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1. EXECUTIVE SUMMARY 

1.1 Purpose of this report 

This report was commissioned to determine the health needs of non Maori 
disabled people 65 years and over.  It collates and analyses existing data and 
information, and also gathers viewpoints of some regional stakeholders. 

1.2 Demography 

At the 2001 Census, the proportion of people 65 and over in the MidCentral 
district was 10% over the national average (13.4% versus 12.1%).  
 
The distribution of older people is uneven across the MidCentral district.  
Horowhenua and Otaki/Otaki Forks/Te Horo have higher proportions of people 65 
years and older, (18.5% and 19.8% respectively).  
 
The population structures for both New Zealand and the MidCentral district are 
ageing.  The proportion of people aged 65 and over is expected to double by 2051.  
Additionally, the proportion of people aged 85 over will expand at a faster rate, 
doubling by 2026.  The ageing population will increase demand for health and 
disability services because the likelihood of ill health grows as people age. 

1.3  Regional socioeconomic profile 

The NZDep2001 index of socioeconomic deprivation identified pockets of 
disadvantage within the MidCentral district. The territorial authorities most 
affected by these pockets were the Horowhenua and, to a lesser extent, Tararua. 

1.4 Disability overview 

Data gathered from the Statistics New Zealand’s 2001 national disability surveys 
were extrapolated to the MidCentral population.  This was done because there 
was no local survey data on MidCentral’s older disabled people. Examination of 
this extrapolated data showed: 

• There was an estimated 11 000 disabled people aged 65 and over in the 
MidCentral district in 2001.  Most were living in their own homes 

• The likelihood of disability increases with advancing age 

• Maori 65 years and over have a higher proportion of disabled people than 
non Maori 65 years and over (60% versus 50%) 

• Disability is also likely to be more severe in older age groups 

• The most common types of disability were physical and sensory, for 
example, affecting mobility, agility, and hearing. About 70% of older 
people suffered from more than one type of disability 
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• The most common causes for disability are illness/disease (50%), the ageing 
process (40%), and accident/injury (25%).  There can be more than one 
contributing cause for a disability.  

 
Some prevalence estimates of selected illnesses among people 65 years and older 
that can lead to disability were made for MidCentral District.  They were:  

• Arthritis, approximately 6 500 people 

• Dementia, approximately 1 600 people 

• Parkinson’s disease, approximately 180 people  

• Hearing impairment, approximately 4 400 to 4 800 people.  
 
Additionally, the following yearly incidence numbers for older people were 
calculated for MidCentral district: 

• Stroke, approximately 200 new cases per year 

• Fractured hip, approximately 100 to 200 new cases per year. 

1.5 Visual impairment 

Using Statistics New Zealand’s 2001 household and residential facilities disability 
survey results, there were an estimated 2 000 people aged 65 years and over 
experiencing impaired vision in the MidCentral district in 2001.  
 
The Royal New Zealand Foundation of the Blind supplied New Zealand and 
MidCentral district new enrolment data for the period 2000 to April 2004. 
Examination of this data showed: 

• Most (80%) of new enrolments were in the greater than 65 years age group 

• Age related macular degeneration was the cause of visual impairment for 
most people aged over 65 (65%) 

• Most new enrolments were New Zealand European ethnicity (88%). There 
were only four Maori new enrolments in the MidCentral district. Data 
analysis of MidCentral Maori, Pacific and Asian Peoples with visual 
impairment was not possible because of low numbers 

• Most Maori new enrolments in New Zealand were in the younger (65 years 
or less) age group (71%) 

• Diabetic retinopathy was more common among Maori New Zealand new 
enrolments aged over 65 years than for combined ethnicities of the same 
age group (17.8% versus 2.7%) 

• The proportion of people who did not have a cause for their visual 
impairment recorded could influence the accuracy of the results, especially 
for Maori, Pacific and Asian Peoples. 
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1.6 New Zealand expenditure on older disabled 

people (DSS expenditure) 

Examination of the 1998/99 disability support services (DSS) expenditure patterns 
by the Ministry of Health showed:  

• On 1 July 2001, there were 23 412 rest home beds, 9 559 continuing care 
(hospital level care) beds, and 1 186 dementia care beds in New Zealand  

• The two largest areas of DSS expenditure were residential care; and 
assessment, treatment, and rehabilitation (AT&R) – approximately 60% and 
20% respectively  

• The expenditure on home support was around 10% and carer relief 
approximately 2% 

• Most AT&R services are delivered as inpatient services, and the likelihood 
of an older person requiring inpatient AT&R care increases with advancing 
age 

• The likelihood of an older person requiring home support, carer relief, or 
residential care services increases with advancing age. 

1.7 Supportlinks home based and residential 

care data 

Supportlinks provided data describing home based care use and residential care 
use as at April 2004 for use in this report. Supportlinks is the needs assessment 
and service coordination provider for the Manawatu, Horowhenua, and Tararua 
areas. Home based care is divided into: home support (supporting a disabled 
person in their own home), and carer relief (supporting the unpaid carer of a 
disabled person). The residential care data refers to people who are receiving a 
subsidy for their care, and not fully privately paying residents.  
 
Examination of this data showed: 

• From 2000 to 2004, home support client numbers increased faster and more 
consistently than either carer relief or residential care  

• Around 75% to 80% of home based care clients receive home support with 
the remainder receiving carer relief. This is similar to the distribution of 
services provided. However, the split between home support and carer 
relief services provided to Maori is close to 50/50 

• More carer relief services are provided to clients with higher disability 
severity compared to home support clients. This could indicate higher 
severity of disability in households with an unpaid carer  

• The most popular home support provided is household management 
services 

• The most popular carer relief service provided is household management, 
but this is overtaken by personal care and respite care in the 85 and older 
age group. This may indicate increasing care needs of the disabled client 
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with advancing age and/or declining capability of the unpaid carer to 
provide care  

• The likelihood of needing residential care increases with advancing age 

• Most residential care residents are in the two highest disability severity 
categories 

• Most residential care residents live in either stage 2 rest homes (60%) or 
continuing (hospital level) care (25%) 

• The percentage of Maori living in residential care is lower (2.2%) than the 
proportion of all Maori people aged 65 and over living in the MidCentral 
district (3.8%). Among older Maori living in residential care, there are 
higher proportions living in continuing care (hospital level care) 

• There were 778 people aged 65 and over in the MidCentral district with 
dementia known to Supportlinks. Two hundred and twenty two of those 
people were living in the community, and 556 were in residential care. This 
is much less that the expected total number of people with dementia 
calculated using a New Zealand prevalence study (approximately 1 600).   
One hundred and twenty eight people with dementia living in the 
community had a fulltime carer known to Supportlinks. 

1.8 ACC data analysis 

ACC accident and injury data was examined to see if there was any scope for 
injury prevention. ACC provided injury data for people aged 65 and over for the 
MidCentral district and New Zealand for the years 2000 to 2003.  
 
Examination of this data showed: 

• The MidCentral and New Zealand patterns of injury for people aged 65 
and over were very similar  

• The New Zealand and MidCentral ACC costs of meeting new claims for 
older people rose over the three year period 

• Most injuries occurred in the home 

• The types and characteristics of injuries suggest falls is a major cause of 
injury 

• The diagnosis “fractures/dislocations” and site “hip/upper thigh/leg” were 
prominent features of injuries in people aged 75 and older 

• Injury related hearing loss was a major cause and cost of injury for older 
people 

• The characteristics of injuries that lead to claims lasting more than a year 
were the same as new claim characteristics.  

 
MidCentral Health’s Public Health Unit published a report in 2002 which looked at 
patterns of injury in the MidCentral district. For older people, it showed falls was 
a major cause of injury. It also found some areas where injury causing falls among 
older people were more common. These areas were: Palmerston North Central, 
Feilding Central, Levin North, and Levin East. 
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1.9 Transport 

The lack of affordable and accessible transport suitable for older people has been 
mentioned by both general and disability stakeholders. Older people without 
available transport can become socially isolated, and also find it difficult to attend 
appointments with health carers. This is a persisting problem despite efforts of 
community groups and organisations, and schemes subsidised by local and central 
government.  

1.10 Information scarcity 

This report was hampered by a lack of data and information sourced directly from 
the disabled older people of the MidCentral district. Most data and information for 
this report was based on national research results which were then extrapolated to 
the MidCentral population. Although this extrapolation is likely to be adequate, it 
will miss any local variations.  

1.11 Viewpoints of local stakeholders 

Health and disability stakeholders expressed a variety of viewpoints which have 
been collated and outlined in this document. The viewpoints are too diverse to 
summarise here, but there are an interesting range of comments.  

1.12 Conclusions and recommendations 

The conclusions from this report are: 

• Disabled older people have difficulties with transport in this district  

• There may be a large proportion of older disabled people unknown to 
services 

• The needs of unpaid carers in this district are not known  

• There is a lack of specific data and information on disabled older people in 
our district  

• There is potential for accident prevention to reduce disability or its severity 
among older people 

• Loneliness, social isolation, and the need for social support is an under-
recognised need 

• There is demand/supply mismatch for some health services 

• There is an ongoing need to improve the general living environment for 
disabled people.  
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Recommendations from this report are: 

1 Create an easily accessible health and disability information source for 
disabled people and their carers 

2 Place disability advice and information on the internet as printable web 
pages 

3 Create a network where unpaid carers’ needs can be expressed, and carers 
can provide moral support for one another 

4 Review, and possibly increase, the importance of carers’ needs appraisal 
during the needs assessment process 

5 Ongoing consideration about how services can be better tailored to 
individual’s needs 

6 Establish how carers can receive caregiving skills training 

7 Consider establishing a regional disability register 

8 Commitment to prevent accidents and injury, especially falls 

9 Attempt to relieve loneliness and social isolation 

10 Investigate and address areas of health service demand/supply mismatch  

11 There is ongoing awareness and will to increase ease of access for disabled 
people to buildings and public areas.  
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2. BACKGROUND TO THIS REPORT 

2.1 Summary 

This report is a health needs analysis of non Maori disabled people 65 years of age 
and older in the MidCentral district. There will be a separate, equivalent report for 
Maori people in the MidCentral district prepared by the Massey University’s Maori 
Health Unit.  MidCentral District Health Board commissioned these two reports 
because funding for most disability support services for people aged 65 and over 
was devolved from the Ministry of Health to district health boards in October 
2003. The District Health Board wanted to determine the health needs of the 
district’s older disabled people.  
 
This report was guided by the New Zealand health sector’s definition of disability, 
which is: 
 

“People assessed as having physical, psychiatric, intellectual, sensory, or 
age related disability or a combination of these, where the disability is 
likely to continue for a minimum of six months and result in a reduction 
in independent function to the extent that ongoing support is required.”  

 
In practice, some medical conditions are excluded from this definition.  
 
In 2002, the Wellington Medical School prepared a report, Disability Support 
Services and Health of Older People Scoping Study, which gave a national overview of 
disability support services for older people.  It described the major issues and 
challenges affecting the sector.  
 
This report examines the health needs of MidCentral district’s disabled older 
people by collating and analysing existing data and information, and gathering 
viewpoints of some local stakeholders.  

2.2 Reason for this project 

District Health Boards gained responsibility for funding most disability support 
services for people aged 65 and over on October 2003. In response, the MidCentral 
District Health Board commissioned two older disabled people’s health needs 
analysis projects: one for non Maori and the other for Maori. This report focuses 
on non Maori older disabled people.  
 
The health needs analysis projects attempts to describe the types of disability and 
numbers of disabled older people in the district. It also tries to describe any 
problems including service gaps and barriers to care. 
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2.3 Definition of disability 

There have been many definitions of disability given, both in New Zealand and 
internationally. The definition of disability followed for this project is the one 
commonly used by the New Zealand health sector:  
 

“People assessed as having physical, psychiatric, intellectual, sensory, or 
age related disability or a combination of these, where the disability is 
likely to continue for a minimum of six months and result in a reduction 
in independent function to the extent that ongoing support is required.” 

 
However, funding for health services does not necessarily follow this definition. 
Disability due to cancer, diabetes, respiratory problems, heart disease, and 
complications of obesity are excluded from the New Zealand Disability Support 
Service’s definition of disability.1 

2.4 Goals of this report 

1 Determination of the types of age related disability encountered by older 
people and an attempt at quantification of the population requiring 
services.  

2 Identification of any territorial authority specific issues or concerns.  

3 Description of the current age related disability support needs of older 
people.  

4 Identification of any gaps in available disability support services available to 
older people.  

5 Identification of any barriers for older people in accessing currently 
available disability support services.  

6 Recommendations to improve the acceptability of current services to older 
people.  
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2.5 2002 scoping study from the Wellington 

 School of Medicine 

In 2002, 14 district health boards, including MidCentral District Health Board, 
commissioned the Wellington School of Medicine to prepare a scoping study on 
disability support for older people. The report, called Disability Support Services and 
Health of Older People Scoping Study, was a combination of a literature review and 
interviews with various sector key informants.  It gave an overview of the sector, 
emphasising the issues and problems a district health board would have to 
address.  
 
Some of the issues are: 

• Planning has to be consistent with the holistic perspective of the Health of 
Older People Strategy and New Zealand Positive Ageing Strategy 

• Planning has to be consistent with the New Zealand Disability Strategy.  
 
Some of the challenges mentioned were: 

• New Zealand’s ageing population structure resulting in increasing health 
needs and demand for services 

• Increasing costs of providing care to older people because of rising 
numbers of older people and improving technology 

• Rising client expectations 

• Funding constraints clashing with increasing demand for services.  

• Unmet need among Maori and Pacific People regarding both volume and 
cultural suitability of services 

• Lack of good information and data for service planning 

• Problems with recruitment and retention of staff 

• Training required by all levels of workers in the sector, from unpaid carer 
to professional 

• Lack of data and information on unpaid carers’ support needs 

• Tension between the cost of residential care and claims by residential care 
providers that margins were thin 

• Unmet dementia care needs.  

2.6 What was done for this project 

An outline of the topics covered in this report is given below: 

• Demographics trends for people over 65 in New Zealand and the 
MidCentral district are described 

• The prevalence and nature of disability from various studies and data 
collections. Unfortunately, there were no statistical studies found which 
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specifically surveyed the MidCentral older disabled population, so most 
data used for this report concerns New Zealand older disabled people 
overall extrapolated to the MidCentral equivalent. Data sources about older 
disabled people used in this report include: 

o Information from Statistics New Zealand Disability Counts 2001 study2 or 
other reports that used the data from the same surveys3 

o Data provided from other organisations, like the Royal New Zealand 
Foundation of the Blind 

o Living Standards of Older New Zealanders study, which was sponsored 
and published by the Ministry of Social Policy in 20014 

o A variety of published New Zealand studies that examined the 
prevalence or incidence of certain disability causing illnesses 

• Support services used in our district 

o This was mainly use of home based support services arranged through 
Supportlinks, and residential care use.  Supportlinks provided most of 
the residential care data 

• An overview of New Zealand disability support services use and 
expenditure 

• Examination of ACC data, looking for any patterns of accident-related 
injury 

o This was done to uncover potential for injury prevention, thereby 
reducing the number of disabled people. About 25% of older disabled 
people had an accident or injury as a contributing factor to their cause of 
disability  

• An outline of transport issues affecting disabled older people, and 
description of existing transport schemes for the disabled 

• Viewpoints gathered from interviews, surveys, meetings, and focus groups 

• Some of these were conducted recently as part of MidCentral District 
Health Board’s obligations to engage with its community; others were 
specifically carried out for this project 

• Conclusions and recommendations. 
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3. DEMOGRAPHIC

 CHARACTERISTICS OF THE 65 

 AND OVER AGE GROUPS 

3.1 Summary 

MidCentral’s proportion of people aged 65 and over was 10% higher than the 
national average at the 2001 Census (13.4% versus 12.1%). However, its 
distribution of older people is uneven, with especially high concentrations in 
Horowhenua (18.5%) and Otaki/Otaki Forks/Te Horo (19.8%).  
 
Like New Zealand’s population, MidCentral’s population is likely to continue 
ageing, with increasing proportions 65 and over. The proportion of people 65 and 
over is expected to double by 2051. The 85+ age band is expected to expand at a 
faster rate, doubling by 2026. Ageing of Maori, Pacific and Asian Peoples is also 
anticipated. Their age structures are currently biased towards the younger age 
bands.   
 
The prevalence of illness and disability will increase as the population ages, 
because the risks of both increases as people become older.  
 
The NZDep2001 index of socioeconomic deprivation has identified pockets of 
disadvantage within the MidCentral district. The territorial authorities most 
affected by these pockets were the Horowhenua and, to a lesser extent, Tararua. 

3.2 New Zealand’s 65 and over age groups3,5 

New Zealand’s population is ageing and will continue to age in the future. In 
1951, people over 65 made up 9% of the population. The proportion had increased 
to 12.1% at the 2001 Census, and is expected to more than double by 2051 (26% or 
approximately 1 181 000 people). As the population ages the numbers of people 
needing health and disability care will also increase. 
 
There are lower proportions of ethnic minorities in the 65 plus age group. Maori 
made up 4% of people 65 and over, but 16% of people under 65. Pacific People 
and Asian ethnic groups each made up 2% of 65 and over age groups and 7% of 
people under 65. Like the general population, proportions of 65 and over age 
groups is expected to increase for Maori, Pacific and Asian peoples. This is 
because of improving life expectancy and larger population groups reaching older 
ages. By 2051, the proportion of Maori 65 and over is projected to be 13%;  and 
11.4% for Pacific People.  
 
There are higher proportions of women in the 65 plus age groups, although this 
has been decreasing, probably due to improving life expectancy of men. Women  
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made up 56% of people aged 65 and over in the 2001 Census, decreasing from 58% 
in 1991.  
 
The biggest increase in older people is expected in the 85 plus age groups.  These 
age groups made up 1.3% of New Zealand’s population at the 2001 Census, and 
1.5% of MidCentral’s population. The proportion of 85 plus age groups is expected 
to double by 2026 – to 2.8% (or 128 000) of New Zealand’s population, and 3.2% 
(or 5 600) of MidCentral’s population. The reasons for the anticipated increase are 
improving longevity, and decreasing fertility causing smaller proportions of 
younger people.  

3.3 MidCentral district’s 65 and over age groups 

MidCentral district’s future demographic trends for older people are similar to 
national ones. The population is expected to age. It is important to note that the 
current distribution of older people is uneven across the district, with 
Horowhenua and Otaki/Otaki Forks/Te Horo having especially high percentages.  
 
At the 2001 Census, 13.4% of MidCentral’s population was aged 65 or over.  This 
is expected to increase to 18.7% by 2021.  The proportion of people aged 85 or over 
is expected to double from 1.4% of the current population to 2.8% by 2021.  
 
A breakdown of the older population according to territorial authority or census 
area unit shows it is unevenly distributed across the MidCentral district. There 
were high proportions in both Horowhenua (18.5%) and Otaki/Otaki Forks/Te 
Horo (19.8%).  The New Zealand percentage of people 65 and over was 12.1%.  
Tararua also had slightly higher proportion of older people, compared New 
Zealand, with 13.1%.  Manawatu’s percentage of older population (12.0%) is on 
the national average, with Palmerston North’s slightly below (11.3%).  
 
The MidCentral Maori population age structure is similar to the national Maori 
pattern. It is a young population with small numbers in the older age groups. 
Maori make up 15% of the total MidCentral population, but only 3% of people 
aged 65 and over. 
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MidCentral district Population 2001, All Age Groups 
Ethnicity Male Female Total 

Maori 12 920 13 110 26 030 

Pacific People 1 700 1 660 3 360 
Other 63 660 67 290 130 950 
TOTAL 78 280 82 060 160 340 

 

MidCentral district Population 2001, 65+ Age Groups 
Ethnicity Male Female Total 

Maori 390 420 810 
Pacific People 40 50 90 

Other 8 840 11 390 20 230 
TOTAL 9 270 11 860 21 130 

 

MidCentral district Population 2001, 65+ Age Groups as Percentage of 
Combined Age Groups Equivalents 

Ethnicity Male Female Total 

Maori 3.0% 3.2% 3.1% 
Pacific People 2.4% 3.0% 2.7% 

Other 13.9% 16.9% 15.4% 
TOTAL 11.8% 14.5% 13.2% 

 

MidCentral district Population 2001, 85+ Age Group 
Ethnicity Male Female Total 

Maori 10 10 20 
Pacific People 0 0 0 
Other 670 1 630 2 300 

TOTAL 680 1 640 2 320 

 

MidCentral district Population 2001, 85+ Age Group as Percentage of 65+ 

Age Group Equivalents 
Ethnicity Male Female Total 

Maori 2.6% 2.4% 2.5% 
Pacific People 0 0 0 
Other 7.6% 14.3% 11.4% 

TOTAL 7.3% 13.8% 11% 

 

MidCentral Territorial Authorities Population 2001, 65+ Age Groups 
Numbers and Percentages 

 All Age Groups 65+ Age Group 65+ Age Group as 

Percentage of All Age 

Groups 
Tararua 17 859 2 339 13.1% 

Horowhenua 29 823 5 517 18.5% 
Manawatu 27 510 3 301 12.0% 
Palmerston North 72 033 8 140 11.3% 

Otaki/Otaki 
Forks/Te Horo 

7 758 1 536 19.8% 

New Zealand 3 722 529 450 426 12.1% 
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3.4 MidCentral territorial authority population 

projections for 2021 

The 2021 estimated numbers and proportions of MidCentral people aged 65 and 
over is shown in the table, divided by territorial authority.  The only MidCentral 
territorial authority that will not exceed the national average percentage of people 
aged 65 and over is Palmerston North.  These estimates  were made using 
Statistics New Zealand’s medium projection. The medium projection assumes 
medium levels of fertility, migration, and mortality. 
 
