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A decade of serious non-fatal assault in New Zealand 
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Abstract 

Aim To describe the distribution of, and trends in, the characteristics of serious non-

fatal assault injury for the period 2000–2009. 

Methods Serious non-fatal hospitalised assault injury for the 2000–2009 period were 

identified and described by: sociodemographic characteristics, location of incidents, 

methods used to inflict injury, alcohol involvement, and nature of injury. Trends in 

assault by age, gender, and method were examined. 

Results Males, 15–24 year olds, Māori, Pacific Islanders, and those from deprived 

neighbourhoods had markedly elevated assault rates. Assault by bodily force and head 

injuries predominated with the former being the major category of assault that 

increased the most over time  

Conclusions There is a disturbing level of serious assault in New Zealand and the 

situation is getting worse. We need to review current efforts to prevent these 

incidents. 

Assault resulting in injury is a significant public health problem in New Zealand. The 

most recently available national data indicates assaultive deaths account for 3.5% of 

all injury deaths and 3.4% of hospital discharges.
1,2

 

Assault attracts considerable public and media attention, and is one of six priority 

areas for the New Zealand Injury Prevention Strategy (NZIPS) 
3
. A key focus of 

NZIPS is to “enhance the infrastructure that supports injury prevention activity to 

improve injury prevention performance”.  

A recent review of that strategy reported that between 2003 and 2008 there was a 50% 

increase in the age standardised rates of serious non-fatal assaultive injury 
4
. 

However, no further insight was provided concerning the risk factors for, or 

characteristics of, assaultive injury. Nor has then been any other recent published NZ 

research that might provide further insight into epidemiological trends of these more 

serious events.  

Accordingly we sought to describe the:  

(1) Distribution of serious non-fatal assault injury for the period 2000–2009 by 

sociodemographic characteristics, location of incidents, methods used to inflict 

injury, alcohol involvement, and nature of injury; and  

(2) Trends in serious assault injury by age, gender, and method. 
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Methods 

We used the same methods for defining a serious non-fatal assault case as that are used in the NZIPS 

chartbooks.
5
 Briefly, this consisted of identifying all cases in the National Minimum Data Set of 

hospital discharges (NMDS) with:  

• An International Classifications of Diseases and Related Health Problems, version 10, 

Australian Modification (ICD-10-AM) injury related principal diagnosis (ICD-10-AM 

diagnosis code S00-T78), (b) where the first cause of injury was recorded as assault (ICD-10-

AM external cause codes X85-Y09),  

• Which resulted in injuries which were high-threat to life (6% or more chance of dying),  

• The victim was discharged in the period 2000–2009.  

Readmissions for follow-up treatment were excluded. Public hospitals provide 99.5% of inpatient 

treatment of injury in the acute phase. 

For the purposes of providing a measure of treatment resource impact we estimated the cumulative bed 

days stay associated with each case. This measure is the sum of the days stayed over the first visit and 

any subsequent readmission related to the incident.  

All records which meet the above criteria were searched for ICD-10-AM diagnosis and external cause 

codes indicative of alcohol involvement using the approach adopted by a US study of non-fatal suicide 

acts which resulted in hospitalisation.
6
 Records with ICD-10-AM codes indicating alcohol intoxication 

[Mental and behavioural disorders due to use of alcohol (F10): acute intoxication (F10.0), harmful use 

(F10.1) dependence syndrome ( F10.2) residual and late onset psychotic disorder (F10.7), psychotic 

disorder(F10.5)] were identified.  

Additional records with external cause of injury codes indicative of accidental poisoning by and 

exposure to alcohol (X45), intentional poisoning by and exposure to alcohol (X65) or alcohol 

poisoning intent undetermined (Y15) were also flagged as alcohol involved, as were those with 

diagnosis codes that included problems related to lifestyle—alcohol use (Z72.1), and evidence of 

alcohol involvement as determined by blood alcohol level (Y90.0–Y90.9). Cases were only counted as 

being alcohol involved once, irrespective of the number of alcohol related diagnosis or external cause 

of injury codes recorded in the hospital record.  

The NMDS records self-defined ethnicity in which patients may self-report up to three ethnic groups to 

which they belong. For those who report multiple ethnicities, the concept of ethnicity for this 

investigation has been defined in line with NMDS reporting: ethnicity is prioritised with Māori 

ethnicity receiving the top priority, followed by Pacific Islander, Asian and finally European.  

