely
than non-Maori to be hospitalised for injuries, &dpercentesslikely to go to
emergency departments for treatment for injurikss unclear what the reasons
for these local ethnic differences might be.

For age:New Plymouth District people over the age of 8@ anthe 20-29 year
age group are most likely to die as a result afirinj Injury death rates are
lowest in the 0-9 year age group.

% In NZ as a whole, men are more likely than wonmereqjuire medical treatment for injury. Nearly 1
in 3 of all men require medical treatment for ipjun a year. For women the figure is about 1 in 5.
Young men in the 15-24 year age group are espgtiedlly to require some kind of medical treatment
for injury, with 43 percent being treated for injuat least once in a year (Ministry of Health 1999)
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For age:New Plymouth District people over the age of 89 the most likely to
be admitted to hospital for injury. Males and féesain the 10-19 year age-
group, 20-29 year old males, and females over gjeech 80 are most likely to
get treated for injury at emergency departments.

Young men in the 15-24 year age group are espgdikdly to require some
kind of medical treatment for injury, with 43 pentdeing treated every year.

Of course these statistics indicate little aboetdhtivities or circumstances leading to
these injuries; or where these injuries typicallgcr. NZ mortality and
hospitalisation data normally does not include thse of information, even though
knowledge of these issues would be helpful whemgde®y interventions to prevent
injuries.

Fortunately, some useful information on the circtamses of injury was collected

during the community consultation, as well as frihra data obtained from Taranaki
Health Emergency Departments, the ACC and Police.

Activities associated with injury

In New Plymouth District, activities that most comnty result in people making
ACC claims for injury are those associated with:

driving or riding

recreation / sports

walking and running

lifting / lowering / loading / unloading.

The most common ‘causes’ of injuries for which A€@titlement claims are made
are:

loss of balance or control
lifting / carrying / strain
slipping or skidding

loss of control of a vehicle.
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Injury locations

The three most common places where people whodaftaranaki Health Emergency
Departments get injured are:

domestic situations
sports / recreation venues

public areas.

ACC injury statistics suggest that there are thre®n places where injury events
resulting in ACC claims occur:

in the home or other community situations

at work (especially in jobs in the agriculture, dsiry, fishing, manufacturing
and construction industries)

at sports venues and other recreational settingh ghaims for rugby injuries
being the most common)

Deaths and injuries on the road are a significant of the picture of injury in New
Plymouth District, with 149 road crashes and 216uedies (injuries and deaths)
reported to the Police last year.

There are comparatively few ACC claims for roadifigs. However, road injuries
do, on average, cost more than other types ofigguindicating they are generally
more serious and more likely to cause long-termhidigy. Road injuries also make
up a significant proportion of “serious” injuriesrfwhich claims are made.

Notably, road crash and casualty rates are higbesthe state highways running
through the urban areas of New Plymouth DistriPoor observation and failing to
give way or stop were by far the two most commanadis contributing to local injury
crashes.

Information from the community consultation

The community consultation provided further infotroa about likely key causes of
injury for certain groups, as well as common injlogations. Taken as a whole, these
impressions suggest that:

for young childrenin New Plymouth District, the two most common loeas for

injury are thehome(both inside and outside) and tremds Common causes of
injury include falling from trees, play equipmemtdaother high places; violence
and abuse; ingestion of poisonous substances;;byie crashes and car crashes.
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for teenagers and youthcommon injuries include lacerations, fracturesad
injuries and poisonings, with road crashes, sptalls, assaults, attempted suicides
and excessive use of alcohol and drugs being se&pyainjury causes in this age

group.

for adults, work injuries are important, such as in occupatiagroups like dairy
farmers, oil riggers, forestry workers, timber niencts, health and home care
workers and construction workers. The work injsirecd most concern include
amputations, lacerations, crush injuries and sraimd sprains. Injuries at home
were also seen as significant in this age group.

for older people fractures, bruises, strains and burns and sdatas falls, car
crashes, poor nutrition, lack of physical fithessppropriate lifting, heaters and
hot waterbottles were identified as significantiess

Establishing a community injury prevention programm ein
New Plymouth District

Given the injury patterns described above, therdeigrly scope to reduce the number
and severity of injuries experienced by peoplentivin New Plymouth District.

A central tenet of the community injury preventimodel is that many injuries can be
prevented, and in particular, as Swedish programmaee shown, that they can be
prevented by the people in a particular place ngtiogether and making themselves
and their environments safer.

Preventing injuries is important not just becausbkelps save the costs of medical
treatment and other services related to treatimgcaning for people who are injured.
It is also important because it helps reduce theynmegative personal consequences
of injury that people experience in their day toy daves; the pain, disability,
disfigurement, misery and grief of injury that fmany victims and their families can
be long-lasting.

Given that preventing injuries is important andsfbke, we would now like to offer
some suggestions on how the Injury Safe Advisoryurcould go about setting up
an effective local community injury prevention praghme that follows the WHO
Safe Communities model. These suggestions are stisduunder the following
headings:
perceived need and support for a local communjtyyrprevention programme
capacity for setting up a local community injurgpention programme
identifying priorities and strategies for action
developing a programme plan

monitoring and evaluation.
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1. Perceived need and support for a local communit vy injury prevention
programme

Our literature review has shown that there are mbmr of features of community
injury prevention programmes that tend to make th&mgcessful”. The first of these
is that the local community perceives there is adnéor a comprehensive injury
prevention programme and supports one being set up.

From our findings, especially the community corein, there does appear to be
considerable support from key people in local wjyrevention and treatment

services, and from representatives of certain ol groups (e.g. rural women), for
the establishment of New Plymouth District commyimjury prevention programme.

Most of these people see the intersectoral appreacthe only viable option for

addressing many kinds of injuries occurring in Ehstrict.

Successful local interagency initiatives to redugery have already been run in the
District, or are still running, such as Road Sa#eahaki and Kidsafe Taranaki.

Five key local organisations have shown their supgor developing a more
comprehensive injury prevention programme by apglyo ACC for funding for the
current needs assessment project, and by settitigeujmjury Safe Advisory Group.
Presently, the Injury Safe Advisory Group comprisgsesentatives from:

Tui Ora

Health Promotion Unit, Taranaki Health
Kidsafe Taranaki Trust

New Plymouth District Council

ACC.

The support and involvement of these agencies atelcthat a good beginning has
been made towards planning and setting up a contynunjury prevention
programme in the District. Our literature reviewggests that local authority support
is one of the key ingredients for success in sudgnammes and this support is
already evident in New Plymouth District.

The fact that Tui Ora is the lead agency also beddkfor M&ori participation in the
programme and for applying a community developnagpiroach.

During our community consultation, representatié@sn other local agencies and
organisations, such as St Johns Ambulance and Te Wakiri, also expressed
interest in being involved in future initiatives.

The research literature indicates that ideally gagtners in a community injury
prevention programme need to have a common unddistp of the local issues
regarding injury prevention and a shared visiorwbht they want to achieve. All
partners should perceive they have something to fyam setting up a community
injury prevention programme.
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The current needs assessment and future plannogegses that involve all the
programmes’ partners should help in achieving thiesgs.

Support from the wider community is also necessdirys essential that local people
are willing to participate in interventions devedob by the injury prevention
programme, and ultimately change their behaviowt anvironments in order to
reduce injuries. In some communities , particylénbse that are socio-economically
deprived, injury prevention is often well down th& of people’s priorities. Issues
such as food security and employment are ofterepayd as more important.

We have been told that injury prevention programmethe District have been well
supported and used by the public in the past. Wewedurther consultation with
members of the wider New Plymouth District popwatio determine their level of
enthusiasm for the proposed “Injury Safe” programmik probably be essential in
the near future.

2. Capacity for setting up a local community injur y prevention
programme

The research literature also indicates that a ledgrchinant of the success of a local
community injury prevention programme is that theyesufficient local capacity to
introduce and maintain a viable initiative. Thespects of capacity, discussed below,
are:

the capacity of the partner organisations
the capacity for community participation
the resources available for the programme.

The capacity of the partner organisations

Representatives from agencies or groups particgain an intersectoral injury
prevention programme need to have widespread sufgpatheir involvement in the
programme at all levels of their organisation. @ifor programme planning and
activities needs to be built into their job destop. As well, these representatives
need to be able to make decisions on behalf of tdven local organisations, as much
as possible without needing approval at the centrahtional level.

The Injury Safe Advisory Group should consider éhésctors when setting up the
new community injury prevention programme in NewrRbuth District.

The fact that local intersectoral partnerships redveady worked effectively in certain
areas of injury prevention is a positive sign foe future.
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Capacity for community participation

The capacity of the wider community to participetea community injury prevention
programme is an important issue that needs to heidered early in the planning
stages of a programme.

Generally, intersectoral initiatives for health demo work best whenexisting
community organisations and groups are involvetha “higher level” activities of
programmes such as strategic planning. New grthgisare set up for the purposes
of the programme, or individuals recruited from theneral public (especially from
disadvantaged groups) often do not have the cgptcitontribute to these “higher-
level” types of activities because they lack timeetj resources and infrastructure.

Of course, there are some exceptions to this tenthbly a number of successful
initiatives for Maori living in disadvantaged argaand it is important to involve the
wider community in “lower level” activities, sucls &olunteering to help with specific
interventions, attending special events and useaith promotion resources.

Resources

The “success” or effectiveness of a community yjprevention programme is also
dependent on the level and type of resources daita support the programme, i.e.
money, time and personnel.

Sufficient funding is needed to support priority prevention actigti@vhich are
nevertheless relatively “low-tech” and low-cos,well as the overall administration
of the programme and the partnership infrastructure

Previous studies have noted that funding neede tonig-term(for several years), as
this helps to ensure that prevention activitiesgwven sufficient time to “work”. It
also helps to attract skilled staff.

As well as funding from the ACC, the Injury SafeAgbry Group may need financial
and other assistance from other sources (such agrgonme partners, other
organisations or local businesses) in order to anneffective community injury
prevention programme. The level of extra suppeduired will depend to some
extent on the type and number of injury preventm@erventions that the Injury Safe
Advisory Group decides to implement.

Most community injury prevention programmes empédyleast one full-timeco-
ordinator. Ideally, this co-ordinator should have secrataaind administrative help
so they can concentrate on their core tasks likerdmating and participating in
programme planning, giving information to the paplrunning interventions, and
liasing with volunteers and the Advisory Group.

One of the partners, for example the District Cauiai Ora, or Taranaki Health,

may be able to “host” the programme by providinficef space and secretarial and
administrative support.
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The co-ordinator should have a wide range of skkilsowledge and experience in
community development, health promotion, injury vemetion, communication,
negotiation, and management. In addition, theyushbave good local knowledge
and networks.

A Maori injury prevention provider is already wonki to prevent injuries among
tamariki (Maori children) in New Plymouth District. Another co-ordinator
responsible for injury prevention initiatives amahg broader New Plymouth District
population is also likely to be required.

Staff from partner organisations should be abladsist in planning and running the
programme overall, as well as helping with indihatactivities and interventions.
These staff need to be skilled and have sufficieme to devote to the injury
prevention programme. General research on comyabaged intersectoral initiatives
for health indicates that quite a bit of time igued of the representatives who sit on
advisory groups and working groups, e.g. for meggtifollowing-up actions agreed at
meetings, etc.

As mentioned, the Injury Safe Advisory Group hasady been formed. In general, it
is recommended (Safe Communities Foundation 20686} tSafe Community”
committees such as these include the followingqrersl:

chair / co-chair
co-ordinator (paid position)
treasurer

secretary

enthusiastic and committed members — ideally frati Ibhe public and private
sectors

community leaders.

3. Identifying priorities and strategies for actio n

Before developing a comprehensive community injprggramme plan for New
Plymouth District, the Injury Safe Advisory Grouprobably in conjunction with
wider community consultation, needs to decide:

what are the local injury prevention priorities
how these priorities can be best addressed irotta tontext.

While potentially a very wide range of injury issueould be addressed by a
community injury prevention programme, the kindsrgp@iries and population groups
that have been selected as priorities by existidgaNd overseas community injury
prevention programmes have in fact been quite am{$ee Chapters Three and
Seven).
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The Injury Safe Advisory Group may wish to takeoiatccount the following criteria
when finally deciding which injury prevention issughould have priority for the work
of a New Plymouth District community injury prevant programme:

the frequency of different injuries

the severity of injuries

the population groups affected

the availability, feasibility and cost of intervearts

how long it is likely to take to get results, ame textent to which these results
are measurable

whether or not other local interventions alreadigtex
the enthusiasm of the local community to addredsiceissues.