The proportion of New Zealand’s population aged 65 and over is forecast to be 
18% by 2021, using Statistics New Zealand’s medium projection.  All territorial 
authorities in New Zealand are predicted to have more people aged 65 and over 
compared to 2001. Those expected to have the highest proportions of older people 
by 2021 are: Central Otago District (34%), Waitaki District (31%), Thames 
Coromandel District (29%), and South Wairarapa District (28%).  
 

MidCentral Territorial Authorities Projected Populations 2021, 65+ Age 

Groups Numbers and Percentages 

 All Age Groups 65+ Age Group 65+ Age Group as 

Percentage of All Age 

Groups 
Tararua 15 100 3 600 23.8% 
Horowhenua 29 500 7 900 26.8% 
Manawatu 29 600 6 100 20.6% 

Palmerston North 85 100 13 300 15.6% 
Kapiti Coast 56 400 15 000 26.6% 
New Zealand 4 505 900 811 900 18% 

3.5 Socioeconomic deprivation profile 

The socioeconomic background of the district influences the wellbeing of its 
residents, either directly or indirectly. Even though the NZDep2001 distribution of 
people throughout different socioeconomic strata for the MidCentral district is 
fairly even, there are pockets of disadvantage.  The territorial authorities of 
Horowhenua, and Tararua (to a lesser extent) appear to be most influenced by 
these pockets of socioeconomic disadvantage.  
 
The most common measure of socioeconomic deprivation used by health 
publications is the NZDep2001.6 This index combines nine 2001 Census variables 
concerning social and material deprivation into an overall ranking score, from one 
(least deprived) to ten (most deprived).  This ranking score applies to geographical 
areas and not individuals.  
 
Even though the distribution of people across the ten ranks is approximately even 
for the MidCentral district, there are some territorial authorities within the district 
with higher proportions of disadvantage.  Horowhenua, and to a lesser extent, 
Tararua have higher percentages of the most disadvantaged. This is shown by the 
following graphs. 
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Although some parameters used by NZDep2001 specifically exclude people aged 
over 60, the socioeconomic backdrop can influence disabled older people. An 
example is the anecdotal descriptions of how less wealthy older people are moving 
to the Horowhenua for perceived lower living costs. If these people require 
disability support in the future, they are more likely to need a publicly funded 
subsidy, or at an earlier stage. This is because their own financial resources are 
smaller than average.  
 
However, there is currently no data collected that specifically measure the 
socioeconomic status of local disabled older people. 
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4. OVERVIEW OF DISABILITY OF 

 OLDER PEOPLE IN THE 

 MIDCENTRAL DISTRICT 

4.1 Summary 

National disability data was used to estimate the level of disability among older 
people in the MidCentral district. This was done because there is no detailed 
disability data based on local counts. The main source of data was Statistics New 
Zealand’s 2001 disability surveys, although other sources were also used. 
 
There were an estimated 11 000 disabled people over 65 in the MidCentral district 
in 2001. Most (nearly 90%) lived in their own homes, rather than in residential 
care. The risk of disability is greater for older age groups, with approximately half 
of people aged 65 and over suffering from some form of disability. This is greater 
than for people of all age groups, where 20% are disabled. However, the risk of 
disability is greater among Maori 65 years and older (60% disabled).  
 
The severity of disability in the 65 years and over age groups is also likely to be 
greater with advancing age.  
 
The most common types of disability experienced were: physical (83.3%) and 
sensory (51.2%). Most disabled older people (70%) had more than one type of 
disability.  When categorized in greater detail, mobility, agility, and hearing loss 
were the most common disability types experienced by older people living in 
households. Mobility, agility, remembering, vision impairment, and hearing loss 
were the most common types experienced by older people in residential care.  
 
The most common causes for disability among those 65 years and over are 
disease/illness (50%), the ageing process (40%), and accident/injury (25.6%). There 
can be more than one cause for an individual’s disability.  
 
About half of older disabled people living in their own homes require special 
equipment, compared with almost all older, disabled residential home residents 
(93%).  
 
The MidCentral prevalence or incidence of some disabling illnesses in the 65 years 
and older age groups were estimated using various studies. They include the 
following MidCentral prevalence numbers: 

• Arthritis, approximately 6 500 people 

• Dementia, approximately 1 600 people 

• Parkinson’s disease, approximately 180 people  

• Hearing impairment, approximately 4 400 to 4 800 people. 
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Additionally, the following yearly incidence numbers were calculated: 

• Stroke, approximately 200 new cases per year 

• Fractured hip, approximately 100 to 200 new cases per year.  

4.2 Introduction 

Most of the data in this section is from a report provided to MidCentral District 
Health Board by the Public Health Consultancy of the Wellington Medical School. 
They extrapolated the results of the New Zealand Disability Counts 2001 to the 
MidCentral 2001 population.2,7   Some information is also from the Ministry of 
Health publication  Health of Older People in New Zealand: A Statistical Reference 
(which also uses the same data sources as the Wellington Medical School report) 
and Living Standards of Older New Zealanders, a Ministry of Social Policy 
publication.3,4  Prevalence and incidence estimates of some disabling illnesses were 
calculated using published New Zealand studies. 
 
When examining data in this section, it should be kept in mind that most are 
calculated estimates. The same figures, such as totals, can vary between different 
estimates. 
 
Unfortunately, there is a lack of disability data directly based on the older disabled 
people in this district. 

4.3 MidCentral district disability data from 

Disability Counts 2001 

Estimated number of people with disability, MidCentral district, 2001 
Age group Maori Pacific 

People 

Non Maori, non-

Pacific People 

Total 

0 to 14 years 1 324 131 2 439 3 895 
15 to 44 years 2 039 211 6 336 8 586 
45 to 64 years 974 107 7 282 8 363 

65 years and 
over 

464 50 10 776 11 291 

 

• There was estimated to be over 11 000 disabled people 65 years and older 
living in the MidCentral district. The total number of disabled people of all 
ages living in the district was estimated to be 32 135  in 2001.  

• Disability is more common among older age groups. It is estimated that 
just over 50% (54%) of people 65 and over are disabled, compared to 
approximately 20% of people of all ages.  

• Most disabled people 65 and over (almost 90%) live in households, the 
remainder living in residential care. 
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4.4 Severity of limitation 

Mild Moderate Severe Total

Living in 

households

65 and over 3066 5346 1548 9960

Total all ages 11540 11914 3210 26664

Living in 

residential 

facility

65 and over -- 188 1015 1205

Total all ages -- 188 1015 1205

Living in 

households 

and 

residential 

facility

65 and over 3067 5526 2523 11116

Total all ages 11553 12113 4246 27911

Severity of Lim itation

Num ber

 

MidCentral Severity of Disability by Age
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• The severity of limitation is divided into mild, moderate, and severe. This 
categorization is based on assistance required by the disabled person. 
Someone with moderate disability requires some form of special 
equipment. A person with severe disability requires assistance from 
another person for daily living tasks.  

• Disabled people aged 65 or older were more likely to be either moderately 
or severely disabled than for disabled of combined ages. 

• Just over 84% of older disabled people living in households were either 
mildly (30.8%) or moderately (53.7%) disabled. Approximately the same 
percentage of older disabled in residential care were severely disabled. 
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4.5 Disability type 

MidCentral Region Disability Types by Age
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• Most disabled people suffer from more than one type of disability. In 
residential care, almost all residents (96%) suffer from more than one type. 
About 70% of over 65 disabled people suffered multiple disabilities. This 
should be kept in mind when considering disability types.  

• Most (83.3%) older disabled people suffer from some form of physical 
disability.  

• Just over half (51.2%) older disabled people suffer from some form of 
sensory disability, for example deafness or visual impairment.  

• The proportion of older disabled people suffering from 
psychiatric/psychological disability is smaller than for combined age groups 
(4,8% versus 14.7%). The same applies to people with intellectual disability 
(1.8% versus 4.5%).   

 

Type of Disability for People Aged 65 and Over, by Residential Status 
Type of Disability Disabled 

Living in 

Household 

(rates per 

1000 

people) 

Estimated 

Disabled 

MidCentral 

Living in 

Household 

2001 

Disabled 

Living in 

Residential 

Care (rates 

per 1000 

people) 

Estimated 

Disabled 

MidCentral 

Living in 

Residential 

Care 2001 
Mobility 382 7 611 914 1 101 
Agility 295 5 878 887 1 069 
Partially sighted/blind 77 1 534 452 545 

Hearing impaired/deaf 221 4 403 404 487 
Speaking 28 558 272 328 
Remembering 68 1 355 533 642 

Psychiatric/psychological 25 498 327 394 
Intellectual 9 179 106 128 
Learning disability 29 578 480 578 

Disability type not 
elsewhere classified 

80 1 594 154 186 
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• More detailed types of disability and their 65 years and over prevalence 
rates were described in Health of Older People in New Zealand: A Statistical 
Reference.3  Their source of data was also Statistics New Zealand’s New 
Zealand Household Disability Survey 2001 and New Zealand Disability 
Survey of Residential Facilities 2001.  Their results are applied to the 
MidCentral 2001 population in the table above. When interpreting this 
data, it should be kept in mind that an individual can experience more than 
one type of disability.  

4.6 Causes of disability 

• There were significant differences when comparing causes of disability for 
people aged 65 and over, and those of all ages. When considering this 
data, it is important to keep in mind that more than one cause can be given 
for an individual’s disability. 

• Disease/illness was the most common reason for disability for both age 
groups, but was more frequent for the 65 and over age group (50% versus 
39%).  

• For those aged 65 and over, the ageing process was the second most 
common cause (40%), and accident/injury the third (25.6%).  

• For all age groups, the ageing process is only the fourth most common 
cause (16%), while accident/injury is the second (30%). 

  

Causes of Disability by Age Group
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4.7 Ethnicity 

 

M a le F e m a le T o t a l

P o p u la t io n  6 5  a n d  

o v e r  ( d i s a b l e d  &  

n o n - d is a b l e d )

P e r c e n t a g e  o f  

p o p u l a t i o n  6 5  

a n d  o v e r  

d i s a b l e d
E t h n ic i t y

M a o r i

6 5  a n d  o v e r 1 9 8 2 7 0 4 6 4 7 5 6 6 1 .4 %

A ll a g e  g r o u p s 2 2 4 9 2 5 5 6 4 8 0 1 2 3 6 2 5 2 0 .3 %

P a c i f ic

6 5  a n d  o v e r 2 1 2 9 5 0 9 6 5 2 .5 %

A ll a g e  g r o u p s 2 4 6 2 5 3 5 0 0 3 8 7 9 1 2 .9 %

O t h e r  

6 5  a n d  o v e r 4 4 5 2 6 1 6 6 1 0 7 7 6 1 9 9 5 6 5 4 .0 %

A ll a g e  g r o u p s 1 2 7 6 7 1 3 7 9 1 2 6 8 3 4 1 2 7 4 7 9 2 1 .0 %

T o t a l

6 5  a n d  o v e r 4 6 7 1 6 4 6 6 1 1 2 9 1 2 0 8 0 8 5 4 .3 %

A ll a g e  g r o u p s 1 5 2 6 2 1 6 5 9 9 3 2 1 3 5 1 5 4 9 8 3 2 0 .7 %

S e x

E s t i m a t e d  N u m b e r

E s t im a t e d  M i d C e n t r a l  D is a b i l i t y  P o p u la t io n  b y  A g e  G r o u p ,  G e n d e r ,  a n d  E t h n ic i t y ,  

2 0 0 1

 

 

MidCentral Disabled and Non-Disabled People 65 Years 

and Over by Ethnicity
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• As already mentioned, the proportion of people 65 years and over who are 
disabled is much greater than for all ages combined (54.3% versus 20.7%).  

• The proportion of Maori disabled 65 and over is greater than for other 
ethnicities (61.4% versus 54.0% for other ethnicities and 52.5% for Pacific 
People). 

• The percentage of older Pacific People who are disabled is similar to the 
percentage for combined ethnicities (52.5% versus 54.3%). 
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4.8 Use of special equipment 

 

Use Special 

Equipment

Do Not Use 

Special Equipment
Not Stated Total

Percentage using 

equipment
Population living in 

households

65 and over 5366 4261 332 9960 53.9%

Total all ages 9070 16503 1090 26664 34.0%

Population living in 

residential facilities

65 and over 1122 83 - 1205 93.1%

Total all ages 1122 83 - 1205 93.1%

Population living in 

households and 

residential facilities

65 and over 6444 4340 332 11116 58.0%

Total all ages 10204 16617 1090 27911 36.6%

MidCentral Disability Population Use of Special Equipment, 2001

 

 

• About half of older disabled people living in households use special 
equipment. This is much higher than for disabled people of combined ages 
(34.0% for combined ages and 53.9% for 65 and over).  

• However, almost all older disabled people living in residential homes 
require special equipment (93.1%). The types of equipment commonly 
mentioned were shower stools, walking frames, incontinence products, 
wheelchairs, and commode chair.  

4.9 Age and gender of older disabled in 

residential care 

 

MidCentral Number of People 65 and Over Living 

in Residential Care by Gender
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• People of older age groups were more likely to be living in residential care. 
Only 12.5% of residential home older residents were aged 65 to 74 years 
old, but half (49.5%) of residents were 85 years or older.  
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• Just under 70% of over 65 residential care residents were women. The 
gender gap is narrow at younger age bands, but increasingly broadens for 
older age bands. This is a reflection of the longer life expectancy for 
women.  

4.10 Unmet need for health service 

 

P ercen tage

65 a nd  ove r 650 9960 6 .5%

To ta l a ll ages 3934 26664 14.8%

U n m et N eed for 

at Least 

O n e Typ e of 

Hea lth  Serv ice

Total with  

d isab ility

Nu m b er

Un m et N eed fo r H ea lth  Serv ice  Estim ated M idcen tral 

D isab ility Popu la tion , 2001  

 
 

• The percentage of older disabled living in households who have unmet 
need for at least one health service is half that for combined age group 
disabled (6.5% versus 14.8%).  

4.11 Unmet need for special equipment 

Estimated Unmet Need for Special Equipment, MidCentral 2001
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• Approximately 13.5% of disabled people aged 65 and over expressed an 
unmet need for special equipment. This is slightly less than for the 45 to 64 
years age group, at 15.9%.  

• However, these figures have been extrapolated from national equivalents. 
They have not been calculated from regional counts.  This could affect their 
accuracy by being insensitive to regional variation. 
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4.12 Income 

MidCentral Income of Disabled and Non-Disabled 

Aged 65 and Over
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• There is a slightly greater percentage of disabled older people in the lower 
income category (less than $15,000 in the last 12 months) than for non-
disabled older people (60% versus 50%). Non-disabled older people had 
slightly higher percentages in the higher income categories.  

4.13 Prevalence or incidence of selected causes of 

 disability 

The prevalence or incidence of some selected causes of disability have been 
calculated for the MidCentral district.  

Stroke 

The incidence of stroke for the MidCentral district has been calculated using the 
1990/91 Auckland stroke study results.8  From these calculations, 213 new cases of 
stroke are expected per year in the MidCentral district.  
 
Also included is a table showing the number of hospital discharges for people 65 
years and over who have suffered a stroke in the MidCentral district. The table 
refers to discharges and not people. This data cannot differentiate people who had 
multiple admissions from people who had only a single admission. Also, people 
who had a stroke not serious enough for hospital admission will not be included 
in these figures. 
 

Female Estimated Number of Strokes per Year in MidCentral district (using 
Auckland Stroke Study Results) 

Age band Age specific rate 

(per 100,000) 

MidCentral district 

population 

Expected number 

of cases 
65 – 74 515 5 960 30.7 

75 – 84 1 190 4 460 53.1 
85+ 2 212 1 710 37.8 
Total    121.6 
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Male Estimated Number of Strokes per Year in MidCentral district (using 
Auckland Stroke Study Results) 

Age band Age specific rate (per 

100,000) 

MidCentral district 

population 

Expected number of 

cases 
65 – 74 759 5 610 42.6 

75 – 84 1 194 3 320 39.6 
85+ 1 397 720 10.1 
Total    92.3 

 

 MidCentral Hospital Discharges for Stroke, People Age 65 and Over 
 Ethnicity 

Year Maori Pacific People Other Total 

2001/2002 4 0 156 160 

2002/2003 6 0 168 174 
2003/2004 8 1 249 258 

Fractured Hip 

Hospital discharges for fractured hip (fractured neck of femur) should be identical 
to the true incidence of this problem in our district. This is because the standard 
treatment of fractured hips is surgical pinning or hip replacement.  
 
The number of discharges fluctuates widely year to year.  
  

MidCentral Hospital Discharges for Fractured Neck of Femur, People Age 
65 and Over (Source: Ministry of Health, Needs Assessment Data) 

 Ethnicity 

Year Maori Pacific People Other Total 

2001/2002 3 1 133 137 
2002/2003 0 0 90 90 

2003/2004 3 1 180 184 

Arthritis9 

Estimating the number of people disabled with arthritis in the community is 
difficult. There is no single register of people with arthritis. Admission to hospital 
for arthritis is uncommon so using hospital discharge data is not a good indication 
of the community burden from arthritis. Also, arthritis can range from mild to 
severe. General practitioners care for many people without specialist contribution.  
 
Data from the New Zealand Disability Survey2 was used to estimate the number of 
disabled older people in the MidCentral district suffering from arthritis.  The 
survey asked disabled people if they suffered from arthritis bad enough to affect 
activities of daily living (such as walking 300 metres, ascending or descending 
stairs, or bending over). The survey found arthritis was more prevalent as people 
aged, and estimated 27% of disabled people aged 65 and over experienced 
arthritis.  
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Calculations made from this estimate have some limitations. Study subjects 
responded according to their own understanding of arthritis, and not a medical 
definition.  
 

Estimated Number of MidCentral district Disabled Older People (65 and 

Older) with Arthritis 
Number of disabled people 

65 years and over 

Percentage with arthritis Estimated number with 

arthritis 
11 291 27% 3 049 

 
The 2002/2003 New Zealand Health Survey also asked survey subjects questions 
about arthritis.10  Provisional results showed approximately 30% of people aged 
over 45 suffered from arthritis.  
 

Estimated Number of MidCentral district Older People (65 and Older) with 

Arthritis 
Estimated number of people 

aged 65 years and over in 

2003 

Percentage with arthritis Estimated number with 

arthritis 

21 780 30% 6 534 

 
The calculation made above may underestimate the number of people with 
arthritis. Arthritis is more common in older age groups and the estimate above 
was calculated using an overall percentage for people aged 45 plus.  

Dementia 

According to Campbell and co-authors,11 7.7% of people over the age of 65 suffer 
from dementia. They conducted a random survey of people aged 65 and older 
living in Gisborne, testing their subjects for cognitive deficit and interviewing 
carers and family for corroboration.  Using their prevalence percentages, we 
would expect approximately 1600 people aged 65 and over to have dementia in the 
MidCentral district. This calculation was made using the 2003 MidCentral 
population projection of people aged 65 and over.  
 
The total number of people 65 and over with dementia known to Supportlinks was 
778 in April 2004. Of those, 556 were living in residential care. If the prevalence 
estimate is accurate, over 1000 people with dementia live in households in our 
district, 700 to 800 are unknown to Supportlinks. These people may be in the early 
stages of dementia or supported by their families and not yet requiring outside 
assistance. They might also be receiving support from services besides 
Supportlinks, like ADARDs, general practitioners, or other agencies.  
 

Estimated Number of MidCentral district Older People (65 and older) with 

Dementia 
Estimated number of people 

aged 65 years and over in 

2003 

Percentage with dementia 65 

years  and over 

Estimated number with 

dementia 

21 480 7.7% 1 654 
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Parkinson’s Disease 

The prevalence of Parkinson’s disease for the MidCentral district was estimated 
using a study carried out in Dunedin in 1990.12  Using their age specific prevalence 
rates, there should be around 180 people aged 65 or over with Parkinson’s disease 
in the MidCentral district. This compares with 110 people of all ages known to the 
local branches of Parkinsons New Zealand. This implies there is a large percentage 
of Parkinson’s disease sufferers not making use of outside support services.  
 
The study used for the MidCentral prevalence estimate was carried out in 
Dunedin in 1990. It attempted to find all people living in Dunedin with 
Parkinson’s disease on 31 July 1990. People with Parkinson’s were found by 
reviewing the records of health providers, support agencies, and asking people 
with Parkinson’s disease to respond to newspaper advertisements. All cases were 
reviewed by specialist physicians to ensure they matched predetermined 
diagnostic criteria.  
 

Female Estimated Number of People with Parkinson’s Disease in 
MidCentral district 

Age band Age specific rate (per 

100 000) 

MidCentral district 

population 

Expected number of 

cases 
65 – 74 476 5960 28.4 

75 – 84 999 4460 44.6 
85+ 1994.6 1710 34.1 
Total   107.1 

 

Male Estimated Number of People with Parkinson’s Disease in MidCentral 
district 

Age band Age specific rate (per 

100,000) 

MidCentral district 

population 

Expected number of 

cases 
65 – 74 441.5 5 610 24.8 

75 – 84 1194.2 3 320 39.6 
85+ 1423.5 720 10.2 
Total   74.6 

 

Combined Gender Estimated Number of People with Parkinson’s Disease in 
MidCentral district 

Age band Expected number of cases 
65 – 74 53.2 

75 – 84 84.2 
85+ 44.3 
Total 181.7 

 
At April 2004, there were 110 people with Parkinson’s disease known to 
Parkinsons New Zealand who were living in the MidCentral district. This is 
broken down to 81 living in the Manawatu/Palmerston North/Tararua areas 
(known to Parkinsons New Zealand Manawatu branch); and 29 living in the 
Otaki/Levin/Foxton areas (known to Parkinsons New Zealand Kapiti-Horowhenua 
branch).  These numbers are for all age groups, and they do not include people 
not known to Parkinsons New Zealand.  
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If the prevalence estimates are accurate, then 60% of people with Parkinson’s 
disease are known to Parkinsons New Zealand; 40% unknown. This calculation 
does not take into consideration the wider age groups in the support group’s 
figures. The inference is that there is a large proportion of Parkinson’s sufferers 
who do not make use of Parkinson’s specific support services. It is possible that 
some of these people are known to support services other than Parkinsons New 
Zealand, or are being adequately assisted by family. It is also possible there are 
people with Parkinson’s disease who consciously choose not to join Parkinsons 
New Zealand, for example, because of cost, travelling distance, or because they 
dislike joining groups.  