Residential area deprivation levels (NZDep2006) were based on the residential address of the assault 

victim as recorded in the NMDS. NZDep2006 scores are derived from Statistics New Zealand census 

data and combine measures of income, home ownership, support, employment, qualifications, living 

space, communication and transport to provide a measure of the relative level of deprivation for census 

meshblock areas (each meshblock contains approximately 87 people in 2006 and represent the area 

covered by a single census enumerator). Residential areas are assigned a value on an ordinal score from 

1 (least deprived) to 10 (most deprived). 7. Assault victims were assigned area deprivation scores based 

on their residential address. 

Denominators for rates were obtained from the Statistics New Zealand usually resident population 

estimates (series 5) for June 30 of the relevant year. Series 5 estimates assume medium fertility, 

medium mortality and long-run annual net migration of 10,000. For the calculation of ethnic specific 

rates, Statistics New Zealand population estimates for the relevant ethnic group, as at June 30 of the 

relevant year was used as the denominator.  

Ethnic-specific population estimates for Māori, Pacific Island and Asian populations were only 

available for the period 2006 onwards. These rates were age standardised. Age standardisation was via 

the direct method with five year age bands from 0–4 years to 85 and 85+ years. The standard 

population was the New Zealand population 2006 as at June 2006.  

Calculation of crude rates for NZDep2006 decile categories were based on Statistics New Zealand 

census area unit population estimates, available for the period 2006 onwards, as at June 30 of the 

relevant years. Statistics New Zealand provides mapping files that allow meshblocks used in the 

calculation of NZDep scores to be mapped to larger geographical area units, such as census area unit 
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population estimates. NZDep scores for larger area units are derived from the average NZDep scores of 

the meshblocks included. 95% confidence intervals for rates assume a Poisson distribution. Ethics 

approval for this investigation was obtained from the New Zealand Multi-region Ethics Committee 

(Reference number OTA/99/02/008). 

Results  

For the period 2000–2009 inclusive there were 8006 serious non-fatal assaults 

(average annualised rate of 19.56 per 100,000 per year). Overall males accounted for 

the bulk (76%) of the burden of assault (Table 1). Males aged 15–24 years had the 

highest rates of assault. This rate was approximately five times the highest age 

specific rate for females (25–34 year olds). 

 

Table 1. Sociodemographic characteristics of serious non-fatal assaults by 

gender 2000–2009 
 

Variables Males (n=6,335) Females (n=1671) 

N % Rate (95%CI) N % Rate (95%CI) 

Age 
0–14 years 

15–24 years 

25–34 years 

35–49 years 

50–64 years 

65+ years 

 

239 

2409 

1633 

1530 

416 

108 

 

3.8 

38.0 

25.8 

24.2 

6.6 

1.7 

 

5.3 (4.6–6.0) 

81.6 (78.4–84.9) 

61.6 (58.7–64.7) 

34.6 (32.9–36.4) 

12.7 (11.5–14.0) 

4.9 (4.0–5.9) 

 

156 

423 

463 

481 

98 

50 

 

9.3 

25.3 

27.7 

28.8 

5.9 

3.0 

 

3.6 (3.1–4.2) 

14.7 (13.3–16.2) 

16.3 (14.8–17.9) 

10.2 (9.3–11.2) 

2.9 (2.4–3.6) 

1.8 (1.4–2.4) 

TOTAL 6335 100  1671 100  

Ethnicity 
Māori 

Pacific Island 

Asian 

NZ European/ other 

 

992 

429 

145 

1563 

 

31.7 

13.7 

4.6 

50.0 

2006–2009 
77.4 (72.3–82.4) 

67.8 (60.8–74.7) 

14.8 (12.2–17.4) 

26.0 (24.7–27.3) 

 

380 

72 

31 

312 

 

47.8 

9.1 

3.9 

39.3 

2006–2009 
28.0 (24.1–30.9) 

11.0 (8.5–13.6) 

3.2 (2.0–4.4) 

4.8 (4.3–5.4) 

NZDep 2006 Score 
1 (least deprived) 

2 

3 

4 

5 

6 

7 

8 

9 

10 (most deprived) 

 

30 

227 

420 

502 

615 

633 

961 

898 

1095 

519 

 

0.5 

3.9 

7.1 

8.5 

10.4 

10.7 

16.3 

15.2 

18.6 

8.8 

Crude rates 2006–2009 
2.5 (1.5–3.9) 

