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EXECUTIVE SUMMARY

Injury is Canada’s invisible epidemic. It is the
leading killer and disabler of Canadians in the
prime of their lives and it kills more youth and
young adults than all other causes combined.
Injury also places a tremendous economic burden
on this country, conservatively estimated at $14.7
billion annually in direct and indirect costs.

Nonetheless, injury has historically been
overlooked as a health issue, consistently taking a
back seat to far lesser health threats. This is due,
in part, to the common belief that injuries are
“accidents” that can be neither anticipated nor
prevented. Like diseases, however, most injuries
follow a distinct pattern and are, therefore, both
predictable and preventable. Where evidence-
based prevention measures have been introduced,
significant reductions in disability and loss of life
have resulted. The dramatic success of
mandatory seatbelt and bicycle helmet laws are
two such examples.

Despite this evidence, Canadian policy-makers
and the public remain largely unaware of the
human and economic burden associated with
preventable injury and of the many effective ways
this can be reduced. As a result, one of Canada’s
most critical health problems continues to go
largely unaddressed. In the current struggle to
contain rising health care costs and to ensure the
sustainability of Canada’s public health care
system, policy-makers can no longer afford to
ignore injury prevention; it is one of the most
promising means to significantly reduce
hospitalizations, wait times, and related health
care costs without compromising the accessibility
and quality of care that Canadians want.

One after another, provincial governments are
turning their attention to injury prevention as one
of a range of solutions to the health care
sustainability challenge. Even as they have begun
to establish their own initiatives and programs,
these governments have signalled the need for
federal leadership in establishing a coordinated,
pan-Canadian strategy to build the necessary
surveillance systems and research programs, and

to make the requisite investments to support and
help drive effective, evidence-based prevention
efforts.

The establishment of the new Public Health
Agency of Canada offers an important
opportunity to address this long-standing gap in
Canada’s public health system. By establishing a
national  coordinating centre for injury
prevention within the new agency, the federal
government could work with the provinces and
other national and regional stakeholders to set
national injury prevention targets. These targets
would then motivate subsequent actions, such as
capacity building, resource mobilization, and
coordination of surveillance, research and
programming. As Canadians look for signs of
progress in ensuring the long-term sustainability
of the health care system, injury prevention
offers a unique means for federal, provincial and
territorial governments to join together with a
common strategy to quickly and measurably
reduce health care costs and show important
health gains for Canadians.

Over the past 24 months, injury prevention
stakeholders across Canada have been working to
develop a framework for a pan-Canadian injury
prevention strategy. The table is now set for the
federal government, supported by provincial and
territorial governments, to take the lead in
moving Canada to the forefront of injury
prevention and protecting Canadians from
injuries’ heavy and readily preventable human
toll and economic burden.

RECOMMENDATIONS

SMARTRISK and its consultation partners,
including Insurance Bureau of Canada,
recommend that the federal government aim to
ensure that Canada has the lowest injury rates of
any country in the world. To accomplish this, the
government needs to develop a pan-Canadian
injury prevention strategy built on six strategic
pillars:
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1. National leadership and
coordination

The federal government should establish an
Injury Prevention Centre of Canada (IPCC) that
uses coordinated pan-Canadian strategies to
reduce the frequency and severity of injuries and
improve health outcomes for those affected by
injury. The Centre should:

% Dbe an integral part of the new Public Health
Agency of Canada;

% maintain a distinct budget and mandate to
ensure an undiluted focus on injury; and

% promote strategies and initiatives that are
evidence-based and  developed and
implemented in partnership with relevant
injury prevention stakeholders.

2. An effective surveillance system

The federal government should establish a
National Injury Surveillance Coordinating

Committee (NISCC), within the IPCC, to
coordinate national efforts to:

< enhance existing injury surveillance capacity;

% ensure development and timely
dissemination of surveillance products for
key users; and

% monitor and report publicly on progress in
reducing injury rates through the annual
release of an Injury in Canada report directly
from Canada’s Chief Public Health Officer.

3. Research

The IPCC should build a cadre of injury
researchers and foster the translation of
knowledge into action by:

% establishing a strategic injury research agenda
focused on areas where injury reduction
would produce the greatest health, social and
economic gains;

% partnering with the Canadian Institutes of
Health Research (CIHR) to co-fund team
development grants at a level of $100,000
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annually and eventually fund five Centres of
Excellence in Injury at a level of $1.5 million
annually for each centre;

% establishing a $4 million annual Injury
Research and Demonstration Fund to test and
evaluate injury prevention and control

approaches; and
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creating a National Injury Information and
Education Committee comprising all major
national injury stakeholders to coordinate the
translation and dissemination of injury
research findings and their incorporation into

injury prevention information and activities
in the field.

4. Community supports and
resources

The federal government should support
community level programs and initiatives for
injury prevention by:

% establishing a $30 million annual National
Injury  Prevention  Community  Fund
(modelled on the National Crime Prevention
Fund); and

% establishing an on-line National Injury
Prevention Clearinghouse, maintained by the
IPCC, to provide communities with the
information and tools they need to design,
implement, evaluate and share information
about effective injury prevention strategies.

5. Policy analysis and development

The IPCC should work with federal and
provincial governments to provide expert
information and analysis and to facilitate the
introduction  of  evidence-based  policies,
regulations and programs to reduce the risk for
injury in Canada. The IPCC’s activities should
include:

% regular international policy scans to update
evidence on effective practices;

% domestic policy reviews to
opportunities for action;

identify
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% systematic communication of emerging
evidence on effective policies and regulatory
approaches to government partners; and
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% support of federal/provincial/territorial proc-
esses related to injury and the facilitation of
more informal intra- and inter-governmental
dialogue and information exchange.

6. Public information and

education
The IPCC  should develop  systematic
communication strategies to support the

achievement of national injury prevention targets
and goals. These strategies should include, but
not be limited to:

2

% mounting public information and social
marketing campaigns to advance specific
national injury prevention goals;

% developing public information and reference
materials tailored to distinct segments of
users and target populations;
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building a dedicated Resource Centre within
the National Injury Prevention
Clearinghouse, cataloguing evidence-based
communications materials for public use,
with supporting reference materials;

% creating on-line communication vehicles for
non-governmental organizations, professional
organizations, and program and policy-
makers active in injury prevention; and

R
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establishing a media relations program to
increase the frequency and quality of media
coverage of injury issues and to facilitate
timely media contact with experts.

FUNDING

The pan-Canadian injury prevention strategy
outlined above will require a federal government
investment of $50 million annually when fully
phased in over a five-year period. The core
components of the strategy and their estimated
costs are set out in the table below.

education

» Resource Centre and services
* Public education and social marketing
» Medla relations program

ANNUAL
PILLAR COMPONENTS COST
1. National leadership and Injury Prevention Centre of Canada $4 million
coordination » Facilitation and coordination
and « Policy analysis and development
. Policy analysis and » Program management
development » Knowledge translation
. Surveillance Injury surveillance coordination 2 million
. Research Injury Research and Demonstration Fund 4 million
Five Centres of Excellence 5 million
. Community supports and  National Injury Prevention Community Fund 30 million
resources o Community mobilization ($10 million)
o Targeted prevention initiatives ($20 million)
. Public information and National Injury Prevention Clearinghouse 5 million

Total

$50 million
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INTRODUCTION

Injury! is Canada’s invisible epidemic. It is the
leading killer of Canadians in the prime of their
lives and kills more youth and young adults than
all other causes combined.? Injury also places a
tremendous economic burden on this country,
conservatively estimated at $14.7 billion annually
in direct and indirect costs.® 4

However, injury historically has been overlooked
as a health issue, taking a back seat to far lesser
health threats. This is due to our prevailing
misunderstanding of injuries as “accidents” that
can neither be anticipated nor prevented. In fact,
most injuries® - like diseases - follow a distinct
pattern and are, therefore, largely predictable and
preventable.? Where evidence-based prevention
measures have been introduced, these have
resulted in significant reductions in disability and
loss of life. The dramatic successes of mandatory
seatbelt and motorcycle helmet laws are two such
examples.® 7

Despite this evidence, Canadian policy makers
and the public remain largely unaware of the
human and economic burden associated with
preventable injury and of the many effective ways
this can be reduced. As a result, one of Canada’s
most critical health problems continues to go
largely unaddressed. In the current struggle to
contain rising health care costs and to ensure the
sustainability of Canada’s public health care
system, policy makers can no longer afford to
ignore injury prevention as one of the most
promising means to significantly reduce
hospitalizations and related health care costs
without compromising the accessibility and
quality of care that Canadians want.

In increasing numbers, provincial governments
are turning their attention to injury prevention as
one of a range of solutions to the health care
sustainability challenge®. Even as they have
begun to establish their own initiatives and
programs, however, they have signalled the need
for federal leadership in establishing a
coordinated pan-Canadian strategy to build the
necessary surveillance systems and research

programs, and to make the requisite investments
to support and help drive effective prevention
efforts.

The establishment of the new Public Health
Agency of Canada (PHAC) offers an important
opportunity to address this longstanding gap in
Canada’s public health system. By establishing an
injury prevention centre within the new agency,
the federal government can work with the
provinces and other national and regional
stakeholders to set national injury prevention
targets, build capacity, mobilize resources, and
coordinate surveillance, research, and prevention
activities to achieve them. As Canadians look for
signs of progress in ensuring the long-term
sustainability of the health care system, injury
prevention offers a unique means for federal,
provincial, and territorial governments to join
together in a common strategy to quickly and
measurably reduce health care costs and show
important health gains for Canadians.

Over the past 24 months, injury prevention
stakeholders across Canada have been working to
develop a framework for a pan-Canadian injury
prevention strategy. The table is now set for the
federal government to take the lead, supported by
provincial and territorial governments, in moving
Canada to the forefront of injury prevention and
protecting Canadians from the heavy human and
economic burden that can readily be prevented.

This paper sets out the rationale for a pan-
Canadian injury prevention strategy, examines
successful approaches in other jurisdictions to
reducing the incidence of injury, and makes
recommendations for the strategy’s components
in the areas of leadership structures, surveillance,
research, policy development, public information
and education, and prevention programming.
This document is based on the advice obtained in
recent national consultations on these issues.
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WHY WE NEED A PAN-CANADIAN INJURY

PREVENTION STRATEGY

INJURY IS CANADA'’S
INVISIBLE EPIDEMIC

Preventable injury kills thousands of Canadians
every vyear, permanently disables tens of
thousands more, costs Canadians billions of
dollars annually in health care costs and lost
productivity, and is the source of significant
pain, suffering and loss for thousands of
Canadians and their families. Despite this
enormous human and economic toll, injury
remains largely unaddressed at the national
level. While individual parts of the injury
epidemic have received strategic attention,
through such initiatives as Road Safety Vision
2010, Canada currently lacks a comprehensive
pan-Canadian strategy to prevent injury. Lesser
health threats command far greater surveillance,
research, and prevention resources. The
following points underscore the degree to which
there is a profound disconnect between the

severity of injury as a health issue and the
resources and attention we currently dedicate to
this problem:

2

% Injury is the number one killer of Canadians
under 45 and the fourth leading cause of
death overall in Canada.l?

Of the 2,181,222 Canadians hurt in 1995 by
unintentional injury, 7,721 died and 47,192
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were permanently disabled.!!
In 2002, 13,477 Canadians died of injury.’

Injuries cost Canadians $14.7 billion
annually in health care costs and lost

e
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2
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productivity.3 4

2
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Canada spends less than one percent of its
health research budget on injury research.!? As
a percentage of the total economic burden of
injury in Canada, this amount makes injury
the second lowest funded health burden
category when it comes to research (Figure 1).

Figure 1: Research expenditure as a percentage of the burden of disease, by disease category'®
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Why We Need a Pan-Canadian Injury Prevention Strategy

INJURY STRIKES OUR
MOST VULNERABLE
POPULATIONS

Injury strikes particularly hard at Canada’s most
vulnerable groups — children, youth, seniors, and
Aboriginal peoples — as well as other groups like
workers. For most of the vulnerable groups,
injury is the leading health threat they face, yet a
coordinated national effort could greatly reduce
the risks in their environment and help them
learn how to navigate these risks in a way that
will enable them to avoid injury. There is
evidence — from Canada and other countries —
that successful strategies do exist and, once
implemented, can effectively reduce injury rates.

CHILDREN

< In 2002, 414 children in Canada aged 0 to 14
died of injury.®

% For every death, 86 children were hospitalized'?,
and hundreds more presented to hospital
emergency departments for treatment.1214

% The economic cost of injury among children
has been estimated at $5.1 billion per year.* 15

% In 2002, 11 percent of the children aged 10 to
14 who died took their own lives.?