Hearing Loss 

Two New Zealand estimates of the prevalence of hearing loss were found. In the 
first, Greville13 used Statistics New Zealand Disability Survey 1996/97 data to 
estimate the prevalence of hearing loss in New Zealand. The Ministry of Social 
Policy used other lifestyle survey results to calculate the prevalence of hearing 
loss. Using the figures described in Greville’s report, there is estimated to be 
around 4 800 people aged 65 and over with hearing loss in the MidCentral district. 
Using the Ministry of Social Policy’s figures, there should be around 3 000 with 
hearing loss aged 65 and over. However, both reports used different criteria to 
describe hearing loss.  
 
They both asked about hearing loss in dissimilar ways, differing in the severity of 
hearing loss.4  The Disability Counts 1996/97 asked whether the respondent could 
hear conversations with either one person, or a group of three people. Overall, 
22.4% of people aged 65 or over experienced hearing loss causing disability. The 
Ministry of Social Policy survey asked whether the person had poor hearing, even 
with a hearing aid, and found between 12 and 16 percent indicated they had (16% 
of people living alone, 14% of respondents in a couple, and 12% of their 
spouses/partners).9 

 

Estimated Number of MidCentral People Aged 65 and Over Experiencing 

Hearing Loss 
Report Estimated 

Prevalence 

Numbers of 

People Aged 

65+ in 

MidCentral 

Estimated Number of People 

Aged 65+ with Hearing Loss in 

MidCentral district 

Greville, 2001 (using 
Statistics NZ 1996/7 
disability data) 

22.4% 21 480 4 812 

Ministry of Social 
Policy, 2001 (lifestyle 
surveys) 

14.0% 21 480 3 007 
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5. ROYAL NEW ZEALAND 

 FOUNDATION OF THE BLIND 

 SUMMARY ANALYSIS 

5.1 Summary 

Using Statistics New Zealand’s 2001 household and residential facilities disability 
survey results, there were an estimated 2000 people aged 65 years and over 
experiencing impaired vision in the MidCentral district in 2001. 
 
The Royal New Zealand Foundation of the Blind supplied New Zealand and 
MidCentral district new enrolment data for this report. This data covers the period 
2000 to April 2004. Examination of this data showed: 

• Approximately 80% of new enrolments to the Royal New Zealand 
Foundation of the Blind from 2000 to 2004 were aged over 65 years. This 
was consistent for both MidCentral and nationally.  

• Most (approximately 65%) of those aged over 65 years had visual 
impairment caused by age related macular degeneration, a degenerative 
condition of the part of the retina responsible for central vision.  

• Approximately 30% of MidCentral and New Zealand new enrolments were 
totally blind, and approximately half had some degree of remaining vision. 
The remainder did not have a level of visual loss recorded.  

• Most new enrolments were New Zealand European ethnicity 
(approximately 88% for both MidCentral and New Zealand).  

• The Maori percentage of new enrolments for people aged over 65 was 
small (1.4% for New Zealand and 2.4% for MidCentral district). There were 
only four MidCentral Maori over 65 years old new enrolments over the 
period, too small to make any meaningful analysis.  

• In contrast to combined ethnicities, most Maori new enrolments in New 
Zealand were in the 65 or younger age group (71.1% of New Zealand Maori 
compared to 36.2% of combined ethnicities).  

• Age related macular degeneration was the main cause of visual impairment 
for older New Zealand Maori, but the proportion was less than for 
combined ethnicities (28.9% compared to 63.8%).   

• Diabetic retinopathy was more common among older Maori nationally than 
for combined ethnicities (17.8% versus 2.7%). This could reflect the higher 
risk Maori have for diabetes. It could also indicate poorer use of eye checks 
and retinopathy treatment by Maori with diabetes.  

• About 20% of New Zealand Maori new enrolments did not have a cause for 
their visual impairment recorded. This may affect the accuracy of other 
percentages.  



 

31 

• There were too few MidCentral Pacific People enrolments for analysis. Like 
New Zealand Maori, most Pacific People in New Zealand who enrolled 
with the Royal New Zealand Foundation of the Blind were 65 or younger 
(approximately 80%). Meaningful analysis of visual impairment causes for 
Pacific People aged over 65 is difficult because of the small numbers (22 
people) and over a third did not have a cause recorded with the Royal 
Foundation.  

• There were too few MidCentral Asian enrolments for analysis. The most 
common cause for visual impairment among Asians aged over 65 in New 
Zealand is age related macular degeneration. The numbers attributed to 
other specific causes are too low for meaningful analysis.  

5.2 Introduction 

The Royal New Zealand Foundation of the Blind provided new enrolment data for 
this report. It applies to new members enrolling with the Foundation for the 
period 2000 to April 2004, both nationally and in the MidCentral district.  The data 
is divided into two age groups: people aged over 65 and those aged 65 and less.  
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5.3 People with impaired vision in the 

MidCentral district 

MidCentral Impaired Vision New Enrolments by 

Age Group 2000 to April 2004
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NZ Impaired Vision New Enrolments by Age 

Group 2000 to April 2004
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• In the years 2000 to April 2004, MidCentral 215 people enrolled with the 
Royal Foundation of the Blind. Of those people, 169 or 78.6% were over the 
age of 65. This is almost the same percentage nationally, where 79.1% of 
enrolments over the same period were over 65 (3262 of 4126 people).  
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5.4 MidCentral and New Zealand causes of 

impaired vision 

MidCentral Causes of Visual Impairment New 

Members RNZFB 2000 to April 2004

0

20

40

60

80

100

120

140

160

180

Under & Equal 65 Over 65

Age Group

N
u
m
b
e
r 
o
f 
P
e
o
p
le

Retinitis Pigmentosa

Other

Not Recorded

Glaucoma

Diabetic Retinopathy

Cataract

Age related macular

degeneration
 

NZ Causes of Visual Impairment New Members 

RNZFB 2000 to April 2004
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• For causes of visual impairment, the pattern for people over 65 is different 
compared to the pattern for people 65 years or younger.  This reaches 
statistical significance for both MidCentral and New Zealand data (p <0.01).  

• Most people over 65 who enrolled in the 2000 – April 2004 period, both in 
MidCentral and nationally, were suffering from age related macular 
degeneration. Sixty five percent (111) of MidCentral over 65 enrolments 
were for people with macular degeneration, compared to 63.8% nationally.  
Age related macular degeneration is a degenerative condition of the part of 
the retina responsible for central vision. Most cases cannot be treated, 
although some are suitable for laser treatment.  
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• The next most common single cause was glaucoma, which affected 8.9% of 
MidCentral new enrolments over 65 compared with 6.3% for New Zealand.  

• The proportions of people with eye conditions that are potential 
complications of diabetes were relatively small. For the MidCentral district, 
2.6% of people over 65 were suffering from diabetic retinopathy compared 
to 2.7% nationally. The small percentage may be due to eye checks and 
treatment of diabetic retinopathy. Just under 6% of MidCentral over 65 
were suffering from cataracts compared with 2.7% nationally. However, 
diabetes is not the only cause of cataracts.  

• The number of people suffering from diabetes related visual impairment 
will probably grow as the number of people with type 2 diabetes increases.  

5.5 Severity of visual impairment for MidCentral 

and New Zealand 

MidCentral RNZFB New Members 2000 to April 

2004 by Impairment Severity
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NZ RNZFB New Members 2000 to April 2004 by 

Impairment Severity
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• The MidCentral and New Zealand severity of impairment proportions are 
very similar. Approximately half of people over 65 enrolled between 2000 
and April 2004 experienced visual impairment that left them with some 
degree of vision.  

• Approximately 30% of people over 65, for both MidCentral and New 
Zealand new members, were totally blind.  

• There is a notable proportion that do not have their visual impairment 
severity recorded, which might influence the accuracy of the other 
categories.  

5.6 Ethnicity and visual impairment in 

MidCentral and New Zealand 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

NZ New RNZFB Members 2000 to April 2004 by 

Ethnicity
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• Most new over 65 enrolments for both MidCentral (87.6%) and New 
Zealand (88.7%) were European.  

MidCentral New RNZFB Members 2000 to April 

2004 by Ethnicity
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• Maori percentages for the over 65 age group were small – 2.4% (or four 
people) for MidCentral district and 1.4% (45 people) for New Zealand.  

• For New Zealand, 0.7% (22 people) of enrolments over 65 were for Pacific 
People and 0.8% (26 people) was for Asians. There was only one Pacific 
Person and no Asian enrolments in the MidCentral district for the same 
period.  

5.7 Main cause of visual impairment for Maori in 

New Zealand 

 
 

• The number of over 65 Maori enrolments in MidCentral was too small to 
make any meaningful analysis.  Most of the comments in this section apply 
to New Zealand Maori data.  

• Most Maori in New Zealand who enrolled in the 2000 to April 2004 period 
were aged 65 or less. Slightly less than 25% were aged over 65. This is in 
contrast with combined ethnicities where 79.1% were over 65. This 
probably because of the younger age structure of the Maori population.  

• Age related macular degeneration was the main cause of visual impairment 
for Maori in New Zealand. However, the proportion was much smaller 
than for all ethnicities combined, 28.9% compared to 63.8%.  

• Diabetic retinopathy was more common among older Maori than for 
combined ethnicities, 17.8% versus 2.7%. This may reflect the higher risk 
for Maori of developing diabetes, or perhaps poorer use of eye checks and 
retinopathy treatment.  

• The proportion of older Maori suffering from cataract was also higher than 
combined ethnicities, 11.1% compared to 2.7%.  

• Glaucoma was less common among older Maori than combined ethnicities, 
2.2% (only one person) compared to 6.3% (205 people).  
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• Just under 20% of older Maori did not have a cause of their visual 
impairment recorded, which might influence the accuracy of the other 
percentages. 

5.8 Main cause of visual impairment for Pacific 

 people in New Zealand 

 

NZ Pacific People New RNZFB Members 2000 to April 

2004 by Impairment Cause

0

5

10

15

20

25

30

35

40

Under & Equal 65 Over 65

Age Group

N
u
m
b
e
r 
o
f 
P
e
o
p
le

Age related macular
degeneration

Cataract

Diabetic Retinopathy

Glaucoma

Not Recorded

Other

Retinitis Pigmentosa

 

• Most Pacific People who enrolled in the 2000 to April 2004 period were 
aged 65 or younger. Just under 20% (or 22 people) were aged over 65. This 
age pattern is similar to the Maori one.  

• Over a third of over 65 Pacific People enrolments did not have a cause for 
visual impairment recorded.  

• The low numbers for specific causes of visual impairment and large 
proportion where no cause was recorded makes it difficult to draw any 
conclusions. 
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5.9 Main cause of visual impairment for Asian 

people in New Zealand 

NZ Asian New RNZFB Members 2000 to April 2004 by 

Impairment Cause

0

5

10

15

20

25

30

Under & Equal 65 Over 65

Age Group

N
u
m
b
e
r 
o
f 
P
e
o
p
le

Age related macular
degeneration

Cataract

Diabetic Retinopathy

Glaucoma

Not Recorded

Other

Retinitis Pigmentosa

 

 

• Most Asian people who enrolled in the 2000 to April 2004 period were aged 
65 or younger. Just under 40% (or 26 people) were aged over 65.  

• The most common known cause for visual impairment among Asian 
people aged 65 and over is age related macular degeneration.   

• The low numbers for specific causes of visual impairment makes it difficult 
to draw any further conclusions.  
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6. NEW ZEALAND EXPENDITURE 

 ON DISABILITY SUPPORT 

 SERVICES FOR OLDER PEOPLE 

6.1 Summary 

The Ministry of Health publication Health of Older People in New Zealand: A 
Statistical Reference describes the general pattern of New Zealand’s DSS 
expenditure. The main points from its overview are: 

• Most (around 60%) of older people’s disability support services (DSS) 
expenditure is on residential care 

• The next largest category of expenditure is assessment, treatment, and 
rehabilitation (AT&R) 

• The expenditure on home support (9.6% of total expenditure) is greater 
than carer support (2.3%) 

• Around 75% of AT&R services are delivered to inpatients, the remainder as 
outpatients 

• The likelihood of requiring AT&R hospitalisation increases with increasing 
age 

• The likelihood of requiring home based support services, carer relief 
services, or residential care all increase with increasing age  

• Less than one percent of older people’s disability support services 
expenditure is spent on environmental support 

• New Zealand had 23 412 rest home beds, 9 559 continuing care (hospital-
level care), and 1 186 dementia care beds on 1 July 2001 

• About two thirds of subsidised residential care residents are women 

• From 1996/97 to 2000/01, both continuing (hospital) care and dementia 
residential care use increased but rest home use was static. The cost of 
these three types of residential care increased over the same period. 

6.2 Introduction 

The information in this section describes the general pattern of older people’s 
disability support services use and expenditure in New Zealand. It was taken from 
the Ministry of Health publication Health of Older People in New Zealand: A 
Statistical Reference.3   Attempts to obtain detailed national data equivalent to the 
regional data supplied by Supportlinks (described in the next section) were 
unsuccessful.  
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6.3 Overall expenditure patterns 

• Older people’s disability support services expenditure pattern for New 
Zealand in 1998/99 is similar to the MidCentral 2003/04 budgeted 
percentages. The two greatest sources of expenditure are residential care; 
and assessment, treatment, and rehabilitation (AT&R).  

• Most (60%) of disability support expenditure for older people for both New 
Zealand and MidCentral is on residential care.  

• Approximately 20% of expenditure for both New Zealand and MidCentral 
is on assessment, treatment, and rehabilitation (AT&R).  

• The proportion spent on home support is greater than for carer support.  
 
 

New Zealand Estimated Expenditure on Disability Support Services 

for People Aged 65 and Over 1998/99 
Type of service Percent expenditure 

Residential care 62.7 
Assessment treatment and rehabilitation 19.7 
Home support 9.6 

Caregiver support 2.3 
Disability needs assessment 1.3 
Respite care 0.7 

Environmental support 0.7 
Service coordination 0.2 
Home alterations 0.2 

Rehabilitation 0.2 
Other 2.4 

 
 

MidCentral Budgeted Expenditure on Disability Support Services for 
People Aged 65 and Over 2003/04 

Type of Service Percent expenditure 
Residential care 57.9 
Assessment treatment and rehabilitation 22.03 

Home support 11.29 
Carer support 5.52 
Service coordination 2.08 

Equipment 1.08 
Needs assessment 0.09 
DIAS 0.05 
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6.4 Assessment, treatment and rehabilitation 

usage 

• Assessment, treatment and rehabilitation (AT&R) is when different types of 
health carers work together to restore patients to their maximum level of 
functioning. They do this by identifying and treating conditions which 
have potential for rehabilitation and by managing symptoms.14 The health 
carers involved include geriatricians, nurses, occupational therapists, 
physiotherapists, speech therapists, psycho-geriatricians, social workers, 
dieticians, and others.  

• Most (89%) AT&R clients are aged 65 and over. AT&R hospitalisation rates 
increase with age and are the highest for people aged 85 and over.  

• About 75% of AT&R services are delivered as inpatient services; 25% as 
outpatients.  

 
 

Discharge Rates and Per Capita Expenditure for AT&R Hospitalisations, by 

Age Group, 2000/01 
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6.5 Long term support 

• The likelihood of older people living in their own home without any 
assistance decreases with increasing age. At the ages of 65 to 74, around 
74% of people live independently without assistance. This reduces to 54% 
at ages 75 to 84, and 15% at ages 85 and older.  

• The likelihood of requiring residential care increases with age: 1.8% at ages 
65 to 74; 5.9% at ages 75 to 84; and 27% at ages 85 and older.  
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6.6 Carer support 

• Carer support services, also called carer relief elsewhere in this report, aim 
to give fulltime, unpaid carers relief from the caring role. Access is usually 
through needs assessment and service coordination organisations. 

• The likelihood of needing carer support increases with age. However, use 
of carer support services by the 85 and older age group decreased from 
1997 to 2000, although usage rates were still greater than younger age 
groups.  

 
 

Carer Support Clients, by Age Group and Region for People Aged 65 and 

Over, 1997/98 to 2000/01 
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6.7 Environmental support 

• Environmental support includes modifications to houses or vehicles, 
purchasing special equipment or vehicles, and personal care assessments 
among other things.  

• Less than one percent of disability support services funding was spent on 
environmental support.  

• Around half the $30 million spent nationally on environmental support in 
1999/2000 was for people aged 65 and over.  
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6.8 Residential care 

Estimated Average Number of Residential Care Residents, 

by Age Group and Gender: 2000/01 
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• New Zealand had 23 412 rest home beds, 9 559 continuing care (hospital-
level care), and 1 186 dementia care beds on 1 July 2001.  

• For 2000/01 there was an estimated average of 29100 people living in 
residential care. About 19 699 people were either fully or partially publicly 
subsidised, and about 9 523 were privately paying.  

• Approximately 92% of disabled adults living in residential care are aged 65 
and over.2 

• The likelihood of requiring residential care increases with age. Most 
subsidised residents were aged 75 and over, with only about one percent of 
residents aged between 65 and 74.  

• About two thirds of subsidised residential care residents are women. The 
reasons for this gender imbalance are thought to be: 

o Women’s longer life expectancy 

o Higher rates of disability among women 

o Older women are more likely to be widowed.  
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Residential Care for Older People, Bed Day Utilisation 

by Facility Type: 1996/97 to 2000/01 
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• Both continuing (hospital) care and dementia care bed day use increased 
from 1996/97 to 2000/01, whereas rest home bed day use remained 
relatively stable. 

o Continuing care (hospital level care) use increased from 2.15 million bed 
days/year to 2.62 million bed days/year.  

o Dementia unit use increased from 365300 bed days/year to 559300 bed 
days/year.  

o Rest home use stayed around 3.8 million bed days/year.  
 

Residential Care for Older People, Expenditure ($ Million), 

by Facility Type: 1996/97 to 2000/01 

0

50

100

150

200

250

1996/97 1997/98 1998/99 1999/00 2000/01

Year

Dementia

Rest home

Hospital

Expenditure ($ million)

Facility 

 

• From 1996/97 to 2000/01 continuing care (hospital level care) expenditure 
increased by 5.7%, dementia unit expenditure increased by 9.5%, and rest 
home expenditure by 2.2%.  
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7. SUPPORTLINKS DATA 

 ANALYSIS SUMMARY 

7.1 Summary 

Supportlinks provided data describing home based care use and residential care 
use as at April 2004 for use in this report. Supportlinks is the needs assessment 
and service coordination provider for the Manawatu, Horowhenua, and Tararua 
areas. Home based care is divided into: home support (supporting a disabled 
person in their own home), and carer relief (supporting the unpaid carer of a 
disabled person). The residential care data refers to people who are receiving a 
subsidy for their care, and not fully privately paying residents. 

Home Based Care 

• From 2000 to 2004, the number of home support clients increased faster 
and more consistently (29.7% over four years) than either carer relief (10.5% 
over four years) or residential care (4.9% over four years).  

• About 75% to 80% of home based clients receive home support with the 
remainder receiving carer relief. This is similar to the proportion of home 
based services provided as of April 2004: 70% home support and 30% carer 
relief.  However, the split between home support/carer relief services 
provided to Maori is close to 50/50.  

• Numbers of people receiving home based care in Pacific People and Asian 
ethnic groups are very small.  

• When divided by different disability severity categories, carer relief services 
are provided to clients with higher severity levels compared to home 
support clients. This could indicate higher severity of disability in 
households with an unpaid carer. 

• Most home support provided is home management (household tasks),  and 
this is consistent across all older age groups, geographical areas, and ethnic 
groups.  The proportion of personal cares provided (the second most 
popular home support) increases with age, reaching 30.9% of home 
support services provided to the 85 years plus age group. 

• The most popular types of carer relief provided are home management 
(28.8%), personal cares (24.9%), and respite care (22.5%). There is a change 
in pattern of carer relief services provided in the 85 and older age group. 
Household management is no longer the most popular carer relief service 
provided, and is overtaken by both personal cares and respite care. This 
may indicate increasing care needs of the disabled client and/or declining 
capability of the unpaid carer to provide care.  
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Residential Care 

• The data supplied by Supportlinks concern subsidised residential care 
clients, and not fully private paying clients.  

• Overall, most residential care residents live in stage 2 rest homes 
(approximately 60%), followed by continuing care (also known as hospital 
level care, approximately 25%), with stage 3 rest home care trailing 
(approximately 9%). This pattern is similar across MidCentral’s sub-regions 
and age bands with some variations in percentages.  

• The proportion of older people living in all types of residential care across 
the sub-regions (Manawatu, Horowhenua, Tararua) is similar to the sub-
regions’ distribution of all people aged 65 and over.  