Frequency and severity of injuries

Injuries can be regarded as important or a priosityply because they are very
common. For example, as we have seen, injuriesecalby falls are the most
common kind of injury seen at the Taranaki hosmtakrgency department, making
up a third of all injuries seen there.

Certain kinds of injury events — such as high-spead crashes - can also be
considered a priority because, although perhapgadatively rare, they are relatively
severe and often lead to death or very serioudaatithg injury.

Population groups affected

As we have also seen, some population groups in Rlgmouth District are at high
risk of experiencing certain types of injuries.

Some injuries may be regarded as more importamt tilaers because they happen
most often to particularly vulnerable populatiomgps, such as very young children,
or very old people, who may lack the resilience semburces to overcome the effects
of injury as successfully as other people.

Evidence suggests outcomes of injuries are gegyeradre severe for people in the
older age groups, particularly hip fractures resgltfrom falls, and more likely to
require hospitalisation (Ministry of Health 1999a).

Likewise, preventing injuries that lead to death pmrmanent disability among

children and young people may be considered to fxgoaty because more “years of
life” are lost or affected by a reduced qualitylitd.
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Effective interventions

Even if certain types of injuries among differepplation groups are considered to
be priorities in terms of frequency and / or seyetthe Injury Safe Advisory Group
needs to know these injuries can be effectivelywgmeed before it chooses them as
priorities for local action. Experiences of injuprevention activities by other
programmes both in New Zealand and overseas carmbes.

The Advisory Group also needs to consider whethesd types of interventions and
activities are likely to be feasible in the locahtext. This means looking at factors
such as:

cost of the intervention

personnel and skills required

technology / equipment required
accessibility of target population groups
accessibility of injury locations

local “causes” of different types of injuries.

Results

Another thing to consider is how long it takes ¢ertain interventions and activities
to produce observable results. Other communityrynprevention initiatives have
found it beneficial to include in their programmiel@ast some activities with short-
term effects that can be easily measured. Thishedm to quickly demonstrate the
benefits of the programme to funders and spondbrsn also help boost staff morale
and build greater enthusiasm in the community theolonger-term injury prevention
activities that focus on more ingrained injury deshs.

Existing interventions

An awareness of existing local interventions i@ assential. It would be inefficient,
not to mention undiplomatic, to duplicate whatlieady being done effectively in the
local area.

Some injury prevention programmes invite existingiatives to come under their
“umbrella” or establish other kinds of formal linksth them.

Support for specific interventions

Having considered all the above factors, the Infaye Advisory Group still needs to
consider the level of local enthusiasm for intetigars aimed at specific kinds of
injuries or targeting particular population groupd.here would be little point in
attempting to introduce activities for which thesdittle support.
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Our consultation with local experts and selectatimoaoinity representatives identified
the following priority population groups that injuprevention interventions should
target:

older people

children

adolescents and young people

Maori

people on farms (particularly children and dainyfars)
people participating in sports and recreation

people in the workplace

people at home

people on the roads.

The wider population may have similar (or diffejgortiorities.

Types of interventions and activities

There are many types of possible injury preventidarventions and activities. The
options include mass media campaigns, other tygesformation and advice,
education of professionals and community orgarosati environmental change, and
development of safety products and advocacy.

As discussed in Chapter Seven, intervention stiegeghould be based on recognised
models, and they should be realistic and achievabley should also aim to change
policies, create safer environments and achievanisgtional change.

It is also important for the Injury Safe Advisorydsp to think about the acceptability
and appropriateness of any interventions and &etvior the local population.

As discussed previously, the ACC’s requirements QAZD00) for the New Plymouth
District community injury prevention activities atteat they should be:
creative and innovative

low-tech (inexpensive and not requiring extensivefgssional expertise or
monitoring)

cost-effective (involve the effective allocation sources and achieve results
within reasonable funding levels)

integrated closely with other relevant initiativaseady underway in the local
community.
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Suggested model for considering injury prevention porities

The following few pages present one possible motiebw the Injury Safe Advisory
Group, or newly-established working groups, couldnk about systematically
prioritising and addressing injury issues in NewniRbuth District.

The model considers injury prevention among différ@age groups, as these groups
appear to experience quite different injury issues.
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The example matrix (shown overleaf) is for injurgyention among children, and the
information presented is based on our interpratadiothe findings from our analysis
of statistical data and the community consultation)

The Injury Safe Advisory Group and other local conmity representatives need to
fill in the gaps and add more information to thenmaas they see appropriate.

The model matrix that we have presentedhas$ intended to be the final word on
injury prevention priorities for local children. oFthis reason we have not provided
similar examples for other age groups (or otherufadn groups). It is up to local
people to do this, using the information from tl@port, and other sources, if they see
this method as helpful.

In our suggested model, for each age group, urioteal and intentional injuries are
considered separately. For each of these two grquyorities for different types of
injuries, sub-populations and injury locations Bseed. For each of these issues the
following information is provided:

supporting evidence that the issue can be consigepeiority
the perceived local causes or risk factors

existing local injury prevention programmes and/ees
suggested interventions

local organisations and groups with an interesheissue (who may be able to
help with, or give advice about, proposed interveTs).

This exercise would generate a large number ofripgs from which the most
important can be chosen for action. The resedetaiure suggests that, especially at
the beginning of a programme, it is better to cleoadew interventions and do them
well, rather than trying to cover too many issuesat tend up not being dealt with
adequately.
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CHILDREN - UNINTENTIONAL INJURIES

Injury types

(ADD OTHERS)

Evidence (from needs
assessment)

(ADD OTHERS)

Perceived risk factors
(suggestions from
community
consultation)

(ADD OTHERS)

Existing local injury
prevention
programmes and
services

(ADD OTHERS)

What could / should be
done now?

(ADD OTHERS)

Local organisations / groups
with possible interest in this
issue

(ADD OTHERS)

Falls / fractures

Most common causes
of hospitalisations for
injury (0-9 year olds)
Cause nearly half the
injuries for which ED
visits are made (0-9
year olds)

Perceived priority /
issue in community
consultation

Playground
equipment

Playground surfaces
(costly to upgrade)
Baby walkers
Tripping

Falls from heights
(trees, jungle gyms,
cycles)

Kidsafe Taranaki

ACC school injury
prevention
programme

Maori injury
prevention
programme (Manaaki
Oranga)

Plunket

Maintenance of safety
of public playgrounds

Monitoring safety
standard compliance of
playgrounds

Kidsafe Taranaki
ACC

Tui Ora

Plunket

Schools

Boards of Trustees
PTA

Parents’ Centres
District Council
Regional Council

Playground manufacturers
and suppliers

Early childhood centres
Ministry of Education
Strengthening Families
Safer Community Council
Supermarkets (trolleys)

Westpac Trust Sport
Taranaki

Taranaki Health

GPs

Private A&E clinics
Pre-parenting courses
Cycle manufacturers

Rural interest groups (e.g.
CWI, Federated Farmers)

Children’s equipment
retailers

St. John’s Ambulance

Health promotion / health
education providers
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Injury types Evidence (from needs Perceived risk factors Existing local injury What could / should be Local organisations / groups

assessment) (suggestions from prevention done now? with possible interest in this
community programmes and (suggestions from issue
consultation) services community
(ADD OTHERS) (ADD OTHERS) (ADD OTHERS) (ADD OTHERS) consultation) (ADD NAMES)
(ADD OTHERS)
Motor vehicle crashes Most common 1l-fitted, Kidsafe Taranaki . Rerun cycle helmet
cause of injury substandard and Plunket (car programme See above
Bicycle injuries dﬁjat)hs (0-9 year non-use of car restraint hire) Rerun car restraint Al
o olds restraints o programme so: _
Road injuries Vehicle injuries are Substandard and Fh)/lrz?lzr:ggr:y Continue developing | Road Safety Taranaki
the third most non-use of cycle programme city cycle lanes LTSA

common location of

helmets

(Manaaki Oranga)

Improve signs outside

Bike helmet retailers and

injuries that lead to . oo
EIJ:) visits (0-9 year Roadsafe Taranaki schools (indicate manufacturers
olds) ACC Roadsafe parking times) Car restraint retailers and
i manufacturers
Perceived priority / programme bDls_cou!'gge cycles
issue in community Police fel?g ;Ih enon
consultation ootpaths
(especially head
injuries)
Poisoning Second most Parents’ / Kidsafe Taranaki Store medications and | See above
common cause of grandparents’ Maori injury hazardous substances
hospitalisations for medication prevention safely out of reach Also:
injury (0-9 year olds) Unsecured programme - Pharmacists
Perceived priority / household cleaners (Manaaki Oranga) Drug manufacturers
issue in qommunity and products Hazardous substances
consultation retailers and
manufacturers
Bruises Perceived priority / Unsupervised use of See above. Also:

issue in community
consultation

baby walkers

Retailers and
manufacturers of baby
walkers

Burns and scalds

Perceived priority /

Matches, candles

issue in qommunity Electric jug cords, See above
consultation overhanging pot )

handles Also:

Heaters, unguarded Fire Service

open fires and wood
burners

31 There may be debate about this suggestion (&amce see Scott 2001).
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Injury types

(ADD OTHERS)

Evidence (from needs
assessment)

(ADD OTHERS)

Perceived risk factors
(suggestions from
community
consultation)

(ADD OTHERS)

Existing local injury
prevention
programmes and
services

(ADD OTHERS)

What could / should be
done now?
(suggestions from
community consultation)
(ADD OTHERS)

Local organisations / groups
with possible interest in this
issue

(ADD NAMES)

Drowning

Perceived priority /
issue in community
consultation

Swimming pool
fencing requirements
don’t apply to rural
areas

Access to swimming

pools, beaches, water

holes, troughs

Use of Waitara
Bridge for diving and
jumping

Kidsafe Taranaki

M&ori injury
prevention
programme (Manaaki
Oranga)

Review rural swimming
pool fencing
requirements

Provide warning signs
on Waitara Bridge

See above
Also:

Water Safety Council

Injuries at home

Two-thirds of ED

Home renovations

Kidsafe Taranaki

visits are for injuries Storage of Méori injury See above
that occur at home medications and prevention
(0-9 year olds) hazardous programme (Manaaki
Perceived priority / substances Oranga)
issue in community
consultation
Injuries at school Second most Playgrounds Kidsafe Taranaki
common location for Sports Maori injury See above
injuries leading to ED . i
o Bullying, playground prevention
visits (0-9 year olds) Colones PeYd programme (Manaaki
Perceived priority / Oranga)
issue in community ACC school injury
consultation prevention
Large range and no. programme
of injuries from ACC
school injury
recording system
Sports injuries Perceived priority / Need to be fit for Kidsafe Taranaki Increase promotion of
issue in community sports Maori injury modified sports (e.g. See above
consultation prevention Kiwisports)
Large range and programme (Manaaki Encourage

number of injuries
from ACC school
injury prevention
recording system

Oranga)

Westpac Trust Sport
Taranaki

skateboarders to wear
kneepads

Continue to encourage
rugby players to wear of
mouthguards
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Injury types

(ADD OTHERS)

Evidence (from needs
assessment)

(ADD OTHERS)

Perceived risk factors
(suggestions from
community
consultation)

(ADD OTHERS)

Existing local injury
prevention
programmes and
services

(ADD OTHERS)

What could / should be
done now?
(suggestions from
community consultation)
(ADD OTHERS)

Local organisations / groups
with possible interest in this
issue

(ADD NAMES)

Injuries on farms and Perceived priority / Visiting children not Kidsafe Taranaki Review rural swimming | See above
lifestyle blocks issue in community used to hazards Maori injury pool fencing
consultation Home alone prevention requirements
situations programme (Manaaki
Children driving ATVs Oranga)
Injuries among boys Boys have 20 percent Boys' “nose for No particular See above
higher hospitalisation trouble” programmes

rates for injury than
girls (0-9 year olds)
Boys have 26 percent
higher ED attendance
rates for injury than
girls (0-9 year olds)
Perceived priority /
issue in community
consultation

targeting boys

CHILDREN - INTENTIONAL INJURIES

Injury types

Evidence from needs
assessment

Perceived risk factors
(suggestions from
community
consultation)

(ADD OTHERS)

Existing local injury
prevention
programmes and
services

(ADD OTHERS)

What could / should be
done now?
(suggestions from
community consultation)
(ADD OTHERS)

Local organisations / groups
with possible interest in this
issue

(ADD NAMES)

Child abuse and neglect

Perceived priority /
issue in community
consultation

Home alone
Drugs and alcohol

Kidsafe Taranaki
Health promotion unit

Child and adolescent
unit (Taranaki Health)

Child Youth and
Family

Police Child and
Sexual Abuse Team

More focus on alcohol

See above

Also:
Child Youth and Family
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4. Developing a programme plan

Previous research suggests that it is essentlze a written plan that describes how
the community prevention programme will be impleteen and who will be
responsible for carrying out the various activities

The Canadiarafe Communities Guidebo@®anadian Safe Communities Foundation
2000) provides an example business plan. Thidifeenthe following key elements of
a business plan:

background to community injury prevention programme
mission statement

goals and objectives

terms of reference

specific programme plans (interventions and adés)tincluding measurables
data collection methods

time lines

evaluation methods

community profile

committee (advisory group) structure

executive designates (names, addresses, affilgtion
committee members (names, addresses, affiliations)
operating plan

banking arrangements

funding plan (short, mid and long term)

budget (minimum two years)

letters of support

position descriptions for co-ordinator and exeaaitiv

Further discussion of some of these points is pexvibelow.