% The majority of injury-related child deaths are
completely preventable;'® however Canada lags
behind other nations in its prevention efforts.!”
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< In 2001, UNICEF ranked Canada 18th out of
26 Organization for Economic Co-operation
and Development (OECD) nations with
regard to child injury rates. Our rate is
approximately double that of top ranked
Sweden.!”

If Canada enjoyed the same child injury rate
as Sweden, from 1991 to 199517:

» 1,233 children would not have died.

P Between 23,000 and 50,000 would not
have been hospitalized.

P More than 250,000 children would not
have visited emergency rooms.

YOUTH

% In 2001, 1,595 youth aged 15 to 24 died from
injury in Canada.’
% Injury kills more young people than all other

causes combined, accounting for over 70
percent of all youth deaths.?

% About 45 percent of these deaths involved
motor vehicle crashes.? Nearly 40 percent of
fatal crashes are the result of drinking and
driving.1®

In 2001, 22 percent of youth aged 15 to 24 who
died took their own life.® In Quebec, more young

K2
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people now die of suicide than of motor vehicle
crashes.! Suicide is quickly approaching motor
vehicle crashes as the leading cause of death
among youth (Figure 2).1

Figure 2: Percent of all injury deaths in Canada, ages 15-19, 1999
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While other countries — U.S., UK., Norway
and Sweden - have put in place effective
national suicide prevention strategies and
have seen their suicide rates decline steadily
as a result, Canadian rates have remained
unchanged for the past 10 years.!

SENIORS

2
%

R
0‘0

Seniors comprise only 12 percent of the
Canadian population, but account for 35
percent of all injury hospitalizations.?

Falls are the leading cause of hospitalizations
due to injury and are particularly prevalent
among older Canadians.?!

About $2.9 billion is spent annually on
treating injuries due to falls. Over $1.1 billion
of this is spent on treating Canadians over the
age of 65.422

A hip fracture often means the end of a
senior’s life of independence. One year
following a hip fracture, an estimated 25 to 50

Why We Need a Pan-Canadian Injury Prevention Strategy

percent of elderly patients are unable to
return to their own homes and instead require
long-term care.?

Seniors over the age of 75 who are injured by
falls typically have an 18-day hospital stay.?
In 1999/2000, Canadian seniors with a fall-
related injury accounted for one million bed-
days in acute care settings. Assuming a stable
rate of fall-related injuries and
hospitalizations, as well as a rise in
proportion of seniors and their relative age,
these will account for 1.8 million acute care
bed days annually by 2016 (Figure 3). This is
likely to be a conservative estimate, since
recent U.S. data has shown a rising trend in
hospitalization rates for hip fractures,?> which
account for 40 percent of fall-related injuries
requiring hospitalization among seniors.??

Of the approximately 4,000 suicides in
Canada each year, 12.5 percent of them (500)
are among seniors.2

Figure 3: Projected growth in acute bed days used by seniors who have fallen, 1999-2016%"
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Why We Need a Pan-Canadian Injury Prevention Strategy

ABORIGINAL PEOPLES

% Injury is the leading cause of death for
Aboriginal children, youth, and young adults
in Canada (Figure 4).28

% The injury death rate among Aboriginal teens
is almost four times that of Canadians overall.
29,30 Over 56 percent of the First Nations
population is under the age of 25.28

% The most common causes of death from
injury among Aboriginal seniors are motor
vehicle crashes, suicide, and unintentional
drug overdose.?

% Aboriginal disability rates are reported at 31
percent, double the national rate, with a large
proportion attributed to injuries.?®

% First Nations and Inuit suicide rates are
almost three times higher than those of
Canadians overall.28

% First Nations male and female youth are,
respectively, five and seven times more likely
to die of suicide than their peers in the
population overall.?8

ENDING CANADA'S INVISIBLE EPIDEMIC

INJURY PLACES A LARGE
COST BURDEN ON OUR
HEALTH CARE SYSTEM
AND CANADIANS

One of the most pressing issues perceived by
Canadians and politicians today is the sustainability
of our public health care system. While injury is one
of the leading causes of hospitalizations and
hospitalization ~expenditures, Canada lacks a
comprehensive injury prevention strategy to help
reduce the pressure on our heath care system.

However, the costs of injury are not limited to our
health care system. Thousands of Canadians
every year suffer from short-term or permanent
disabilities that prevent them from engaging in
work, family, and personal activities that the rest
of us take for granted.

While the human toll that injury takes is difficult
to calculate, the economic cost to injured

Figure 4: Potential years of life lost (PYLL) by cause of death, First Nations and Canada, 19993
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individuals, their families, employers, and
communities are in the billions of dollars
annually.

% The average total cost per injury in Canada is
$4,800.4 22

% Injuries cost our health care system over $3.9
billion annually in direct costs.% 4

% Injuries cost Canadians an additional $10.8
billion annually in lost productivity from
premature death (62.3 percent), long-term
disability (19.3 percent), and short-term
disability (18.4 percent).>

Why We Need a Pan-Canadian Injury Prevention Strategy
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Injuries are the third leading cause of hospital
care expenditures in Canada (Figure 5)° and
the fourth leading cause overall of economic
burden among disease categories (Figure 6).

K2
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Falls (57 percent), motor vehicle crashes (9
percent) and poisoning (2.7 percent) account
for almost 70 percent of injury-related health
care costs.!!

Injury raises important human capital issues as
well.  With a fertility rate of 1.5 children per
woman, Canada cannot achieve natural
replacement of its population.? This, combined
with the entry of the first members of the baby

Figure 5: Percentage of hospitalization costs attributable to injury3
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Figure 6: Total economic burden of injury and other major disease categories?
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Why We Need a Pan-Canadian Injury Prevention Strategy

boom generation into retirement, is leading to an
overall aging of our population. Under this
scenario, an increasing proportion of our
population will become dependent on a relatively
shrinking proportion of active earners in the
labour market. While we can increase the
absolute size of our labour force through
immigration, this will not likely change the
relative proportion of earners and dependents.3
This scenario has significant implications for the
ability of our tax base to support what will likely
be steep increases in demand for public services
(especially health and social services). Injury, left
unchecked, only adds to this problem, as it is
young people entering their productive years that
are most likely to be hurt or killed.

A shrinking labour force further exacerbates
existing health human resource issues. Experts all
agree that Canada has a serious shortage of
appropriately trained workers at all levels in
public  health. Many current front-line
practitioners of injury prevention are public
health nurses, but the workforce also comprises
staff from other disciplines, for example, health
and safety inspectors, health promoters,
community development specialists, behavioural
scientists, police and fire services, workplace
safety, codes and standards developers, injury
researchers and epidemiologists.3

Few front-line people are graduate-level public
health professionals, and those that do exist are
not equitably distributed across jurisdictions. In
addition, though front line practitioners require a
broad range of skills and knowledge, there are
virtually no national resources dedicated to
addressing their continuing injury prevention
education needs. Unlike the United Kingdom and
the United States, for example, Canada does not
have an academic injury prevention training
program.34

Wait times for specific therapeutic and
diagnostic procedures are a current health care
concern. Injuries play a significant role in this
regard, because they are an underlying cause for
some of the interventions of concern, such as
joint replacement surgery. Injuries also drive
waiting times due to the fact that they occupy
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crucial operating room time — time that could be
better spent on other procedures. Wait times for
such diagnostic services as CT and MRI scans are
negatively impacted by injuries — urgent scans
required for traumas cause other less urgent
cases to remain in the queue. In the emergency
department, traumas are responsible for 24
percent of cases seen. These represent 19 percent
of all cases requiring resuscitation, 12 percent of
all cases classed as emergent and 16 percent of
all cases classed as urgent. In contrast, acute
myocardial infarctions represent less than one
percent of cases seen, eight percent of
resuscitation level cases, two percent of
emergent cases and less than one percent of
urgent cases.> A  comprehensive injury
prevention strategy should be viewed as a
critical component of any wait time reduction
framework, since it has the potential to yield
immediate improvements.

INJURY AND ITS
ACCOMPANYING HUMAN
AND ECONOMIC COSTS
CAN BE PREVENTED

Injury has been termed Canada’s “invisible
epidemic” because most people do not see
injuries as a health threat that can be managed
and prevented. Instead, they perceive injuries to
be the by-product of countless “accidents” or
unpredictable acts of fate that can neither be
predicted nor prevented and consequently are
ignored. This is a false perception.® Like most
other health threats, injury is highly predictable
and it can be successfully prevented.? Examples
abound of interventions that have effectively
reduced injuries, saving both lives and money
(Figure 7).

In the transportation sector, a recent Government
of Canada report entitled Road Safety Vision 2010,
2001 Update describes the impact of evidence-
based interventions within one domain of
preventable injury:
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Figure 7: Estimated benefit-cost ratios for key injury prevention investments

Investment Benefit-Cost Ratio (U.S.$)
Painting Traffic Lines on Roads?’ 61:1
Installing Rumble Strips on Roads3® 60:1
Seatbelts (Front Seats)3’ 49:1
Harlem Hospital Injury Prevention Program3’ 63:1
Smoke Detectors?’ I5:1
Comprehensive Community-Based Fall Prevention for High Risk Seniors3’ 7:1
Provisional (e.g. Graduated) Licensing®’ 7.3:1
Big Brother/Big Sister Mentoring for Violence Prevention3’ 5.8:1
Intensive Sobriety Checkpoint Campaign’ 3.2:1

Traffic fatalities peaked in the early 1970s.
Since that time, Canada’s population has
grown by 40 percent, and the number of
vehicles has increased by 80 percent.
Despite this increased mobility, the num-
ber of traffic fatalities has been cut by
more than half. This improvement is the
result of a combination of factors, in-
cluding interventions that focused on
getting motorists to buckle up and to
refrain from driving after drinking, im-
proved vehicle safety standards, safer
road designs, improved emergency medi-
cal services and tougher police enforce-
ment measures.?

Seatbelt use alone, in the period 1990 to 2000, has
prevented an estimated 11,690 fatalities (Figure 8)

and saved Canadians $17.5 billion.% 4 Mandatory
seatbelt legislation was introduced in the
mid-1970s. In the first four provinces to adopt
this legislation, wear rates for seatbelts increased
from 20-30 percent pre-legislation to 60-70 percent
in the year immediately post legislation.*! As a
result of ongoing enforcement and intermittent
public education campaigns, 90 percent of vehicle
passengers now wear seatbelts.#?

In the recreational arena, provinces that have
adopted bicycle helmet legislation have seen a 45
percent decrease in bicycle-related head injuries,
without any attendant decline in cycling.#* The
Snowmobile Trail Officer Program (STOP) in the
Sudbury area has reduced hospital admissions
from snowmobile-related injuries by 45 percent
over three years, saving over $200,000 in acute

Figure 8: Cumulative estimates of the number of front-seat occupants’ lives saved by seatbelts,

Canada, 1990-20004
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care costs and $5 million in fatality related costs
over the same period.*>

A recent report on spinal injuries due to hockey
in Canada from 1943-1999 indicates a reduction
in the most recent five-year period in the
incidence of paralyzing spinal cord injuries. The
report also points to the effectiveness of injury
prevention programs mounted by a number of
organizations.?® Each major spinal cord injury
costs $4-8 million for lifetime care and lost
earnings.

More remains to be done, however, in these and
other areas. While Canada has demonstrated
success at injury prevention in several areas, there
are a number of areas where it is lagging in the
adoption of proven strategies developed in other
jurisdictions. For example, the internationally
recognized Harlem Hospital Injury Prevention
Program demonstrated a 41 percent reduction in
injuries among children aged six to 16 in its first
five years, increasing this to 55 percent over nine
years.#’, 48 For every dollar invested, this program
saved $4 in acute health care costs and
significantly more in lifetime health care costs
(See Figure 7). The New York City Department of
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Health program, Children Can’t Fly, reduced the
number of window falls among children by 50
percent in its first three years of operation.?” 4
The installation of rumble strips on the
Pennsylvania Turnpike cut the number of drift-
off-road crashes by 60 percent*” 50 and similar
results have been reported in Canada.®® The
Australian Stay on Your Feet program reduced
hospitalizations due to falls among seniors by 20
percent (Figure 9).

Based on these examples alone, Canada still has
significant unexploited potential when it comes to
preventing common causes of injury and death.
It is important to note, however, that while the
direct costs of injury are often borne by the health
care system, successful interventions to prevent
injury (as illustrated above) most often lie outside
the health care domain in sectors like
transportation, education, recreation, or
workplace safety. This points to the need for
cross-sectoral approaches to injury prevention
that extend well beyond the health care sector to
engage other societal actors with more direct
control over — and responsibility for — the critical
physical and behavioural factors driving our
injury rates.