• The likelihood of needing residential care increases with advancing age. 
Twenty six percent of all MidCentral people aged 85 and older were in 
subsidised residential care, compared with three percent in the 65 to 84 age 
groups.  

• Maori have a slightly lower percentage living in residential care overall 
(2.2% compared with 3.8% percentage of people aged 65 and over who are 
Maori).  

• The Maori pattern of residential care usage is different to the other main 
ethnic grouping. There were higher percentages in continuing care 
(hospital level care) compared to “Other” ethnicity (42.3% versus 27.4%) 
and lower percentage in stage 2 rest homes (38.4% versus 62.7%). 
However, the number of Maori residents was small (26), so any minor 
variations in numbers can cause large changes of percentages. The “Other” 
ethnic grouping includes New Zealand European.  

• The numbers of Pacific and Asian Peoples in residential care  were very 
small (one each).  

• Most residents are in the two greatest disability severity categories, high 
and moderate. This pattern is consistent across sub-regions, age groups, 
and ethnicities.  

People with Dementia 

• There were 778 people aged 65 and over with dementia known to 
Supportlinks as at April 2004. Of these people, 556 live in residential care 
and 222 live in the community. 

• One hundred and twenty eight people with dementia living in the 
community had a fulltime carer. 
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7.2 Introduction 

The following section describes home based cares provided through Supportlinks, 
the Manawatu/Horowhenua/Tararua needs assessment and coordination 
organisation.  Home based care is divided into two types: 

• Home Support 
This type of care is intended to support disabled people in their own home, 
allowing them to live as independently as possible  

• Carer Relief 
These support services are intended to give fulltime, unpaid carers 
assistance. Some examples of unpaid carers include partners/spouses, 
whanau and family members, and friends.  

 
There are also different sub types of either home support or carer relief. The main 
sub-types are: 

• Home management 
Tasks required to maintain a household  

• Personal cares 
Cares applied to the individual disabled person, such as bathing, dressing  

• Respite care 
Where the disabled person stays temporarily with another carer, such as 
rest home 

• Day care 
Where the disabled person spends part of their day, but not overnight, in 
another care environment  

• Domiciliary care, non family member 
This is where a non-family member temporarily takes over the carer’s role  

• Domiciliary care, family member 
This is where a family member temporarily takes over the carer’s role.  

7.3 Data supplied by Supportlinks 

Data was supplied by Supportlinks, and covered: 

• Overall home based services and residential care client numbers from 2000 
to 2004  

• Home based services provided broken down by home support and carer 
relief subtypes as at April 2004. Each client can receive more than one 
subtype of service 

• Subsidised residential care broken down by subtype as at April 2004.  
 
Efforts to obtain the same data for all New Zealand were unsuccessful.  
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Home Based Services Client Numbers versus 
Residential Care 2000 to 2004 

Supportlinks MidCentral Home Based and 

Residential Care Client Numbers
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The two types of home based care, carer relief and home support, show increases 
of client numbers over the four year period. Home support has shown the greatest 
and most consistent growth, 29.7% over four years. Carer relief client numbers 
have grown 10.5% over the same period, but not as consistently from year to year.  
Residential care client numbers grew by 4.9% over four years. However, in the 
final year, client numbers fell from 1 356 to 1 338.  

7.4 Home based support services 

Home Based Services by Disability Severity 

Users of care relief services showed greater disability severity levels when 
compared to users of home support services (p <0.01).  This is shown in the 
graphs below.  It implies many unpaid carers were bearing high burdens of effort 
and responsibility, and may indicate higher thresholds of disability severity before 
residential care is considered. 
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Carer Relief Home Based Care Provided by 

Disability Severity
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Home Support Home Based Care Provided by 

Disability Severity
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Home based services by age band and type of care 

Age band Carer relief Home support Total

65-74 216 (29.6%) 514 (70.4%) 730 (100%)

75-84 514 (29.2%) 1246 (70.8%) 1760 (100%)

85+ 276 (24.8%) 837 (75.2%) 1113 (100%)

Total 1006 (27.9%) 2597 (72.1%) 3603 (100%)
 

 

Of home based services provided, home support was roughly 70% to 75%, and 
carer relief 25% to 30%. 
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Carer Relief Services Provided by Care Type and 

Age Group
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Carer Relief 

One third of carer relief services delivered to the 65 to 84 age group was 
household management.  Respite care and personal care are the next most used 
services. 
 
This changes in the 85 and older age group (p < 0.05).  Personal care (27.9%), and 
respite care (25.4%) overtakes household management (21.4%). This probably 
indicates increasing frailty of the disabled person, and/or the carer’s declining 
capacity to provide care.  
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Home Support 

Home support provided was mostly home management (66%-76%) with personal 
cares increasing from 20/21% to 30.9% in the 85+ age group.  Although personal 
care services increase in proportion, they never become the dominant home 
support subtype. This might indicate the client going into residential care if 
personal care needs become too high.  

Home based services by ethnicity and geography 
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“Other” ethnicity (which includes New Zealand/European) predominates.  
Maori, the next most numerous ethnic group, makes up between 1.9% and 4.0% 
of home based services provided – an average of 3.3%. The proportion of Maori in 
the MidCentral district’s 65+ age group is 3.8%.  
 
This either indicates a lower proportion of Maori disabled using home based 
services, or a similar proportion of clients but each person using fewer services, on 
average. 
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Home based care by age band and geographical 
location 

Home Based Services Provided by Geographical Area 

and Age Group
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Just under 60% of home based services were provided in the Manawatu, just 
under 30% in Horowhenua, and approximately 11% in the Tararua. The age 
distribution of home based care provided was very similar across MidCentral’s 
sub-regions, with approximately half in the 75 to 84 age band.  

People receiving either carer relief or home support by 
ethnicity 

Percentage of Carer Relief or Home Support 

Provided by Ethnicity
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Proportion of Carer Relief versus Home Support 

There was a difference in home based care use between Maori and Other 
ethnicities (p < 0.05). For Maori, the split between Carer Relief and Home Support 
was close to 50%. However, 71.3% of Other ethnicity receive Home Support and 
28.7% carer relief. 
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Analysis by Types of Carer Relief 

Maori had higher percentage use of home management (35.7% versus 28.3% for 
Other ethnicities), and lesser for respite care (16.1% versus 22.9% for Other 
ethnicities).  However, these differences did not reach statistical significance. 
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Analysis by Types of Home Support 

For Maori and non Maori, most home support was for “household management” 
(73.0% for Maori and 73.4% for Other ethnicities), with “personal cares” the next 
most numerous category (23.8% and 24.0%). Distribution of services received was 
quite similar for both Maori and non Maori. 

Carer relief and home support services provided by 
geographical area 

G eograph ical area Carer relief Hom e support

Horowhenua 345 708

Manawatu 557 1577

Tararua 103 312

O ther 1 0

Total 1006 2597  
 

Home Based Care Provided by Geographical Area
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Carer Relief or Home Support by Geography 

Approximately two thirds of services were for Home Support. Horowhenua had 
slightly higher percentage of carer relief (32.8%), with Tararua slightly lower 
(24.8%).  The proportion of carer relief in the Manawatu was 26.1%. These 
differences reach statistical significance (p< 0.05). 
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Percentage of Carer Relief by Geographical Area 

and Care Type
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Types of Carer Relief by Geography 

Manawatu and Tararua had slightly higher percentages of personal cares. 
Manawatu had slightly lower percentage of respite care. Tararua had a slightly 
lower percentage of household management provided (20.4%).  These differences 
do not reach statistical significance. 
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Types of Home Support by Geography 

Household management was the most popular subcategory with personal cares 
next.  A higher proportion of household management services were provided in 
the Horowhenua (80.6%) and lower in Tararua (66.7%).  Tararua had a higher 
proportion of personal care services delivered (31.4%) with Horowhenua lowest 
(18.2%).  These differences were statistically significant (p <0.01).  

 



 

56 

Home based services by disability severity and age 
bands 
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Most people receiving home based services are in the moderate or medium 
categories, no matter which age band.  Most people who change to high disability 
severity category probably shift to residential care.  

7.5 Residential care services 

 

 

 

 

 

Residential care type by geographical area 

 
 
 
 
 
 
 
 
 
 
 
 

People Living in Residential Care by Residential Care 

Type and Geographical Area
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Residential care type Horowhenua Manawatu Tararua Overall

Continuing care 95 206 32 333

Intellectual level B 1 1

Intellectual level C 2 2

Physical SNL4 1 1

Psychogeriatric 9 9

Rest home stage 2 229 450 69 748

Rest home stage 3 40 54 15 109

Total 367 720 116 1203

Numbers of Subsidised Residential Care Residents by Geography and 

Residential Care Type
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• Approximately 60% of residential care residents lived in stage 2 rest homes 
across all the sub-regions (from 59.% in Tararua to 62.5% in Manawatu).  

• Approximately 25% of residential care residents lived in continuing care 
(hospital level care) across the sub-regions (25.9% in Horowhenua to 28.6% 
in Manawatu).  

• Percentage spread of people in residential care across the sub-regions was 
similar to the spread of people in the 65+ age group across the sub-regions.  
The percentages of subsidised residential care residents by sub-region was 
Manawatu 59.8%%, Horowhenua 30.5%, and Tararua 9.6%. The population 
spread of all people aged 65 and over at the 2001 Census was Manawatu 
54.9%, Horowhenua 33.9%, and Tararua 11.2%. 

Residential care type by ethnicity 

Ethnicity Number Percentage

Maori 26 2.2%

Pacific People 1 0.1%

Asian 1 0.1%

Other 1175 97.7%

Total 1203 100.0%

Proportion in Residential Care

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• When considering figures for older Maori people in residential care, it 
should be kept in mind that the numbers are small, 26 in total, and small 
fluctuations can cause large changes in percentages.   

• Maori had slightly lower than expected numbers of people in residential 
care overall. There were 26 older Maori people in the district in residential 
care, or 2.2% of the people aged 65 years plus in residential care. At the 
2001 Census, 3.8% of the MidCentral’s population aged 65 plus were 
Maori.  
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• There were some differences in Maori use of residential care compared to 
“other” ethnicity (which includes New Zealand/European). These 
differences reached statistical significance (p < 0.05). They were: 

o Maori had higher percentage in continuing care (hospital-level care) 
than (42.3% versus 27.4%).  

o Maori had lower percentage in stage 2 rest homes, 38.4% versus 62.7% 
for Other ethnicities. Possible reasons are older disabled Maori 
preferring to live among whanau, or a lack of suitable facilities.  

Residential care by ethnicity and disability severity 

People Living in Residential Care by Ethnicity and 
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• Most residential care residents were in the high or moderate disability 
severity categories whatever the ethnicity.   

• The numbers of ethnic groups outside “Other” were small, so minor 
changes in numbers can cause large alterations in percentages.  

Residential care type by age band 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Residential Care Type by Age Band

Age Band

Continuing 

care (hospital-

level care)

Intellectual 

level B

Intellectual 

level C

Physical 
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Psycho 

geriatric 
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level care)

Rest home 

stage 2

Rest home 

stage 3 Total

65-74 41 1 2 4 67 7 122

75-84 131 1 2 274 49 457

85+ 161 3 407 53 624

Total 333 1 2 1 9 748 109 1203

Residential Care Type
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• The likelihood of needing residential care increases with increasing age. 
The number of people in residential care was greatest for the 85+ age 
group, 25.7% of all MidCentral people aged 85 or older (624/2430) 
compared with 3% (579/19350) in the 65-84 age groups.  

• The likelihood of requiring continuing care (hospital-level care) also 
increases with advancing age.  Approximately 6.6% (161/2430) of all 
MidCentral people aged 85 or older lived in continuing care, compared to 
0.9% (172/19350) of people aged 65 to 84.  

• Most people in the 85+ age groups were in stage 2 rest homes (65.4%). This 
is similar to the younger over 65 age groups. The next most used 
residential care is continuing care (hospital level care), with stage 3 rest 
home care trailing.  

People living in all types of residential care by age 
band and geographical area 
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• Again, the graph shows the likelihood of living in residential care increases 
as age increases.  Roughly half of residential care residents were in the 85+ 
age group.  

• The age band pattern was similar across all sub-regions, with some 
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variations. Tararua had slightly higher percentage in the 85+ age group in 
residential care (Tararua, 61.2%, Horowhenua, 51.8%, Manawatu 50.4%).  
However, these differences did not reach statistical significance (p = 0.19). 

People living in all types of residential care by age 
band and disability severity 

People Living in Residential Care by Disability 
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• Most people across all age bands are in the high or moderate disability 
categories. This is to be expected, because people of lesser disability would 
receive home based services, rather than live in residential care.  

People living in all types of residential care by 
geographical area and ethnicity 

People Living in Rest Homes by Ethnicity and Geographical Area

Ethnicity Horowhenua Manawatu Tararua Total

Maori 11 13 2 26

Pacific People 0 1 0 1

Asian 0 1 0 1

Other 356 705 114 1175  

People  Liv ing in Residential Care by Ethnicity 

and Geographical Area
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• Most residential care clients across all sub-regions are of “Other” ethnicity 
(which includes New Zealand/European).  
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People living in all types of residential care by 
geographical area and disability severity 

People Living in Residential Care by Geographical 
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• Overall, most residential care residents across all sub-regions were in the 
high and moderate disability severity categories. 

• There were some differences in distribution, which reached statistical 
significance (p < 0.05):  

o Horowhenua had slightly lower percentages in the high disability 
category (Horowhenua 34.3%; Manawatu 42.1%; Tararua 45.7%) 

o Horowhenua had slightly higher percentage in the medium disability 
severity category,  and Manawatu  lower percentage. (Horowhenua 
7.1% or 26 residents; Tararua 4.3% or 5 residents; Manawatu 1.3% or 9 
residents). 

7.6 People with dementia known to Supportlinks 

There were 778 people with dementia aged 65 and over in the MidCentral district 
known to Supportlinks as at April 2004. Of those, 556 lived in a residential facility 
and 222 lived in the community.  One hundred and twenty eight people living in 
the community had a fulltime carer.  The 778 people with dementia are described 
by their main ethnic group in the table below. 
 

MidCentral People Aged 65 and Over with Dementia Known to Supportlinks 
Ethnic Group Number of People 
Other Asian 1 
Chinese 1 
Other European 55 
New Zealand European 593 
New Zealand Maori 26 
Not stated 80 
Other 20 
Other Pacific People 1 
Samoan 1 

Total 778 
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8. ACC ACCIDENT AND INJURY 

 RELATED DATA 2000 TO 2003 

8.1 Summary 

According to Statistics New Zealand Disability Counts 2001 survey, approximately 
25% of disabled older people felt an accident or injury was a contributing cause for 
their disability. Therefore, preventing accidents and injury can help prevent a 
significant proportion of disability or reduce its severity.  Examining past accident 
and injury data can indicate where to focus injury prevention efforts.  
 
ACC provided data on accident and injury claims for people aged 65 and over for 
this report. The data covers the MidCentral district and New Zealand for 2000/01, 
2001/02, and 2002/03.  
  
The main points from examination of this data showed:  

• The MidCentral and New Zealand patterns of injury for people aged 65 
years and over were very similar 

• Nationally, the total number and cost of new claims appears to be 
increasing. MidCentral number of new claims fluctuates, however costs 
rose over the three year period 

• Most accidents and injuries for people aged 65 and over occurred in the 
home. However, “industrial place” was a prominent accident scene among 
the 65 to 79 year old age bands. “Commercial and service location” was 
also important 

• The types of diagnoses, injury sites, and agencies of injury suggest falls 
was probably a major cause of injury  

• The major diagnoses were: fractures/dislocations; soft tissue injuries; and 
“infected/non infected laceration, puncture wound, or sting”  

• The major injury sites were: hip/upper leg/thigh, and limbs especially leg 

• The major known agencies of injury were:  ground/path, floor, and 
steps/stairs 

• The diagnoses “fractures/dislocations” and site “hip/upper leg/thigh” were 
especially prominent in the older age bands, from 75 years onwards 

• Injury related hearing loss, especially from environmental noise, was a 
major source of claims and cost of claims for the 65 and over age groups 

• The injury characteristics of continuing injury claims (claims lasting longer 
than a year) were the same as those for new claims.   

 
MidCentral Health’s Public Health Unit published a report, A Snapshot of 
Unintentional and Intentional Injury in the MidCentral Health District Health Board 
Region, in 2002 which looked at patterns of injury within the MidCentral district.   
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Among its conclusions for the older age groups: 

• Falls is a major cause of injury, especially for people aged 55 and over 

• There were some areas where injury causing falls among older people were 
prominent. These areas were Palmerston North Central, Feilding Central, 
Levin North, and Levin East. 

8.2 Introduction 

According to Statistics New Zealand’s Disability Counts 2001,2  injury was a 
contributing cause of disability for around a quarter of older disabled people.  
 

Older people, especially over 85, or those with preexisting illnesses, have less 
physical reserve than younger people, so injury is more likely to need more care 
or cause permanent disability.  
 

Prevention of injury can reduce the risk or severity of disability among older 
people. By analysing the causes of injury, it may be possible to see where to focus 
injury prevention efforts. 
 

ACC has provided data describing the characteristics of new injury for people 
aged 65 and over. This data is for both the MidCentral district and New Zealand 
over a three year period from 2000 to 2003.  The data has been analysed looking 
for the most common features of injury cause. Tables showing this data are too 
large to be included here so are included in Appendix One.  

8.3 MidCentral and New Zealand injury and 

 accident characteristics 

Total New ACC Claims for People Aged 65 Years and 
Over 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Age band Numbers Cost Numbers Cost Numbers Cost

65-69 2,558 $7,981,590 2,827 $9,338,127 3,038 $11,913,933

70-74 2,431 $6,214,054 2,696 $8,461,654 2,745 $10,353,760

75-79 2,327 $4,493,864 2,718 $8,198,186 2,721 $9,858,179

80-84 1,922 $2,945,359 2,568 $8,789,084 2,665 $10,075,073

85+ 1,709 $2,221,077 2,640 $10,674,029 2,932 $13,812,460

Total 10,947 $23,855,944 13,449 $45,461,080 14,101 $56,013,405

New ACC Injury Claims for New Zealand Aged 65 and Over by Age Band, 2000 to 2003

Year

2000/2001 2001/2002 2002/2003

Age band Numbers Cost Numbers Cost Numbers Cost

65-69 100 $302,257 107 $318,119 124 $552,068

70-74 107 $218,639 105 $395,569 96 $374,329

75-79 83 $130,656 114 $387,033 86 $309,947

80-84 95 $146,858 131 $472,316 101 $451,446

85+ 79 $135,408 103 $467,252 101 $553,023

Total 464 $933,818 560 $2,040,289 508 $2,240,813

2000/2001 2001/2002 2002/2003

New ACC Injury Claims for MidCentral Region Aged 65 and Over by Age Band, 2000 to 2003

Year
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• For New Zealand, the number of claims and cost of claims for the 65 years 
and older age groups appeared to be slowly increasing year by year.   

• The numbers of people in the MidCentral sample are moderately small, so 
there is greater chance of yearly fluctuation.  

• The total number of MidCentral claims fluctuated over the three year 
period, but increased from 2000 to 2003.  It is not clear whether this was a 
trend. 

• Number and cost of claims across the age bands fluctuated. For 2000/2001, 
and 2002/2003 year the number and cost for treatment of younger age sub-
group exceeded the older ones. For 2001/2002 year, the number of claims in 
older age subgroups matched or exceeded younger, as did the cost.  

New ACC Claims by Ethnicity 

2002/2003

Ethnicity Numbers Cost Numbers Cost Numbers Cost

Maori <= 9 $21,625 6 $14,114 17 - 23 $98,920

Pacific People <= 9 $4,189 0 $662 <= 12 $15,232

Pakeha/ European 406 $808,588 497 $1,852,078 421 $1,821,831

Other 22 $38,800 <= 16 $48,078 <= 16 $28,048

Unknown 31 $60,617 45 $125,358 50 $276,781

Total 464 $933,819 560 $2,040,290 508 $2,240,812

2000/2001 2001/2002

Year

New ACC Injury Claims, MidCentral Region Aged 65 and Over by Ethnicity, 2000 to 2003

 
 

Ethnicity Numbers Cost Numbers Cost Numbers Cost

Maori 200 $831,331 220 $640,281 305 $1,362,573

Pacific People 46 $134,304 91 $272,089 120 $496,095

Pakeha/ European 9,452 $20,004,573 11,415 $38,559,979 11,939 $46,808,046

Other 279 $620,753 347 $1,117,991 374 $1,346,176

Unknown 970 $2,264,982 1,376 $4,870,741 1,363 $6,000,515

Total 10,947 $23,855,943 13,449 $45,461,081 14,101 $56,013,405

2001/2002 2002/2003

New ACC Injury Claims, New Zealand Aged 65 and Over by Ethnicity, 2000 to 2003

Year

2000/2001

 
 

• Percentage of Maori claims (1.8%-2.2%) and cost of claims (2.4%-3.5%) 
nationally is lower than the percentage of Maori among the 65 years and 
older population (4%). 

• For the MidCentral district, the number and costs of claims from Maori 
older people fluctuates widely from year to year.  

• For 2000/2001 and 2001/2002, the MidCentral Maori proportion of claims 
and cost of claims has been less than the proportion of Maori people in the 
older population.  However, the proportion for 2002/2003 year was similar 
to Maori among older people. It is not known whether this is a fluctuation 
or a trend.  
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New ACC Claims Major Injury Sites 

• The MidCentral and New Zealand injury sites patterns for older people 
were alike.  

• In the younger age groups, from 65 to 74, the most common cause of 
claims was ear injuries.  Ear injuries were also the ranked top for cost of 
claims.  