Mission, goals, objectives, targets, activities, rsttegies, interventions

It is helpful for programme partners and funderh&we written statements about a)
what the injury prevention programme overall igrigyto achieve, and b) what each
individual activity or intervention is trying to heve. Statements of this kind vary in
their level of detail and in the precise way diffier authors use different terms to
describe them, but they are often known as missguels, objectives, and targets. Itis
here that priority injury issues should be menttyreaich as:

“reduce injuries among local children”;
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“increase the use of back-seat safety belts amdulgsa

“reduce by half the injury deaths from motor ve@ickashes among children aged 0-9
over the next decade”.

Once it is cleawhat the injury prevention programme (or individualantention) is
trying to achieve, the next step is to write dolaw it is intended to achieve this
(strategies, interventions, activities). Agaire thjury Safe Advisory Group will need
to decide how much detail it will be able (and v&rib provide in the programme plan
about each activity or intervention.

Whenthe activities and interventions will take plasealso important to include in the
programme plan.

The organisational structure

The programme plan should also provide an overwéthe proposed organisation of
the new Injury Safe programme.

To date the Injury Safe Advisory Group has alrelaggn formed. The plan should also
describe any other positions and subgroups thatGitweip wishes to establish, for
instance:

a paid programme co-ordinator
working groups to address certain major priorigear (e.g. older people, Maori).

It is generally believed that the organisationabure of any community injury
prevention programme should be kept as simple ssilpe.

Clearly defining partner relationships

From reading the literature, another area that Itipery Safe programme plan, or
possibly a separate document, needs to include ®ear definition of partner
relationships. For instance, it is important tatestvho will be responsible for which
programme activities, and what resources (time, awompersonnel, administrative
assistance, accommodation) each partner has agreedvide. Sometimes, it can also
be useful to have a predetermined time and prdoessviewing partner relationships.

5. Monitoring and evaluation

The Injury Safe Advisory Group should also considerdertaking some kind of
monitoring and evaluation of their community injypgevention programme. The main
purpose of this would be to show that the progransneaving some positive results
and is being run in an effective way. It couldoaidentify aspects of the programme
that would benefit from improvements. It is im@ort to plan monitoring and
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evaluation early because it may be necessary tectdlbaseline data” before the
programme starts, to enable good “before” and fafibservations to be made.

The type of monitoring and evaluation could rangemf simply keeping a record of
programme activities at a fairly rudimentary lef@ audit purposes, to a much more
comprehensive evaluation of the whole programmeatoleast some of its specific
interventions and activities.

The decision about “how far to go” with monitoriraqnd evaluation depends on a
number of factors, including:

the funding available
the requirements of funders and sponsors

how useful the Advisory Group thinks monitoring adluation would be to the
running of the programme

how interested the Advisory Group is in carrying bealth promotion research
(as well as concentrating on providing services).

Several authors have noted that it is important dealuations not to dominate
community health initiatives. Others have saii$ iteally unnecessary for every health
promotion programme to be extensively evaluatedobiside evaluators. As the
literature review has shown, at least five New Zedl community injury prevention

programmes, and many overseas initiatives, haea@drbeen formally evaluated. The
Advisory Group may wish to choose a relatively |key approach to monitor and

evaluate the New Plymouth District Injury Safe peogme. On the other hand, they
may decide to implement some innovative intervergjauntried elsewhere, that would
benefit from some kind of evaluation.

If it is decided that the programme will be evalthtthe Injury Safe Advisory may
particularly like to think about the issue of measgy programme “outcomes”.

Outcome evaluation

A number of authors have discussed the issue ofsuneg the “outcomes” of
community injury prevention programmes (and otheensectoral community health
initiatives).

On the face of it, it would seem logical to tryrteeasure changes in health outcomes
that result from community injury prevention progmaes, ie. changes in the incidence
of injuries. However, in New Plymouth District, @ most of New Zealand, a
comprehensive injury surveillance data collectigatam does not exist (e.g. one that
includes primary health care data, hospital datatatty data, and detailed information
about injury causes and locations).

As we have seen from the research literature, ¢cbanges in the local incidence of
injury, as measured by data, such as hospitalisatfomortality rates, are often very
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small (or non-existent) over short periods of ti(feeyg. one or two years) and can be
difficult to interpret because of the relativelyaimumbers of cases.

Any changes in injury incidence statistics are aiften very hard to directly attribute to
any particular programme. This is because it igallg difficult to untangle local
programme effects from other influences such a®matcampaigns and other changes
in the local social or physical environment.

It is generally seen as advisable for programmduatians to focus on measuring
“intermediate” outcomes that can be assessed velateasily and that can be more
readily causally-linked to specific interventiondn the case of the New Plymouth
District Injury Safe programme, these “intermediatetcomes could include:

public awareness of the existence of the programme
public awareness of, and participation in, InjuafeSprogramme activities
public recall and understanding of Injury Safe rages

self-reported changes in behaviour such as weagiotective gear for sports,
driving within the speed limit, following safety gielines at work

observed changes in behaviour such as proporti@doits wearing seatbelts in
the back seats of vehicles, use of cycle helmetsdrover behaviour at
intersections.

These types of outcomes could be measured throughcpsurveys and physical
observations.

Taken together with an appropriate process evalnatnd possibly the long-term

monitoring of trends in injury incidence (using tht@tistical databases covered in this
report), “intermediate” outcome evaluation could\pde a reasonable indication of

how well the Injury Safe programme is “working”.

Having said that, all health promotion programmparticularly those involving
intersectoral partnerships, must be given timeurceed (perhaps several years). It
often takes longer than expected to get partnessoigether, activities underway, and
to develop effective interventions.
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APPENDIX A

ADDITIONAL STATISTICAL TABLES
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TABLE A.1: ESTIMATED RESIDENT POPULATIONS OF NEW PL YMOUTH DISTRICT AND NEW ZEALAND BY AGE GROUPS

AND SEX, AT 30 JUNE 2000

NEW PLYMOUTH NEW ZEALAND
Males Females Total Males Females Total
Age group No. % No. % No. % No. % No. % No. %

0-4 2370 7.1 2,250 6.5 4,620 6.8 146,830 7.8 138,690 7.1 285,520 7.5

5-9 2790 8.4 2,530 7.4 5,320 7.9 155,600 8.2 146,250 7.5 301,850 7.9
10-14 2810 8.4 2,730 7.9 5,540 8.2 148,240 7.9 140,900 7.2 289,140 7.5
15-19 2660 8.0 2,230 6.5 4,890 7.2 140,540 7.4 132,340 6.8 272,880 7.1
20-24 1770 5.3 1,570 4.6 3,340 4.9 130,230 6.9 126,000 6.5 256,230 6.7
25-29 1820 5.5 1,960 5.7 3,780 5.6 128,570 6.8 136,410 7.0 264,980 6.9
30-34 2210 6.6 2,340 6.8 4,550 6.7 136,930 7.3 148,580 7.6 285,510 7.5
35-39 2540 7.6 2,740 8.0 5,280 7.8 149,440 7.9 158,000 8.1 307,440 8.0
40-44 2590 7.8 2,790 8.1 5,380 7.9 141,770 7.5 146,670 7.5 288,440 7.5
45-49 2420 7.3 2,400 7.0 4,820 7.1 127,300 6.7 129,48 6.7 256,780 6.7
50-54 2110 6.3 2,170 6.3 4,280 6.3 118,750 6.3 118,430 6.1 237,180 6.2
55-59 1680 5.0 1,660 4.8 3,340 4.9 91,600 4.9 92,210 4.7 183,810 4.8
60-64 1380 4.1 1,440 4.2 2,820 4.2 73,920 3.9 76,060 3.9 149,980 3.9
65-69 1250 3.8 1,350 3.9 2,600 3.8 63,490 3.4 65,920 3.4 129,410 3.4
70-74 1190 3.6 1,350 3.9 2,540 3.8 56,600 3.0 62,670 3.2 119,270 3.1
75-79 810 2.4 1,260 3.7 2,070 3.1 40,490 2.1 54,380 2.8 94,870 2.5

80+ 870 2.6 1,680 4.9 2,550 3.8 36,620 1.9 70,900 3.6 107,520 2.8
TOTAL 33300 100.0 34,400 100.0 67,700 100.0 1,886,920 100.0 1,943,890 100.0 3,830,810 100.0

Source: Data supplied by Statistics New Zealand.

199




TABLE A.2: NUMBER AND PERCENTAGE OF WORKERS

EMPLOYED IN DIFFERENT INDUSTRIES IN NEW

PLYMOUTH DISTRICT AND NEW ZEALAND, 1996

CENSUS

NEW PLYMOUTH NEW ZEALAND
DISTRICT

Industry group No. % No. %
Agriculture, forestry, fishing 2790 10.0 150105 9.8
Mining 369 1.3 4086 0.3
Manufacturing 4515 16.2 232527 15.2
Electricity, gas, water supply 354 1.3 8910 0.6
Construction 2016 7.2 94038 6.1
Wholesale trade 1287 4.6 94413 6.2
Retail trade 3948 14.2 199983 13.1
Accommodation, cafés, restaurants 1152 4.1 69408 4.5
Transport, storage 975 3.5 62184 4.1
Communication services 369 1.3 24426 1.6
Finance, insurance 663 24 52689 34
Property & business services 2598 9.3 161352 10.5
Government admin., defence 921 33 67170 4.4
Education 1920 6.9 104820 6.9
Health & community services 2331 8.4 108015 7.1
Cultural & recreational services 420 15 33876 2.2
Personal & other services 1233 4.4 61722 4.0
Unidentifiable / not specified 1794 - 185949 -
TOTAL 29655 - 1715673 -
TOTAL, SPECIFIED 27861 100.0 1529724 100.0

Source: Data from Statistics New Zealand 2001.
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TABLE A.3: NUMBER AND PERCENTAGE OF WORKERS
EMPLOYED IN DIFFERENT OCCUPATIONAL GROUPS IN
NEW PLYMOUTH DISTRICT AND NEW ZEALAND, 1996

CENSUS

NEW PLYMOUTH

NEW ZEALAND

DISTRICT

Occupational groups No. % No. %

Legislators, administrators, managers| 3093 10.9 188979 12.2
Professionals 3498 12.3 191466 12.4
Technicians, associate professionals | 3123 11.0 177597 11.5
Clerks 3369 11.9 216468 14.0
Service and sales workers 4335 15.3 226080 14.6
Agriculture and fisheries workers 3120 11.0 153603 9.9
Trades workers 3069 10.8 148974 9.6
Plant/machine operators/assemblers | 2658 9.4 135627 8.7
Elementary occupations 2076 7.3 111285 7.2
Unidentifiable/not applicable etc. 1314 - 165594 -