Figure 9: Impact of the “Stay on Your Feet” seniors’ falls prevention initiative on hospitalization
rates for falls in the North Coast of New South Wales, Australia, 1992-19955!
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STRATEGIC INJURY
CONTROL INTERVENTIONS
OFFER SIGNIFICANT COST
SAVINGS BENEFITS

Motor vehicle crashes are still one of Canada’s
primary causes of injury, together with falls
among children and the elderly. Additional
prevention efforts that achieve even moderate
success in these areas could yield substantial
gains in human life as well as economic savings to
Canada’s health care system, insurers, employers,
families, and the economy overall. The following
scenarios outline the potential benefits that
Canadians could expect if we were to undertake a
coordinated, comprehensive, and evidence-based
strategy to prevent injuries in each of these three
areas.

MOTOR VEHICLE CRASHES

Most Canadian jurisdictions have endorsed the
national Road Safety Vision 2010 project and its
overall target of reducing road deaths and
serious injury by 30 percent.?® Recognizing that
these are important and attainable goals, a
significant impact could still be made in
achieving less ambitious targets. For example,
one study has estimated that a 20 percent
decrease in the incidence of drinking and
driving; a 10 percent reduction in the number
of motor vehicle crashes caused by road
design, construction and maintenance; and a 15
percent decrease in mortality achieved by
reducing the speed limit from 100 km/hour to
90, would together produce the following
annual benefits:?

% Over 1,100 fewer deaths
% Over 2,800 fewer hospitalizations

% Over 19,000 fewer non-hospitalized injuries

% Over 750 fewer
permanent disability

injuries  resulting in

The net savings from this scenario would amount
to over $607 million annually.4 2

Why We Need a Pan-Canadian Injury Prevention Strategy

HIP FRACTURES

At least 90 percent of hjp fractures are related to falls,
making them the most costly and frequent type of
falls-related injury among the elderly; approximately
seven percent of injuries of this type result in death.5
It is estimated that the annual number of hip
fractures in this group will increase from 23,375
(1993-94) to 88,214 by 2041 at current rates. A 20
percent reduction in hospitalizations due to falls for
Canadians aged 65 and over would result in:?2

% 7,500 fewer hospitalizations

R

% 1,800 fewer permanently disabled people
over the age of 65.

The net savings from this target reduction would
be $167 million annually.* 22

CHILDHOOD FALL INJURIES

In 1995, these injuries cost Canadians about $630
million or 24 percent of the direct costs associated
with falls. A 20 percent reduction in falls for
children age zero to nine would result in:??

R
0‘0

1,500 fewer hospitalizations

R
0‘0

13,000 fewer non-hospitalized injuries

R
0‘0

54 fewer injuries resulting in permanent
disability.

The net savings from this reduction would
amount to over $152 million annually.4 2

BARRIERS TO EFFECTIVE
PREVENTION EFFORTS

The selected examples above underscore the
enormous potential of strategic, evidence-based
interventions to effectively reduce the human and
economic toll of injury in Canada. However, there
are currently significant barriers to implementing
these and other prevention strategies. Specifically,
these involve our underdeveloped injury
surveillance, research, and prevention capacity,
the absence of a pan-Canadian strategy to
coordinate the development of this capacity and
to set injury prevention targets for Canada, and
the coordination of federal, provincial, and local
action to achieve them.
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FOUNDATIONS OF A PAN-CANADIAN

INJURY STRATEGY

The call for a pan-Canadian injury prevention
strategy is not new in Canada, nor does the
development of a pan-Canadian strategy entail
beginning from square one. In recent years, an
extraordinary amount of coordinated activity
across the country has gone into laying the
foundation necessary for an effective strategy.>

PRECURSORS

Momentum first began to build at a 1991 meeting
in Edmonton that led to the document A Safer
Canada: Year 2000 Injury Control Objectives. By
1998, injury stakeholders had mapped out steps
to build the infrastructure to support a strategy.
Recommendations stemming from the 1998 report
The Economic Burden of Unintentional Injury in
Canada called for a national strategy and
identified some of its key elements (e.g., a
national surveillance system, increased research,
and evidence-based programming) and targets
(e.g., a 20 percent reduction in seniors’ falls).

Governments responded to the call and in June
1999, federal, provincial, and territorial Deputy
Ministers of Health endorsed the
recommendations contained in A National Injury
Prevention and Control Strategy, a paper prepared
by the Public Health Working Group (PHWG), a
sub-committee of the Federal/Provincial/
Territorial (F/P/T) Advisory Committee on
Population Health (ACPH). A sub-committee of
the PHWG and a Health Canada Secretariat were
established to support the development of a
national injury prevention framework. Prior to
being disbanded in 2001, the sub-committee, with
the support of the secretariat, had developed an
extensive report that included proposed injury
priorities for Canada.

Concurrent to the work of the sub-committee, the
Injury Surveillance Sub-Group (ISSG) was

established in 2000. Reporting to the Health
Surveillance Working Group (HSWG) of the F/P/
T Advisory Committee on Health Infrastructure
(ACHI), the ISSG was mandated to examine
strategies that would enhance injury surveillance
capacity nationally. Its achievements included the
development and dissemination of an Inventory of
Injury Data Sources and initial work around the
development of a national injury surveillance
strategy as one aspect of a National Framework
on Injury Prevention and Control.

Although the ISSG was disbanded in 2002, Health
Canada prepared a background paper in 2003,
Injury Surveillance in Canada: Current Realities and
Challenges, based on the discussions of the ISSG,
outlining the current realities and challenges
facing injury surveillance in Canada.®

Stakeholders across jurisdictions and sectors have
also begun to collaborate more closely. For
example:

K2
0‘0

The Canadian Collaborative Centres for
Injury Prevention and Control (CCCIPC) was
established to promote collaboration among
regional and provincial injury prevention
centres across the country and to address
common infrastructure issues related to
supporting injury prevention. Through the
CCCIPC, the Canadian Injury Prevention and
Control Curriculum for injury prevention
practitioners has been developed and
implemented in several local communities
across Canada. This national curriculum
addresses the lack of educational preparation
to address injury, but currently lacks reach
due to funding constraints.

% The Canadian Injury Research Network
(CIRNet), formed in 2000, is a consortium of
multidisciplinary injury researchers, program
developers, clinicians, and policy makers
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involved in addressing intentional and
unintentional injuries in Canada. CIRNet
brings together individuals, organizations,

and networks to advance intersectoral,
interdisciplinary, and crosscutting injury
prevention and control research. The

Network authored A Research Agenda for
Injury Prevention and Control for Canada.

The number of national non-governmental
organizations (NGO) devoted entirely to
injury prevention has grown. These
organizations nurture and support networks
of regional and community-based
organizations and individuals engaged in
injury prevention initiatives. As established
channels for knowledge translation and
exchange, these NGOs are critical to the
success of any future pan-Canadian strategy.

All provinces and territories have mobilized
to some degree to prevent injury (Appendix
B). Some, like Nova Scotia, have already
identified and are addressing injury reduction
targets, while others are moving toward
provincial injury prevention strategies.
Several have provincially or regionally
funded research and/or program support
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units. There are also a number of World
Health Organization (WHO) designated
collaborative centres on injury in Canada and
an active and growing inter-provincial
network in the Atlantic Provinces.

BUILDING A NATIONAL
CONSENSUS

To be effective, however, a pan-Canadian injury
prevention strategy will require the alignment
and cooperation of the broad array of
stakeholders noted above. Recognizing this,
Canada’s leading injury surveillance, research,
and prevention programming organizations have
worked over the past 24 months to engage,
consult, and build consensus among injury’s
numerous stakeholders on the broad outlines of a
future pan-Canadian strategy. This initiative was
facilitated and funded by IBC and SMARTRISK,
with coordination assistance by the CCCIPC, Safe
Kids Canada, Safe Communities, and ThinkFirst
Foundation. The three streams of this consultation
process, building upon the foundational work
above, are summarized in Figure 10.

Figure 10: Consultation processes supporting the development of a pan-Canadian strategy
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Electronic links to a number of reports, resources
and strategy documents arising from all of these
efforts and organizations have been included in
Appendix D.  Many of these can be found at
www.injurypreventionstrategy.ca.

SURVEILLANCE

Effective injury prevention and control requires
a surveillance system that can effectively
monitor injuries. Essential data on the
circumstance of injury in terms of mechanisms,
causes, and risk factors, as well as treatment
modalities and outcomes, can only be usefully
compiled through surveillance. This, in turn,
depends upon an integrated system of data
collection, analysis, interpretation, and
communication. Surveillance data serve to
quantify the burden of disease and its changing
trends. They are also used for program planning
and the evaluation of new policies and
initiatives, which help develop evidence-based
approaches to prevention and control. A
successful system would provide decision-
makers in different sectors with the local,
provincial, and national information they need
for planning and evaluating policies, programs,
and services, when they need it.

On August 25-26, 2003, injury surveillance
stakeholders met in Toronto to discuss the
National Injury Surveillance Strategy Initiative.
This was the first meeting of its kind in Canada,
bringing together more than 30 participants from
across the country, including injury data
collectors, managers, analysts, researchers,
prevention programmers, and decision makers.
The meeting was co-sponsored by IBC,
SMARTRISK, Health Canada (both the Centre for
Surveillance Coordination and the Injury and
Child Maltreatment Section of the Population and
Public Health Branch), the Canadian Institute of
Health Information, and Alberta Health &
Wellness. In preparation for the meeting, and as a
follow-up to work started by the former Injury
Surveillance Sub-Group, a background paper was
developed by the planning committee to describe
the current reality of injury surveillance in
Canada.” Participants also reviewed the Inventory
of Injury Data Sources and Surveillance Activities.>

Foundations of a Pan-Canadian Injury Strategy

At the meeting, participants began developing a
national injury surveillance vision and five-year
strategy.”” A follow-up meeting was held in
November 2003 to synthesize the results from this
and subsequent consultations which were
undertaken September-October, 2003. These
consultations have yielded a clear vision for
injury surveillance in Canada, supported by a set
of guiding principles, clear goals, and detailed
actions to support their achievement. Participants
identified a number of barriers to effective injury
surveillance, which are outlined below.

Data collection

At present, injury surveillance data are
accumulated in diverse systems that cut across
numerous jurisdictions and sectors (e.g., police,
fire, coroner, healthcare system, etc.). Because
these data systems and sources were developed
independently and often not for the purpose of
injury surveillance, they are poorly integrated and
use different standards and definitions.

The Inventory of Injury Data Sources and
Surveillance Activities catalogues national and
provincial / territorial data sources available to
support injury surveillance. The 2003 edition,
reviewed by participants for this consultation,
identified 57 different data sources and
organizations that handle and provide injury data
(93 data sources in the 2004 edition, current as of
this report).5® An analysis of these sources reveals
several gaps preventing a comprehensive picture
of injury events in Canada. Such gaps include the
fact that there is less data available at each step
down the severity scale from mortality, to injuries
requiring hospitalization, to injuries that are not
hospitalized; lack of consistency in the way
injuries are classified and counted across
jurisdictions within Canada; lack of information
on long-term outcomes other than mortality; and
lack of information on the circumstances
surrounding injury events.

Many of these gaps are the result of the
multiplicity of data sources in various sectors,
which speak to different aspects of injury. Data on
the type and extent of injuries and their treatment
and management are generally collected in health
information systems. Some examples of data
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sources for death, hospitalization, and emergency
department visits include Statistics Canada’s
National Vital Statistics Mortality Database,
CIHI's National Trauma Registry, and the
Canadian Hospitals Injury Reporting and
Prevention Program. Data on injury events and
their circumstances are usually documented in
information systems managed by other sectors
and institutions — e.g., law enforcement, transport,
and insurance companies. For example,
Transport Canada’s Traffic Accident Information
Database collects pre-event information on police-
reported  collisions across the  country.
Information on indirect causes of injury, such as
the determinants of health, is typically found in
large population level surveys such as Statistics
Canada’s Canadian Community Health and
National Population Health Surveys.

Data integration

The second major surveillance challenge is that
existing data sources (police, ambulance,
emergency, medical treatment, rehabilitation, etc.)
cannot be linked to create a comprehensive and
consistent picture of injury across Canada. Data
definitions and data access and sharing standards
are needed to facilitate and support the linking of
inter-jurisdictional (federal, provincial, territorial,
local) and inter-sectoral (e.g., health, transport,
corporate) data sources to support injury
prevention and control.

At present, while most health data are aggregated
at the provincial and national level, most
information on the circumstances and underlying
causes of injury is local. The greatest beneficiaries
of enhanced capacity to link diverse data sources
would be local communities, where most injury
prevention efforts actually take place. Local
networks require local data to help them pinpoint
local risks, generate mobilize
prevention efforts, and evaluate the effectiveness
of their actions.

awareness,

The scope and range of injuries in Canada pre-
clude a single data source or program to collect
injury data. Even an electronic health record
would not suffice, as this contains no information
on the causes or conditions surrounding injuries.
Population-based surveillance is also limited in
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the fact that it generally deals only with fatal and
severe injuries and is highly constrained in detail.