13.4 (11.1–16.1) 

26.8 (23.3–30.7) 

27.6 (24.1–31.6) 

36.2 (32.3–40.4) 

36.1 (32.1–40.5) 

56.9 (51.9–62.6) 

50.6 (46.2–55.4) 

64.9 (59.7–70.4) 

31.1 (27.4–35.0) 

 

13 

30 

100 

147 

158 

140 

219 

260 

336 

166 

 

0.8 

1.9 

6.4 

9.4 

10.1 

8.9 

14.0 

16.6 

21.4 

10.6 

Crude rates 2006–2009 
0.8 (0.2–1.7) 

2.4 (1.5–3.7) 

6.4 (4.8–8.5) 

8.1 (6.2–10.3) 

8.2 (6.4–10.3) 

7.9 (6.1–10.0) 

12.9 (10.7–15.5) 

14.1 (11.8–16.6) 

17.5 (15.0–20.4) 

8.1 (6.4–10.2) 

 

For males there was a marked and consistent increase in rates among 15–24 year olds 

over time (Figure 1). The trend for females in this age group was very variable. The 

trend for the 25–34 year olds showed a more consistent and marked increase over 

time (Figure 2). 
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Figure 1. Serious non-fatal assault, annual rates by age group, males only 
 

 

 

Figure 2. Serious non-fatal assault, annual rates by age group, females only 
 

 

 

Māori accounted for almost half (48%) of female and one third (32%) of male serious 

non-fatal assaults (Table 1). Pacific Island people also figured prominently among the 

male statistics having a rate only slightly lower than Māori males. Between 2006 and 

2009 the rates of serious non-fatal assault increased for Māori from 43.6/100,000–

62.6/100,000, for Pacific Islanders from 37.3/100,000 to 38.6/100,000, for Asians 
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from 7.7/100,000 to 9.1/100,000 and for New Zealand European/Other from 

13.3/100,000 to 15.8/100,000. 

For both males and females the rates for NZDep groups 7, 8 and 9 were 17–26 times 

higher than that for the least deprived group for females and 32–39 times higher than 

the least deprived group for the males. 

Overall, the home (26%), and the street/highway (18%) were the most common 

locations of incidents (Table 2). There was a difference in the location of the injury 

scene by gender, for female victims, 56% of assaultive injury events occurred in the 

home, in comparison with 20% for male victims; while 24% of assaultive injuries for 

males occurred in the street/highway compared with 10% for females. There was a 

high proportion of victims for which no information was recorded about the location 

of the injury event—35.5% of male cases and 24.5% of female cases (Table 2). 

 

Table 2. Circumstances of serious non-fatal assaults by gender 2000–2009 
 

Variables Males (n=6335) Females (n=1671) 

N % N % 

Injury scene 

Home 

Residential institution 

School/admin 

Sports/athletics area 

Street/highway 

Trade/service area 

Industrial area 

Farm 

Other specified 

Unspecified 

 

1188 

162 

88 

57 

1397 

583 

20 

7 

322 

2108 

 

20.0 

2.7 

1.5 

1.0 

23.6 

9.8 

0.3 

0.1 

5.4 

35.5 

 

855 

15 

20 

1 

156 

58 

3 

0 

50 

375 

 

55.8 

1.0 

1.3 

0.1 

10.2 

3.8 

0.2 

0.0 

3.3 

24.5 

Method 
Hanging 

Firearms 

Smoke 

Vapours 

Sharp object 

Blunt object 

Bodily force 

Neglect 

All other* 

 

14 

32 

18 

13 

953 

1284 

2879 

125 

1017 

 

0.2 

0.5 

0.3 

0.2 

15.0 

20.3 

45.5 

2.0 

16.1 

 

41 

5 

8 

12 

118 

214 

820 

213 

240 

 

2.5 

0.3 

0.5 

0.7 

7.0 

12.8 

49.1 

12.8 

14.4 

Alcohol involvement 

Yes 

No mention of alcohol 

 

1433 

4902 

 

23.6 

77.3 

 

220 

1451 

 

13.1 

86.8 

Total 6335 100 1671 100 
* Includes “other specified” (Y08), “unspecified” (Y09), poisoning by drugs, other substances, gas, and other 

noxious substances (X85, X86, X87,X88), drowning (X92), explosives (X96), pushed from a height (Y01, Y02), 

motor vehicle traffic crash (Y03). 