TOTAL 29655 - 1715673 -

TOTAL, SPECIFIED 28341 100.0 1550079 100.0

Source: Data from Statistics New Zealand 2001.
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TABLE A.4: NUMBER AND PERCENTAGE OF PEOPLE AGED 15+ WITH
DIFFERENT INCOME SOURCES IN NEW PLYMOUTH DISTRICT AND NEW
ZEALAND, 1996 CENSUS

NEW PLYMOUTH DISTRICT NEW ZEALAND
Males Females Total Total (M+F)

Sources of income No. % No. % No. % No. %
Wages and salary 14154 37.7 12900 34.3 27054 36.0 150042 38.2
Self-employed 5397 14.4 3366 9.0 8763 11.7 468771 11.9
Investment income 6975 18.6 6999 18.6 13974 18.6 711633 18.1
ACC 729 1.9 531 14 1260 1.7 66801 1.7
NZ Superannuation 4044 10.8 5781 15.4 77 13.1 441045 11.2
Other superann_u_ation, 1128 3.0 942 25 2070 2.8 107424 2.7
pensions, annuities
Unemployment Benefit 2637 7.0 2034 5.4 4671 6.2 223446 5.7
Domestic Purposes 222 0.6 1899 51 2121 2.8 103335 2.6
Benefit
Sickness Benefit 495 1.3 582 1.5 1077 1.4 57669 1.5
Invalid's Benefit 408 1.1 405 1.1 813 1.1 47508 1.2
Student allowance 540 14 564 1.5 1104 1.5 69927 1.8
Other Government 609 1.6 1095 2.9 1704 23 86367 2.2
benefits
Other income sources 204 0.5 495 1.3 699 0.9 46410 1.2
TOTAL 37542 100.0 37593 100.0 75135 100.0 39307171 100.0

Source: Data from Statistics New Zealand 2001.
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TABLE A.5: NUMBER AND PERCENTAGE OF PEOPLE AGED 15+ WITH
DIFFERENT LEVELS OF PERSONAL ANNUAL INCOME IN NEW P LYMOUTH
DISTRICT AND NEW ZEALAND, 1996 CENSUS

NEW PLYMOUTH DISTRICT NEW ZEALAND
Males Females Total Total (M+F)
Annual income No. % No. % No. % No. %
S 720 3.1 1677 6.8 2397 5.0 137562 5.4
Nil or income loss
1620 7.0 3192 12.9 4812 10.1 271236 10.7
$1-5,000
3306 14.3 5043 20.4 8349 17.5 414594 16.4
$5,001-$10,000
3018 13.1 5685 23.0 8703 18.2 410709 16.2
$10,001-$15,000
2019 8.7 2811 11.4 4830 10.1 245847 9.7
$15,001-$20,000
2148 9.3 1968 8.0 4116 8.6 222180 8.8
$20,001-$25,000
2289 9.9 1617 6.5 3906 8.2 224013 8.9
$25,001-$30,000
3222 13.9 1650 6.7 4872 10.2 275568 10.9
$30,001-$40,000
2034 8.8 585 2.4 2619 5.5 142062 5.6
$40,001-$50,000
1560 6.7 258 1.0 1818 3.8 100866 4.0
$50,001-$70,000
690 3.0 117 0.5 807 1.7 43755 1.7
$70,001-$100,000
486 2.1 117 0.5 603 1.3 39069 15
$100,001 or more
. 1947 - 2337 - 4284 - 258768 -
Not specified
25059 - 27057 - 52116 - 2786229 -
TOTAL
23112 100.0 24720 100.0 47832 100.0 | 2527461 100.0
TOTAL, SPECIFIED

Source: Data from Statistics New Zealand 2001.

TABLE A.6: NUMBER AND PERCENTAGE OF PRIVATE
DWELLINGS UNDER DIFFERENT TYPES OF TENURE IN NEW
PLYMOUTH DISTRICT AND NEW ZEALAND, 1996 CENSUS

NEW PLYMOUTH NEW ZEALAND
DISTRICT

Type of tenure No. % No. %
Owned with mortgage 8964 37.2 448374 36.8
Owned without mortgage 8349 34.7 394077 32.4
Owned, mortgage not specified 417 1.7 18312 15
Provided rent-free 858 3.6 45405 3.7
Rented 5049 21.0 290124 23.8
Not owned, rental status not specified 435 1.8 21534 1.8
Not specified 1005 - 50271 -
TOTAL 25077 - 1268097 -
TOTAL, SPECIFIED 24072 100.0 1217826 100.0

Source: Data from Statistics New Zealand 2001.
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TABLE A7: NUMBER AND PERCENTAGE OF
HOUSEHOLDS IN PRIVATE DWELLINGS WITH ACCESS
TO TELEPHONES IN NEW PLYMOUTH DISTRICT AND
NEW ZEALAND, 1996 CENSUS

NEW PLYMOUTH NEW ZEALAND
DISTRICT

Type of telephone access No. % No. %
Telephone access 23211 96.0 1158831 95.0
No telephone access 978 4.0 60570 5.0
Not specified 891 - 48699

TOTAL 25080 - 1268100

TOTAL, SPECIFIED 24189 100.0 1219401 100.0

Source: Data from Statistics New Zealand 2001.

TABLE A.8: NUMBER AND PERCENTAGE OF HOUSEHOLDS
IN PRIVATE DWELLINGS WITH ACCESS TO MOTOR
VEHICLES IN NEW PLYMOUTH DISTRICT AND NEW
ZEALAND, 1996 CENSUS

NEW PLYMOUTH NEW ZEALAND
DISTRICT

Number of vehicles households No. % No. %
have access to
None 3009 12.5 144972 12.0
One 11256 46.9 518460 42.7
Two 7641 31.8 406881 33.5
Three or more 2094 8.7 142827 11.8
Not specified 1083 - 54954
TOTAL 25083 - 1268094
TOTAL, SPECIFIED 24000 100.0 1213140 100.0

Source: Data from Statistics New Zealand 2001.
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TABLE A.9: NUMBER AND PERCENTAGE OF POPULATION LIVI NG IN
NEW PLYMOUTH DISTRICT AREA UNITS BY NZDEP96 RANKING S,
1996 CENSUS

Suburb NZDep96 Number %

Carrington 1 576 0.8
Highlands Park 1 2508 3.7
Fernleigh 1 567 0.8
Barrett 1 1206 1.8
TOTAL, NZDep1 4857 7.1
Oakura 2 1233 1.8
Omata 2 441 0.6
Lepperton 2 1665 2.4
Egmont Village 2 495 0.7
TOTAL, NZDep2 3834 5.6
Bowden 3 321 0.5
Kaitake 3 2013 3.0
Upper Westown 3 1455 2.1
Kaimata 3 2547 3.7
TOTAL, NZDep3 6336 9.3
Paraite 4 288 0.4
Mangaoraka 4 645 0.9
TOTAL, NZDep4 933 1.4
Okoki-Okau 5 1911 2.8
Glen Avon 5 864 1.3
Spotswood 5 1809 2.7
Merrilands 5 2793 4.1
TOTAL, NZDep5 7377 10.8
Bell Block 6 3918 5.8
Lynmouth 6 2175 3.2
Westown 6 3429 5.0
Mount Bryan 6 954 1.4
Fitzroy 6 3684 5.4
Welbourn 6 1761 2.6
Struan Park 6 4704 6.9
TOTAL, NZDep6 20625 30.3
Urenui 7 414 0.6
Marshland Hill 7 1461 2.1
Frankleigh 7 3567 5.2
Inglewood 7 3192 4.7
TOTAL, NZDep7 8634 12.7
Kawaroa 8 1947 2.9
TOTAL, NZDep8 1947 2.9
Okato 9 498 0.7
Waitara East 9 2796 4.1
Moturoa 9 3819 5.6
New Plymouth Central 9 666 1.0
TOTAL, NZDep9 7779 11.4
Waitara West 10 3714 5.5
Marfell 10 2085 3.1
TOTAL, NZDep10 5799 8.5
GRAND TOTAL 68121 100.0
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Source: Area unit NZDep96 ranking categories froewNPlymouth District Council 2000,
population data from Statistics New Zealand 2001.
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TABLE A.10: NUMBER AND PERCENTAGE OF DEATHS FROM IN JURIES

AND OTHER CAUSES, NEW PLYMOUTH DISTRICT 1996-1998

Number of deaths 1996- Average annual no. of Percentage
1998 deaths
Deaths from injuries 89 29.7 5.5
Deaths from other 1530 510.0 94.5
causes
ALL DEATHS 1619 539.7 100.0

Source: Raw data from New Zealand Health InfornmaService.

TABLE A.11: NUMBER AND PERCENTAGE OF DEATHS FROM
INTENTIONAL AND UNINTENTIONAL INJURIES, NEW PLYMOUT H
DISTRICT 1996-1998

Number of deaths 1996- Average annual no. of Percentage
1998 deaths
Unintentional injuries 57 19.0 64.0
Intentional injuries 30 10.0 33.7
Undetermined if 2 0.7 2.2
intentional or not
ALL DEATHS 89 29.7 100.0

Source: Raw data from New Zealand Health Infornma8ervice.

TABLE A.12: NUMBER AND PERCENTAGE OF DEATHS FROMFAERENT TYPES OF

INJURIES, NEW PLYMOUTH DISTRICT 1996-1998

Number of deaths 1996- Average annual no. of Percentage
1998 deaths

Motor vehicle crashes 30 10.0 33.7
Falls 8 2.7 9.0
Unspecified fractures 7 2.3 7.9
Other unintentional 12 4.0 13.5
injuries
Suicide and self-inflicted 27 9.0 30.3
injury
Other intentional injuries 3 1.0 3.4
Not determined if injury 2 0.7 2.2
intentional or not
All deaths 89 29.7 100.0

Source: Raw data from New Zealand Health Infornma8ervice.
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TABLE A.13: NUMBER OF DEATHS AND ANNUAL MORTALITY R ATES (PER 100,000) FOR INTENTIONAL AND

UNINTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT 1994- 1998, BY AGE GROUPS

A) Number of deaths (Total for 1994-1998)

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL
Unintentional injuries 7 9 22 13 7 7 8 10 20 103
Intentional injuries 0 11 10 7 5 5 2 1 50
Undetermined if intentional or not 0 0 1 0 0 0 0 0 2
TOTAL 7 20 33 23 14 12 13 12 21 155
B) Average annual number of deaths

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL
Unintentional injuries 1.4 1.8 4.4 2.6 1.4 1.4 1.6 2.0 4.0 20.6
Intentional injuries 0.0 2.2 2.0 1.8 1.4 1.0 1.0 0.4 0.2 10.0
Undetermined if intentional or not 0.0 0.0 0.2 0.2 0.0 0.0 0.0 0.0 0.0 0.4
TOTAL 1.4 4.0 6.6 4.6 2.8 2.4 2.6 2.4 4.2 31.0
C) Average annual rates per 100,000 population

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ AGE-

STANDARDISED
RATES

Unintentional injuries 13.2 17.6 50.3 245 14.7 21.8 29.3 46.4 186.7 26.1
Intentional injuries 0.0 215 22.9 16.9 14.7 15.6 18.3 9.3 9.3 14.4
Undetermined if intentional or not 0.0 0.0 2.3 1.9 0.0 0.0 0.0 0.0 0.0 0.6
TOTAL 13.2 39.0 75.5 43.3 29.3 37.4 47.5 55.7 196.1 41.0

Source: Raw data from New Zealand Health Infornm8ervice.
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TABLE A.14: AVERAGE ANNUAL NUMBER OF DEATHS
AND AGE-STANDARDISED MORTALITY RATES (PER
100,000) FOR INJURIES, NEW PLYMOUTH DISTRICT 1994-

1998, BY SEX

Average annual number of
deaths

Age-standardised rates

Males

21.6

60.2

Females

9.4

23.3

Source: Raw data from New Zealand Health Infornrma@rvice. Age standardised
using Segi’s world population.

TABLE A.15: AVERAGE ANNUAL NUMBER OF DEATHS
AND AGE-STANDARDISED MORTALITY RATES (PER
100,000) FOR INJURIES, NEW PLYMOUTH DISTRICT 1994-
1998, BY ETHNICITY**

Average annual number of Age-standardised rates

deaths

Non-Maori

24.0

33.7

Maori

5.7

74.9

Source: Raw data from New Zealand Health InfornmaBervice. Age standardised
using Segi’'s world population.