• From the 75 to 85+ age groups, the most common cause and most costly 
were injuries to the hip/upper leg/thigh.  

• Other conditions figuring prominently were mostly musculoskeletal 
problems involving the leg, arm, shoulder, back/spine, knee, and chest. 

New ACC Claims by Major Diagnosis 

• The MidCentral district pattern is similar to the national one.  

• The top two diagnoses in the younger (65 to 69 years) age group were: soft 
tissue injury (contusion, internal organ, strain), and fracture/dislocation. 
Deafness figured prominently,  as did “infected/non infected laceration, 
puncture wound or sting”.  

• Deafness was commonly within the top five across all 65 and older age 
bands, by both cost and numbers. However, it became less conspicuous in 
the older age bands.  

• From the 70 to 79 age groups, fracture/dislocation gradually became the 
most common major diagnosis. Soft tissue injury and “infected/non-
infected laceration, puncture wound or sting” remained prominent 
diagnoses.  

• From 80 to 85+ age groups, fracture/dislocation was consistently the most 
common major diagnoses.  

New ACC Claims by Agencies of Accident 

• The MidCentral and New Zealand most frequent agencies of accident for 
older people were similar.  

• There was a similar pattern for the top two causes of agency of accident 
across all older age groups. “Unknown” and ground/path were the two 
most common agencies of accident, both by claim number and cost.  

• Environmental noise, “other external agency”, and floor were also 
commonly in the top five agencies of accident.  Floor was an especially 
frequent agency for claims in the 85 years and older age group.  

• Environmental noise ranked higher in the top five agencies by cost 
compared to the number of claims, suggesting higher per patient costs for 
treating noise related conditions.  
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New ACC claims by Scenes of Accident 

• The MidCentral and New Zealand most frequent scenes of accident for 
older people were similar. 

• Home was by far the most prominent scene and source of accident cost 
across all older age bands.  

• Industrial place is also a common scene among the 65 to 74 age bands, 
becoming less common in the older age sub-groups.  

• Road or street is often among the top five for both number of claims and 
cost, with commercial or service location and “unknown” frequently among 
the top five scenes.  

New ACC Claims by Entitlement/Claims Expense 
Category 

• These are the total costs of ACC by different types of entitlement or cost 
category.  

• Amounts per category can fluctuate markedly from year to year. However, 
the most costly category across all older age bands is “support for 
independence for non serious injury”. In 2002/2003 year, this totalled 
$1,476,493 or 65.9% of total ACC costs for the 65 to 85+ age groups.  

• Other significant categories were:  “medical treatment (medical fees)” (7.8% 
of 2002/2003 costs  or $173,765); “hospital treatment” (6.6% or $148,723); 
and “transport to treatment” (5.0% or $111,844).  

• “Weekly compensation” is a conspicuous category in the 65 to 69 age band, 
but not for any other older age group. This is probably because of people 
in this age band still in paid employment. The amount paid for this 
category in 2002/2003 to those aged 65 to 69 was $94,089, or 17% of all ACC 
payments for this age band ($552,069).  

MidCentral Ongoing ACC Claims 

• Ongoing claims are claims that continue to generate payment beyond 
payment for the initial year.  

• The yearly total payments were approximately consistent in the three year 
period 2000 to 2003, from $619,466 to $656,857. In the 2002/2003 year, the 
proportion of costs of ongoing claims compared to ongoing plus new 
claims was 22.7%.  

• Costs for each item can fluctuate year by year. This can occur even if the 
number of claims was similar or smaller. This probably reflects the cost of 
more complex pieces of care.  

• The causes of injury patterns described for new claims also apply to 
ongoing claims.  Some of these patterns were: 

o Major injury site 
Hip/upper leg/thigh problems figured prominently both in numbers and 
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cost, especially in the older age groups. Ear injuries had large numbers 
and costs in younger age groups, and decline for older groups  

o Major diagnosis 
The two most common diagnoses across all older age bands (65 to 85+) 
were: fracture/dislocation and soft tissue injury (including contusion, 
internal organ injury, strain). Deafness was a common and costly 
diagnosis in the younger age groups (from 65 to 79), but declined in 
importance in the older groups   

o Agency of accident 
Ground/path is a common agency of accident across all older age bands.  
Unknown causes were also prominent through all age bands. 
Environmental noise was common from the ages of 65 to 79, and then 
declined in importance for older age groups 

o Scene of accident 
Home was the most prominent scene of accident throughout the older 
age groups. Road and street was also common through all groups. 
Industrial place was also a noteworthy scene of accident in the 65 to 79 
age groups  

o Entitlement claims by claim expense category 
The amount paid for each entitlement could fluctuate widely year by 
year, making patterns difficult to see.  The most costly entitlement was 
“support for independence for non serious injury”.  

8.4 MidCentral Health Public Health Unit’s 

accident injuries report 

MidCentral Health’s Public Health Unit published a report in 2002 which looked at 
patterns of injury within the MidCentral district. The report was called A Snapshot 
of ‘Unintentional’ and ‘Intentional’ Injury in the MidCentral Health District Health Board 
Region.15 It found falls was one of the most common causes of injury among the 
district’s older people. It also revealed some areas within the district where 
injuries were more frequent than others.  
 
The Public Health Unit examined injury hospitalisation data supplied by the Otago 
University’s Injury Prevention Research Unit.  The data covered the period 1995 to 
1999.  They found falls was the top injury cause for the MidCentral district. 
Although this included all age groups, people 55 years and over accounted for 
58.95% of all fall injuries. The most common locations for falls in this age group 
were: unspecified place (31.62%), home (30.36%), place of recreation (15.69%), and 
residential institution (11.07%).  
 
The study also found nine areas in the MidCentral district that had higher 
incidence of injury than expected. These areas were: Palmerston North Central, 
Linton Military Camp, Feilding Central, Sanson, Levin North, Levin East, 
Pahiatua, Woodville, and Dannevirke West. The areas where injury to older 
people because of falls was especially prominent were: Palmerston North Central, 
Feilding Central, Levin North, and Levin East.  
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The report recommended elderly falls in the home, both Maori and non Maori, 
was a potential injury prevention project area. This was among other potential 
injury prevention areas across the other age groups. 
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9. TRANSPORT SCHEMES FOR THE 

 DISABLED IN MIDCENTRAL 

 DISTRICT 

9.1 Summary 

General and disability health stakeholders have mentioned the shortage of 
affordable and accessible transport as a major concern in this district, especially for 
rural communities. Inability to travel can leave disabled older people housebound 
and socially isolated. They also have difficulties attending health appointments.  
 
These transport difficulties have persisted, even though many organisations and 
community groups have contributed different solutions. Horizons Regional 
Council offers subsidies to transport providers and also administers Total Mobility, 
a voucher system that allows half priced taxi travel within town boundaries. 

9.2 Transport issues for disabled older people 

Some of the transport issues raised have been: 

• Lack of available and accessible transport 

• Transport needs to be affordable  

• Disabled older people can become housebound and socially isolated 
without accessible transport 

• Rural disabled people can also become socially isolated if they are without 
transport. This can even happen to people living close to Palmerston North 

• Disabled older people without transport find it difficult travelling to 
appointments with health carers. This applies to both hospital based and 
community based health carers  

• The availability of disabled parking in public and private car parking areas 
is patchy 

• Arranging transport for early morning clinic appointments can be very 
difficult.  

 
Any efforts to improve transport services and accessibility for disabled people 
have been appreciated and praised by disability advocates, for example: 

• Total Mobility taxi voucher scheme, which is described below 

• New Palmerston North buses with wheelchair ramps.  
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9.3 Transport provided by community, support, 

and volunteer groups 

There are many community, support, and volunteer groups offering transport 
services to older or disabled people. Often, these arrangements are informal and 
ad hoc, for example, using volunteer drivers and their vehicles when needed. 
Some groups’ vehicles have regular, scheduled trips to Palmerston North 
Hospital, for example, the Levin Cancer Support Group, and the Levin Returned 
& Services Association (RSA). Most of these scheduled and unscheduled services 
depend on the goodwill, and sometimes the availability, of volunteer drivers. In 
general, these transport services are too small scale or piecemeal to solve all the 
transport problems disabled older people experience.  

9.4 Transport services subsidised by Horizons 

Regional Council  

Horizons Regional Council offers subsidies for a number of transport services 
disabled people can use.  The main services described by Horizons are: 

• Total Mobility 
This scheme provides vouchers to disabled people that allows them to 
travel in taxis at half price. It is a national scheme that is managed and 60% 
funded by regional councils, with Transfund New Zealand funding the 
remaining 40%. Regionally, Total Mobility operates within the town 
boundaries of Palmerston North, Wanganui, Levin, Feilding, Marton, and 
Taumaranui. However, the scheme cannot be used to travel between 
towns. The user would pay the full taxi rate outside town boundaries, and 
switch to the subsidised rate on entering town. Horizons understands taxi 
fare meters are capable of doing this 

• Palmerston North Concessionary bus fares 
These bus fares are subsidised by 70 cents per trip. Half of the subsidy 
comes from local government and half from central government.  From July 
2003 to March 2004, 39 003 concessionary trips were made at a cost of 
$27302.10 

• Subsidised Levin bus service 
All bus fares on the Levin bus cost users $1, with $1.30 per trip subsidised 
by local and central government  

• Subsidised bus service from Foxton Beach to Foxton  
This is a weekly bus service intended to provide transport for older 
residents of Foxton Beach for shopping and medical visits. Users make a 
donation to the service, and Horizons Regional Council pay a $2 per 
passenger subsidy. The maximum yearly subsidy is $2 000. From June 2003 
to January 2004, 440 passengers used the service at a cost of $880 

• Freedom Mobility 
Horizons Regional Council subsidise a disabled transport service.  This 
services operates on demand, with users booking ahead of time. The 
vehicles are wheelchair accessible. A $2 subsidy is paid per passenger, with 
the maximum yearly subsidy of $13 500. From August 2003 to March 2004, 
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4 555 passengers used the service at a cost of $9110  

• Feilding St John Ambulance Disabled Transport Service 
This is a wheelchair accessible, pre booked transport service. It is 
subsidised at $1 per passenger to a maximum yearly subsidy of $2 800.  
From August 2003 to March 2004, 1 574 people have used the service at a 
cost of $1 574 

• Hunterville to Marton Bus 
This bus runs fortnightly and is mostly used by older people for shopping 
and medical visits. The service is subsidised at $6 per passenger to a 
maximum yearly subsidy of $2 000. For the final six months of 2003, 171 
people used the service at a cost of $1 026.  

9.5 Total mobility usage July 2003 to January 

 2004 

Total Mobility Usage July 2003 to January 2004 
Town Budget 2003/04 Expenditure July 

2003 – Jan 04 

Passenger Numbers 

Palmerston North $240 000 $146 603 47 593 

Feilding $42 000 $21 334 11 442 
Levin $85 000 $42 678 19 945 
Marton $10 000 $5 088 5 293 

Dannevirke $2 000 $150 41 
 
Note: Dannevirke’s taxi service closed two months into the financial year. 
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10. DISABLED OLDER PEOPLE 

 INFORMATION AND DATA 

 SCARCITY 

10.1 Summary 

This report was hampered by lack of data and information on disabled older 
people in the MidCentral district.  
 
Data and information not found include:  

• Counts of disabled older people in our district and their characteristics 

• Data and information describing the health and wellbeing of disabled older 
people  

• Counts of people who suffer from specific disabling illnesses  

• Data and information on unpaid carers, for example, their numbers in our 
district and their experiences 

• The number of disabled older people living alone 

• Data and information on rural disabled older people 

• National home based care data to the equivalent detail of the Supportlinks 
data supplied for this report 

• There is no single, easily accessible information source for disabled clients’ 
benefits, subsidies, and services available in this district.  

10.2 Introduction 

This study was affected by the lack of information and data on disability among 
older people. Some of the areas of information scarcity are described below.  

10.3 Areas of data and information scarcity 

• There is lack of data based on counts of disabled older people in our 
district.  
Disability counts data for MidCentral was extrapolated from national data 
and not based on direct survey of disabled people in our district. Data 
calculated in this way might miss any local variations from the national 
pattern.  

• There is lack of data on the health and wellbeing of disabled older people. 
Most health and wellbeing data available is for older people in general with 
little specifically addressing older disabled people. In many situations, it 
would be  misleading to apply information sourced from the general 
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population to the disabled population. Some examples are: 

o Morbidity rates 

o Mortality rates 

o Lifestyle parameters, like participation in social activities, education, and 
voluntary work.  

• Some disability data is not divided into different age groups. 
Some Ministry of Health disability support data is not divided into younger 
or older age groups, so could not be used for this report.  

• There is lack of data on specific disabling illnesses. 
There are no counts of people who suffer from specific disabling illnesses 
in our district.  Some illnesses have special characteristics or needs. Most 
disability data encountered so far have described disability not by their 
causative illnesses, but by the effect they have on a person’s functioning. 
The numbers of people in the MidCentral district with disabling illnesses 
have had to be extrapolated from prevalence or incidence studies 
conducted elsewhere. Some examples are: 

o Dementia 

o Stroke 

o Parkinson’s Disease 

o Arthritis, and severity of arthritis  

o Hearing impairment.  

• There is lack of data and information on unpaid carers. 
There is a lack of data and information on the number of unpaid carers in 
our community, and any difficulties they might be facing. There is a count 
of fulltime carers for clients known to Supportlinks, but not for people 
unknown to them. 

• The number of disabled older people who live on their own is unknown.  
There is no data on the number of disabled older people living alone in our 
district, particularly if they are not users of support services.  

• There is lack of data and information on rural disabled older people. 
There is a lack of information on rural disabled people and their needs. 
Most services seem to be concentrated around major towns or cities.  

• Unable to source detailed national home-based care data. 
There were problems obtaining detailed national home based service data 
to the detail obtained from Supportlinks. Only published general overviews 
were obtained.  

• There is no easily accessible, single information source for disabled client 
benefits, subsidies, and services. 
A quickly accessible resource showing client/consumer benefits and 
subsidies, and how to access services in our district does not exist. The 
Weka web site (www.weka.net.nz) comes close to meeting this need.   
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11. VIEWPOINTS SUMMARY 

This chapter collects the viewpoints expressed at recent focus groups, surveys, 
and key informant interviews held in the MidCentral district. It includes opinions 
expressed by health carers and stakeholders working in the disability and general 
health sectors.  

11.1 Problems and issues 

Health Sector 

• Access to health care and services 

o Across the full range: hospital, medical, specialist, primary, community.  

o Ability to access care when it is needed, and without lengthy waiting.  
This also applies to community support services.   

o Access to information about services.  

o Accessing equipment, for example disability equipment like walkers and 
wheelchairs. Sometimes long waiting times for occupational therapy 
assessment. Some support organisations, like Parkinsons New Zealand 
and Arthritis NZ, can lend equipment to fill the gap. Sometimes there is 
time waiting for equipment to be delivered.  

o Having available residential and respite care beds.  

• Recruitment and retention of skilled staff. 

o Rural general practitioners. 

o Volunteer organisations having problems recruiting new volunteers. 

o Insufficient hospital medical specialists, leading to long outpatient clinic 
waiting times. Examples given were rheumatology and cardiology. 

o Insufficient audiologists.  

o Insufficient hearing therapists.  

o Paid caregivers in general.  

o Caregivers who are able to provide complex or intense care. (Other paid 
caregiver issues are mentioned later in this section.) 

• Suitability of hospital services to rural patients and their families.  Fifty 
percent of people in this district live outside of Palmerston North.  

o Poor planning/consideration of constraints of rural living. Some 
examples: 

� Outpatient appointments at times when it is difficult for patient to 
arrange transport, for example, early in the morning.  

� Inadequate discharge planning.  

� Patient/family comfort and hospitality at Palmerston North Hospital.  



 

75 

� Having clinics in peripheral areas is helpful.  

� Lack of palliative care services outside of Palmerston North.  

• Premature discharge from hospital. 

o Discharge late on Friday to a house without food and no support 
services available.  

o Discharge to rest home. Patients lose their ability to live independently 
in this environment and end up staying in the rest home permanently.  

• Services not necessarily consumer oriented. 

o Includes issues of cultural appropriateness.  

• Lapses in communication 

o Between health providers and health consumers.  

o Between health providers.  

• Lack of coordination and liaison between health services.  

o An example is general practitioners are poor at referring patients to 
community support services.  

• Cost 

o Barrier to people accessing health care. Some examples: 

� General practitioner 

� Prescription/pharmaceutical costs, for example, many Cox-2 (designed 
to reduce risk of stomach ulcers) painkillers are not subsidised 

� Emergency or after hours services 

� Transport, including ambulance services 

� Dentists 

� Opticians 

� Private audiologist (compounded by long publicly funding audiology 
waiting lists).  

• Services perceived not to be tailored or targeted towards those people with 
the greatest need, for example,  those with highest health need or greatest 
problem with access.   

• Safety and security 

o People live in a safe and secure environment.  

• People having their own independence. 

o Disabled people rapidly lose their independence.  

• Disabled people also lose their privacy (and dignity) because of their 
dependence on other people.  

• Social contact. 

o Elderly people can suffer from social isolation.  

o Isolation can be triggered by lack of transport, loss of ability to drive, 
disability (making movement outside the home difficult), lack of 
confidence, unwillingness to impose on other people for help.   
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o Social activities in rural areas are very limited.  

• Long waiting lists for hospital sourced or publicly funded services.  

o For operations. 

o For outpatient appointments:  occupation therapy, podiatry, and 
rheumatology were three services mentioned.  

o Audiology assessments, especially for older people.  

• Lack of information and awareness.  

o Public unaware of services available.  

o Many people do not know how to go about seeking information.  

o Many GPs not aware of community services available.   

• Having culturally appropriate health services.  

• Lack of funding for: 

o Services community organisations want to provide for disabled people, 
for example, sufficient exercise classes, physiotherapy sessions, hearing 
aids 

o Disability equipment servicing and upgrades. 

o Supportlinks, for example: 

� Paid caregivers 

� Cannot attract high quality caregivers if the pay is poor.  

o Payment of travel costs for paid caregivers who have to travel long 
distances to their clients. This would disadvantage clients living in rural 
or isolated areas.  

• Paid caregiver issues. 

o Many caregivers lack training. 

o Shortage of paid caregivers.  

• Shortage of continuing care (hospital level residential care) across the 
district except for the Horowhenua.  

• Shortage of high dependency psychogeriatric beds in the district.  

• The Horowhenua has some special characteristics of residential care use 
which increase disability needs for the area, for example: 

o There is a comparatively higher proportion of people discharged from 
institutions (like Kimberley Centre, Porirua Hospital, and Lake Alice 
Hospital) to Horowhenua’s residential care facilities.  

o The War Veterans Home in Levin is a national facility, taking residents 
from all over New Zealand, and not just the Horowhenua.  

• The scope of home support should be widened to include other support 
activities, for example:  help to attend social groups, help to attend the 
doctor, and assistance with gardening. 
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Welfare sector issues 

• Entitlement and subsidies. 

o Inconsistent subsidy and entitlement rules, depending on who is 
paying, for example, ACC and WINZ rules are different for the same 
client circumstances.  

o Range and mixture of entitlement and subsidies available is confusing.  

� A knowledgeable advocate or case manager is often helpful.  

o Repeat reassessments for continuance of benefit frustrating when 
condition is permanent.  

o People often intimidated applying for entitlements or subsidies, 
sometimes because they have been turned down in the past.  

� A case manager, or equivalent, to advise or advocate for them would 
be helpful.  

• Community groups cannot find enough volunteers.  

• Taxi voucher system. 

o Taxi voucher application procedure can be intimidating to people who 
are still disoriented by their sudden decline in health, for example, 
stroke. Application involves submitting an application form, with 
passport photograph, along with supporting verification of disability 
from health organisation, like Arthritis NZ or Stroke Foundation. 

o Taxi vouchers do not cover rural people if they want to travel from one 
town to another. It is only for transport within town boundaries. 

Environment 

• Footpaths. 

o Uneven or sloping pathways are difficult for wheelchairs to negotiate. 

o Many footpaths are still uneven.  

o Paths covered in moss are a hazard disabled people are at higher risk of 
slipping on.  Palmerston North City Council are very good at removing 
moss if told where affected footpaths are.  

• Houses, flats, and units that are poorly structured for disabled use, for 
example, poor wheelchair access. This includes some Palmerston North 
City Council flats. 

• Transport. 

o This is a problem commonly mentioned by a variety of people.  

o Needs to be available.  

o Needs to be affordable.  

o Destinations: to primary care appointments, to hospital clinic 
appointments. 



 

78 

o Older people can become housebound and socially isolated without 
transport. This commonly happens when they can no longer drive.  

o Rural disabled people can easily become socially isolated without 
transport.  

� Transport needs can be just as high for rural areas close to Palmerston 
North.  

o Some health professionals can travel out to see their clients, but others 
cannot (for example, because of immobile or bulky equipment).  

• Lack of disabled car parking. 

o Many commercial businesses do not have disabled parking.  

o Those public car parks that have disabled parking do not have enough.  

o Disabled parking at Palmerston North Hospital too far from hospital 
building.  

o Non disabled people commonly park in disabled parks.  

• Many public buildings are still difficult for disabled people to move around 
in, for example:  heavy doors, double doors (one closely behind the other), 
steps, and motel beds at uncomfortable heights.  

11.2 Things that are working well  

General 

• Transport services mentioned were: 

o Taxi voucher system 

o Mobility scheme 

o Palmerston North City Council wheelchair access buses 

o Existence of mobility scooters. 