 

The use of arms and legs (assault by bodily force) was the most common means of 

inflicting injury, accounting for nearly half the female cases and 45% of the male 

cases. For 12.1% of male and 7.0% of female assault related hospitalisations, the 

method involved was unspecified. 
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A higher proportion of males than females were recorded as being alcohol involved 

(23.6% vs 13.1%, Table 2). For those for whom alcohol was associated with the 

injury event, 10% (n=146) of males and 6% (n=14) of females had a blood alcohol 

content recorded on the clinical notes (data not shown).  

Figure 3 illustrates that the use of bodily force (e.g. kicking, punching) was the 

method of assault that increased the most over time. 

 

Figure 3. Serious non-fatal assault, annual rates by method 
 

 

 

For the majority of serious non-fatal assaultive hospitalisations, head injury was the 

principal diagnosis accounting for 72.6% of serious non-fatal injuries (Table 3). The 

8006 incidents required a total of 35,186 bed day’s stay. There was considerable 

variation in the days stay by nature of injury (median total length of stay = 1, range 0–

443 days). 

Although the single most frequently recorded group of diagnoses was a fracture of the 

skull, the three principal diagnoses that recorded the highest median total length of 

stay (epidural haemorrhage, traumatic subdural haemorrhage and traumatic 

subarachnoid haemorrhage) accounted for 12.2% of serious non-fatal assault cases. 

Injuries to intra-thoracic and intra-abdominal organs also recorded high median total 

length of stays (median 4 days and 5 days; range 0–56 days, 0–52 days respectively). 
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Table 3. Nature of injury and diagnosis specific length of stay (LoS) 
 

Diagnosis 

(3 char) 

Diagnosis 

(4 char) 

Description N % First admission Cumulative total 

Median 

LoS 

Range 

LoS 

Median LoS 

(total) 

Range LoS 

(total) 

S02 S020 

S021 

S022 

S023 

S024 

S026 

S028 

Fracture of the skull 

Facture of vault of skull 

Fracture of base of skull 

Fracture of nasal bones 

Fracture of orbital floor 

Fracture of malar and maxillary bones 

Fracture of mandible 

Fractures of other skull and facial bones 

2490 

245 

385 

263 

283 

590 

447 

205 

31.0 

4.8 

7.4 

5.0 

5.4 

11.5 

8.7 

3.9 

1 

1 

1 

0 

0 

1 

1 

1 

0–111 

0–37 

0–34 

0–9 

0–14 

0–111 

0–12 

0–13 

1 

3 

2 

0 

1 

1 

2 

1 

0–414 

0–235 

0–244 

0–15 

0–18 

0–414 

0–69 

0–16 

S06 S060 

S063 

S064 

S065 

S066 

Intracranial injury 

Concussive injury 

Focal brain injury 

Epidural haemorrhage 

Traumatic subdural haemorrhage 

Traumatic subarachnoid haemorrhage 

1980 

966 

198 

105 

399 

134 

24.8 

18.8 

3.9 

2.0 

7.6 

2.6 

0 

0 

2 

3 

3 

2 

0–78 

0–25 

0–51 

0–78 

0–72 

0–72 

1 

0 

3 

6 

7 

4.5 

0–443 

0–35 

0–122 

1–443 

0–306 

0–237 

S01 S010 

S018 

Open wound of head 

Open wound of scalp 

Open wound of other parts of head 

703 

362 

127 

8.8 

7.0 

2.5 

0 

0 

0 

0–19 

0–19 

0–5 

0 

0 

0 

0–83 

0–48 

0–83 

S00  Superficial injury of head 438 5.4 0 0–10 0 0–10 

S27  Injury of other and unspecified intra-thoracic organs 412 5.2 3 0–54 4 0–56 

S36  Injury of intra-abdominal organs 284 3.6 5 0–36 5 0–52 

S09  Other and unspecified injuries of head 213 2.6 0 0–16 0 0–37 

S22  Fracture of rib(s), sternum and thoracic spine 186 2.3 1 0–30 1 0–62 

Other*   1300 16.2 1 0–92 1 0–236 

Total   8006 100.0     

* No other 3-character ICD-10-AM principal diagnosis category exceeded 2%. 
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Discussion 

General findings—For the period 2000–2009 there were an average of 801 serious 

non-fatal hospital discharges in New Zealand annually. The rate of these has 

increased by 63% over the 10-year period reviewed. The variations in rates by age, 

ethnicity, deprivation, and gender are substantial. For example, males aged 15–24 

have the highest rate of serious injury from assault. That rate is 16 times that of male 

65+ age group and is more than five and a half times higher that for the 15–25 female 

age group.  