Canada needs a common framework that describes
and defines data and information for health
monitoring, surveillance, and alerts. Protocols can
then be established to link existing data sets, and
shared plans can be crafted to enhance the system
overall, as well as its various elements.

Data analysis and interpretation

Once surveillance data have been collected, they
need to be analyzed and interpreted in order to be
of use. This requires specialized skills and a
standardization of approach to foster inter-
regional, inter-jurisdictional, and inter-sectoral
consistency and collaboration.

Few regional centres in Canada possess these skill
sets and there are insufficient educational
opportunities to acquire them, outside of a small
number of metropolitan areas with very limited
distance learning opportunities. Even where there
are the skills to perform this function, there is very
little interaction between different jurisdictions and
sectors, and inadequate infrastructure to support a
standardized approach. As well, an effective
national surveillance system requires interaction
and collaboration between surveillance scientists,
researchers, program and policy decision-makers,
and the end-users of surveillance products, all of
whom need to be involved in their selection and
design.

A national forum is needed to bring together
surveillance partners such as Statistics Canada,
CIHI, Health Canada, Industry Canada, CIRNet,
the National Ambulatory Care Reporting System
(NACRS), CCCIPC, National Collision Data Base
(NCDB), Canadian Council of Motor Transport
Administrators (CCMTA), and other groups, to
enable coordination of:

% Data and information management standards

< A communications infrastructure

% DPolicy agreements on data access and use.

In short, Canada requires a locus for the
development and maintenance of a distributed
network of information systems to support injury
research and prevention.
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Surveillance products and their dissemination
Canada also lacks a national clearinghouse for
injury surveillance data and information related
to injury prevention and control programs that
work, requiring practitioners to consult a wide
variety of sources for a wide array of products.
Injury  surveillance  products and  their
dissemination are limited to discrete reports
conceived and produced independently by
Statistics Canada, Health Canada, CIH]I,
Transport Canada, and several provincial
jurisdictions. As well, data collectors are largely
unaware of what people need, use or understand
— end users’ needs and the uses for which they
require surveillance data are not always taken
into account in the design and dissemination of
these  products. Current  standardized
approaches for delivering injury information are
not as useful as they could be to community
level stakeholders and need to be better
developed and refined with their input and
advice.

RESEARCH

Research is the cornerstone of evidence-based
decision-making in health — considering the best
available evidence on the determinants of health
and the effectiveness of specific interventions in
order to set health goals and develop strategies
to achieve them. One of the reasons that Canada
has not realized lower injury rates may lie in its
modest investment in injury research. In terms
of health research expenditure as a percentage of
economic burden, injury ranked second to last
among all diagnostic categories—a marginal 0.7
percent.l® Injury research overall accounts for
less than one percent of Canada’s federal health
research budget.’ This is in marked contrast to
injury’s contribution to the total economic
burden of illness, where it ranks fourth overall at
eight percent of the total burden.?

Listening For Direction on Injury (LFDI) was a
consultative process for research producers and
consumers, designed to seek strategic direction
for an injury research program that would have
a significant impact on the health of Canadians
and attract significant participation from a wide
range of Canadian, and potentially international,
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partners. CIHR and CIRNet jointly led this
process with coordination and support from
SMARTRISK and its sponsor IBC. LFDI was
guided by a national scientific advisory
committee, and consisted of commissioned
background  documents, five facilitated
workshops with more than 75 leading
researchers, programmers and decision-makers
across the country, a Web-based process to
survey input from stakeholders unable to attend
the workshops, a synthesis meeting, and a final
report summarizing key findings and laying out
a strategic plan for a CIHR-led injury research
agenda.

Strategic focus

Because most injuries are predictable and
preventable?, research has a critical role to play
in shedding light on the causes of injury, the
leading risk factors and populations affected,
and the most effective means of prevention.
Canada has several examples of research driven
interventions that have been highly successful in
reducing injury. Examples include:

% Canadian work in the transport sector led to

the development of seatbelt legislation in
various provinces throughout the 1970s.58-¢0

% Translational and evaluation research
conducted in Canada, based on models
from New Zealand, led to graduated
licensing systems that are responsible for
significant decreases in motor vehicle
collision rates involving young and
inexperienced drivers.6!

< Intensive, microenvironment initiatives
involving complementary activities and
services have proven to be quite successful,

including a  comprehensive  suicide
prevention programme intervention in the
Montreal Police Force, that has largely
eliminated suicide deaths among police
officers in that city.®?

There is an urgent need to engage in injury-
related research that, when translated into
action, will result in further successes. With
current limited resources, however, the present
approach to injury research is fragmented.

25



Foundations of a Pan-Canadian Injury Strategy

Despite occasional opportunities for colla-
borative work, such as the AUTO21 network of
centres of excellence, individual researchers
often work in isolation, without the benefit of
an overarching research strategy or objectives
focused on the critical knowledge gaps we need
to fill in order to advance our prevention
efforts.

Cross-disciplinary and inter-sectoral research
The potential to significantly improve injury
prevention depends on our ability to undertake
strategic integrated research that draws on
multiple disciplines and sectors. At present,
there is little integration across disciplines
within the health sector (such as public health,
acute care, mental health, and rehabilitation)
and even less with other sectors, despite the
critical role these play in injury reduction.
Sectors that could potentially be involved

include, but are not limited to: high risk
occupational sectors (agriculture, forestry,
mining, transportation, etc.), industry,

architecture, urban planning, law enforcement,
justice, education, engineering, fire prevention
and control, recreation and the health and social
sciences. The recent decision by the Canadian
Institutes for Health Research (CIHR) to adopt
injury as a multi-institute strategic initiative
represents a significant step forward in
addressing these issues. However, much more
needs to be done to integrate researchers from
outside the health field into this continuum.

Research capacity

In order to pursue effective research, Canada
requires a cadre of skilled injury researchers with
training, career, and networking opportunities
comparable to those of researchers in more
established fields. At present, the injury field is
sparsely populated and highly fragmented. It
offers few opportunities to bright, ambitious
young researchers and, until very recently, there
have been few incentives or supports to train
young researchers, enhance networking, build
collaborative and cross-disciplinary research
programs, or integrate research projects into
broader government health prevention and
promotion agendas. Due to the current lack of
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critical mass, focus and multi-disciplinary scope,
Canada does not yet have the injury research
capacity it needs to drive effective injury
prevention in the full range of injury areas.

Evidence base for prevention efforts

Research is also needed to keep abreast of
prevention efforts in Canada and other
countries, and to identify successful approaches
that can be adapted and put to work in our
diverse communities. This requires ongoing and
systematic identification of programs that work,
contexts and
impact, and

adapting these to different
populations, evaluating their
disseminating results to those who can put them
to use. Particular attention needs to be paid to
the impact of interventions on high-risk
populations, as generalized interventions often
work best for low-risk populations and can add
to the health disparities between groups. More
research is needed to determine which
interventions will work best with populations
that are most at risk.

Evaluation

In order to ensure high-impact prevention
programs, investments must be evidence-based,
drawing on rigorous research and evaluation to
ensure that we are investing both in the right
areas and in the right way to save the greatest
number of lives and to reduce costs as much as
possible. To assess programs it is necessary to
test them in real communities and to rigorously
evaluate the results. At present, there is little
investment in sustained, integrated prevention
programs and still less in their evaluation. Effort
is needed to advance the shift to more evidence-
based practices and to develop and build
capacity in evaluative methodologies suited to
community settings.  Given the cost and
expertise required for effective evaluation, it is
not reasonable to expect communities alone to
possess or provide the necessary resources. A
more strategic approach is required to integrate
evaluation of community interventions into a
broader research and prevention agenda, and to
mobilize the required expertise and resources in
a coordinated and effective manner.
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Knowledge translation

Despite these barriers, evidence already exists
with regard to effective prevention efforts.
However, highly successful interventions that can
save lives and money are often ignored because
researchers lack the knowledge and mechanisms
to effectively communicate research results in a
relevant manner to those who need them. As in
many areas of applied research, too little attention
has been given to how we effectively transform
research results into relevant, comprehensible,
and useful guidance for policy makers, front-line
community awareness and prevention
organizations, and industry groups. As a result,
important opportunities to make significant gains
against injury are not acted upon. Mandatory,
comprehensive bicycle helmet legislation to
prevent permanent head injuries and death
among children and adults, as well as limiting the
availability of acetaminophen, through limitations
on package sizes, to prevent suicides and
unintentional overdoses are just two examples of
low-cost and highly effective prevention
measures that we have yet to implement.

PROGRAMMING

In designing the injury prevention programming
consultation framework, the coordinators built on
the federal government’s Healthy Living Strategy,
recognizing both its appropriateness as a platform
and the need to ensure injury efforts are
integrated with the government’s overall public
health framework. Consultations were organized
by SMARTRISK, and coordinated by CCCIPC
with regional stakeholders in nine provinces in
the fall of 2003, following a consultation meeting
with national stakeholders. Feedback was also
solicited and gathered online to enable all
interested parties to contribute their views.
Approximately 250 people from a broad range of
sectors participated in the consultation process.
Gap analyses of injury programs in Ontario and
Newfoundland and Labrador were completed
subsequent to these consultations.

The majority of injury prevention activities take
place at the community level. However,
communities often lack the information and
resources to engage in successful injury
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prevention entirely on their own. Findings from
the Ontario programming gap analysis have
confirmed that regional and provincial efforts in
injury prevention programming are sometimes
out of alignment with the burden of disease. This
seems to result from a lack of community capacity
as well as a lack of locally defined injury data. By
providing appropriate infrastructure, resources
and policies, senior levels of government can
better enable communities to build formal and
informal networks, access information about
issues and evidence-based practices, and support
local voluntarism and learning. These supports
can be provided directly by government or, as is
more often the case, through intermediary non-
governmental organizations that play a critical
role in mobilizing and enabling effective local
community efforts. ~ Without these supports,
many communities are limited in their capacity to
mount effective and sustained injury prevention
efforts or are driven to duplicate work that has
already been undertaken elsewhere.

In this context, Canada would benefit greatly from
an effective national framework of evidence-based
policies and programs to support community
injury prevention efforts. Despite the introduction
of some provincial injury prevention initiatives,
injury prevention programs are largely under
resourced, usually competing directly with acute
health care for supporting funding. There is no
integrated approach to aligning and mobilizing the
numerous societal actors — individuals, families,
community-based = NGOs, regional health
authorities, professional groups, educational
institutions, businesses and industry, and other
levels of government — all of which have important
roles to play in preventing injury at the local, as
well as provincial and national levels.

Furthermore, while many communities and injury
prevention programs are aware of the need to
rigorously evaluate new interventions and to
disseminate the results, participants to the
consultations often reported the lack of capacity
or funding to do so. The testing and assessment of
new community level prevention interventions
needs to be effectively coordinated and resourced
at the provincial and/or national level so that we
are not relying on the ad hoc efforts of local
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communities or organizations to underwrite this
critical process. At present, we continue to forego
important  opportunities to advance our
knowledge of how to effectively prevent and
control injury in target populations because we
lack this important commitment.

Gaps also exist between the recognized need for
evaluation activity, and the production of high-
quality evaluation results that can be compared
between communities and across interventions.
For example, the Ontario and Newfoundland and
Labrador programming gap analysis found that
well over 90 percent of programs contained in the
Injury Prevention Program Catalogues reported
having done some kind of program evaluation.
However, almost 50 percent of Ontario programs,
and 90 percent of Newfoundland and Labrador
programs, had not responded to the evaluation
question with any details. This lack of reporting
results in a standardized format greatly limits our
ability to generalize evaluation use and
methodologies.

For community level efforts to succeed and be
sustainable over the long-term, they need to be
locally owned and managed, but supported by a
pan-Canadian strategy and resources designed
to:

% Enable communities to access and analyze
local data in order to identify and prioritize
local injury issues.

% Provide communities with clear, evidence-
based information on the most effective
community-based prevention interventions
for specific types of injury, together with
practical guidance on their implementation.

% Connect communities to  appropriate
evaluative frameworks and methods, as well
as the necessary resources, to assess the
impact of the interventions they undertake.

Enable communities to participate in
demonstration projects involving innovative
prevention strategies to help increase our
knowledge of what works.

e
6

% Provide an effective clearinghouse for
dissemination of evidence-based  best
practices (like that provided by the Canadian
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Council of Motor Transport Administrators
(CCMTA) for road safety) that communities
can draw from and contribute to.

% Foster the provision of information, training,
research, networking, and coordination
infrastructure by regional, provincial, and/or
national injury prevention NGOs.