** Note mortality data by ethnicity not availableefore 1996 (due to changes in
coding for ethnicity in 1995). Also note Maorieatbased on small numbers.
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TABLE A.16: TRENDS IN ANNUAL AGE-STANDARDISED MORTA LITY
RATES (ASR) (PER 100,000) FOR INJURY, NEW PLYMOUTH DISTRICT
AND NEW ZEALAND, 1989-1998

New Plymouth District (NPD) |NPD 3-year running average* New Zealand

No. of deaths ASR No. of deaths ASR No. of deaths ASR
1989 24 34.0 - - 1977 53.4
1990 22 294 24.3 345 1932 51.7
1991 27 40.1 30.3 42.4 1752 46.8
1992 42 57.6 32.7 45.8 1802 48.0
1993 29 39.8 32.0 43.8 1732 46.2
1994 25 34.2 317 43.8 1739 42.7
1995 41 57.2 30.7 42.5 1806 447
1996 26 35.9 33.3 44.5 1732 42.6
1997 33 40.4 29.7 37.9 1778 43.8
1998 30 375 - - 1669 41.7

Source: Raw data from New Zealand Health Inforrma@rvice. Age standardised using Segi's
world population.

** Calculated by aggregating data from the spedifyear, the previous year and the subsequent
year (and dividing by 3)

TABLE A.17: NUMBER AND PERCENTAGE OF
HOSPITALISATIONS FOR INJURIES AND OTHER
CAUSES, NEW PLYMOUTH DISTRICT 2000

Number of Percentage
hospitalisations
Hospitalisations for 1374 8.4
injuries
Hospitalisations for 15065 91.6
other causes
ALL HOSPITALISATIONS 16439 100.0

Source: Raw data from New Zealand Health InfornmaService.
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TABLE A.18: NUMBER AND PERCENTAGE OF

HOSPITALISATIONS FOR INTENTIONAL AND
UNINTENTIONAL INJURIES, NEW PLYMOUTH
DISTRICT 2000
Number of Percentage of injuries

hospitalisations
Unintentional injuries 1265 92.1
Intentional injuries 103 7.5
Undetermined if injuries 6 0.4
intentional or
unintentional
TOTAL 1374 100.0

Source: Raw data from New Zealand Health Infornrma8ervice.

TABLE A.19: NUMBER AND PERCENTAGE OF
HOSPITALISATIONS FOR DIFFERENT TYPES OF
UNINTENTIONAL INJURIES, NEW PLYMOUTH

DISTRICT 2000

Number of Percentage
hospitalisations 2000

Falls 367 29.0
Unspecified fractures 191 151
Motor vehicle 132 10.4
Other transport 83 6.6
Cutting / piercing 79 6.2
instruments

Struck by object or 76 6.0
person

Late effects of injury 61 4.8
Other 276 21.8
TOTAL 1265 100.0

Source: Raw data from New Zealand Health Infornrma8ervice.
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TABLE A.20:

NUMBER AND PERCENTAGE OF
HOSPITALISATIONS FOR DIFFERENT TYPES OF
INTENTIONAL INJURIES, NEW PLYMOUTH DISTRICT

2000
Number of Percentage
hospitalisations
Suicide and self-inflicted 76 73.8
Fight, brawl, rape 13 12.6
Other 14 13.6
TOTAL 103 100.0

Source: Raw data from New Zealand Health Infornrma8ervice
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TABLE A.21: NUMBER OF HOSPITALISATIONS AND ANNUAL H OSPITALISATION RATES (PER 100,000) FOR INJURIES,

NEW PLYMOUTH DISTRICT 1998-2000, BY AGE GROUPS AND SEX

A) Number of hospitalisations (total for 1998-2000)

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL
MALES
Unintentional injuries 349 360 263 178 194 115 77 101 109 1746
Intentional injuries 5 35 37 39 12 14 0 4 3 149
Undetermined if intentional or not 1 2 4 4 1 0 0 1 0 13
TOTAL 355 397 304 221 207 129 77 106 112 1908
FEMALES
Unintentional injuries 273 157 78 85 76 73 79 136 388 1345
Intentional injuries 1 12 34 28 23 10 3 2 0 113
Undetermined if intentional or not 1 2 14 7 0 2 0 1 0 27
TOTAL 275 171 126 120 99 85 82 139 388 1485
TOTAL MALES AND FEMALES
Unintentional injuries 622 517 341 263 270 188 156 237 497 3091
Intentional injuries 6 a7 71 67 35 24 3 6 3 262
Undetermined if intentional or not 2 4 18 11 1 2 0 2 0 40
TOTAL 630 568 430 341 306 214 159 245 500 3393

Source: Raw data from New Zealand Health Infornm8ervice.
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B) Average annual number of hospitalisations

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL
MALES
Unintentional injuries 116 120 88 59 65 38 26 34 36 582
Intentional injuries 2 12 12 13 50
Undetermined if intentional or not 0 1 1 1 0 4
TOTAL 118 132 101 74 69 43 26 35 37 636
FEMALES
Unintentional injuries 91 52 26 28 25 24 26 45 129 448
Intentional injuries 11 0 38
Undetermined if intentional or not 5 0 0 0 9
TOTAL 92 57 42 40 33 28 27 46 129 495
TOTAL MALES AND FEMALES
Unintentional injuries 207 172 114 88 90 63 52 79 166 1030
Intentional injuries 2 16 24 22 12 1 87
Undetermined if intentional or not 1 1 6 4 0 0 0 13
TOTAL 210 189 143 114 102 71 53 82 167 1131

Source: Raw data from New Zealand Health Infornma8ervice.
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C) Average annual rates of hospitalisations per 100

,000 population

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ AGE-
STANDARDISED
RATE

MALES
Unintentional injuries 2134 2221 2054 1159 1364 1201 973 1852 5089 1783
Intentional injuries 31 216 289 254 84 146 0 73 140 149
Undetermined if intentional or not 6 12 31 26 7 0 0 18 0 13
TOTAL 2171 2449 2374 1439 1456 1347 973 1944 5229 1946
FEMALES
Unintentional injuries 1764 1080 581 515 527 754 930 1818 9057 1078
Intentional injuries 6 83 253 170 160 103 35 27 0 109
Undetermined if intentional or not 6 14 104 42 0 21 0 13 0 28
TOTAL 1776 1176 938 727 687 878 965 1859 9057 1215
TOTAL MALES AND FEMALES
Unintentional injuries 1954 1682 1300 825 943 976 951 1833 7734 1439
Intentional injuries 19 153 271 210 122 125 18 46 a7 129
Undetermined if intentional or not 6 13 69 35 3 10 0 15 0 21
TOTAL 1979 1848 1639 1070 1069 1111 969 1894 7781 1589

Source: Raw data from New Zealand Health Infornma8ervice. Age-standardised using Segi’'s worldupaton.
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TABLE A.22: NUMBER OF HOSPITALISATIONS AND ANNUAL H OSPITALISATION RATES (PER 100,000) FOR INJURIES,

NEW PLYMOUTH DISTRICT 1998-2000, BY AGE GROUPS AND ETHNICITY

A) Number of hospitalisations (total for 1998-2000)

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL

MAORI

Unintentional injuries 111 59 53 36 26 14 6 4 3 312
Intentional injuries 4 8 8 5 2 0 0 35
Undetermined if intentional or not 0 1 0 0 0 0 8
TOTAL 115 68 65 46 31 15 8 4 3 355
NON-MAORI

Unintentional injuries 511 458 288 227 244 174 150 233 494 2779
Intentional injuries 2 39 63 60 30 23 1 6 3 227
Undetermined if intentional or not 2 3 14 8 1 2 0 2 0 32
TOTAL 515 500 365 295 275 199 151 241 497 3038

Source: Raw data from New Zealand Health Infornm8ervice.
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B) Average annual number of hospitalisations

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ TOTAL

MAORI

Unintentional injuries 37 20 18 12 5 2 1 1 104
Intentional injuries 0 1 0 0 12
Undetermined if intentional or not 0 0 0 0 0 3
TOTAL 38 23 22 15 10 5 3 1 1 118
NON-MAORI

Unintentional injuries 170 153 96 76 81 58 50 78 165 926
Intentional injuries 1 13 21 20 10 1 76
Undetermined if intentional or not 1 1 5 3 0 0 11
TOTAL 172 167 122 98 92 66 50 80 166 1013

Source: Raw data from New Zealand Health Infornrma8ervice.
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C) Average annual rates of hospitalisations per 100

,000 population

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+ AGE-
STANDARDISED

_ RATE
MAORI
Unintentional injuries 1589 964 1283 887 1054 1037 725 1034 2564 1162
Intentional injuries 57 131 194 172 203 74 242 0 0 136
Undetermined if intentional or not 0 16 97 74 0 0 0 0 0 27
TOTAL 1647 1111 1573 1133 1257 1111 966 1034 2564 1325
NON-MAORI
Unintentional injuries 2055 1858 1302 817 932 971 962 1867 7808 1493
Intentional injuries 8 158 285 216 115 128 6 48 a7 129
Undetermined if intentional or not 8 12 63 29 4 11 0 16 0 19
TOTAL 2071 2028 1650 1061 1050 1110 968 1931 7855 1642

Source: Raw data from New Zealand Health Infornma8ervice. Age-standardised using Segi’'s worldupaton.
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TABLE A.23: TRENDS IN ANNUAL AGE-STANDARDISED
HOSPITALISATION RATES (PER 100,000) FOR INJURY, NEW
PLYMOUTH DISTRICT AND NEW ZEALAND, 1989-2000

New Plymouth District (NPD) New Zealand

Year No. of deaths ASR No. of deaths ASR

1989 1228 1822.5 51206 1494.8
1990 1457 2178.6 55786 1633.7
1991 1286 19185 55209 1606.7
1992 1221 1809.0 55835 1619.8
1993 1353 1996.8 61428 1805.4
1994 1247 1862.9 65050 1810.5
1995 1378 1984.5 64679 1759.7
1996 1325 1837.6 66843 1776.6
1997 1354 1886.1 68161 1793.6
1998 1344 1863.2 70244 1837.4
1999 1190 1607.4 72641 1871.6
2000 1374 1863.6 72205 1823.9

Source: Raw data from New Zealand Health Information Service. Age
standardised using Segi’s world population.

TABLE A.24: NUMBERS AND RATES OF TARANAKI HEALTH
EMERGENCY DEPARTMENT ATTENDANCES (PER 100,000), NEW
PLYMOUTH DISTRICT RESIDENTS IN 2000, BY AGE GROUPS AND SEX

Males Females Total
Age Group Nos. Rates Nos. Rates Nos. Rates
0-9 581 10658.6 438 8488.4 1019 9603.2
10-19 1043 19304.1 623 12858.6 1666 16256.8
20-29 805 18856.9 370 8266.3 1175 13436.2
30-39 561 10961.3 326 5925.1 887 8352.2
40-49 371 7827.0 277 5767.2 648 6790.3
50-59 235 7362.2 152 4708.8 387 6028.0
60-69 118 4474.8 108 3813.6 226 4132.4
70-79 106 5830.6 129 5174.5 235 5451.2
80+ 82 11484.6 206 14425.8 288 13445.4
TOTAL 3902 11703.0 2629 7561.8 6531 9589.0
Age-standardised rate - 12356.9 - 7897.9 - 10135.6
(ASR)

Source: Raw data supplied by Taranaki Health.
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TABLE A.25:

NUMBERS AND AGE-STANDARDISED RATES OF

TARANAKI HEALTH EMERGENCY DEPARTMENT ATTENDANCES (P ER
100,000), NEW PLYMOUTH DISTRICT RESIDENTS IN 2000, BY SEX AND

ETHNICITY
Maori Non-Maori
Sex Nos. Age-standardised Nos. Age-standardised
rates rates
Males 429 8871.2 3242 12177.9
Females 279 5943.3 2252 7925.6
TOTAL 708 7431.8 5494 10046.0

Source: Raw data supplied by Taranaki Health.