Similarly, while male Māori and Pacific Island people have a similar rate, that is not 

the case for females, where the Māori rate is more than twice that for Pacific Island 

people. The findings for deprivation are even more striking, males in the decile 9 

having an assault rate 26 times those in decile 1. 

It should be emphasised at the outset that this study was concerned with serious 

assault defined as incidents where the resulting injuries represented a threat of dying 

of 6% or more. It is thus of considerable concern that we identified 8006 cases in a ten 

year period which met this threshold and moreover that rate of these serious incidents 

is increasing with time.  

Strengths and limitations—The main strength of the investigation presented lies in 

the case definition. Publication of trends in physical assault often result in 

considerable debate as to their meaning. For example, in New Zealand the annual 

release of police statistics on violence which might show an increase in the incidence 

is characterised by two distinct responses from Parliament.  

The opposition claim it illustrates the Government’s failure to control violence, while 

the Government claim that it illustrates that programmes which promote public 

intolerance to violence, and thus the need to report it to the police, are working. Both 

explanations could be valid to varying degrees. However, as police statistics are 

subject to extraneous factors (such as changes in reporting behavior) we have no way 

of determining the true explanation 
16

.  

It has been argued that in order to overcome this problem data from emergency 

departments should be used 
16

. This ignores the fact that such health service data are 

also subject to extraneous influences such as changes in service delivery.
17

 Similar 

arguments apply to the unthinking use of hospital inpatient data, a common source of 

data for monitoring trends in non-fatal injury 
18

. 

This contrasts with trends we have investigated here. We applied a threshold for 

severity of injury which enables us to have a reasonable degree of confidence that we 

have captured most of the cases consistently and thus the trends presented reflect the 

underlying phenomenon of concern, namely serious non-fatal assault injury. In other 

words it is our contention that assault victims whose injuries represent a threat to life 

of 6% or more will be invariably hospitalised, irrespective of access and service 

delivery issues.  

It is possible that, even using the threshold employed, variable levels of reporting the 

cause of injuries may exist. We have previously examined this possibility for serious 

non-fatal assault and have found that no systematic change in reporting the cause of 

injury existed.
19

 Having said that, in 2006, the Ministry of Health mandated for the 
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inclusion of emergency department discharges in the national collection of hospital 

discharge data.  

Thus, trends in serious non-fatal assault injury from 2007 onwards may be influenced 

by increased reporting from some New Zealand hospitals. However, the impact of 

increased reporting will have been moderated by the high severity threshold we have 

used. In addition, the trends reported in this investigation began well before 2007 

suggesting that increases in the frequencies and rates of serious non-fatal assault are 

real. 

There are a number of limitations with this study. There were a high proportion (34%) 

of cases for which the location of the injury event was unspecified. In addition, the 

proportion of unspecified locations varied by gender, indicating that the distributions 

reported for specific locations needs to be treated with caution. There was also limited 

information on the perpetrator involved in the assaultive event (the perpetrator was 

listed in only 31% of cases). As a result, we elected not to include this information in 

the analysis.  

A further limitation of this study is our findings on alcohol involvement. In terms of 

alcohol involvement, it is important to note that our results relate to the victim. We 

have no information on alcohol involvement among perpetrators. However, some of 

the ‘victims’ in this series may also have been ‘perpetrators’ in the incident in which 

they were injured. For example, a fight that is initiated by an intoxicated person who 

also subsequently is injured.  

Moreover, the ‘alcohol involvement’ we have reported (Table 2) is likely to be a 

significant underestimate of the proportion of serious non-fatal assault cases who had 

consumed alcohol prior to their hospital event given that patients are not routinely 

screened for acute or chronic alcohol problems.  

We elected not to disaggregate the alcohol data since in those cases where more than 

one alcohol code was specified there appeared to inconsistencies in the manner in 

which acute intoxication was recorded in combination with diagnoses that indicated 

chronic alcohol problems.  