To make a significant impact on injury, people
need to know that injuries are predictable and
preventable. While heart disease and cancer are
routinely attributed by the public to underlying
risk factors and behaviours (smoking, poor diet,
environmental factors, etc.), injuries are almost
exclusively referred to as “accidents” or “acts of
fate.” In fact, injuries too can be linked to
identifiable and preventable risk factors such as
drinking and driving, not wearing protective
gear when playing sports or in the workplace, or
not using appropriate child restraints in the car.

Changing false public perceptions about the
preventability of injury is critical and will
require a comprehensive approach to
communication. Effective communication should
not only transmit information, but also foster the
motivation, skills, and confidence necessary for
people to take action to reduce injury. This
means providing contextual information
concerning the underlying social, economic, and
environmental factors influencing injury, as well
as individual risk factors and risk behaviours,
and the impact of injury on society. Messaging
to individuals and larger audiences must be
specific to their settings and speak to their
particular circumstances and risks.

The development and implementation of a
comprehensive injury prevention communication
strategy of this kind requires significant resources
and expertise to both achieve the desired impact
and to evaluate its success. As no single
organization currently has this capacity,
coordination is needed between governmental
and non-governmental efforts. The information
conveyed needs to be accurate, credible,
consistent, timely, and accessible and messages
must be adaptable to diverse social and cultural
contexts across the country. Currently, however,
most communities have limited resources
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available to develop and implement effective
community driven communication campaigns.
Consequently, public complacency regarding
“accidents” remains a significant obstacle to
effective prevention.

Together, the three integrated consultation
processes (surveillance, research and
programming) have established an excellent
foundation upon which to build the pan-
Canadian injury prevention strategy, outlined
below. However, one major need was identified
by participants in all three streams of
consultation.

NATIONAL LEADERSHIP
AND COORDINATION

Emerging from all three consultation streams
above, was the conclusion that progress on the
issues outlined in each requires national
leadership and coordination. Without these, the
sustained focus, commitment, and resources
necessary to undertake the complex challenge of
mounting a coordinated and strategic campaign
against injury will not materialize.

An international scan of five OECD countries
selected for their interest in injury prevention®,
reveals that the countries that have attempted to
tackle injury on a national scale have
experimented with a variety of approaches
(Appendix A). These range from a highly
decentralized model (Britain) to that of a single
national coordinating agency (United States).
Consultations with experts in the five countries
studied indicate a strong preference for the
national agency model on the basis that it is
more conducive to sustained cumulative
progress and capacity building than more
decentralized approaches that are contingent on
sometimes ephemeral political support. Britain’s
experience in this regard is illustrative. Key
informants reported during the development of
the international environmental scan for the
Listening for Direction on Injury process that
despite significant political attention at the
national level, once the decision was made by
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the national government to pursue a highly
decentralized  approach, with leadership
assigned to the regional and local level, national
interest quickly waned. Regional and local
interest soon followed suit for lack of a
coordinated vision and strategy and the
necessary implementation resources and
supports.

The experience in the U.S. has been very
different. In this case, the national Centers for
Disease Control and Prevention (CDC) was
given the mandate to develop an injury research
and prevention infrastructure. This led to the
creation of the National Center for Injury
Prevention and Control (NCIPC) in the early
1990s. The NCIPC has since developed a
national injury research agenda based on a
national consensus process, established and
funded a series of university-based injury
control research centres, and coordinated its
research  activities with those of other
government departments and agencies and non-
governmental organizations. Together, the
NCIPC and other agencies involved in injury
research and prevention have pursued a broadly
defined strategic research agenda, including the
translation and dissemination of results to
promote uptake of best practices, and advocated
for effective prevention initiatives.

These coordinated efforts have substantially
advanced injury research, prevention, and control
in the United States. For example, in addition to
research centres, individual research grants, core
state injury programs and injury surveillance
efforts, the NCIPC funds targeted injury
prevention initiatives based upon local needs
assessments. While it is difficult to measure and
attribute prevented events, the CDC makes every
effort to evaluate these programs. Some examples
of successes include:

R

% Reducing residential fire deaths — Since 1998,
CDC has funded smoke alarm installation
and fire safety education programs in high-
risk communities — those with fire death rates
higher than state and national averages and
median household incomes below the
poverty level. Program staff have canvassed
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almost 280,000 homes and installed more than
212,000 long-lasting smoke alarms in high-
risk homes, targeting households with
children ages five years and younger and
adults ages 65 years and older. An informal
sample of program homes found that over
610 lives have been saved thus far.®

e
6

Youth violence prevention — Preliminary
analysis of a CDC-funded program for youth
violence prevention through referral has
yielded significant decreases in weapons
carrying,  aggressive  behaviour,  and
victimization.®®

% Increasing use of booster seats — CDC
extramural  research  evaluated  the
effectiveness of a multifaceted, community-
based campaign to increase booster seat use
for child passengers in motor vehicles.
Fifteen months after the start of the campaign,
booster seat use had nearly doubled to 26
percent in the communities where the
campaign was implemented.%*

% Children killed riding with drinking
drivers — A CDC study found that 68 percent
of children killed in alcohol-related crashes
in the United States were riding in the same
vehicle as the drinking driver. Of those
children who died while riding with a
drinking driver, 68 percent were riding
unrestrained. Mothers Against Drunk
Driving (MADD) used the results from this
study and a previous CDC study to elevate
the issue of drinking drivers who transport
children on its policy agenda. MADD is
working to strengthen child endangerment
laws that address driving while under the
influence of alcohol, enhance enforcement of
child restraint laws, and introduce
mandatory reporting of convictions for
alcohol-related child endangerment to child
protective services or the equivalent state
agency.®*

The U.S. experience is instructive on many levels.

As a national coordinating body, the NCIPC has
led the development of a strategic research
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agenda, but much of this research is carried out
by third party organizations that it funds or with
which it coordinates its efforts. This has resulted
in greater efficiency, enhanced research capacity
beyond the NCIPC itself, greater accountability
among the various stakeholders, and the
development of specialized expertise both within
and external to the NCIPC. The existence of a
range of national injury prevention organizations,
each with its own specialized injury research and
prevention focus, has proven to be an effective
means of advancing injury prevention goals in
this context.

Sustained funding from the NCIPC has played a
key role in building the research capacity
described above. National injury research centres
are funded for five-year periods with an option
for renewal at the end of that period.  This
sustained and longer-term approach is critical to
ensure quality research programs, but also to
attract high calibre researchers into the injury
field and retain them over time. Lack of adequate
research funding has proven to be a significant
barrier to building this capacity in most of the
countries examined.

Finally, the development of a strategic research
agenda allows for a focused and efficient effort to
address key knowledge gaps while improving the
coordination among key stakeholder organizations
at the national level. This is a critical dimension to
advancing injury prevention gains quickly and
effectively, but cannot be achieved without
national leadership to synthesize data, engage key
experts in diverse areas, identify gaps, and
facilitate a process to build consensus among the
diverse stakeholder constituencies.

Road Safety Vision 2001 (later 2010) provides a
Canadian example of the potential benefits of a
strategic approach to one aspect of injury pre-
vention. This strategy produced measurable
gains, but also faced challenges that are instruc-
tive when considering the implementation of a
pan-Canadian injury prevention strategy. For
this reason it is offered here as a useful case
study.®®
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A CANADIAN CASE STUDY — ROAD
SAFETY VISION

In Canada, road safety is a shared responsibility
across all levels of government. In order to
promote national cooperation, the Canadian
Council of Motor Transport Administrators
(CCMTA) brings together representatives of the
federal, provincial and territorial government
departments responsible for transportation and
highway safety. CCMTA members also include a
number of national road safety partners who
attend the meetings and participate in task forces.
The CCMTA reports to the Council of Ministers
Responsible for Transportation & Highway Safety
through the Council of Deputy Ministers.

Road fatalities and injuries peaked in Canada in
the 1970s then declined quite significantly
during the 1980s due to: improved medical
treatment; more sophisticated and safety-
conscious roadway design and vehicle safety
engineering; and government activity ranging
from safety education and promotion -
particularly targeting high-risk drivers — to the
introduction of seatbelt laws and tougher
drinking and driving laws. These initiatives
were accompanied by changes in public attitudes
and awareness, with road users becoming more
safety conscious and less tolerant of individual
abuse of driving privileges. These reductions
were all the more significant in light of the
growth in licensed drivers, registered vehicles
and total kilometres driven over the same
period.

Building on these initial gains, the CCMTA
introduced the Strategy to Reduce Impaired
Driving (STRID) and the National Occupant
Restraint Program (NORP). Despite these
initiatives, progress in reducing injuries and
fatalities began to slow in the early 1990s. In
response, the Council of Ministers of CCMTA
approved Road Safety Vision 2001 (RSV2001) in
1996, with the goal of making Canada’s roads the
safest in the world by 2001. RSV2001 had four
strategic objectives: 1) raising awareness of road
safety issues; 2) improving communication,
cooperation and collaboration among road safety
agencies; 3) enhancing enforcement measures;

Foundations of a Pan-Canadian Injury Strategy

and 4) improving the collection and quality of
road safety related data. Both STRID and NORP
were rolled into the new strategy.

By 2001, the Road Safety Vision strategy had
achieved a 16 percent decrease in fatalities and a
10 percent decrease in serious injuries over the
baseline period (1990-1995). The number of fatally
injured drivers who had been drinking was
reduced by 14 percent (42 percent to 36 percent)
and the urban national seat belt wear rate
increased to approximately 90 percent.

The success of RSV2001 led CCMTA to create a
successor plan, Road Safety Vision 2010
(RSV2010), which incorporated lessons learned
from the previous plan and a review of countries
with significant road safety programs. RSV2010
was launched in April 2001 and covers the period
2002 to 2010. While the original vision and
strategic objectives remain the same, it also aims
to reduce fatalities and serious injuries by 30
percent, and includes additional sub-targets based
on an analysis of key road safety issues. These
new targets cover rural roads, speed and
intersections, commercial vehicles, young drivers,
high-risk drivers, pedestrians and cyclists (see
Figure 11).

Success in achieving these new targets by 2010
would mean 800 fewer deaths and 5,000 fewer
serious injuries due to motor vehicle collisions each
year, compared with the 1996-2001 baseline period.

Many of these sub-targets are overseen by CCMTA
task forces or project groups, tasked with
developing consensus strategies and preparing
and disseminating annual monitoring reports. In
addition, an RSV2010 Annual Report is prepared
and distributed by Transport Canada and CCMTA.

Successes

The strategy has been successful in focusing the
attention of government departments and
interested road safety partners on the four key
strategic objectives, with resulting improvements
in each of these areas. The organizational
structure has also reduced disparities across
jurisdictions in a number of road safety areas and
has assisted the rolling out of road safety
programs and policies that evaluation has shown
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to be effective. The annual reporting structure of
many of the sub-targets helps focus road safety
initiatives within the government, police and
grass roots groups. A number of police services
have adopted RSV2010 and are actively involved
in pursuing the strategies. More municipal
government organizations are also becoming
aware of the program.

Challenges

While RSV2010 is achieving gains, there are
challenges, the most significant of which is
inadequate resources. Currently, resources must be
found from existing partners to: develop programs,
policies and materials; to evaluate results; to
publish and disseminate findings; and raise public
awareness through educational materials. This
significantly slows progress and reduces the
overall potential impact of the strategy. While
many related government departments, police
services and non-governmental organizations are
aware of RSV2010, its existence is a well-kept secret
outside of the usual partners. Lack of adequate
resources has prevented the integration of efforts
and methods from other related disciplines such as
health promotion, environmental protection, and
economic assessment. Finally, lack of adequate

Figure 11. RSV 2010 Targets and Sub-targets
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resources has been a significant barrier to attracting
capable young, multi-disciplinary research and
policy specialists to pursue a career in this
important discipline.

The consensus model of strategy building also
poses its own challenges. While most or all
jurisdictions agree in principle with the various
strategies, the actual implementation varies
significantly from jurisdiction to jurisdiction,
leading to a “patchwork” of legislative and
awareness initiatives across the country.

Canada has the initial elements of a national road
safety coordinating body; however, there is cur-
rently no forum that encompasses the entire road
safety domain — road users, motor vehicles and
roads infrastructure — with a broad based multi-
disciplinary membership representing organ-
izations with a strong interest in road safety.

The available strategies and annual reports for the
various sub-targets are available for viewing at
www.ccmta.ca. Currently, planning is underway
for a mid-term review of RSV2010, likely in 2006,
at which point strategies will be reviewed, targets
adjusted and possibly new targets added.