Note: Excludes data for people of unknown ethnicity

TABLE A.26: NUMBERS AND RATES OF TARANAKI HEALTH
EMERGENCY DEPARTMENT ATTENDANCES (PER 100,000), NEW
PLYMOUTH DISTRICT RESIDENTS IN 2000, BY AGE GROUPS AND

ETHNICITY

Maori Non-Maori
Age groups Nos. Rates Nos. Rates

0-9 160 1512.0 812 2155.1
10-19 192 1694.1 1349 2955.1
20-29 172 1998.5 962 2087.3
30-39 111 984.5 736 953.4
40-49 50 729.9 577 793.4
50-59 12 240.0 354 533.1
60-69 8 202.9 206 277.4
70-79 3 69.8 223 160.8

80+ 0 0.0 275 130.4

Source: Raw data supplied by Taranaki Health.

Note: Excludes data for people of unknown ethnicity
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TABLE A.27: NUMBERS AND PERCENTAGES OF TARANAKI
HEALTH EMERGENCY DEPARTMENT ATTENDANCES, NEW
PLYMOUTH DISTRICT RESIDENTS IN 2000, BY SEX AND

CAUSE OF INJURY

Males Females Total

Cause No. % No. % No. %
Allergic 3 0.1 1 0.0 4 0.1
Assault 151 3.9 85 3.2 236 3.6
Bite 43 11 59 2.2 102 1.6
Blunt trauma 909 23.3 503 19.1 1412 21.6
Drowning 0 0.0 2 0.1 2 0.0
Electrical 1 0.0 2 0.1 3 0.0
Fall 1166 29.9 1124 42.8 2290 35.1
Foreign body 278 7.1 82 3.1 360 5.5
Overdose 25 0.6 17 0.6 42 0.6
Penetrating 585 15.0 232 8.8 FS817 125
trauma

Strain 373 9.6 291 111 664 10.2
Thermal 92 2.4 50 1.9 142 2.2
Other injury 276 7.1 181 6.9 457 7.0
Total injury 3902 100.0 2629 100.0 6531 100.0

Source: Raw data supplied by Taranaki Health.
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TABLE A.28: NUMBERS AND AGE-STANDARDISED RATES
TARANAKI

OF

HEALTH

EMERGENCY DEPARTMENT
ATTENDANCES (PER 100,000), NEW PLYMOUTH DISTRICT
RESIDENTS IN 2000, BY SEX AND CAUSE OF INJURY

Males Females Total

Cause No. ASR No. ASR No. ASR
Assault 151 479.3 85 257.0 236 369.0
Blunt trauma 909 2948.5 503 1610.3 1412 2285.2
Falls 1166 3731.0 1124 3236.3 2290 3493.6
Foreign body 278 826.4 82 256.3 360 538.5
Penetrating 585 1814.7 232 690.2 817 1249.4
trauma

Strain 373 1148.4 291 900.1 664 1021.8
Thermal 92 302.5 50 156.6 142 229.6
Other 348 1106.0 262 791.1 610 948.7
Total 3902 12356.9 2629 7897.9 6531 10135.6

Source: Raw data supplied by Taranaki Health.
ASR = age standardised rate.

TABLE A.29:

NUMBERS AND RATES OF TARANAKI

HEALTH
EMERGENCY DEPARTMENT ATTENDANCES (PER 100,000),
PLYMOUTH DISTRICT RESIDENTS IN 2000, BY AGE GROUPS AND
CAUSE OF INJURY

NEW

0-9 10-19 20-29 30-59 60+

Cause No. Rates No. Rates No. Rates No. Rates No. R ates
Assault 0 0.0 68 663.5 77 880.5 89 334.8 2 16.8
Blunt trauma | 201 | 1894.3 456 | 4449.6 278 | 3179.0 403 | 1516.0 74 620.7
Falls 489 | 4608.4 619 | 6040.2 284 | 3247.6 452 | 1700.3 446 | 3741.0
Foreign body 54 508.9 45 439.1 51 583.2 189 711.0 21 176.1
Penetrating 98 923.6 175 | 1707.7 175 | 2001.1 280 | 1053.3 89 746.5
trauma

Strain 46 433.5 161 | 1571.0 159 | 1818.2 260 978.1 38 318.7
Thermal 23 216.8 23 224.4 38 434.5 54 203.1 4 33.6
Other 108 | 1017.8 119 | 1161.2 113 | 1292.2 195 733.6 75 629.1
Total 1019 | 9603.2 1666 16256é 1175 134362. 1922 | 7230.2 749 | 6282.5

Source: Raw data supplied by Taranaki Health.
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TABLE A.30: NUMBERS AND PERCENTAGES OF TARANAKI
HEALTH EMERGENCY DEPARTMENT ATTENDANCES, NEW
PLYMOUTH DISTRICT RESIDENTS IN 2000, BY SEX AND
INJURY LOCATION

Males Females Total
Location No. % No. % No. %
Domestic 1743 44.7 1575 59.9 3318 50.8
Farm 25 0.6 9 0.3 34 0.5
Public area 388 9.9 246 9.4 634 9.7
School 132 3.4 117 4.5 249 3.8
Sports / 677 17.4 275 10.5 952 14.6
recreation
Vehicle 379 9.7 235 8.9 614 9.4
Water 3 0.1 4 0.2 7 0.1
Work 472 12.1 115 4.4 587 9.0
Other injury 83 2.1 53 2.0 136 2.1
TOTAL 3902 100.0 2629 100.0 6531 100.0
INJURY

Source: Raw data supplied by Taranaki Health.

TABLE A.31: NUMBERS AND AGE-STANDARDISED RATES OF

TARANAKI HEALTH EMERGENCY DEPARTMENT
ATTENDANCES (PER 100,000), NEW PLYMOUTH DISTRICT
RESIDENTS IN 2000, BY SEX AND INJURY LOCATION

Males Females Total

Location No. ASR No. ASR No. ASR
Domestic 1743 5472.1 1575 4496.4 3318 4991.3
Public area 388 1242.9 246 756.2 634 999.8
School 132 470.0 117 454.0 249 462.9
Sports / 677 2228.2 275 925.1 952 1585.0
recreation

Vehicle 379 1229.7 235 737.5 614 986.6
Work 472 1375.5 115 320.2 587 838.8
Other locations 111 338.6 66 208.5 177 271.2
TOTAL 3902 12356.9 2629 7897.9 6531 10135.6

Source: Raw data supplied by Taranaki Health.
ASR = age standardised rate.
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TABLE A.32:

NUMBERS AND RATES OF TARANAKI
EMERGENCY DEPARTMENT ATTENDANCES (PER 100,000),

HEALTH
NEW

PLYMOUTH DISTRICT RESIDENTS IN 2000, BY AGE GROUPS AND
INJURY LOCATION

0-9 10-19 20-29 30-59 60+

Location No. Rates No. Rates No. Rates No. Rates Rates
Domestic 679 | 6399.0 599 | 5845.0 493 | 5637.5 958 | 3603.8 589 | 4940.4
Public area 66 622.0 193 | 1883.3 153 | 1749.6 165 620.7 57 478.1
School 86 810.5 160 | 1561.3 0 0.0 3 11.3 0 0.0
Sports / 71 669.1 426 | 4156.9 235 | 2687.2 202 759.9 18 151.0
recreation

Vehicle 83 782.2 205 | 2000.4 118 | 1349.3 164 616.9 44 369.1
Work 0 0.0 47 458.6 150 | 1715.3 372 | 1399.4 18 151.0
Other 34 320.4 36 351.3 26 297.3 58 218.2 23 192.9
locations

TOTAL 1019 | 9603.2 1666 | 16256. 1175 | 13436. 1922 | 7230.2 749 | 6282.5

8 2

Source: Raw data supplied by Taranaki Health.
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TABLE A.33: ACC ENTITLEMENT CLAIMS, NEW PLYMOUTH
DISTRICT AND NEW ZEALAND, BY LOCATION OF INJURY,
YEAR ENDING 30 JUNE 2001

A) All entitlement claims

New Plymouth District New Zealand
Location Number % Number %
Work 586 24.9 31710 23.2
Road 140 6.0 6692 4.9
Sport / recreation 461 19.6 19076 13.9
Home / community 874 37.2 30559 22.3
Other 289 12.3 48757 35.6
TOTAL 2350 100.0 136794 100.0

B) “Serious” *2 claims

New Plymouth District New Zealand
Location Number % Number %
Work 1 5.3 46 6.6
Road 9 47.4 284 40.7
Sport / recreation 0 0.0 73 10.5
Home / community 6 31.6 148 21.2
Other 3 15.8 147 21.1
TOTAL 19 100.0 698 100.0

C) Deaths

New Plymouth District New Zealand
Location Number % Number %
Work 0 0.0 51 5.3
Road 11 45.8 464 48.0
Sport / recreation 2 8.3 68 7.0
Home / community 5 20.8 212 21.9
Other 6 25.0 171 17.7
TOTAL 24 100.0 966 100.0

Source: ACC Scheme Reporting and Forecasting Qi1 2

32 «serjous” claims are for irreversible injuriesjtering ongoing intensive support from ACC.
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TABLE A.34: NUMBERS AND RATES (PER 100,000) OF ACC ENTITLEMENT CLAIMS, NEW PLYMOUTH DISTRICT, BY LOCAT ION OF
INJURY, AGE AND SEX, YEAR ENDING 30 JUNE 2001

MALES 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 0 0.0 0.0 50 (1128.7 76 (1885.9 111 (2163.7 108 (2348.1 67 [2189.5 29 (1188.5 297.6 446 |1218.3
Road 0 0.0 2 35.7 28 | 632.1 17 | 4218 18 | 350.9 15 | 3311 5 | 163.4 82.0 0.0 87 | 269.0
Sport / recreation 1 42.2 24 | 428.6 129 (2912.0 74 (1836.2 50 | 974.7 25 | 551.9 14 | 4575 3 | 123.0 119.0 322 |1061.4
Home / community 1 42.2 17 | 303.6 53 (1196.4 51 [1265.5 82 (1598.4 85 (1876.4 39 (12745 27 |1106.6 39 (23214 394 |1045.2
Other 1 42.2 3 53.6 36 | 812.6 28 | 694.8 20 | 389.9 18 | 397.4 17 | 555.6 18 | 737.7 6 | 357.1 147 | 429.6
TOTAL 3 | 126.6 46 | 8214 296 (6681.7 246 |6104.2 281 [5477.6 251 |5540.8 142 [4640.5 79 |3237.7 52 |3095.2 1396 |4023.6
FEMALES 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 0 0.0 0.0 25 | 657.9 24 | 558.1 45 | 813.7 33 | 7221 11 | 354.8 2 74.1 0.0 140 | 399.2
Road 0 0.0 2 38.0 7 | 184.2 11 | 255.8 12 | 217.0 3 65.6 225.8 148.1 238.1 53 | 137.8
Sport / recreation 1 44.4 13 | 247.1 35 | 9211 29 | 6744 33 | 596.7 15 | 328.2 225.8 5 | 185.2 34.0 139 | 439.0
Home / community 3 | 1333 20 | 380.2 30 | 789.5 57 [1325.6 72 (1302.0 74 (1619.3 56 [1806.5 55 (2037.0 113 |3843.5 480 |1065.6
Other 2 88.9 3 57.0 13 | 342.1 22 | 5116 28 | 506.3 21 | 4595 16 | 516.1 11 | 407.4 26 | 884.4 142 | 3419
TOTAL 6 | 266.7 38 | 7224 110 (2894.7 143 (3325.6 190 (3435.8 146 (3194.7 97 (3129.0 77 |2851.9 147 |5000.0 954 (2383.6
TOTAL (M+F) 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 0 0.0 0 0.0 75 | 911.3 100 (1200.5 156 (1463.4 141 (1551.2 78 [1266.2 31 | 604.3 108.2 586 | 802.9
Road 0 0.0 4 36.8 35 | 425.3 28 | 336.1 30 | 2814 18 | 198.0 12 | 194.8 117.0 151.5 140 | 206.4
Sport / recreation 2 43.3 37 | 340.7 164 (1992.7 103 (1236.5 83 | 778.6 40 | 440.0 21 | 340.9 8 | 155.9 64.9 461 | 760.0
Home / community 4 86.6 37 | 340.7 83 (1008.5 108 (1296.5 154 (14447 159 (1749.2 95 (1542.2 82 [1598.4 152 |3290.0 874 |1062.9
Other 3 64.9 6 55.2 49 | 595.4 50 | 600.2 48 | 450.3 39 | 429.0 33 | 535.7 29 | 565.3 32 | 692.6 289 | 389.7
TOTAL 9 | 194.8 84 | 7735 406 |4933.2 389 |4669.9 471 |4418.4 397 |4367.4 239 (3879.9 156 (3040.9 199 |(4307.4 2350 |3222.0