We have no way of knowing whether alcohol involvement played a casual role in the 

assaultive injuries described in this paper. It could well be, for example, that many of 

the males just happened to be drinking at the time. On the other hand there is evidence 

from elsewhere that being intoxicated increases one’s risk of becoming a victim of 

assault 
9
. Alcohol misuse is also a distal risk factor for assault, where a pattern of 

heavy episodic drinking has been associated with a threefold increase in victimisation 

involving drinking. 
10

 

The definition of serious in this study was based on threat to life, operationally based 

on acute anatomical damage. By definition this excludes important assault incidents 

where the main outcome is a mental disorder (e.g. many sexual assault incidents). 

Regretfully there is no database in NZ that allows one to describe the epidemiology of 

the more serious of these incidents in a manner similar to that used here.  

While the Accident Compensation Corporation maintains a sensitive claims database 

which records details on such cases, this database is also susceptible to extraneous 
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influences that vary over time, not the least of which is changes in eligibility and the 

strictness with which such criteria are implemented.  

In their guide to the use and reporting of ethnicity data, Statistics New Zealand 

recommend using the ‘total ethnicity’ concept in which case all persons are counted in 

all ethnic groups to which they associate. The result is that the total across all ethnic 

groups is greater than the whole population. Prioritised recording of Māori ethnicity 

in the NMDS roughly equates to ‘total ethnicity’ reporting for Māori, as all those who 

identify themselves as Māori are subsequently reported as such. However, because of 

the nature of the prioritisation, use of the prioritised ethnicity field is likely to result in 

an undercount of other ethnicities. For this investigation the prioritised ethnicity field 

was used. As such, there may be an undercount of ethnicities other than Māori. 

Implications—In recent times there has been a concern expressed about the incidence 

of knife related assaults 
8
. While we have not presented statistics on knife assaults our 

results show that in total, sharp objects (the category a knife is coded under) account 

for 13% of all assaults that result in serious injury.  

While there is some evidence of an increase in incidents involving sharp objects, of 

greater concern is that the overall increase in serious assault is largely attributable to 

incidents involving ‘bodily force’. We are not suggesting that initiatives to reduce the 

risk of increasing knife crime in New Zealand should not be pursued. Rather it is 

important that, as a community, we do not ignore or under-resource prevention 

initiatives aimed at the major cause of harm in pursuing such initiatives. 

Prior to the analyses presented here the most recent published descriptive 

epidemiological overview of non-fatal assault, from a victim perspective, in New 

Zealand was published in 1995 and was concerned with assaults resulting in hospital 

admission from 1979–1988 
11

.  

As emphasized above our series focused on a subset of hospital admissions. Despite 

this both series identified males, young adult, and Māori, as being at elevated risk. 

Similarly use of bodily force was the most common mechanism of injury, and the 

home as a common location of the incidents. There are very few published studies 

from other countries that have been concerned with all types of assault to all persons.  

The literature is dominated by studies of domestic violence and sexual assault with an 

emphasis on injury to women. The few recent studies we have been able to identify 

which are similar in scope to our investigation report similar sociodemographic 

patterns and circumstances of injury.
12–14

 

Typically statistics on assault are based court or police statistics and as such are 

perpetrator orientated. It is of interest to consider the prevention resource implications 

that may arise from our analyses and analyses in which the person of interest is the 

perpetrator. For example, in a recent presentation based on Court and Police data, 

Judge Becroft was reported as saying “ Firstly youth violence is not out of control, in 

fact it had been decreasing for the past 10 years, but violent crime was increasing in 

every age group, though the increase was greatest in those aged over 60” 
15

.  

In contrast we have shown a substantial and relatively steady increase over time in the 

rate of serious assault among males aged 15–24 years. Due to smaller numbers, trends 
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for females aged 15–24 years is more variable. However, there is suggestion of 

significant increase in the most recent years. 

Despite the limitations highlighted above, this study has provided new and recent 

insights into serious non-fatal assaultive hospitalisations. The trends we have 

observed are concerning, especially since there is no evidence of any recent 

abatement. This raises questions about our efforts to reduce such harm.  

Are we applying evidence-based interventions? If so how good is our application? 

Are we targeting the right sectors of the population in our injury prevention efforts? 

Given the cross-sector role of NZIPS, and the recent addition of alcohol as a 

crosscutting theme for NZIPS, it would be a most appropriate mechanism through 

which to pursue these important questions. 
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