RSV 2010 Target

Correct and Appropriate Seatbelt and Child Restraint Use

National Reduction Target
Reduction Sub-Target Area
Unbelted Occupants
Drinking and Driving
Speed

Intersections

Rural Roadways
Commercial Vehicles
Young Drivers/Riders

Vulnerable Road Users

@95%
130%*

140%*
140%*
120%*
120%*
140%*
120%*
120%*
130%*

*Reductions are in fatalities and serious injuries
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VISION

Canada’s pan-Canadian injury prevention
strategy should be guided by the following

vision:

Canada has the lowest injury rates of
any country in the world.

Because Canada lags behind some countries so
significantly, achieving this target is a challenge of
some magnitude. The proposed vision requires
that we look beyond our own borders to measure
our progress against that of other countries and,
in so doing, encourages us to examine and learn
from their successes and failures, to quickly
capture and apply the Dbest from other
jurisdictions, and to share our own knowledge
and successes with other countries.

GUIDING PRINCIPLES

Canada’s pan-Canadian strategy should be
grounded in the following guiding principles:

% Evidence-based practice
% Partnership and shared responsibility

% Vertical and horizontal integration of efforts

% Public accountability and reporting /
transparency

% Population health approach

% Respect for cultural diversity

These principles are designed to respond to
today’s context where initiatives must
demonstrate judicious and transparent use of
public resources, and where complex multi-
dimensional issues require strong engagement
and  coordination with many  diverse
stakeholders and partners.

STRATEGIC PILLARS

A comprehensive pan-Canadian strategy would
entail an investment of $50 million annually
when fully introduced, and comprise the
following six strategic pillars that are elaborated
on in the sections that follow:

1. National leadership and coordination to
align partners and optimize effectiveness

2. An effective surveillance system with
relevant products, disseminated in a timely
manner to those who need them

3. Research to inform injury prevention
priorities and targets and to build our
knowledge of what works

4. Local supports and resources to enable
communities to design, implement, evaluate,
and share information on prevention and
control initiatives

5. Policy analysis and development to enable
government action to reduce the risk of injury
in home, school, work, transport and
recreational environments

6. Public information and education to increase
awareness that most injuries are predictable
and preventable and to enable people to act to
reduce their risk of injury at home, school,
work, and play, and while travelling between
these.

NATIONAL LEADERSHIP
AND COORDINATION

Preventive health efforts have long suffered in the
face of the more immediate demands of the acute
health care system, leaving them poorly resourced
and short-lived. For this reason, it is critical to
create a separate organizational entity focused
solely on injury prevention and control. This will
ensure the sustained focus, momentum, and
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resources necessary to achieve the vision outlined
above. A funding investment of $4 million
annually is therefore recommended to ensure
capacity to fulfill this centre’s mandate.

The establishment of the new Public Health Agency
of Canada (PHAC) signals an important shift to
greater investment in prevention at the national
level and offers an excellent base for the creation of
a new satellite centre, the Injury Prevention Centre
of Canada (IPCC), which will provide national
leadership and coordination on injury prevention.
The mission of the Centre will be:

To make Canada healthier through
coordinated pan-Canadian strategies
to reduce the frequency and severity
of injuries and to improve health out-
comes for those affected by injury.

Similar to the NCIPC’s relationship to the CDC in
the U.S.,, the Canadian Centre will be a mandated,
integral part of the new PHAC. It will have a
distinct budget and mandate to protect its
resource base and ensure an undiluted focus on
injury, as well as adjunct advisory bodies to
facilitate the engagement and involvement of the
broad spectrum of stakeholders necessary to
advance its mission.

The chief mandate of the Centre will be to
establish clear national injury prevention goals
and to coordinate national efforts to achieve them,
working with the full range of stakeholders to
coordinate capacity building and initiatives in the
areas of injury surveillance, research, policy
development, community supports and resources,
and public information and education initiatives.
It will also provide support for all F/P/T
discussions related to injury prevention, in
conjunction with Health Canada and other
relevant departments. The IPCC will also provide
linkages between and support for other existing
and proposed strategic initiatives within its broad
mandate (e.g., Road Safety Vision 2010, the
proposed Canadian National Suicide Prevention
Strategy, and the proposed National Strategy on
Violence Prevention).

34

ENDING CANADA'S INVISIBLE EPIDEMIC

The Centre’s governance structure and
consultation processes will reflect the broad range
of stakeholders with a role to play in injury
prevention and initiatives will build on the
specific strengths and contributions of all relevant
stakeholders — private sector, non-profit, and
government. One of the IPCC’s key functions
will be to promote communication and
collaboration across these groups. To this end, it
will take responsibility for organizing and hosting
the Biennial Canadian Injury Prevention and
Safety Promotion Conference.

Consistent with the guiding principles noted
above, the Centre’s strategies and initiatives will be
evidence-based and be developed and
implemented in partnership with relevant injury
stakeholders. All efforts will be coordinated with
other national injury actors, including other federal
departments, agencies, and programs, as well as
non-profit organizations and industry partners. As
well, the Centre will seek to coordinate its efforts
vertically to achieve alignment and cooperation
with provincial governments, regional
organizations, and local communities. The Centre
will establish and adhere to high standards of

public accountability and report annually on its
actions and the results achieved.

The Centre will also be responsible for liaising
with other national and international bodies

involved with injury prevention and control, such
as the WHO and the U.S. NCIPC, on joint
conferences, research and initiatives.

SURVEILLANCE

It was recognized by all who participated in the
surveillance meetings that to completely redesign
the injury surveillance infrastructure in the
country would be prohibitively expensive.
However, it was felt that much could be done to
enhance the wusefulness of the existing
infrastructure. Therefore, in the immediate term,
the IPCC will be responsible for working with all
key surveillance stakeholders to establish a
National Injury Surveillance Coordinating
Committee (NISCC) mandated to:
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e
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Enhance existing injury surveillance capacity

e
°*

Develop relevant and timely surveillance
products for key users

% Monitor and report publicly on progress in
reducing injury rates in Canada through the
annual release of an Injury in Canada report
directly from Canada’s Chief Public Health
Officer.

In the short term, the NISCC will focus on the
development of a stable funding framework
agreement for existing F/P/T injury surveillance
data systems to ensure their sustainability, on the
basis that these comprise the essential foundation
of all other injury prevention and control
activities. Following the establishment of such an
agreement, the NISCC will address the question
of surveillance gaps, which emerged from these
national consultations, providing a useful
blueprint for future action. The NISCC will:

Work toward greater standardization of injury
information systems across health and other
information systems:

% Establish common definitions of key injury
surveillance variables

% Adopt a common minimum injury data set
for Canada

% Facilitate the adoption of recognized classifi-
cation systems that enable international, na-
tional, and local data comparisons

Enhance accessibility and use of existing
injury information systems:

% Maintain an up-to-date central public inven-
tory of existing injury information systems

% Remove barriers to accessing raw data for
legitimate users (e.g., public health, not-for-
profit organizations, academics)

% Facilitate data linkages between sources of
data

Improve existing information systems and
establish new systems, where needed, to
address priority information gaps:

Recommendations

% Identify gaps in existing data and prioritize
measures to address these, based on need

% Examine feasibility of developing and
implementing new injury information
systems where necessary and facilitate their
development as appropriate

R
0‘0

Ensure performance measurement, evalua-
tion, and quality assurance features are built
into all new systems

Facilitate responses to other data challenges:

% Encourage privacy impact assessments on all
injury information systems and develop tools
to facilitate this

R
0‘0

Establish appropriate education initiatives to
assist those managing the impacts of privacy
requirements on injury surveillance systems

% Advise on implications of existing and pro-
posed legislation affecting injury surveillance

% Advise on enhancing quality assurance efforts
for injury information systems

Facilitate and advise on issues related to
knowledge translation and mobilization:

% Facilitate and advise on the development and

use of a comprehensive set of injury
indicators

% Conduct a needs assessment with respect to
injury surveillance products with a broad
audience at the national, provincial/
territorial, and local levels

R
0‘0

Develop tools for consistent dissemination of
surveillance findings

In order to adequately support such activities, it is
recommended that $2 million annually be
invested for surveillance coordination.

RESEARCH

The Centre will also be responsible for
strengthening Canada’s injury research capacity,
establishing a national strategic injury research
agenda, and encouraging the translation of
research into evidence-based action.
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It will work with key research stakeholders to
establish a National Injury Research Advisory
Committee (NIRAC), an independent panel of
experts, to advise on these tasks. The panel will
comprise researchers and other stakeholders
working across the full spectrum of injury
prevention and control areas and build on the
progress that has already been made in all of
these areas as a result of the activities of CIRNet
and the recent LFDI national consultations. These
consultations identified a number of priority
areas for action. These are described in the
sections below.

BUILDING CANADA’S INJURY
RESEARCH CAPACITY

Despite the substantial burden of injury on
society, there are few injury researchers in Canada
relative to those in equivalent areas such as cancer
or cardiovascular disease. Of these, few are
dedicated full time to injury research and most
work independently or in small groups. This is
not surprising, given that injury research crosses
many different disciplines, has no natural home
in any one granting council, lacks dedicated
sources of research funding, and is not subject to
any national coordinating mechanisms.

However, many agencies do have an existing
interest in some aspect of injury research,
including the CIHR, which designated injury as a
multi-institute strategic initiative earlier this year
as a result of the LFDI consultations. It has been
suggested, though, that the small volume of
injury research supported currently through
CIHR and other national councils is limited by the
current size of the injury research community and
the lack of injury research expertise on the peer
review panels responsible for the allocation of
funding grants.

Initiatives to promote greater networking and
collaboration between researchers and
practitioners from the many diverse injury
disciplines would enhance Canada’s ability to
make the most efficient use of its existing injury
research capacity.  Participants in the LFDI
consultation process recognized the potential to
enhance the scope of their existing research
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activities through collaboration with researchers
they were wunfamiliar with prior to their
involvement in the consultation process.

The establishment of the IPCC will provide an
important locus for injury research, allowing for
strategic partnerships with national research
granting agencies and other public and private
sector partners to increase funding for injury
research, create more training opportunities for
young researchers, develop viable career paths for
injury researchers, and leverage greater benefit
from programs like the Canada Research Chairs
initiative.

In the context of the issues outlined above, it has
been suggested that the new Centre undertake the
following measures to help build a cadre of
dedicated injury researchers in Canada:

% Create centres of excellence. It is recom-
mended that the federal government fund
five centres of excellence, or multi-year
interdisciplinary research programs in injury,
at a level of $1.5 million annually for each
centre. The funding formula for these centres
recommended by the LFDI consultations
involved partners, such as the IPCC,
contributing $1 million per centre annually
(these would be additional funds, not from
IPCC’s core budget), matched by an annual
$500,000 contribution from CIHR, for five
years. These centres would be focused on
priority research areas, as determined by the
strategic research agenda, and would be
designed to foster coordinated and
collaborative research across geographic
distances and disciplinary borders.

% Have representation on the CIHR scientific
advisory committee responsible for oversight
of these centres. The IPCC would also provide
a neutral forum for linkages and exchanges
between these funded centres.

% Create and maintain a national database of
researchers and students working in injury
prevention and control.

% Commission an external review of peer

review practices within the national granting
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agencies and, if a deficiency related to a lack
of injury research expertise is found,
recommend strategies to alleviate it.

% Investigate the possibility of peer review
agreements with national granting councils in
other jurisdictions (U.S., UK., Australia, etc.),
to increase the pool of available peer review
expertise, while eliminating the potential for
conflict of interest that currently exists due to
the small number of injury researchers within
each jurisdiction.
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Develop a range of training opportunities for
injury researchers and explore the potential
for specific training in knowledge transfer
and exchange.

% Partner with the national granting councils
and other granting agencies to co-fund
studentships, mentorships, and retraining
awards in areas related to injury prevention
and control.

% Hold biennial competitions for student
bursaries to send a number of Canadian
students engaged in injury research to the
World Conference on Injury Prevention and
Safety Promotion.

DELIVERING A STRATEGIC RESEARCH
AGENDA TO DRIVE PREVENTION

Canada’s policy and programming communities
rely on the research community for guidance and
collaboration in setting appropriate injury
prevention priorities and building our knowledge
of prevention strategies that work. The most
effective way to provide this support is through the
development of a strategic research agenda
focused on these goals. The preliminary work on
this agenda has already begun, with the work of
CIRNet, and been further refined by participants to
the LFDI process. However, to develop a truly
effective agenda, and long-term research plan,
there will need to be national coordination through
the IPCC, just as the research agenda in the US.
has been coordinated through the NCIPC.

To achieve the greatest impact, this agenda needs
to be focused on those areas of injury whose
reduction will produce the greatest health, social,
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and economic gains. These areas should be
determined on the basis of:
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Incidence and prevalence data
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Injury severity as expressed through rates of
morbidity and mortality

< Economic and/or social burden

In order to maximize the impact of strategic
research investments, it is recommended that the
Centre, under the oversight of NIRAC, build
upon existing systematic reviews, or “knowledge
roadmaps” of key injury areas, summarizing the
key domestic and international evidence on the
nature, burden, and causes of different types of
injury, identifying the most effective or promising
prevention practices, and defining the next
generation of prevention relevant research
questions. For key areas with no existing reviews
to build upon, the Centre could commission new
reviews. These roadmaps will be made available
to research funders to inform their granting
decisions. They will also be available to assist
individual researchers seeking areas of work with
high potential uptake and impact.