Source: ACC Scheme Reporting and Forecasting 012

ASR = Age-standardised rate.
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TABLE A.35: NUMBERS AND RATES (PER 100,000) OF ACC
AGE AND SEX, YEAR ENDING 30 JUNE 2001

ENTITLEMENT CLAIMS IN NEW ZEALAND, BY LOCATION OF | NJURY,

MALES 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 3 2.0 10 0.3 2914 3.3 5280 [1097.6 6177 |1813.1 5182 (2510.5 3514 |3130.7 1119 |2926.1 346 |1451.2 | 24545 |1074.0
Road 38 25.9 160 19.1 1239 37.7 938 | 466.7 788 | 322.1 481 | 320.3 281 | 290.6 126 | 234.0 80 | 163.4 4131 | 190.6
Sport / recreation 14 9.5 493 20.4 4551 | 159.2 4052 (1714.1 2457 |1391.4 1177 | 998.6 447 | 7111 160 | 372.2 67 | 207.5 | 13418 | 628.5
Home / community 212 | 1444 539 69.4 1905 | 1211 2362 | 717.5 2934 | 811.1 2335 |1192.4 1705 |1410.7 1095 |1419.8 1053 |1420.0 | 14140 | 592.3
Other 714 | 486.3 3939 | 421.9 5764 | 981.3 4215 (21710 3598 |1447.4 2696 |1462.3 1900 |1628.8 1601 |1582.1 1010 |2076.3 | 25437 |1194.8
TOTAL 981 | 668.1 5141 | 531.2 | 16373 [1302.6 | 16847 [6166.9 | 15954 (5785.2 | 11871 |(6484.0 7847 |7171.9 4101 (6534.3 2556 |5318.4 | 81671 |3680.2
FEMALES 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 0 0.0 3 0.0 919 1.2 1403 | 322.5 1989 | 460.5 1914 | 802.3 791 (11375 117 | 615.1 25 93.4 7161 | 3125
Road 21 15.1 127 18.5 601 28.6 455 | 210.9 430 | 149.3 394 | 1735 214 | 234.1 152 | 166.4 167 | 121.3 2561 | 106.2
Sport / recreation 11 7.9 387 18.1 1383 | 129.7 1389 | 485.3 1215 | 455.9 698 | 490.1 317 | 414.8 162 | 246.5 96 | 129.3 5658 | 251.1
Home / community 163 | 1175 506 70.3 995 | 117.7 1872 | 349.1 2579 | 614.4 2618 |1040.3 2003 |1555.8 1770 |1557.7 3905 |[1412.8 | 16411 | 515.1
Other 597 | 430.5 2964 | 401.5 2661 | 701.0 2831 | 933.7 3252 | 929.2 3197 (1311.8 2634 |[1899.9 2393 |2048.4 2786 |1910.1 | 23315 | 926.3
TOTAL 792 | 5711 3987 | 508.4 6559 | 978.2 7950 |2301.5 9465 |2609.4 8821 (3817.9 5959 |5242.2 4594 (4634.1 6979 |3667.0 | 55106 |2111.1
TOTAL (M+F) 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ TOTAL

Location No. Rate No. Rate No. Rate No. Rate No. Ra te No. Rate No. Rate No. Rate No. Rate No. ASR
Work 3 11 13 0.2 3833 2.3 6683 | 696.3 8166 |[1121.5 7096 |1653.2 4305 (2125.9 1236 |1731.1 371 | 610.7 | 31706 | 683.3
Road 59 20.7 287 18.8 1840 33.3 1393 | 334.2 1218 | 233.8 875 | 246.6 495 | 262.1 278 | 199.1 247 | 137.4 6692 | 147.3
Sport / recreation 25 8.8 880 19.3 5934 | 144.8 5441 |1077.9 3672 | 913.1 1875 | 7434 764 | 561.7 322 | 307.2 163 | 159.1 | 19076 | 435.1
Home / community 375 | 131.3 1045 69.9 2900 | 1194 4234 | 526.8 5513 | 710.5 4953 (1116.1 3708 |1483.9 2865 |1491.1 4958 |1415.6 | 30551 | 552.7
Other 1311 | 459.2 6903 | 412.0 8425 | 844.4 7046 |1530.5 6850 |[1182.5 5893 |1386.8 4534 (1765.5 3994 |1823.2 3796 |1973.4 | 48752 |1057.5
TOTAL 1773 | 621.0 9128 | 520.1 | 22932 (1144.2 | 24797 |4165.7 | 25419 (4161.4 | 20692 |5146.0 | 13806 |6199.1 8695 |5551.7 9535 |4296.2 | 136777 |2875.9

Source: ACC Scheme Reporting and Forecasting 012

ASR = Age-standardised rate.

Note: The age oélésnand 10 females was unknown and therefore thaises have been excluded from the above table.
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TABLE A.36: NUMBER AND PERCENTAGE OF ACC ENTITLEMEN T
CLAIMS FOR ROAD INJURIES, NEW PLYMOUTH DISTRICT AND NEW
ZEALAND, BY TYPE OF VEHICLE, YEAR ENDING 30 JUNE 20 01

New Plymouth District New Zealand

Vehicle type No. % No. %

Car 62 49.6 2878 55.6
Motorcycle 24 19.2 880 17.0
Truck 19 15.2 501 9.7
Bus 2 1.6 40 0.8
Other vehicle 3 2.4 79 15
Cycling 8 6.4 384 7.4
Pedestrian 4 3.2 325 6.3
Other 3 24 90 1.7
Unknown 15 12.0 1515 29.3
Total 140 112.0 6692 129.3
Total, known 125 100.0 5177 100.0

Source: ACC Scheme Reporting and Forecasting (@i12

TABLE A.37: NUMBER AND PERCENTAGE OF ACC ENTITLEMEN T
CLAIMS FOR TOP TEN SPORTS / RECREATION INJURIES, NEW
PLYMOUTH DISTRICT AND NEW ZEALAND, BY TYPE OF SPORT , YEAR
ENDING 30 JUNE 2001

New Plymouth District New Zealand

Type of sport / No. % Type of sport / No. %
recreation recreation

Rugby 86 18.7 Rugby 3907 20.5
General recreation 79 17.1 General recreation 3196 16.8
Netball 37 8.0 Netball 1350 7.1
Soccer 32 6.9 Soccer 1305 6.8
Basketball 17 3.7 Skiing - snow 904 4.7
Cricket 16 35 Touch rugby 646 34
Skateboarding 14 3.0 Cricket 478 25
Touch rugby 14 3.0 Tennis 449 2.4
Squash 12 2.6 Rugby league 440 2.3
Golf 11 2.4 Basketball 413 2.2
All other sports 143 31.0 All other sports 5988 314
TOTAL 461 100.0 TOTAL 19076 100.0

Source: ACC Scheme Reporting and Forecasting W0il2 Based on data for top ten sports in each
region.
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TABLE A.38: ACC ENTITLEMENT CLAIMS FOR WORKPLACE IN JURIES
BY INDUSTRY TYPE, YEAR ENDING 30 JUNE 2001

New Plymouth District

New Zealand

Industry No. % Rate per No. % Rate per
100,000 100,000
workers workers

Agriculture, forestry & 127 21.7 4552.0 4766 15.0 3175.1

fishing

Manufacturing 115 19.6 2547.1 6415 20.2 2758.8

Construction 70 11.9 3472.2 3622 11.4 3851.6

Retail trade 46 7.8 1165.1 2069 6.5 1034.6

Property and business 27 4.6 1039.3 1414 4.5 876.3

services

Transport and storage 24 4.1 2461.5 1717 5.4 2761.2

Health and community 21 3.6 900.9 1427 4.5 1321.1

services

Cultural and recreational 13 2.2 3095.2 650 2.0 1918.8

services

Personal and other 11 1.9 892.1 770 2.4 1247.5

services

Accommodation, cafés & 10 1.7 868.1 669 2.1 963.9

restaurants

Education 9 1.5 468.8 600 1.9 572.4

Wholesale trade 9 1.5 699.3 868 2.7 919.4

Government 7 1.2 760.0 464 1.5 690.8

administration

Mining 4 0.7 1084.0 132 0.4 3230.5

Finance and insurance 4 0.7 603.3 189 0.6 358.7

Communication services 2 0.3 542.0 280 0.9 1146.3

Electricity, gas and water 1 0.2 282.5 168 0.5 1885.5

supply

Unknown 86 14.7 4793.8 5490 17.3 2952.4

Total 586 100.0 1976.1 31710 100.0 1848.3

Source: Claims data from ACC Scheme Reporting ametdasting Unit 2001.

Statistics New Zealand 2001 (1996 census data)/spendix Table A2).

Industry data from
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TABLE A.39: ACC ENTITLEMENT CLAIMS BY INJURY

ENDING 30 JUNE 2001

DIAGNO SES AND LOCATION, NEW PLYMOUTH DISTRICT, YEAR

Location Work Road Sport / recreation Home / commun ity Other Total

Injury diagnosis No. % No. % No. % No. % No. % No. %
Soft tissue injury 300 51.2 43 30.7 279 60.5 414 47.4 153 52.9 1189 50.6
Laceration, puncture 59 10.1 14 10.0 11 2.4 118 13.5 24 8.3 226 9.6
wound

Fracture / dislocation 72 12.3 67 47.9 144 31.2 254 29.1 68 235 605 25.7
Concussion / brain injury 0.3 5 3.6 0.7 0.3 4 1.4 17 0.7
Dental injuries 0.0 1 0.7 0.4 0.0 4 1.4 7 0.3
Foreign bodies 0.0 0 0.0 0.0 0.1 0 0.0 1 0.0
Gradual Process 63 10.8 1 0.7 12 2.6 37 4.2 4 14 117 5.0
Burns / scalds 5 0.9 0 0.0 0 0.0 11 13 2 0.7 18 0.8
Other & multiple injuries 85 145 9 6.4 10 2.2 36 4.1 30 10.4 170 7.2
Total 586 100.0 140 100.0 461 100.0 874 100.0 289 100.0 2350 100.0

Source: ACC Scheme Reporting and Forecasting (0@i12
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TABLE A.40: ACC ENTITLEMENT CLAIMS BY INJURY DIAGNO SES AND LOCATION, NEW ZEALAND, YEAR ENDING 30
JUNE 2001

Location Work Road Sport / recreation Home / commun ity Other Total

Injury diagnosis No. % No. % No. % No. % No. % No. %

Soft tissue injury 16083 50.7 2217 33.1 11590 60.8 14041 45.9 25863 53.0 69794 51.0
Laceration, puncture 3398 10.7 921 13.8 559 2.9 3746 12.3 4093 8.4 12717 9.3
wound

Fracture / dislocation 3910 12.3 2733 40.8 5886 30.9 9194 30.1 14619 30.0 36342 26.6
Concussion / brain injury 122 0.4 249 3.7 151 0.8 197 0.6 221 0.5 940 0.7
Dental injuries 35 0.1 42 0.6 102 0.5 142 0.5 165 0.3 486 0.4
Foreign bodies 17 0.1 0 0.0 1 0.0 13 0.0 15 0.0 46 0.0
Gradual Process 3375 10.6 66 1.0 317 1.7 1124 3.7 740 1.5 5622 4.1
Burns / scalds 381 1.2 13 0.2 26 0.1 540 1.8 312 0.6 1272 0.9
Other & multiple injuries 4389 13.8 451 6.7 444 2.3 1562 5.1 2729 5.6 9575 7.0
Total 31710 100.0 6692 100.0 19076 100.0 30559 100.0 48757 100.0 136794 100.0

Source: ACC Scheme Reporting and Forecasting (@12
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TABLE A.41: ACC ENTITLEMENT CLAIMS BY INJURY SITES AND LOCATION, NEW PLYMOUTH DISTRICT, YEAR ENDING