• Lottery Grants Commission. 

o Source of grants for buying equipment or modifying cars. 

• ACC. 

o For supporting the injury disabled. 

• Palmerston North is on relatively flat terrain, making mobility easier for 
disabled people.  

Health Services 

• Some people expressed overall satisfaction with the range and performance 
of both hospital and community health services.  

• Services for the elderly at MidCentral Health. 

• District nurses, for taking time to teach carers care tasks and also general 
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education about health conditions. 

• Prompt provision of aids and home alterations in Horowhenua.  

• Hospital staff prompt and helpful.  

• Improved disability access and signage at Palmerston North Hospital.  

• Range of outpatient services at Horowhenua Hospital. 

• Different hearing services in the MidCentral district (hospital, publicly 
funded, private, and community) cooperate well together.  

• Access to both publicly funded and private ear, nose, and throat specialists 
is very good.  

• Some mainstream health services. 

o Domiciliary services or in home services, like home help, occupational 
therapists, district nursing service.  

o Horowhenua rehabilitation services, for example, Masonic Village Slow 
Stream Rehabilitation programme. 

o Some Horowhenua services mentioned: ambulance, general 
practitioners, and Horowhenua Hospital clinics.  

o Tararua: Heartlands initiative, cancer support group, ambulance service.  

o Supportlinks. 

o Ambulance service attentive and prompt in rural areas and in Levin. 

• Community support services praised include: 

o Age Concern’s visiting services and social groups 

o Samaritan’s as a source of comfort for lonely people  

o Health educators/field officers of various support groups, for the 
education they provide disabled people and their families 

o Other services that provide social or practical support at home, for 
example, transport, hot meals, entertainment, taking people on outings 

o Voluntary services.  

Local Authority 

• Palmerston North City Council liaising well with disabled community. 

• Efforts to make recreational parks and areas more accessible for disabled 
people. 

• Efforts to ease mobility for disabled people on Palmerston North streets, for 
example, the centre rest bay on Pioneer Highway to make it easier for 
pedestrians to cross the road. 



 

80 

Welfare services 

• Various social and recreational activities. 

• Access to computers was mentioned by two people in Palmerston North.  

• Recent increase in subsidy for hearing aids to $198 was praised.  

• WINZ  (Work and Income – a service of the Ministry of Social 
Development) will give an advance on benefit for hearing aid.  

Culturally appropriate services 

• Maori health, social support, and wellbeing providers. 

• Church groups. 

• Marae. 

• Ethnic Council. 

• Various women’s support groups and health services. 

• Some mainstream health services were mentioned, for example: registered 
nurses, cervical screening, community health workers, hearing test 
assessments, podiatry clinics.  

11.3 Disabled people with unmet needs who are 

 not known to health services 

Many people interviewed did not think this was a major problem. Others felt it is 
not known how big or small this issue is because it is not known how many 
people are in this situation.  
 

Some interviewees suggested the reason some disabled people are unknown to 
services is because they wish to keep to themselves. Another suggested support 
organisations, like Meals on Wheels and the Air Force Association, are very good 
at noticing unmet need among their clientele.  
 

Some suggestions of who might be unknown to services are: 

• Elderly people in general 

• People with heart conditions 

• Ethnic minorities (because of communication difficulties) 

• People with hearing problems.  
It was felt hearing loss is an under-recognised problem both in the 
community and in residential care. It can be insidious and lead to social 
isolation, even within a household. Subtle miscommunication and resulting 
damage to relationships is common.  
 
Sensory deprivation caused by deafness (or any other sensory disability) 
can lead to mental health problems among older people.  
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11.4 Issues involving carers 

• The caring role is very stressful because the burden is constant, without 
relief.  

• The partner/carer is probably elderly themselves. 

• Partner/carer may not be completely healthy themselves, for example: 

o They may have a physical illness or depression (greater likelihood of 
depression among carers compared to general population) 

o They may have a cognitive deficit that was compensated for by their 
partner, who is now disabled.  

• Some carers are reluctant to use respite care. Possible reasons are: 

o They feel the quality of care will not match the quality of care at home  

o They feel threatened the care in respite care will be more intensive than 
care at home, and the usual carer cannot match this upon return home.  

o Guilt. Some children had been asked to promise never to let their 
parents go into care. 

• The carer probably lacks skills. 

o Skills needed to care for a disabled person.  

o Any special household tasks their disabled partner used to perform 
before the disability, for example:  car maintenance, household finance, 
and household management. 

• The need for carers to have support was mentioned a number of times. 
Some suggestions for support include:  

o Financial support 

o Physical support 

o Emotional support 

o Access to training. 

• The caring role can create stress in the relationship between a disabled 
person and their carer (who may be a spouse or other family member).  

• Carer abusing the disabled person. 

o This is probably uncommon but does happen.  

o There is lack of knowledge about how outsiders can recognise abuse.  

o There is lack of knowledge about how to proceed once abuse is 
suspected.  

• There is need for a service that gives carers short, regular breaks, for 
example, one or two hours per day. Such a break allows the carer to run 
errands, and gives a psychological rest from the caring role.  
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• There needs to be a pool of carers who can provide domiciliary relief for 
unpaid carers. Currently, unpaid carers have to find their own, which can 
be difficult.  

• There should be planning to ensure there are sufficient residential beds for 
respite care, especially at continuing care (hospital level care) and stage 3 
residential care level. 

• Respite care is too short. It should be six weeks spread over the year 
instead of two weeks.  

• There is good access to home help.  

• Support for unpaid carers should be widened to  include carers who do not 
live with the disabled person, for example, the daughter or son who visits 
and provides care for their disabled parent every day after work. 

11.5 Suggestions 

• Workforce development. 

o Recruitment and retention of staff.  

o Develop specialist nurse role.  

o Encourage Maori and Pacific People workforce development.  

o Improve training for carers and paid caregivers.  

• Improve coordination between services. 

o Case coordination/management and treatment planning across 
providers.  

o Improved coordination and communication between health providers.  

o Intersectoral cooperation.  

o Establish a health provider council.  

• For older people, focus on rehabilitation and maintaining people in the 
community. 

o Emphasis on health promotion and preventing health problems.  

o Make community support services more accessible (to prevent more 
costly hospital care later).  

o Specialist care available in the community (to prevent later use of more 
expensive hospital services).  

o Community convalescent care available following hospital discharge 
rather than admission to rest home.  

• Strengthen voluntary sector. 

o Older people and the health sector rely heavily on these organisations.  
Some examples of these organisations: Stroke Foundation, Hearing 
Association,  

• Improve communication with consumers. 
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• Make information available to consumers in a variety of places, for 
example, general practitioner surgeries, Citizens Advice Bureau.  

• Hold consumer forums to allow consumers to express themselves.  

• Improve transport options, especially for people outside Palmerston North.  

o Support personal transport options, like volunteer networks.  

• Target resources at those areas or people facing highest needs.  

• Use e-mail to keep in contact with socially isolated.  

o One drawback is older people are often reluctant to learn computing.  
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12. CONCLUSIONS AND 

 RECOMMENDATIONS 

12.1 Summary 

The conclusions from this report are: 
 

1 Disabled older people have difficulties with transport in this district  

2 There may be a large proportion of older disabled people unknown to 
services 

3 The needs of unpaid carers in this district are not known  

4 There is a lack of specific data and information on disabled older people in 
our district  

5 There is potential for accident prevention to reduce disability or its severity 
among older people 

6 Loneliness, social isolation, and the need for social support is an under-
recognised need 

7 There is demand/supply mismatch for some health services 

8 There is an ongoing need to improve the general living environment for 
disabled people.  

 
Recommendations from this report are: 

1 Create an easily accessible health and disability information source for 
disabled people and their carers 

2 Place disability advice and information on the internet as printable web 
pages 

3 Create a network where unpaid carers’ needs can be expressed, and carers 
can provide moral support for one-another 

4 Review, and possibly increase, the importance of carers’ needs appraisal 
during the needs assessment process 

5 Ongoing consideration about how services can be better tailored to 
individual’s needs 

6 Establish how carers can receive care-giving skills training 

7 Consider establishing a regional disability register 

8 Commitment to prevent accidents and injury, especially falls 

9 Attempt to relieve loneliness and social isolation 

10 Investigate and address areas of health service demand/supply mismatch  

11 There is ongoing awareness and will to increase ease of access for disabled 
people to buildings and public areas.  
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Conclusion 1 – Disabled older people have 
difficulties with transport 

The shortage of accessible, affordable transport continues to be a problem for 
many disabled older people, especially in rural areas, despite various transport 
subsidies and efforts of many organisations and community groups.  The solutions 
are not obvious and probably require intersectoral collaboration.   

Conclusion 2 – There may be a large proportion of 
disabled older people unknown to support services 

There may be a large proportion of disabled older people and their carers 
unknown to support services.  The true number and any problems they might be 
experiencing are unknown. Estimates of the number of older people  suffering 
disability and various disability causing illnesses were greater than the number of 
people known to  support services. For example, the number of people with 
dementia known to Supportlinks was 778; whereas the estimated prevalence for 
MidCentral 65 years and older is approximately 1600.  The number of people with 
Parkinson’s disease of all ages in the MidCentral district is 110, compared to an 
estimated prevalence of around 180 among people 65 years and older.  There is 
probably a similar pattern for people suffering from arthritis and hearing loss, 
because of the gradual and progressive nature of both disorders.  The estimated 
number of people 65 years and older experiencing disability is around 11 000, 
while the number known to Supportlinks is less than 4 000.   
 
The reasons for this discrepancy in numbers could include:  

• The disability causing illnesses are still mild with no need for support 
services yet 

• People living with disability choose to preserve their privacy  

• People who do not want to be associated with single disability support or 
advocacy groups because of perception of “labelling” 

• People with disability trying to live as independently as possible 

• People feel hesitant, or perhaps intimidated, to ask for help 

• People are ineligible for publicly funded support services 

• Cannot afford the advocacy/support group membership subscription fee 

• People have difficulty travelling to the support meetings 

• People are not sure where to seek information or help  

• It is also possible the estimates are inaccurate, highlighting the need for 
more accurate data specific to the MidCentral district.   
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Conclusion 3 – The needs of unpaid carers in this 
district are not known 

The needs of carers in this district are not known and could reveal unmet need, or 
changes where services could fit carers’ needs more effectively.  The burden on 
carers in this district may be substantial. Supportlinks data for this report show 
that the severity of disability for clients receiving services was higher for carer 
relief than for home support.  The total number of carers in the MidCentral district 
is not known.  
 
A New Zealand telephone survey of carers in 1994 revealed:16 

• Most carers were either retired or unemployed  

• Most carers were older people themselves, between 65 and 74 years old  

• A high proportion (42%) provided care on their own 

• Most carers were related to the person they were caring for – either a 
spouse or offspring 

• Nearly 60% felt that if they did not provide care, the person they cared for 
would need residential care, implying a high level of care.  

 
Both the carer and person being cared for can experience stress. Additionally, the 
caring role is often unremitting and long term. Some carer pressures 
include:17,18,19,20,21 

• Physical and mental health problems, for example, back pain, depression 

• Tiredness and lack of sleep 

• Loss of employment and earning opportunities 

• Stress, often caused by challenging care tasks 

• Worries about the future, if a crisis situation arises, or what would happen 
if the carer fell ill  

• Financial concerns 

• Guilt and sense of obligation, for example, carers feel they are abandoning 
the person being cared for by accepting respite care or residential care 

• Loss of personal freedom and leisure time 

• Loss of social networks.  Social networks are lost as carers become 
absorbed in their role. Some overseas research has suggested carers with 
weak social networks have poorer wellbeing than those with good 
relationships. This influence may be strong enough to cancel out the long 
term benefits of carer relief measures, like respite care22  

• Accommodation and lifestyle changes 

• Problems finding information on health conditions 

• Problems finding information on support services and subsidies available 
locally  
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• Problems dealing with support agencies, for example, negotiating supply of 
services or payments, speed of service response, lapses in communication 
between carers and agencies, lack of coordination of different agencies, late 
referral by general practitioners 

• Possible frustration and anger directed towards the person being cared for 

• Lack of training for some caring tasks, for example, how to deal with 
problem behaviours 

• Having other family demands as well as being a carer.  
 
The broad needs of carers have been studied in both New Zealand and overseas. 
They include:15,23,1   

• Physical help 

o Included are things such as bathing/showering, household chores, 
financial management, and transport.  

• Emotional coping skills  

• Practical caring skills 

• Recognition of the caring role 

o Acknowledgement of the importance and pressures associated with 
caring is very important to carers. 

• Feeling included in decision making  

• There is someone that can be contacted when the need arises  

• Services are responsive to needs 

• Services are culturally appropriate 

• Respite care, or time away from the caring role. 

o Overseas studies have suggested flexible conditions of respite care 
would be appreciated by carers.19,24   One key informant stated there 
was a need for the carer to have frequent short breaks from being a 
carer, say, one or two hours per day. Another pointed out an overnight 
carer relief service offered by some rest homes in New Zealand. The 
client is admitted for an overnight stay and returns home the next 
morning.  

 
The New Zealand Guidelines Group suggested there is good evidence of the value 
of needs assessments of carers.25   They recommended concentrating on carers’ 
health, training, and support requirements.   
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Recommendations: 

1 Create a common, easily recognisable, and accessible source of information 
for disabled older people and their carers in the district – a “one stop 
shop”. This can either be an information centre or a disability advisor.  It 
might be possible to share this role with another part of the health sector, 
to save resources – or even create one centre for all health and disability 
information.  This resource could also be used to help health carers looking 
for the same information.  

2 Place disability advice and information on the internet as printable web 
pages. Health and disability stakeholders could then print this information 
off for clients as needed. This would solve the problem of information 
being unavailable because supplies of leaflets and pamphlets have run out. 
Clients and their families might want to find this information themselves, if 
they are familiar with computers and the internet.  

3 Find some way of networking with carers, and for carers to communicate 
with each other.  Carer information and communication using information 
technology has been trialled in Europe, acknowledging this need.26,27  
Networking serves two purposes: 

 - Receives feedback about the effectiveness of services 

 - Allows carers to provide moral support to each other, and share ideas. 

4 Review, and possibly increase, the importance of carers’ needs appraisal 
during the needs assessment process.   

5 Ongoing consideration about how services can be better tailored to 
individual’s needs. Some possibilities are: 

  - With the disabled person but still providing care. 

  - Widen range of support activities available under the carer relief scheme, 
like help to attend the doctor, or assistance to attend social activities. 

6 Establish how carers can receive caregiving skills training. 

Conclusion 4 – Lack of specific data and 
information on disabled older people in our district 

There is a lack of disability data specifically for the MidCentral district. Most data 
for this report was extrapolated from national data.  
 
A regional disability register would solve many of these problems, although a 
register can raise some concerns.  The health and disability communities need to 
discuss the risks and benefits of a register before making any commitments.  
 
A register would have a number of potential benefits, wider than just data 
collection. The benefits include: 

• Information about the number and types of disability in the MidCentral 
district would be known 

o There would be no need to extrapolate from national data.  
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• Authorised health carers could see what services were being provided to 
disabled individuals and their carers  

• Local authorities would find the information helpful when responding to 
civil emergencies, for example, mobility requirements of people being  

 
evacuated. (Neil Webb, Palmerston North City Council, personal 
communication) 

• It could be used as a contact list, to keep disabled people, their families and 
carers informed of events or service changes, or to create a community 
network. 

 
However, there are some potential drawbacks to a disability register.  They 
include:  

• A register may raise concerns about patient and carer privacy  

• Clients and carers may be suspicious the data will be misused, especially 
without their knowledge28  

• Time and effort required to input data and maintain the register  

• Who would “own” and operate the register? 

• Who would pay the setup and running costs? 

Recommendation: 

7 Consider a disability register. The health and disability communities should 
discuss the potential benefits and drawbacks of a register.  

Conclusion 5 – Potential for accident prevention to 
reduce disability or its severity among older people 

Preventing accidents and injury can reduce the likelihood or severity of disability.  
Older people have less physical reserve to recover from an accident. There is 
higher risk that an injury will lead to lasting disability, especially in the older over 
65 age groups. According to Statistics New Zealand’s 2001 disability surveys 
approximately 25% of older disabled people felt an accident or injury were 
contributing causes for their disability. The features of injuries described in ACC 
data suggests that falls are probably a major cause of injury for older people. ACC 
currently have a hip fracture prevention project for older people (Neesha 
Gouldsbury, ACC, personal communication). 
 
According to the ACC data analysed for this report, the most common 
injury/accident characteristics were: 

• Problems with footpath and the ground 

• Most accidents occur in the home 

• Most injuries were to the hip/upper thigh 

• Fractures/lacerations/soft tissue injuries figure highly in injury stats  



 

90 

• Deafness/ear problems is a major cause of morbidity and cost among 
younger old people 

• The most common problems were also the most common cause of ongoing 
disability (ACC claims lasting more than a year).  

 
The New Zealand Guidelines Group has published guidelines on the prevention 
of hip fractures in older New Zealanders.29  Falls are the main cause of hip 
fractures, but falls also cause other injuries and fractures.  The Group’s literature  
 
review revealed the following features and dangers of falls:  

• The risk of falling increases with age in older New Zealanders  

• Twenty five percent to 50% of older people who fall are injured 

• Five percent to 10% suffer a fracture  

• One percent suffer a hip fracture 

• Falls are a leading cause of death among older New Zealanders.  
 
The Guidelines Group also described factors that increase the risk of hip fractures 
among older people. Most of these factors would apply to falls and fracture 
prevention in general. The risk factors are briefly outlined here:  

• People living in institutional care 

• Significant cognitive impairment 

• Visual impairment  

• Past falls  

• Certain medications (such as anti epileptic drugs, corticosteroids, 
psychotropics) 

• Smoking 

• History of stroke, impaired mobility, past fracture, type 2 diabetes in 
women, among other health conditions 

• Low body mass index  

• Low bone mineral density.  
 
The Guidelines describe three forms of falls prevention interventions that have 
been shown to be effective using evidence based health care criteria. They are: 

• Muscle strengthening and balance training programmes delivered by 
trained health professionals in a primary care setting 

• Multidisciplinary, multifactorial health/environment screening/intervention 
programmes targeting high-risk, community living individuals 

• Home modifications based on assessment by a trained occupational 
therapist.  

 
MidCentral Health’s Clinical Director of ElderHealth, Dr F. Hirst, added: 

• Hip fractures significantly increase mortality risk over the year following 



 

91 

the fracture 

• Hip fractures also increase the likelihood of needing permanent residential 
care 

• High alcohol intake is another factor which increases the risk of hip 
fractures 

• The risk of hip fractures is especially higher for people who have suffered a 
past low trauma fracture, for example, fractures from falls from a person’s 
height or less. 

Recommendation:   

8 Commitment towards prevention of accidents and injury, especially due to 
falls.  

Conclusion 6 - Loneliness, isolation, and the need 
for social support is an under recognised need 

Loneliness and social isolation is an unmet need. The past emphasis on health and 
disability care has been on the physical support and management of disease and 
injury states. According to viewpoints gathered for this report, social isolation and 
loneliness have a major effect on the wellbeing of older people, both with and 
without disability.  Several key informants have said the meals on wheels worker 
is the only regular social contact some older people have. Some organisations have 
recognised the importance of relieving loneliness, for example, Age Concern’s 
accredited visiting service, and St John’s Caring Caller service.  
 
The factors that contribute to loneliness and social isolation are: 

• Disability or frailty restricting mobility  

• Sensory deprivation, for example,  from deafness or poor vision 

• Loss of partner/spouse 

• Depression 

• No immediate family, or family do not live locally 

• Family members having to work in paid employment  

• Loss of the ability to drive 

• Lack of accessible and affordable public transport 

• Living in rural areas 

• Low income.  
 
There have been overseas studies which have suggested social contact benefits 
health and wellbeing. Glass and co-authors describe a prospective cohort study 
which showed social and productive activities can lower the risk of all cause 
mortality.30  These social and productive activities  involved little or no 
enhancement of fitness. The study examined 2 761 people over 65 years old, 
followed up over 13 years.  Bygren and co-authors found attending cultural events 
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reduced mortality among 12 675 randomly selected people of all ages.31  The 
subjects were followed up for eight years.  Zimmer and co-authors found arthritis 
sufferers who engaged in social activities are less likely to experience a decline in 
wellbeing.32  Physical activity and solitary activity did not have this effect.  The  
authors concluded maintaining new interests should continue even with declining 
physical function. 

Recommendation: 

9 Relieving loneliness and social isolation should be a priority when 
considering the needs of older disabled people.  

Conclusion 7 – There is demand/supply mismatch 
for some services 

There are some health services where there have been complaints about waiting 
times, implying demand is greater than service supply.  Some of these may be due 
to shortages of skilled staff. Examples of these services are:  

• Occupational therapy 

o For support equipment or housing modification assessments.  

• Publicly funded audiology assessments 

• Some specialist medical outpatient and inpatient services, for example, 
rheumatology 

• Shortage of skilled, paid caregivers   

o Some key informants have said low pay may be a disincentive. 

Recommendation: 

10 Investigate and address areas of health service demand/supply mismatch.  

Conclusion 8 – Room for improvement in the 
general living environment for disabled people 

Even though there has been greater awareness of disability access for public 
buildings and other public areas over recent years, there is still room for 
improvement.  Even the public hospitals gathered mixed comments from disability 
stakeholders, ranging from complaints to praise in different areas. Some examples 
are:  parking too far from the hospital building, heavy doors, and wheelchair ramp 
at the entrance too steep, to good signage and helpful staff. 
 