In designing these roadmaps, the Centre will
draw from the experiences of the United States’
Centres for Disease Control, which have a task
force responsible for producing a number of
guides to community preventive services across
the public health realm.®”

Many LFDI participants stressed that particular
attention should be given to improving our
capacity in the area of behavioural research
related to injury.  Specific needs raised in
consultations include:

% Improved understanding of how people
perceive and take risks

% Identification of best practices in behaviour
change in particular populations

% Investigation of the social determinants of
injury.

It is recommended that the Centre:

% Commission syntheses of relevant evidence
from outside the field of injury (for example,
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that related to tobacco use and control) that
can assist in understanding attitudes and
behaviour change related to injury
prevention.

% Host a national research forum on risk
perception and behaviour change.

% Dedicate a portion of the best practices
database discussed above to covering best
and promising practices in social marketing
and other fields related to behaviour change
in populations.

% Foster linkages and exchanges between injury
researchers and social and behavioural
scientists, by sponsoring invited addresses
and workshop sessions specifically targeting
areas of shared interest.

TRANSLATING KNOWLEDGE INTO
PREVENTION THAT WORKS

Researchers, acute care and rehabilitation
providers, and those responsible for injury
programming and policy recognize the need for
more effective knowledge translation. Feedback
during national consultations underscored the
need to press for more broadly based
implementation of many prevention interventions
that have already been proven effective,
including:

o

% Enhanced enforcement programs to reduce
impaired driving

% Mandatory use of bicycle helmets for adults

as well as children

% Programs that reduce the recourse to violence
in conflict resolution

% Programs to increase appropriate use of child
car and booster seats

% Exercise programs, protective devices, and
prescription drug review to prevent injury to
the elderly from falls

e
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A national suicide prevention strategy.

In all of the above cases, the challenge lies, not in
identifying what works, but in understanding the
critical success factors for effective uptake and
action on the basis of the evidence that we already
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have. At the same time, however, there are many
prevention strategies currently underway in
community settings that are not being properly
evaluated. This raises the dual risk that scarce
resources are being consumed by ineffective
strategies at the expense of more effective measures,
and that highly effective strategies are not being
identified, disseminated, and implemented.

Strengthening the evaluative evidence on
interventions already in place offers significant
potential for short-term reduction of injury in
Canada and will help to strengthen the design of
existing injury prevention strategies that are

candidates for more widespread implementation.

While the need for increased evaluation capacity
was emphasized during LFD], it was articulated
quite  frequently in the  programming
consultations as well. In order to advance this
goal, it is recommended that the IPCC:

2

% Establish a $4 million annual Injury Research
and Demonstration Fund that would be
overseen by the NIRAC. This fund would
support three to five year research and
demonstration projects designed to test and
evaluate promising and best practices
developed in other jurisdictions, as well as
those already in use in Canada. Funding
would support:

» Program and research design

» Related community engagement and
consultation

» Program and research implementation
» Program evaluation

» Dissemination of program/research
results to participating communities and
other injury prevention practitioners
through the proposed national injury
prevention clearinghouse as well as other
channels

Eligible projects would:

» Contribute to the achievement of national
injury prevention targets by advancing
knowledge in priority areas
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» Support the advancement of the strategic
injury research agenda

» Engage participating communities in the
design, delivery and evaluation of the
project.

In addition to this fund, the IPCC could advance
the goal of advancing evidence based prevention
strategies through:

% Supporting existing channels, and as
necessary, fostering the development of

additional channels of injury research
dissemination in Canada.
% Fostering the development of training

programs and initiatives for knowledge
brokers to build capacity in knowledge
transfer and dissemination.

% Establishing a National Injury Information
and Education Committee responsible for
coordinating translation and dissemination of
injury research findings. The Committee will
be funded through the IPCC and modelled on
the highly successful U.S. National Heart,
Lung, and Blood Institute’s Coordinating
Committee. The latter  comprises
representatives from all major national
professional and NGO stakeholder groups
interested in the prevention of heart and lung
disease. Together, they regularly review all
relevant National Institutes of Health (NIH)
research findings and develop plans for their
translation, dissemination, and incorporation
into ongoing prevention information and
activities. Translation, dissemination, and
uptake strategies are implemented using the
existing resources and programs of the
participating stakeholder groups. This has
proven a highly effective mechanism for

quickly translating research into changes in
the field.

COMMUNITY SUPPORTS
AND RESOURCES

Most injury prevention, while informed and
supported by the regulatory and policy efforts of
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national and provincial governments and
organizations, actually takes place at the local
community level. Consequently, information,
supports, and resources to enable these efforts are
critical components of any pan-Canadian strategy.
To date, however, community injury prevention
efforts have suffered from:

% A lack of timely and accessible local data on

injuries to inform priority setting, prevention
programming, and evaluation

% Not having a single source of clear and
relevant evidence on prevention strategies
that work — particularly among different
populations

% An absence of training opportunities for

community practitioners

% Insufficient coordination linking local efforts

to  broader strategies supported by
appropriate regulatory and policy
frameworks and program resources

% Insufficient resources to deliver injury

prevention programs of proven effectiveness

National injury reduction targets can only be
achieved if all of these necessary resources and
supports are in place to enable communities to
effectively align their efforts and resources with a
broader national effort, building on a sound base
of evidence and confidence that the strategies
they pursue are likely to be successful. To this
end, it is recommended that the IPCC:

2

% Establish and maintain an online National
Injury Prevention Clearinghouse, with an
annual budget of $5 million. The
Clearinghouse would be easily accessible to
injury prevention and control practitioners
and policy makers, and would contain the
following resources:

» Synthesis reviews for specific injury areas

» Evidence on injury prevention best
practices

» A directory of injury prevention and
control programs in Canada

» Links to researchers / topic experts
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» Accessible education, program
development and evaluation toolkits,
incorporating best practices for use by

community-based  professionals and
prevention practitioners

» A library of injury research and
surveillance products with reference

services for local or distance use by
community practitioners

Establish a $30 million annual National
Injury Prevention Community Fund to
support community level programs to
prevent injuries. Similar to the National
Crime Prevention Fund, this fund will enable
municipalities, community coalitions, and
individual community organizations, at any
level from national to local, to apply for
funding for comprehensive or more targeted
injury prevention initiatives. The funding will
support:

» Community consultation and planning
» Program development and delivery

» Recruitment, training, management, and
recognition of volunteers and staff

» Program evaluation and dissemination of
results

Grants would be divided into two streams:

Community Mobilization - recommended
funding of $10 million annually, distributed
in three to five year grants of up to $250,000 a
year.

Applicants would have to demonstrate a
comprehensive, multi-sectoral approach to
prevention and target multiple injury areas
and/or populations. These grants would
enable communities and agencies to:

Assess the nature and extent of injury in
their community or target population

Build consensus on local injury preven-
tion goals aligned with national goals

Select, implement and evaluate evidence-
based programs and initiatives to achieve
them.
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Targeted Prevention Initiatives -
recommended funding of $20 million
annually, distributed in one to three year
grants of up to $100,000 a year.

Grants would enable communities and agencies
to implement and evaluate targeted, evidence-
based injury prevention initiatives to respond to
an injury problem in a specific population, that
represents a demonstrably significant injury risk
in their community or target population.

Applicants would be supported by online access
to resources in the National Injury Prevention
Clearinghouse,  including  regional  injury
surveillance data and best practices in prevention
for specific injury areas and populations, where
available.

POLICY ANALYSIS AND
DEVELOPMENT

While communities are a primary locus of injury
prevention activity, their success is greatly
influenced by the policy, programming, and
regulatory environments in which they operate.
Senior levels of government have a critical role to
play in establishing a safer environment — both in
creating the necessary infrastructure to support a
pan-Canadian injury prevention strategy, and in
coordinating policies, programs and regulatory
initiatives across government departments that
can help to advance national injury prevention
goals and targets. Consumer, labour, and
building codes, transportation policy, law
enforcement, health care administration — all of
these have a role to play in tracking and reducing
known risk factors for injury or assisting people
to navigate the risks in their own lives more
effectively.

The Centre will play an active role in working
with government departments and ministries at
the federal and provincial level to provide expert
information and analysis and to facilitate the
introduction of evidence-based policies,
regulations, and programs to reduce the risk of
injury in work, home, school, and recreation
environments. Its activities will include:
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Regular international scans in identified
priority areas to update the evidence base on
effective policies, regulations, and programs

% Domestic policy reviews to identify
opportunities for the different levels of
government to take action to reduce injury in
their respective jurisdictions, based on best
evidence

e
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Establishing contacts, building relationships,
and developing regular ongoing processes to
communicate emerging evidence on effective
injury prevention policies and regulatory
approaches to government partners, and
collaborating on potential responses

% Providing policy analysis and development
assistance to governments at all levels that are
interested in implementing injury prevention
measures

% Providing support, in collaboration with
Health Canada and other relevant
departments, to F/P/T processes related to
injury and facilitating more informal intra-
and inter-governmental dialogue on injury
issues and initiatives.

PUBLIC INFORMATION
AND EDUCATION

One of the most significant barriers to action on
injury is the pervasive sense among most
Canadians  that injuries are ‘accidents’,
unavoidable acts of fate that can be neither
predicted nor prevented. The general lack of
public awareness of the extent and nature of
injury overall in Canada, coupled with
misperceptions and lack of information about the
risk factors associated with different types of
injury and how to manage these, are two of the
single greatest contributors to injury rates overall.

Removing these barriers is a critical piece of the
pan-Canadian strategy and must be an integral
part of the proposed new Centre’s mandate. More
specifically, it is recommended that the Centre
will work with key injury stakeholders to develop
proactive, systematic communications strategies
to support the achievement of national injury
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goals and targets, once these have been
established. Strategies will include, but not be
limited to:

% Mounting  public information, social
marketing campaigns, and education in
partnership with relevant stakeholders, where
these will be effective in advancing specific
national injury prevention goals. The
communication of injury as a single concept
(such as the cancer model), where
appropriate, should be emphasized.

% Developing a dedicated resource centre
within the National Injury Prevention
Clearinghouse for use of standardized
messaging at the national through the local
level, building on available evidence with
regard both to the injury-related content and
to the most effective format and transmission
media for different messages. Supported by
compelling and high quality visual materials
(diagrams, charts, PowerPoint slides, etc.),
NGOs and other users can download, as
needed, and incorporate into their own
materials. Top line messaging will also be
linked to more in-depth synthesis documents
on specific injury topics, with further links to
full versions of all supporting reference
materials.
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Creating online communications vehicles/
channels for NGOs, professional
organizations, and program and policy
makers active in the area of injury.

% Creating public information and reference
materials tailored to the distinct needs of
different segments of the public.

% Establishing a media relations program

focused on enhancing the frequency and
quality of media coverage of injury issues,
with an accompanying capacity to respond to
media inquiries and facilitate media contacts
with appropriate experts and spokespeople in
a timely fashion.
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CONCLUSION

The above recommendations stem from a
consolidated  effort by Canada’s injury
stakeholders to move Canada forward in
addressing one of the most significant threats to
the health of Canadians and one of the largest
drivers of our direct and indirect health costs.

Together, their efforts have prepared a solid
foundation on which governments can now build
an effective pan-Canadian injury prevention
strategy, knowing that it will be firmly rooted in
evidence, strengthened by consensus, and
supported by a broad coalition of public, private
and non-profit organizations who are committed
to collaborative action to reduce injury in Canada.

Injuries are inherently  predictable and
preventable and the knowledge exists to make
significant gains with only modest investments.
Canadians are watching their governments
closely for evidence that they are committed to
making Canada healthier and its universal, public
health care system sustainable for the future. A
pan-Canadian injury prevention strategy will
allow the federal government to tangibly
demonstrate its commitment to both these
objectives, to offer the electorate measurable
results, and to offer the provinces direct and
immediate assistance in reducing their health care
costs.

Few issues offer so much potential for gain
should the government choose to act. Even fewer
present such high human and economic costs
should the government choose not to. Canada’s
injury community has done all that it can within
its existing resources and infrastructure. The time
has come for the federal government to assume
leadership on this issue and to help all of us make
Canada the safest country in the world.