30 JUNE 2001

Location Work Road Sport / recreation Home / commun ity Other Total

Injury site No. % No. % No. % No. % No. % No. %
Back / neck / spine 127 21.7 20 14.3 36 7.8 135 15.4 14 4.8 332 141
Chest / internal / torso / 15 2.6 16 11.4 10 2.2 37 4.2 12 4.2 90 3.8
pelvis

Head / face / dental 59 10.1 20 14.3 19 4.1 51 5.8 29 10.0 178 7.6
Upper limbs 213 36.3 39 27.9 125 27.1 262 30.0 83 28.7 722 30.7
Lower limbs 151 25.8 28 20.0 260 56.4 367 42.0 132 45.7 938 39.9
Other & multiple injuries 21 3.6 17 12.1 11 2.4 22 2.5 19 6.6 90 3.8
Total 586 100.0 140 100.0 461 100.0 874 100.0 289 100.0 2350 100.0

Source: ACC Scheme Reporting and Forecasting (0012

TABLE A.42: ACC ENTITLEMENT CLAIMS BY INJURY SITES AND LOCATION, NEW ZEALAND

, YEAR ENDING 30 JUNE

2001
Location Work Road Sport / recreation Home / commun ity Other Total
Injury site No. % No. % No. % No. % No. % No. %
Back / neck / spine 6753 21.3 1041 15.6 1586 8.3 5103 16.7 4715 9.7 19198 14.0
Chest / internal / torso / 1098 35 690 10.3 395 21 1237 4.0 1015 2.1 4435 3.2
&i‘l:dsl face / dental 3170 10.0 1213 18.1 923 4.8 1862 6.1 3292 6.8 10460 7.6
Upper limbs 11413 36.0 1479 221 5712 29.9 9408 30.8 18757 38.5 46769 34.2
Lower limbs 7923 25.0 1695 25.3 10140 53.2 12106 39.6 19051 39.1 50915 37.2
Other & multiple injuries 1353 43 574 8.6 320 1.7 843 2.8 1927 4.0 5017 3.7
Total 31710 100.0 6692 100.0 19076 100.0 30559 100.0 48757 100.0 136794 100.0

Source: ACC Scheme Reporting and Forecasting (@12
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TABLE A.43: ACC ENTITLEMENT CLAIMS EXPENDITURE, NEW PLYMOUTH
DISTRICT AND NEW ZEALAND, BY INJURY LOCATION, YEAR ENDING 30

JUNE 2001
New Plymouth District New Zealand

Location Expenditure % Average cost | Expenditure % Average cost

$ per claim ($) $) per claim ($)
Work 3,052,387 26.0 5,209 365,402,982 34.7 11,523
Road 2,728,122 233 19,487 151,760,874 14.4 22,678
Sport / 1,497,882 12.8 3,249 220,927,776 21.0 11,581
recreation
Home / 2,986,490 255 3,417 112,490,186 10.7 3,681
community
Other 1,462,316 125 5,060 201,492,772 19.2 4,133
Total 11,727,197 100.0 4,990 | 1,052,074,590 100.0 7,691

Source: ACC Scheme Reporting and Forecasting (0i1 2

TABLE A.44: NUMBERS AND PERCENTAGES OF DIFFERENT TY PES OF
ROAD-USER CASUALTIES INVOLVED IN INJURY CRASHES ON URBAN AND
RURAL ROADS, NEW PLYMOUTH DISTRICT 1996-2000

Urban Rural Total

Type of road user No. % No. % No. %

Car / van drivers 296 43.0 312 53.0 608 47.6
Car / van passengers 142 20.6 175 29.7 317 24.8
Motor-cyclists 929 14.4 60 10.2 159 12.4
Pedestrians 80 11.6 5 0.8 85 6.7
Cyclists 69 10.0 11 1.9 80 6.3
Heavy vehicles 3 0.4 26 4.4 29 2.3
TOTAL 689 100.0 589 100.0 1278 100.0

Source: Data from LTSA 2001a, Figures 6 and 7.
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TABLE A.45: NUMBERS AND PERCENTAGES OF MOVEMENT TYP ES
INVOLVED IN INJURY CRASHES ON URBAN AND RURAL ROADS , NEW
PLYMOUTH DISTRICT 1996-2000

Urban Rural Total

Type of movement No. % No. % No. %
Crossing / turning 215 41.3 77 21.0 292 33.0
Bend - lost control / head on 69 13.3 147 40.2 216 24.4
Rear end / obstruction 120 23.1 52 14.2 172 194
Straight - lost control / head 22 4.2 64 17.5 86 9.7
on

Pedestrian vs. vehicle 77 14.8 5 1.4 82 9.3
Overtaking 15 2.9 19 5.2 34 3.8
Other 2 0.4 2 0.5 4 0.5
TOTAL 520 100.0 366 100.0 886 100.0

Source: Data from LTSA 2001a, Figures 20 and 21.

TABLE A.46: NUMBERS AND PERCENTAGES OF CONTRIBUTING FACTORS
TO INJURY CRASHES ON URBAN AND RURAL ROADS, NEW PLY MOUTH
DISTRICT 1996-2000

Urban Rural Total

Type of movement No. % No. % No. %

Poor observation 179 24.3 98 16.0 277 20.5
Failed to give way / stop 212 28.8 64 10.5 276 20.5
Too fast 48 6.5 68 111 116 8.6
Alcohol involved 51 6.9 49 8.0 100 7.4
Poor handling 28 3.8 71 11.6 99 7.3
Road factors 27 3.7 69 11.3 96 7.1
Poor judgement 30 4.1 31 5.1 61 4.5
Pedestrian factors 48 6.5 4 0.7 52 3.9
Vehicle factors 13 1.8 31 5.1 44 3.3
Failed to keep left 7 0.9 37 6.1 44 3.3
Fatigue 5 0.7 36 5.9 41 3.0
Incorrect lanes / position 20 2.7 21 34 41 3.0
Cyclist factors 34 4.6 2 0.3 36 2.7
Disabled / old /ill 15 2.0 13 2.1 28 2.1
Overtaking 9 1.2 11 1.8 20 15
Weather 11 15 6 1.0 17 1.3
TOTAL 737 100.0 611 100.0 1348 100.0

Source: Data from LTSA 2001a, Figures 24 and 25.
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TABLE A.47: PERCENTAGE OF SEAT BELT, CHILD RESTRAIN T AND CYCLE
HELMET USE IN TARANAKI AND NEW ZEALAND, 1995-2001

1995 1996 1997 1998 1999 2000 2001
TARANAKI
Front seat adults n/a 86 91 96 98 95 93
Rear seat adults n/a 51 63 64 71 66 n/a
Child restraints 87 n/a 95 75 82 77 n/a
Cycle helmets n/a n/a 93 97 96 94 95
NEW ZEALAND
Front seat adults n/a 86 88 88 89 90 92
Rear seat adults n/a 55 56 62 67 76 n/a
Child restraints 80 n/a 74 76 75 79 n/a
Cycle helmets n/a n/a 94 95 95 93 94

Source: Data from LTSA 2001b.

Note: n/fa=data not available
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TABLE A.48: NUMBERS AND RATES (PER 10,000 POPULATIO N) OF VIOLENT
AND SEXUAL CRIMES RECORDED BY POLICE, NEW PLYMOUTH AREA AND
NEW ZEALAND, 1998-2000

NEW PLYMOUTH 98/99 99/00 00/01

Type of crime Number Rate Number Rate Number Rate
Homicide 0 0.0 6 0.9 2 0.3
Robbery 31 4.5 14 2.0 17 2.6
Grievous assaults 36 5.2 53 7.7 a7 7.1
Serious assaults 288 41.8 283 411 284 42.9
Minor assaults 235 34.1 261 37.9 231 34.9
Other violence 176 255 159 23.1 186 28.1
TOTAL VIOLENT 776 111.2 776 112.6 767 115.9
CRIMES

Sexual violation 13 1.9 13 1.9 12 1.8
Other sexual attacks 35 5.1 26 3.8 25 3.8
Other sexual offences 25 3.6 19 2.8 21 3.2
TOTAL SEXUAL 73 10.6 58 8.4 58 8.8
CRIMES

TOTAL CRIMES 7383 1071.5 7227 1048.8 6456 975.7
NEW ZEALAND 1998 1999 2000

Type of crime Number Rate Number Rate Number Rate
Homicide 99 0.3 99 0.3 99 0.3
Robbery 2004 5.3 1585 4.1 1779 4.6
Grievous assaults 2512 6.6 2495 6.5 2714 7.1
Serious assaults 13305 35.0 13463 35.2 14154 36.8
Minor assaults 13956 36.7 13229 34.6 13309 34.6
Other violence 8565 225 8817 23.0 9518 24.8
TOTAL VIOLENT 40441 106.3 39688 103.7 41573 108.2
CRIMES

Sexual violation 816 2.1 673 1.8 791 2.1
Other sexual attacks 1333 35 1312 34 1316 34
Other sexual offences 1144 3.0 1041 2.7 1207 3.1
TOTAL SEXUAL 3293 8.7 3026 7.9 3314 8.6
CRIMES

TOTAL CRIMES 461677 1213.2 438074 1145.1 427230 1111.8

Source: Data supplied by New Plymouth Police.

Note: Data for New Plymouth are for financial yeavhereas data for New Zealand are for calendasyea
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APPENDIX B

INTERVIEW SCHEDULE USED FOR
COMMUNITY CONSULTATION
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New Plymouth District

Community Injury Prevention Project
Needs Assessment

2001

Survey Questionnaire

ID number............
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Why is this needs assessment being done?

Injuries are a major cause of preventable deatrsaffdring throughout New Zealand and the
Taranaki District is no exception. ACC paid claiaeta for 1999/2000 show that, between
1999/2000, 3,654 people suffered moderate to seiiiguries in the Taranaki region while
another 30 died from their injuries.

Earlier this year, a small group of New Plymoutlsdxh health and community professionals
came together and successfully bid for ACC fundmgonduct an injury prevention needs
assessment in the New Plymouth District. The Comtypulnjury Prevention Advisory
Group, as it is now more formally known, consisfsHealth, ACC and New Plymouth
Council representatives. This Group, led by thelieudealth Manager, Tui Ora, is now
managing the community consultation, injury infotioa data collection process and report
preparation process.

| have been contracted by the Advisory Group tadcehthe needs assessment on their behalf
and prepare a report based on the information gadheA copy of that report will be sent to
all the contributors for comment and feedback. beds assessment also entails an analysis
of health, census and other relevant data andiawenf the literature on injury prevention.
The needs assessment covers both intentional antatonal injury.

What is the needs assessment for?

The aim of the injury prevention needs assessrsdnt i

» Identify injury-related data from local sources

» Establish the main types of injuries that are aaogrin the New Plymouth District
» Establish who is being injured (e.g. children, dtaerly)

* Why, how and where are the injuries occurring

* Identify what people think could be done to redtiese injuries.

Confidentiality

Results of this interview will not be reported aniadividual basis.

For further information about the community injury prevention
needs assessment please contact:

Ngamata Skipper Matthews
Public Health Manager

Tui Ora Ltd

Barrett Street Complex
New Plymouth

Phone: 06-759-4064
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Needs Assessment Questions

Q1 In what way are you / your organisation involvedlealing with injuries in the New
Plymouth District?

Based on your personal and professional experience within the new Plymouth District:

Q2  Who, or which groups, is/are prone to injury@. e€hildren, older people, different
ethnic groups.

Q3  What kinds of injuries are we talking about, é&actures, head injuries?
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Q4  What is the main cause of the injuries you noeatd, e.g. falls, vehicle, violence?

Q5 Where do these injuries most frequently ocagiria.the home, on the road?

Q6  When do these injuries mainly occur e.g. daytimghttime?
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Q7

Q8

Q9

Q10

Q11

Of the injuries you've spoken of, which do yamsider are of highest priority to try
and prevent?

To your knowledge, what is already being doneptevent this / these types of
injuries?

Do you have any information or statistics that could give me to help in the
preparation of the needs assessment report?

YesD

Copy obtained...... .4
Will send on later..... |:|
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Q12 What do you think of taking a community basppraach to preventing injuries? (Will
explain if required)

Q13 Is there anything else that we haven't covieesd that you would like to add?

Thank you for talking to me today.
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