Areas of improvement suggested by key informants include: 

• Ease of access and mobility within public buildings 

• Rental housing that is designed so disabled people can move about without 
impediment 
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• Public footpaths and walkways that are safe for disabled people to use  

• Signage and labelling that sight-impaired people can see  

 

• There is sufficient disabled parking, and the parks are available for disabled 
people to use.  

Recommendation: 

11 There should be ongoing awareness and will to increase ease of access for 
disabled people to buildings and public areas. 
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New Zealand 65+ Injury by Major Injury Site 

Age group Ranking

65-69

1 Ear 458 Ear $2,119,020 Knee 390 Ear $2,010,835 Ear 463 Ear $2,010,835

2 Knee 314

Shoulder 

(Including 

Clavicle/ Blade) $1,112,940 Ear 381

Shoulder 

(Including 

Clavicle/ 

Blade) $1,429,496 Knee 390

Shoulder 

(Including 

Clavicle/ 

Blade) $1,429,496

3

Shoulder 

(Including 

Clavicle/ Blade) 240 Knee $763,675

Hip/ Upper Leg/ 

Thigh 282 Knee $953,727

Hip/ 

Upper 

Leg/ 

Thigh 300

Hip/ 

Upper 

Leg/ 

Thigh $952,801

4

Hip/ Upper Leg/ 

Thigh 214

Hip/ Upper Leg/ 

Thigh $558,237

Shoulder (Including 

Clavicle/ Blade) 274

Hip/ 

Upper 

Leg/ 

Thigh $952,801

Shoulder 

(Including 

Clavicle/ 

Blade) 283 Knee $953,727
5 Ankle 188 Back/Spine $484,963 Ankle 247 Unknown $598,904 Ankle 254 Unknown $598,904

70-74

1 Ear 381 Ear $1,753,174

Hip/ Upper Leg/ 

Thigh 396 Ear $1,810,816 Ear 438 Ear $2,609,010

2

Hip/ Upper Leg/ 

Thigh 290

Shoulder 

(Including 

Clavicle/ Blade) $919,411 Ear 352

Hip/ 

Upper 

Leg/ 

Thigh $1,526,213

Hip/ 

Upper 

Leg/ 

Thigh 402

Hip/ 

Upper 

Leg/ 

Thigh $2,054,785

3 Knee 256

Hip/ Upper Leg/ 

Thigh $641,270 Knee 270

Shoulder 

(Including 

Clavicle/ 

Blade) $942,512 Knee 293

Shoulder 

(Including 

Clavicle/ 

Blade) $957,505

4

Shoulder 

(Including 

Clavicle/ Blade) 234 Knee $544,554

Shoulder (Including 

Clavicle/ Blade) 234 Knee $610,635

Shoulder 

(Including 

Clavicle/ 

Blade) 230 Knee $904,749

5

Upper and Lower 

Arm 218

Upper and Lower 

Arm $361,847

Upper and Lower 

Arm 211

Upper and 

Lower 

Arm $459,080

Upper and 

Lower 

Arm 217

Back/Spin

e $688,529

75-79

1

Hip/ Upper Leg/ 

Thigh 446 Ear $1,048,221

Hip/ Upper Leg/ 

Thigh 446 Ear $1,048,221

Hip/ 

Upper 

Leg/ 

Thigh 561

Hip/ 

Upper 

Leg/ 

Thigh $2,799,418

2

Upper and Lower 

Arm 236

Hip/ Upper Leg/ 

Thigh $750,988

Upper and Lower 

Arm 236

Hip/ 

Upper 

Leg/ 

Thigh $750,988 Ear 282 Ear $1,040,379

3 Ear 224 Knee $407,966 Ear 224 Knee $407,966

Upper and 

Lower 

Arm 260

Upper and 

Lower 

Arm $520,645

4 Lower Leg 194 Shoulder (Including $352,483 Knee 181

Shoulder 

(Including 

Clavicle/ 

Blade) $352,483 Knee 199 Knee $549,942

5 Knee 181

Upper and Lower 
Arm $340,265 Hand/ Wrist 162

Upper and 
Lower 

Arm $340,265 Lower Leg 194

Shoulder 
(Including 

Clavicle/ 

Blade) $561,660

80-84

1

Hip/ Upper Leg/ 
Thigh 463

Hip/ Upper Leg/ 
Thigh $724,873

Hip/ Upper Leg/ 
Thigh 744

Hip/ 
Upper 

Leg/ 

Thigh $3,801,711

Hip/ 
Upper 

Leg/ 

Thigh 798

Hip/ 
Upper 

Leg/ 

Thigh $4,808,379

2

Upper and Lower 
Arm 230 Ear $381,066

Upper and Lower 
Arm 266

Upper and 
Lower 

Arm $812,601

Upper and 
Lower 

Arm 273

Upper and 
Lower 

Arm $868,004

3 Lower Leg 180

Upper and Lower 
Arm $322,175 Lower Leg 249 Lower Leg $568,850 Lower Leg 221 Ear $635,551

4 Hand/ Wrist 151 Lower Leg $207,524 Back/Spine 181 Ear $455,056

Back/Spin
e 165 Lower Leg $477,109

5 Back/Spine 128

Shoulder 

(Including 

Clavicle/ Blade) $186,681 Hand/ Wrist 170 Knee $374,010

Hand/ 

Wrist 152 Ankle $397,146

85+

1

Hip/ Upper Leg/ 
Thigh 544

Hip/ Upper Leg/ 
Thigh $825,858

Hip/ Upper Leg/ 
Thigh 1063

Hip/ 
Upper 

Leg/ 

Thigh $5,997,395

Hip/ 
Upper 

Leg/ 

Thigh 1265

Hip/ 
Upper 

Leg/ 

Thigh $8,354,660

2

Upper and Lower 

Arm 187

Upper and Lower 

Arm $225,375

Upper and Lower 

Arm 253

Upper and 

Lower 

Arm $738,592 Lower Leg 246

Upper and 

Lower 

Arm $787,276

3 Lower Leg 180 Lower Leg $206,272 Lower Leg 215 Lower Leg $539,047

Upper and 

Lower 

Arm 234 Lower Leg $620,892

4 Hand/ Wrist 102 Ear $134,557 Hand/ Wrist 141 Knee $391,908

Back/Spin

e 163

Back/Spin

e $549,799

5 Back/Spine 99 Hand/ Wrist $109,974 Back/Spine 130

Head 

(Except 

Face) $340,695

Hand/ 

Wrist 145 Knee $448,348

By cost of claims Cost of claimsNumber of claimsCost of claims

2000/2001 2001/2002 2002/2003

Number of claimsBy number of claims



 

 

 

 

 

Age group Ranking

65-69

1

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) 1005

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) $2,999,695

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 1215

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $3,701,869

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) 1273

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $4,607,394

2

Fracture/ 

Dislocation 652 Deafness $2,219,267

Fracture/ 

Dislocation 728 Deafness $2,076,501

Fracture/ 

Dislocatio

n 752 Deafness $2,793,640

3 Deafness 482

Fracture/ 

Dislocation $1,532,223 Deafness 401

Fracture/ 

Dislocatio

n $2,045,315 Deafness 482

Fracture/ 

Dislocatio

n $2,431,649

4

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 174

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting $328,176

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 199 Other $418,544

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting 221 Other $837,969

5 Hernia 81 Unknown $260,763 Hernia 111

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $369,635 Hernia 100

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $505,166

70-74

1

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) 854

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) $2,200,881

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 942

Fracture/ 

Dislocatio

n $2,989,708

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) 951

Fracture/ 

Dislocatio

n $3,503,649

2

Fracture/ 

Dislocation 807 Deafness $1,759,917

Fracture/ 

Dislocation 940

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $2,423,947

Fracture/ 

Dislocatio

n 904

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $2,866,790

3 Deafness 382

Fracture/ 

Dislocation $1,269,482 Deafness 360 Deafness $1,828,895 Deafness 439 Deafness $2,576,762

4

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 214

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting $509,582

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 233

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $484,550

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting 239

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $560,681
5 Hernia 76 Hernia $198,493 Hernia 75 Other $244,795 Hernia 71 Other $298,050

75-79

1

Fracture/ 

Dislocation 971

Fracture/ 

Dislocation $1,353,840

Fracture/ 

Dislocation 1244

Fracture/ 

Dislocatio

n $4,134,584

Fracture/ 

Dislocatio

n 1142

Fracture/ 

Dislocatio

n $4,638,121

2

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) 716

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) $1,349,927

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 832

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $2,088,690

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) 859

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $2,182,052

3

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 272 Deafness $1,051,953

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 281 Deafness $1,023,582 Deafness 282 Deafness $1,618,131

4 Deafness 224 Infected/ Non-Infec $315,395 Deafness 205

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $520,542

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting 272

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $787,820
5 Hernia 55 Hernia $136,428 Hernia 53 Other $146,215 Hernia 49 Other $268,978

80-84

1

Fracture/ 

Dislocation 930

Fracture/ 

Dislocation $1,324,617

Fracture/ 

Dislocation 1319

Fracture/ 

Dislocatio

n $5,626,923

Fracture/ 

Dislocatio

n 1377

Fracture/ 

Dislocatio

n $6,555,516

2

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) 510

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) $692,006

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 704

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $1,639,412

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) 689

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $1,689,199

3

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 311 Deafness $378,180

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 353

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $713,564

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting 364

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $833,145

4 Deafness 87 Infected/ Non-Infec $366,536 Deafness 91 Deafness $446,196 Deafness 117 Deafness $618,874

5 Unknown 21

Concussion/ 

Brain Injury $61,513 Unknown 28 Other $153,086 Unknown 39 Unknown $89,450

85+

1

Fracture/ 

Dislocation 920 Fracture/ Dislocatio $1,246,008

Fracture/ 

Dislocation 1523

Fracture/ 

Dislocatio

n $7,566,407

Fracture/ 

Dislocatio

n 1742

Fracture/ 

Dislocatio

n $10,234,953

2

Soft Tissue Injury 

(Contusion, 

Internal Organ, 

Strain) 402 Soft Tissue Injury ( $403,604

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 598

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $1,613,285

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) 652

Soft 

Tissue 

Injury 

(Contusio

n, Internal 

Organ, 

Strain) $2,188,623

3

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 304

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting $371,895

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 389

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $918,069

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting 400

Infected/ 

Non-

Infected 

Laceration

, Puncture 

Wound, 

Sting $857,845
4 Deafness 32 Deafness $130,285 Deafness 48 Deafness $212,322 Deafness 43 Deafness $224,785

5 Unknown 22 Hernia $27,232 Other 24

Concussio

n/ Brain 

Injury $121,899 Other 28 Unknown $79,396

2002/2003

By number of claims By cost of claims Number of claims Cost of claims Number of claims Cost of claims

2000/2001 2001/2002

New Zealand 65+ Injury by Major Diagnosis 



 

 

 

 

 

 

 

New Zealand 65+ by Agency of Accident 

Age group Ranking

65-69

1 Unknown 478

Environment--

Noise $1,920,840 Unknown 1034 Unknown $2,954,601 Unknown 1123 Unknown $4,150,608

2 Ground, Path 451 Unknown $1,335,337 Ground, Path 364

Environm

ent--Noise $1,561,460

Other 

External 

Agency 

NEC 386

Environm

ent--Noise $1,731,527

3

Environment--
Noise 412 Ground, Path $1,121,387

Other External 
Agency NEC 313

Ground, 
Path $1,123,201

Ground, 
Path 331

Other 
External 

Agency 

NEC $1,437,933

4

Other External 

Agency NEC 275

Other External 

Agency NEC $877,049

Environment--

Noise 299

Other 
External 

Agency 

NEC $924,367

Environm

ent--Noise 295

Ground, 

Path $1,227,596
5 Floor 128 Self $331,271 Floor 98 Floor $269,660 Floor 94 Self $432,239

70-74

1 Unknown 541 Unknown $1,179 Unknown 1179 Unknown $3,448,037 Unknown 1244 Unknown $4,547,902

2 Ground, Path 497 Ground, Path $335

Environment--

Noise 281

Environm

ent--Noise $1,444,813

Ground, 

Path 287

Environm

ent--Noise $1,613,107

3

Environment--
Noise 331

Environment--
Noise $281 Ground, Path 335

Ground, 
Path $713,295

Environm
ent--Noise 277

Ground, 
Path $912,477

4

Other External 

Agency NEC 193

Other External 

Agency NEC $220

Other External 

Agency NEC 220

Other 
External 

Agency 

NEC $632,668

Other 
External 

Agency 

NEC 243

Other 
External 

Agency 

NEC $819,239
5 Floor 189 Floor $122 Floor 122 Floor $434,792 Floor 113 Floor $355,218

75-79

1 Ground, Path 597 Ground, Path $954,798 Unknown 1335 Unknown $3,865,887 Unknown 1379 Unknown $4,829,775

2 Unknown 522

Environment--

Noise $953,888 Ground, Path 394

Ground, 

Path $1,037,042

Ground, 

Path 317

Environm

ent--Noise $1,007,375

3 Floor 274 Unknown $744,526

Other External 
Agency NEC 202

Environm
ent--Noise $849,270

Other 

External 
Agency 

NEC 219

Ground, 
Path $939,405

4

Environment--
Noise 203 Floor $402,905

Environment--
Noise 169

Other 
External 

Agency 

NEC $622,605
Environm
ent--Noise 175

Other 
External 

Agency 

NEC $751,751

5

Other External 

Agency NEC 141

Other External 

Agency NEC $326,775 Floor 161 Floor $541,759 Floor 163 Floor $477,566

80-84

1 Ground, Path 536 Ground, Path $761,183 Unknown 1438 Unknown $4,952,235 Unknown 1517 Unknown $6,039,647

2 Unknown 417 Unknown $658,984 Ground, Path 343

Ground, 

Path $1,154,274

Ground, 

Path 311 Floor $981,589

3 Floor 315 Floor $413,388 Floor 224 Floor $849,878 Floor 216

Ground, 

Path $944,055

4

Other External 
Agency NEC 99 Environment--Nois $333,256

Other External 
Agency NEC 177

Other 
External 

Agency 

NEC $517,502

Other 
External 

Agency 

NEC 161

Other 
External 

Agency 

NEC $521,237

5

Stairs, Steps--

Fixed 95

Stairs, Steps--

Fixed $141,075

Environment--

Noise 77

Environm

ent--Noise $374,161

Stairs, 

Steps--

Fixed 73

Environm

ent--Noise $356,343

85+

1 Ground, Path 471 Ground, Path $565,367 Unknown 1475 Unknown $6,059,398 Unknown 1849 Unknown $8,879,296

2 Unknown 358 Floor $474,654 Ground, Path 349

Ground, 

Path $1,376,852

Ground, 

Path 286 Floor $1,395,568

3 Floor 330 Unknown $468,620 Floor 283 Floor $1,287,061 Floor 270

Ground, 

Path $1,235,166

4 Furniture 107

Environment--
Noise $118,798

Other External 
Agency NEC 185

Other 
External 

Agency 

NEC $724,505

Other 
External 

Agency 

NEC 155

Other 
External 

Agency 

NEC $686,370

5

Other External 

Agency NEC 92 Furniture $109,221 Furniture 94 Furniture $303,045 Furniture 65 Self $258,466

2000/2001 2001/2002 2002/2003

By number of claims By cost of claims Number of claims Cost of claims Number of claims Cost of claims



 

 

 

 

 

 

 

New Zealand 65+ Injury by Scene of Accident 

Age group Ranking

65-69

1 Home 893 Industrial Place $2,294,518 Home 755

Industrial 

Place $2,201,493 Home 804

Industrial 

Place $2,822,806

2 Industrial Place 514 Home $2,179,205 Unknown 716 Home $2,089,277 Unknown 721 Home $2,659,667

3 Unknown 402 Unknown $1,076,379 Industrial Place 487 Unknown $1,910,895

Industrial 

Place 531 Unknown $2,371,930

4 Road or Street 200 Farm $648,238 Other 249

Road or 

Street $745,468 Other 304 Other $1,051,582

5 Farm 137 Road or Street $525,394 Road or Street 209 Other $744,600

Road or 

Street 213

Road or 

Street $931,583

70-74

1 Home 997 Home $2,123,247 Unknown 834 Home $2,320,888 Unknown 846 Unknown $2,537,527

2 Unknown 403 Industrial Place $1,525,704 Home 819 Unknown $2,301,715 Home 721 Home $2,229,832

3 Industrial Place 336 Unknown $849,618 Industrial Place 330

Industrial 

Place $1,577,064

Industrial 

Place 347

Industrial 

Place $1,972,233

4 Road or Street 245 Road or Street $476,481 Other 236

Road or 

Street $782,197 Other 298 Other $1,109,962

5

Commercial or 

Service Location 120 Farm $332,242 Road or Street 208 Other $575,070

Road or 

Street 179

Road or 

Street $934,624

75-79

1 Home 1179 Home $1,179 Unknown 925 Unknown $2,663,259 Unknown 955 Unknown $3,284,574

2 Unknown 380 Industrial Place $188 Home 922 Home $2,496,810 Home 836 Home $2,753,365

3 Road or Street 209 Unknown $380 Other 280

Industrial 

Place $927,925 Other 306

Industrial 

Place $1,103,672

4 Industrial Place 188 Road or Street $209 Road or Street 189 Other $819,596

Industrial 

Place 205 Other $965,853

5 Other 118 Farm $59 Industrial Place 178

Road or 

Street $608,802

Road or 

Street 174

Road or 

Street $654,110

80-84

1 Home 1175 Home $1,175 Unknown 1052 Unknown $3,713,901 Unknown 1083 Unknown $4,207,244

2 Unknown 265 Unknown $265 Home 950 Home $3,105,248 Home 880 Home $3,020,918

3 Road or Street 175 Road or Street $175 Other 227 Other $793,016 Other 292 Other $1,072,554

4

Commercial or 

Service Location 90 Industrial Place $63 Road or Street 156

Road or 

Street $448,505

Road or 

Street 158

Road or 

Street $698,758

5 Other 82 Other $82 Industrial Place 76

Industrial 

Place $381,400

Commerci

al or 

Service 

Location 90

Industrial 

Place $404,354

85+

1 Home 1179 Home $1,437,480 Unknown 1043 Unknown $4,196,652 Unknown 1342 Unknown $6,475,200

2 Unknown 231 Unknown $260,023 Home 1041 Home $4,126,654 Home 919 Home $4,196,136

3 Road or Street 117 Road or Street $199,173 Other 318 Other $1,470,388 Other 360 Other $1,728,634

4

Commercial or 

Service Location 61 Industrial Place $119,283 Road or Street 123

Road or 

Street $386,578

Road or 

Street 114

Commerci

al or 

Service 

Location $555,316

5 Other 55 Other $82,762 Industrial Place 41

Industrial 

Place $173,446

Commerci

al or 

Service 

Location 103

Road or 

Street $417,175

2000/2001 2001/2002 2002/2003

By number of claims By cost of claims Number of claims Cost of claims Number of claims Cost of claims



 

 

 

 

 

Age group Ranking

65-69

1 Ear 16 Ear $71,556 Ankle 14 Ear $60,512 Ear 26 Ear $155,408

2

Hip/upper leg/thigh; 
knee; hand/wrist 9 each

Shoulder (including 
clavicle/blade) $36,719 Ear 12 Hip/upper leg/thigh $34,908 Ankle 13 Unknown $138,371

3 Ankle 8 Hip/upper leg/thigh $34,908 Knee 10 Unknown $40,357 Hand/wrist 12 Knee $41,081

4

Chest; shoulder 
(including clavicle 
or blade) 6 each Knee $30,331 Hip/upper leg/thigh 9

Shoulder (including 
clavicle/blade) $36,541

Hip/upper 
leg/thigh 10

Shoulder 
(including 
clavicle/blad
e) $33,255

5 Upper & lower arm 5 Upper & lower arm $29,412

Finger/thumb; 
shoulder (including 
clavicle/blade); 
back/spine 8 each Knee $19,297 Back/spine 9

Hip/upper 
leg/thigh $29,950

70-74

1 Knee 16 Ear $61,865 Ear 16 Ear $90,868 Ear 17
Hip/upper 
leg/thigh $102,619

2 Ear 14 Ankle $20,892 Hip/upper leg/thigh 14 Hip/upper leg/thigh $77,162
Hip/upper 
leg/thigh 13 Ear $94,616

3 Ankle 13 Hip/upper leg/thigh $20,044
Shoulder (including 
clavicle/blade) 12 Ankle $58,009 Ankle 10 Knee $35,206

4 Hip/upper leg/thigh 12 Upper & lower arm $19,953 Lower leg; ankle 10
Shoulder (including 
clavicle/blade) $30,262 Knee 8

Upper & 
lower arm $29,224

5 Upper & lower arm 11 Knee $16,901 Upper & lower arm 7 Upper & lower arm $26,763
Upper & 
lower arm 6 Lower leg $26,579

75-79

1 Hip/upper leg/thigh 13 Ear $28,029 Hip/upper leg/thigh 22 Hip/upper leg/thigh $148,118
Hip/upper 
leg/thigh 19

Hip/upper 
leg/thigh $97,688

2 Lower leg 12 Hip/upper leg/thigh $22,254 Lower leg 18 Ear $45,868 Ear 11 Ear $63,678

3 Back/spine; knee 8 Back/spine $14,169 Upper & lower arm 14
Shoulder (including 
clavicle/blade) $33,284 Lower leg 9 Back/spine $38,241

4

Hand/wrist; knee; 
ear 7 each Lower leg $12,902 Ear; ankle 9 each Lower leg $32,896

Upper & 
lower arm 8

Upper & 
lower arm $18,232

5 Upper & lower arm 5 each
Shoulder (including 
clavicle/blade) $12,098

Shoulder (including 
clavicle/blade); 
hand/wrist 5 each Ankle $24,853 Ankle 7 Lower leg $18,118

80-84

1 Hip/upper leg/thigh 21 Hip/upper leg/thigh $37,991 Hip/upper leg/thigh 37 Hip/upper leg/thigh $243,120
Hip/upper 
leg/thigh 27

Hip/upper 
leg/thigh $297,170

2 Lower leg 18 Lower leg $23,446 Lower leg 22 Lower leg $51,724

Upper & 
lower arm; 
lower leg 11 each

Shoulder 
(including 
clavicle/blad
e) $22,500

3 Upper & lower arm 10 Ear $19,694 Upper & lower arm 14 Upper & lower arm $51,021
Back/spine; 
knee 8 Knee $19,470

4 Knee 7
Upper and lower 
arm $15,067

Shoulder (including 
clavicle/blade) 9 Internal organ $26,460

Shoulder 
(including 
clavicle/blad
e); chest 7 each

Upper & 
lower arm $18,950

5 Hand/wrist 6 Knee $13,580 Knee; ankle 7 each
Shoulder (including 
clavicle/blade) $25,199

Hand/wrist; 
elbow 4 each Elbow $18,411

85+

1 Hip/upper leg/thigh 21 Hip/upper leg/thigh $43,753 Hip/upper leg/thigh 39 Hip/upper leg/thigh $282,010
Hip/upper 
leg/thigh 37

Hip/upper 
leg/thigh $306,209

2 Upper & lower arm 15 Eye $23,161 Lower leg 9 Ear $21,096
Upper & 
lower arm 14

Upper & 
lower arm $66,257

3 Lower leg 13 Upper & lower arm $18,018 Chest 8 Hand/wrist $19,948 Lower leg 9

Head 
(except 
face) $26,409

4

Head (except face); 
knee 4 each Lower leg $13,349 Hand/wrist 7 Knee $19,029 Back/spine 7 Elbow $24,534

5

Equal numbers of 
other sites <= 3 Chest $4,706 Ankle 6 Lower leg $16,979 Hand/wrist 6 Back/spine $19,553

2001/20022000/2001

Number of claims Cost of claims

2002/2003

Cost of claimsNumber of claims Cost of claimsNumber of claims
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MidCentral Top Five New Claims by Major Diagnosis 

2000 - 2003 

Age group Ranking

65-69

1

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 35

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) $94,821

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 41 Fracture/ Dislocation $101,266

Fracture/ 

Dislocation 39 Deafness $155,408

2

Fracture/ 

Dislocation 29 Fracture/ Dislocation $86,219 Fracture/ Dislocation 30

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) $82,674

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) 38 Other $133,452

3 Deafness 17 Deafness $71,795 Deafness 13 Deafness $66,637 Deafness 26

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) $118,237

4

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 9

Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting $20,806

Infected/ Non-Infected 

Laceration, Puncture 

Wound, Sting 11 Other $25,683

Non-

Infected 

Laceration, 

Puncture 

Wound, 

Sting 9

Fracture/ 

Dislocation $69,707

5 Other 4 Other $13,674 Hernia; unknown 4 each

Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting $16,958

Hernia; 

other 4 each

Non-

Infected 

Laceration, 

Puncture 

Wound, 

Sting $46,034

70-74

1

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 41 Deafness $61,865

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 37 Fracture/ Dislocation $191,388

Fracture/ 

Dislocation 32

Fracture/ 

Dislocation $135,276

2

Fracture/ 

Dislocation 34

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) $60,684 Fracture/ Dislocation 35 Deafness $90,868

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) 27 Deafness $98,092

3 Deafness 14 Fracture/ Dislocation $56,176 Deafness 16

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) $74,689 Deafness 18

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) $72,848

4

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting 9 Hernia $13,295

Infected/ Non-Infected 

Laceration, Puncture 

Wound, Sting; hernia 4 each Hernia $11,318

Non-

Infected 

Laceration, 

Puncture 

Wound, 

Sting 10

Non-

Infected 

Laceration, 

Puncture 

Wound, 

Sting $29,665

5 Hernia 5

Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting $13,141

Burns (burns, 

corrosive injury, 

scald); 

amputation/enucleatio

n; other; unknown <=3

Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting $10,459

Occupation 

disease/infe

ction; dental 

injuries; 

hernia; 

other; 

unknown <= 3

Occupationa

l Disease/ 

Infection $15,512

75-79

1

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain) 34

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$49,169 Fracture/ Dislocation 47 Fracture/ Dislocation

$197,384

Fracture/ 

Dislocation 

39 Fracture/ 

Dislocation
$138,593

2

Fracture/ 

Dislocation 26 Fracture/ Dislocation $31,500

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

33 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$87,821

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) 

22 Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) $82,604

3

Infected 

Laceration, 

Puncture Wound, 

Sting 12

Deafness $28,027 Infected/ Non-Infected 

Laceration, Puncture 

Wound, Sting 

18 Deafness

$45,845

Deafness 11 Deafness

$63,678

4 Deafness 7

Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$15,764 Deafness 9 Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$39,588

Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, 

7 Hernia

$13,823

5 Hernia; unknown <=3

Hernia $4,618

Hernia; other; 

unknown <= 3

Other

$8,899

Hernia 5 Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, $9,082

80-84

1

Fracture/ 

Dislocation

41 Fracture/ Dislocation $73,478 Fracture/ Dislocation 56 Fracture/ Dislocation
$297,081

Fracture/ 

Dislocation

47 Fracture/ 

Dislocation $342,407

2

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain); 

infected/non-

infected laceration, 

puncture wound

24 Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$27,509 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

40 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$74,869

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain)

34 Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain)

$76,350

3

Deafness; burns 

(burns, corrosive 

injury, scalds); 

other; unknown <=3

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$24,718 Infected/ Non-Infected 

Laceration, Puncture 

Wound, Sting

23 Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$69,422

Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, 

16 Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, $19,322

4

Deafness $17,166 Deafness 4 Deafness

$15,399

Deafness; 

hernia; 

unknown <= 3

Deafness

$6,256

5

Other $1,537 Foreign body in 

orifice/eye; burns 

(burns, corrosive 

injury, scalds); hernia; 

other; unknown <= 3

Hernia

$8,997

Hernia

$2,423

85+

1

Fracture/ 

Dislocation

36 Fracture/ Dislocation $62,577 Fracture/ Dislocation 53 Fracture/ Dislocation
$344,721

Fracture/ 

Dislocation

55 Fracture/ 

Dislocation $389,732

2

Infected/ Non-

Infected 

Laceration, 

Puncture Wound, 

Sting

23 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$44,120 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

28 Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

$54,014

Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain)

26 Soft Tissue 

Injury 

(Contusion, 

Internal 

Organ, 

Strain) $96,402

3

Soft Tissue Injury 

(Contusion, Internal 

Organ, Strain)

19 Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$25,989 Infected/ Non-Infected 

Laceration, Puncture 

Wound, Sting

14 Infected/ Non-

Infected Laceration, 

Puncture Wound, 

Sting

$31,503

Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, 

12 Infected/ 

Non-

Infected 

Laceration, 

Puncture 

Wound, $30,822

4

Concussion/ Brain 

Injury

<= 3 Other $2,424 Deafness 4 Deafness

$21,096

Burns (burn, 

corrosive 

injury, 

scald); 

concussion/

brain injury; 

deafness; 

other; 

unknown <= 3

Concussion/ 

Brain Injury

$13,810

5 Deafness $249

Burns (burns, 

corrosive injury, 

scald); 

concussion/brain 

injury; hernia <= 3

Burns (Burn, 

Corrosive Injury, 

Scald)

$5,467

Deafness

$12,109

By cost of claimsBy number of claims By cost of claims

2000/2001 2001/2002

By cost of claims

By number of 

claims

2002/2003

By number of claims



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MidCentral Top Five New Claims by Agency of Accident 

2000 - 2003 

Age group Ranking

65-69

1 Ground, Path 24 Ground, Path $72,722 Unknown 20 Environment--Noise $59,938 Unknown 24 Unknown $204,450

2 Unknown 16 Environment -- noise
$62,580 Ground, Path 18

Unknown
$58,357 Ground, 

Path

22 Environment 

-- noise
$125,407

3

Environment -- 

noise 14 Unknown
$41,306

Environment -- noise 12 Ground, Path
$48,240 Environment 

-- noise (21) 21
Ground, 

Path

$49,252

4 Floor; self 5 each

Other External 

Agency NEC 

$9,294 Other External Agency 
NEC

10

Stairs, Steps--Fixed

$15,346 Other 

External 

Agency NEC

14 Other 

External 

Agency NEC

$42,873

5

Stairs, Steps--

Fixed

4 Ladder, Stepladder $9,074 Floor 6
Animal--Live Cattle

$15,279 Floor 7
Self

$18,325

70-74

1 Unknown 27 Environment -- noise
$55,055

Unknown 34 Unknown
$121,753 Ground, 

Path

19 Ground, 

Path $97,394

2

Ground, Path 25 Ground, Path $45,398 Ground, Path 23 Environment--Noise $90,822
Unknown 15

Environment 
-- noise

$74,491

3

Environment -- 

noise 12 Unknown
$32,528

Environment -- noise 16
Ground, Path $51,511 Environment 

-- noise (14) 14 Unknown
$52,276

4 Floor 8

Other External 

Agency NEC 

$11,492 Other External Agency 

NEC

10 Other External 

Agency NEC 

$24,204 Other 

External 

Agency NEC

12 Other 

External 

Agency NEC

$37,903

5 Self 6 Stairs, Steps--Fixed $8,702 Various <= 3 Stairs, Steps--Fixed $15,662 Floor 10 Floor $36,827

75-79

1

Ground, Path 21
Environment -- noise

$28,027
Unknown 30

Ground, Path $120,026
Unknown 16

Environment 

-- noise $51,059

2 Unknown 18

Ground, Path $27,959 Ground, Path 22

Unknown

$80,013 Ground, 

Path

14 Ground, 

Path

$36,393

3 Floor 10 Unknown

$23,292 Other External Agency 

NEC

12

Environment -- noise

$46,682 Other 

External 

Agency NEC

11 Plant, Bush, 

Tree

$33,429

4

Environment -- 

noise 7
Other External 

Agency NEC

$11,059
Environment -- noise 9 Floor

$46,500 Environment 

-- noise 9 Floor
$28,522

5

Other External 

Agency NEC

6
Floor

$6,182
Furniture 7

Other External 

Agency NEC

$27,179
Self 6 Furniture

$22,739

80-84

1 Ground, Path 31 Ground, Path $64,285 Unknown 47 Unknown $133,368 Unknown 26 Floor $155,616

2 Unknown 13 Environment -- noise $17,166 Ground, Path 24 Ground, Path $125,128 Floor 18 Unknown $84,620

3 Floor 11 Floor 
$14,633 Other External Agency 

NEC

16
Floor

$75,567 Ground, 

Path

14 Ground, 

Path

$52,270

4

Other External 

Agency NEC

6 Other External 

Agency NEC

$13,396

Floor 11

Other External 

Agency NEC

$60,174 Other 

External 

Agency NEC

11 Other 

External 

Agency NEC

$48,579

5

Stairs, Steps--

Fixed 7 Unknown 

$12,084

Self 5 Environment -- noise

$15,399
Stairs, Steps-

-Fixed 7 Self

$38,195

85+

1 Ground, Path 24 Ground, Path $51,692 Unknown 30 Unknown $122,357 Unknown 35 Unknown $170,087

2 Floor 16 Floor

$35,743 Ground, Path 20 Ground, Path $109,897 Ground, 

path; no 

external 

agency NEC

18 Ground, 

Path

$123,944

3 Unknown 13 Unknown $16,861 Floor 15 Floor $85,945 Floor 14 Floor $86,174

4

Other external 

agency NEC; 

furniture

5 each

Stairs, Steps--Fixed

$5,842

Furniture 12 Furniture

$60,902

Self 4

Other 

external 

agency NEC

$80,122

5

Stairs, Steps--

Fixed 4

Other external 

agency NEC

$4,869 Other external agency 

NEC

7 Other external 

agency NEC

$31,284

Various <= 3

Stairs, Steps-

-Fixed

$34,414

2000/2001 2002/2003

By cost of claims

By number of 

claims

2001/2002

By number of claims By cost of claimsBy cost of claimsBy number of claims



 

 

 

 

 

 

 

MidCentral Top Five New Claims by Scene of Accident 

 2000 - 2003 

Age group Ranking

65-69

1

Home 34 Industrial Place $92,310 Home 40 Home $98,485 Home (43) 43 Road or 

street

$175,657

2

Industrial Place 21 Home $78,718 Industrial Place 19 Industrial Place $66,073 Industrial 

Place (26)

26 Industrial 

Place

$148,045

3 Road or street 11 Farm $45,450 Road or street 15 Road or street $57,128 Road or stree 13 Home $90,045

4

Farm 9 Road or street $42,031 Commerical or service 

location

12 Commerical or 

service location

$36,335 Unknown 

(11)

11 Farm $55,713

5

Commercial or 

service location; 

place of recreation 

or sport; unknown

6 each Place of recreation 

or sport

$10,834 Unknown 8 Farm $27,799 Farm (10) 10 Unknown $34,214

70-74

1 Home 58 Home $93,531 Home 46 Home $161,953 Home (32) 32 Home $96,179

2

Road or street 12 Industrial Place $44,030 Industrial Place 14 Industrial Place $88,861 Industrial 

Place (19)

19 Industrial 

Place

$91,464

3

Industrial Place 10 Commerical or 

service location

$21,539 Road or street 13 Road or street $61,007 Road or 

street (16)

16 Road or 

street

$81,445

4

Commerical or 

service location

8 Farm $20,930 Unknown 11 Farm $21,921 Unknown 

(10)

10 Commerical 

or service 

location

$30,380

5

Unknown 7 Road or street $14,879

Other 8

Place of medical 

treatment

$20,948 Commerical 

or service 

location (8)

8 Farm $26,931

75-79

1 Home 43 Home $63,347 Home 73 Home $261,179 Home (34) 34 Home $175,241

2

Road or street; 

unknown 10
Industrial Place $22,269

Unknown 10
Industrial Place $40,410 Unknown 

(15) 15
Industrial 

Place

$52,406

3

Industrial Place 7

Unknown 

$14,133 Industrial Place 9

Other

$31,708 Industrial 

place; 

commercial 

or service 

location (9)

9

Unknown

$29,470

4

Commerical or 

service location

4 Road or street $9,586

Road or street; other 

(7 each) 7 each Unknown

$9,086

Road or 

street (8) 8

Farm $17,192

5

Various <= 3 Farm $8,701 Commerical or service 

location (5)

5 Commerical or 

service location

$8,470
Other (5) 5

Road or 

street
$14,191

80-84

1 Home 64 Home $92,797 Home (83) 83 Home $335,934 Home (59) 59 Home $299,161

2 Road or street 12 Road or street
$15,540

Road or street (20) 20 Road or street
$65,600 Unknown 

(15)

15 Unknown $44,600

3

Unknown 5 Industrial Place $11,721 Unknown (16) 16
Other

$27,883 Road or 

street (11) 11

Road or 

street
$40,646

4

Commerical or 

service location

4

Other

$8,960

Other (6) 6

Unknown $22,634

Other (7) 7

Commerical 

or service 

location

$29,111

5 Various <= 3

Farm $5,445

Various (<= 3) <= 3

Industrial Place $11,392
Various (<= 

3) <= 3

Place of 

Medical 

Treatment

$12,437

85+

1 Home 64 Home $88,763 Home (70) 70 Home $296,848 Home (55) 55 Home $312,211

2 Road or street 12 Other
$27,105

Unknown (11) 11 Other
$38,442 Unknown 

(27) 27 Unknown
$168,858

3

Unknown 5

Road or street

$12,265

Other (9) 9 Road or street

$43,933 Road or 

street; other 

(7) 7

Road or 

street

$30,847

4 Other 6 Unknown

$3,169

Road or street (5) 5 Unknown

$38,442
Various (<= 

3) <= 3

Commerical 

or service 

location

$21,878

5

Commerical or 

service location

4 Industrial Place $2,424 Various (<= 3) <= 3 Industrial Place $14,667 Industrial 

Place

$12,087

2000/2001 2002/2003

By cost of claims

By number of 

claims

2001/2002

By cost of claimsBy number of claimsBy number of claims By cost of claims



 

 

 

 

 

 

 

 

 

 

 

MidCentral Entitlement Claims by Age and Claim 

Expense Category 2000 - 2003 

2000/01 2001/2002 2002/2003 2000/1 2001/2002 2002/2003

Cost of 

Claims

Cost of 

Claims

Cost of 

Claims

Cost of 

Claims

Cost of 

Claims

Cost of 

Claims

Miscellaneous $369   $590 $817  

Weekly Compensation $73,244 $51,094 $94,089 -$1,178 $15,995 $27,631

Independence Allowance / 

Lump Sums $1,327 $2,370  $17,656 $14,041 $17,893

Survivors' Grants  $7,987 $4,703 $16,211 $44,576  

Death Benefits $7,935 $6,390 $125,845   $8,152

Vocational Rehabilitation $90  $183 $1,046 $1,188  

Support for Independence 

for Non Serious Injury $93,475 $127,157 $194,566 $74,014 $55,253 $109,034

Support for Independence 

for Serious Injury $626 $103 $15    

Medical Treatment (Med 

Fees) $37,650 $37,012 $58,313 $20,924 $27,484 $26,924

Medical Treatment 

(Entitlement) $400  $263    

Hospital Treatment $75,347 $54,775 $50,963 $23,247 $35,708 $17,712

Assessments $4,606 $15,056 $3,650 $3,048 $3,910 $2,587

Dental Treatment    $135   

Transport to Treatment $7,186 $16,175 $19,479 $9,742 $7,064 $3,012

Miscellaneous  $947 $267 $11,981   

Weekly Compensation $8,786 $26,715 $26,286 $2,503 $1,428 $14,243

Independence Allowance / 

Lump Sums  $342 $14,625 $10,738 $18,592 $15,941

Survivors' Grants    $15,145  $8,825

Death Benefits       

Vocational Rehabilitation $70 $932     

Support for Independence 

for Non Serious Injury $95,718 $240,505 $243,935 $136,034 $141,320 $94,039

Support for Independence 

for Serious Injury  $2,526 $40 $53 $378 $1,548

Medical Treatment (Med 

Fees) $36,133 $35,456 $35,964 $24,700 $19,143 $25,771

Medical Treatment 

(Entitlement)      $320

Hospital Treatment $56,188 $56,715 $27,229 $14,929 $36,810 $17,147

Assessments $9,401 $11,335 $7,878 $7,171 $8,464 $4,503

Dental Treatment   $688 $734 $441  

Transport to Treatment $12,341 $20,096 $17,417 $2,238 $2,058 $2,134

Miscellaneous    $148 $315 $2,056

Weekly Compensation $1,510 $8,071 $2,586   $5,058

Independence Allowance / 

Lump Sums    $8,219 $7,552 $7,525

Survivors' Grants    $28,971 $17,567 $24,182

Death Benefits       

Vocational Rehabilitation $145   $36   

Support for Independence 

for Non Serious Injury $59,063 $239,560 $208,691 $36,634 $38,786 $34,433

Support for Independence 

for Serious Injury  $6,118 $25 $187  $1,977

Medical Treatment (Med 

Fees) $29,529 $55,918 $22,596 $18,283 $15,258 $14,828

Hospital Treatment $23,277 $44,216 $51,499 $28,686 $4,378 $45,145

Assessments $8,286 $12,934 $6,686 $3,344 $2,308 $2,074

Dental Treatment  $623  $676  $84

Transport to Treatment $8,846 $19,593 $17,865 $5,396 $3,032 $2,152

Miscellaneous    $252  $300

Weekly Compensation     $272  

Independence Allowance / 

Lump Sums    $6,611 $4,501 $3,753

Survivors' Grants  $3,284  $8,815 $15,244 $4,000

Death Benefits       

Support for Independence 

for Non Serious Injury $83,621 $344,221 $371,205 $29,326 $19,102 $40,896

Support for Independence 

for Serious Injury   $4,678  $462  

Medical Treatment (Med 

Fees) $29,754 $41,624 $30,715 $7,466 $8,080 $9,065

Hospital Treatment $8,315 $32,164 $9,423 $11,057 $8,586 $14,881

Assessments $12,213 $16,899 $11,352 $2,704 $2,276 $3,095

Transport to Treatment $12,955 $34,124 $24,073 $2,803 $4,500 $2,765

Miscellaneous   $98 $75  $3,467

Weekly Compensation   $2,550    

Independence Allowance / 

Lump Sums    $823   

Survivors' Grants    $10,045   

Death Benefits       

Vocational Rehabilitation $9,119    $1,225  

Support for Independence 

for Non Serious Injury $66,000 $363,888 $458,096 $30,401 $7,149 $26,090

Support for Independence 

for Serious Injury $60 $345 $14,193 $693   

Medical Treatment (Med 

Fees) $19,684 $26,858 $26,177 $6,777 $6,826 $5,543

Medical Treatment 

(Entitlement)   $255    

Hospital Treatment $12,435 $11,345 $9,609 $10,171 $11,377 $2,610

Assessments $11,724 $18,257 $9,036 $1,627 $1,633 $798

Dental Treatment  $116   $333 $203

Transport to Treatment $16,386 $46,443 $33,010 $3,460 $4,035 $2,459

$933,817 $2,040,289 $2,240,813 $655,349 $619,466 $656,857

85+

TOTAL

65-69

70-74

75-79

80-84

New Ongoing
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