43



44



NOTES AND REFERENCES

Injury is defined by the World Health Organization as “a bod-
ily lesion resulting from acute exposure to energy in amounts
that exceed the threshold of physiological tolerance, or an
impairment of function resulting from a lack of one or more
vital elements (i.e., air, water, warmth), as in drowning, stran-
gulation or freezing. The time between exposure to the energy
and the appearance of an injury is short”. (World Health Or-
ganization. Injury Surveillance Guidelines. Geneva: World

Health Organization, 2001, p.5f)

Statistics Canada. Statistical Report on the Health of Canadi-
ans. Ottawa: Statistics Canada, 1999.

http:/ / www.statcan.ca:8096/ bsolc/ english / bsolc?catno=82-57
0-X&CHROPG=1

Health Canada. Economic Burden of Illness in Canada, 1998.
Ottawa: Policy Research Division, Population and Public

Health Branch, 2002

Unless otherwise noted, all Canadian economic burden num-
bers quoted in this document have been adjusted for inflation
from their original sources to 2005 dollars, using the consumer
price index, and the inflation calculator available from the
Bank of Canada.

http:/ /www.bankofcanada.ca/en/inflation_calc.htm

Injury is broadly classified as either unintentional (e.g., falls,
motor vehicle collisions, drowning, etc.) or intentional (e.g.,
suicide, homicides, violence, abuse, etc.). This paper deals
primarily with unintentional injury, although it does include
suicide. When referring to all injuries combined (uninten-
tional and intentional together), the term “injury” is used
alone. When specific reference is made to unintentional or

intentional injury, this is mentioned explicitly.

Dinh-Zarr TB, D.Sleet, Shults RA, et al. Reviews of evidence
regarding interventions to increase the use of safety belts.

American Journal of Preventative Medicine 2001; 21:48-65.

National Highway Traffic Safety Administration. Restraint
system use in 19 U.S. cities: 1991 annual report. Washington,

DC: U.S. Department of Transport, 1992

Injury prevention refers to the practice of minimizing injury in
populations and sub-populations and can occur on three lev-
els: primary prevention aims to prevent the events and behav-

iours that lead to and cause injuries; secondary prevention

10.

11.

12.

13.

14.

15.

16.

17.

18.

aims to prevent or reduce an injury from occurring during the
event or exhibited behaviour/action; and tertiary prevention
(or control) aims to reduce the consequences of an injury that
has already occurred (e.g., acute care, and post acute care /

rehabilitation).

Statistics Canada. Death by cause - Table XX: External causes
of morbidity and mortality, age group and sex, Canada 2002.
Ottawa: Statistics Canada, 2002.

http:/ / www.statcan.ca/english/ freepub/84-208-XIE /2002 / ta
bles.htm

National Scientific Advisory Committee. Listening for Direc-
tion on Injury: Final Report. Toronto, 2004.

http:/ / www.injurypreventionstrategy.ca/news/2004-08-19_L
FDI-final.html

SMARTRISK. The Economic Burden of Unintentional Injury in
Canada: A summary. Toronto, 1998.

http:/ /www.smartrisk.ca/ ContentDirector.aspx?tp=41&dd=3

Canadian Institute for Health Information. National Trauma
Registry 2004 Report: Injury Hospitalizations. Ottawa: CIHI,
2004

Pickett W, Streight S, Simpson K, Brison RJ. Injuries experi-
enced by infant children: A population-based epidemiological

analysis. Pediatrics 2003; 111:e365-e370.

Brownwell M, Friesen D, Mayer T. Childhood injury rates in
Manitoba: socioeconomic influences. Canadian Journal of

Public Health 2002; 93 Suppl 2:550-56.

Child Safety Link. The facts about childhood injuries, 2004.

http:/ / www.childsafetylink.ca/resources-factsheets.asp

Scholer SJ, Jr. EFM, Ray WA. Predictors of injury mortality in
early childhood. Pediatrics 1997; 100:342-347.

UNICEEF. A league table of child deaths by injury in rich na-
tions. In: Innocenti Report Card No.2 F, ed. Florence: UNICEF,

Innocenti Research Centre, 2001

Traffic Injury Resarch Foundation. The Alcohol-Crash Problem
in Canada, 2001. Ottawa: Canadian Council of Motor Trans-
port Administrators Standing Committee on Road Safety

Research and Policies, and Transport Canada, 2003

45



Notes and References

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

46

Public Health Agency of Canada. Injury Surveillance Online:
Health Surveillance and Epidemiology Division, 2005.
http:/ /dsol-smed.phac-aspc.gc.ca/dsol-smed /is-sb /index_e.h

tml

Health Canada. Healthy Aging: Prevention of Unintentional
Injuries Among Seniors. Ottawa: Division of Aging and Sen-

iors, 2002

Health Canada. The safe living guide: A guide to home safety

for seniors. Ottawa: Division of Aging and Seniors, 2003

SMARTRISK. The Economic Burden of Unintentional Injury in
Canada. Toronto, 1998.

http:/ /www.smartrisk.ca/ContentDirector.aspx?tp=41&dd=3

Cooper C. The crippling consequences of fractures and their
impact on quality of life. American Journal of Medicine 1997;

103.

Average length of stay is derived from a special analysis of the

Ontario Trauma Registry minimal dataset.

National Center for Injury Prevention and Control. A tool kit
to prevent senior falls: Figures, 2004.
http:/ /www.cdc.gov/ncipc/ pub-res/ toolkit/ figures.htm

Juurlink Dea. Medical Illness and the risk of suicide in the

elderly. Archives of Internal Medicine 2004; 164:1179-1184.

Projection based on a calculation performed by SMARTRISK
using the current average length of stay (15.3 days for those
65+), divided by the 1999 population of Ontario in each age
group above 65, and then multiplied by the Ontario Ministry
of Finance’s projected Ontario population for 2028, based on

their reference scenario (i.e., expecting average growth).

National First Nations and Inuit Prevention Working Group.
Background Information, 2000.

http:/ /www.hc.sc-gc.ca/ fnihb-dgspni/ fnihb/ cp/ipc/ workin
g_group/backgrounder.htm

Health Canada. Unintentional and Intentional Injury Profile
for Aboriginal People in Canada, 1990-1999. Ottawa: Commu-
nity Health Programs Directorate, First Nations and Inuit

Health Branch, 1999

Canadian Institute for Child Health. The Health of Canada’s
Children: A CICH Profile. Ottawa: Canadian Institute for Child
Health, 1994

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

ENDING CANADA'S INVISIBLE EPIDEMIC

Health Canada. A Statistical Profile on the Health of First Na-
tions in Canada. Ottawa: First Nations and Inuit Health

Branch, 2003

Statistics Canada. Trends in Canadian and American fertility.

The Daily, 2002

Citizenship and Immigration Canada. Canada’s Recent Immi-
grants: A comparative portrait based on the 1996 census. Ot-

tawa: Citizenship and Immigration Canada, 2001

Safe Kids Canada--The National Injury Prevention Program of
the Hospital for Sick Children. Investing in Injury Prevention -
The Leading Cause of Disability and Death for Young Canadi-
ans - A Public Health Approach. Toronto: Written Brief to the
Standing Committee on Finance, An adjunct presentation to
that submitted by the Canadian Coalition for Public Health in

the 21st Century with an Emphasis on Injury Prevention, 2004

Canadian Institute for Health Information. Number of emer-
gency visits by triage level. Vol. 2005: National Ambulatory
Care Reporting System (NACRS), 2005

Girasek DC. How members of the public interpret the word

accident. Injury Prevention 1999; 5:19-25.

Miller TR, Levy DT. Cost-outcome analysis in injury preven-
tion and control: Eighty-four estimates for the United States.

Medical Care 2000; 38:562-582.

Transportation Association of Canada. Best Practices for the
Implementation of Shoulder and Centreline Rumble Strips:

Synthesis of Best Practices No. 8. Ottawa, 2001

Canadian Council of Motor Transport Administrators. Road
Safety Vision, 2010: 2001 Update. Ottawa: Transport Canada,
2002

Transport Canada. Evaluation of the Effectiveness of Air Bags

and Seat Belts. Ottawa: Transport Canada, 2001

Jonah BA, Lawson JJ. The effectiveness of the Canadian man-
datory seat belt use laws. Accident Analysis and Prevention

1984; 16:433-450.

Transport Canada. Results of Transport Canada’s July 2001
survey of seat belt usage in Canada. Ottawa: Transport Can-

ada, 2001

Transport Canada. Estimates of lives saved among front seat
occupants of light-duty vehicles involved in collisions attrib-
utable to the use of seat belts and air bags in Canada: A follow-

up. Ottawa: Transport Canada, 2001



ENDING CANADA'S INVISIBLE EPIDEMIC

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

Macpherson AK, Teresa M, Macarthur C, Chipman ML,
Wright JG, Parkin PC. Impact of mandatory helmet legislation
on bicycle-related head injuries in children: A population-

based study. Pediatrics 2002; 110:e50-60.

Rowe BH, Therrien SA, Bretzlaff JA, Sahai VS, Nagarajan KV,
Bota GW. The effect of a community-based police surveillance
program on snowmobile injuries and deaths. Canadian Journal

of Public Health 1998; 89:57-61.

Tator CH, Providenza CF, Lapczak L, Carson J, Raymond D.
Spinal injuries in Canadian ice hockey: Documentation of
injuries sustained from 1943-1999. Canadian Journal of Neuro-

logical Science 2004; 31:460-6.

Volpe R, Lewko ], Batra A. A compendium of effective,
evidence-based best practices in the prevention of neuro-

trauma. Toronto: University of Toronto Press, 2002.

Harlem Hospital Injury Prevention Program. Harlem hospital
reduces childhood injuries: National Program Project Report.

Vol. 2005, 1999. http:/ / www.rwif.org/reports/grr/013396.htm

Spiegel CN, Lindaman FC. Children can’t fly: A program to
prevent childhood morbidity and mortality from window falls.

American Journal of Public Health 1977; 67:1143-1147.

TranSafety Inc. Shoulder rumble strips prove effective on the
Pennsylvania turnpike. Vol. 2005: Road Injury Prevention and
Litigation Journal, 1998.

http:/ /www.usroads.com/journals/p/rilj/ 9808 /ri980803.htm

Kempton A, Beurden Ev, Sladden T, Garner E, Beard J. Older
people can stay on their feet: Final results of a community-
based falls prevention programme. Health Promotion Interna-

tional 2000; 15:27-33.

Wilkins K. Health care consequences of falls for seniors, Statis-
tics Canada Catalogue 82-003. Health Reports. Vol. 10. Ottawa:
Health Canada, 1999

Papadimitropoulos EA, Coyte PC, Josse MB, Greenwood CE.
Current and projected rates of hip fracture in Canada. CMAJ
1997; 157:1357-63.

SMARTRISK. Canadian Injury Prevention: Developing an
Integrated Canadian Injury Prevention Strategy, 2003.

http:/ /www.injurypreventionstrategy.ca

Health Canada. Injury Surveillance in Canada: Current reali-

ties and challenges. Ottawa: Health Canada, 2003.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Notes and References

Health Canada. Inventory of Injury Data Sources and Surveil-
lance Activities. Vol. 2003: Centre for Surveillance Coordina-
tion, 2003.

http:/ / www2.itssti.hc-sc.ge.ca/ clf/ clfinventory.nsf/ Home?Op

enFormé&lang=E

Canadian Injury Surveillance Planning Committee. Canadian
Injury Surveillance Strategy Meeting - August 25-26 - Meeting

Summary Report. Toronto, 2003.

Lonero LP, Pierce JA. History and evaluation of seat belt legis-
lation in Ontario, The Human Collision: International Sympo-
sium on Occupant Restraint, Toronto, June 1-3, 1981, 1981.

American Association for Automotive Medicine.

Lonero LP, Stephen KM. The human collision: How injuries
occur, how seatbelts prevent them? Ottawa: Transport Canada,

1975

Lonero LP, Stephen KM. The human collision: How injuries
occur, how seatbelts prevent them? Toronto: Ontario Ministry

of Transportation and Communications, 1977.

Simpson HML. The evolution and effectiveness of graduated

licensing. Journal of Safety Research 2003; 34:24-34.

Mishara B. The Burden of Suicide. Background Papers. To-
ronto: Listening for Direction on Injury, 2002.
http:/ / www.injurypreventionstrategy.ca/downloads/LFDI_S

uicide.pdf

Morrongiello BA. International Approaches to Promoting
Injury Research and Prevention. Report to the National Scien-
tific Advisory Committee, Listening for Direction on Injury.
Toronto: Listening for Direction on Injury, 2003.

http:/ / www.injurypreventionstrategy.ca/downloads/LFDI_S

uicide.pdf

Foster S. National Centre for Injury Prevention and Control,
US Centers for Disease Control. Personal communication,

2004.

Harvard Youth Violence Prevention Center. Project 4: Prevent-
ing Violence Through Referral: A Comparative Study on
Community Pathways: Harvard University, 2004.

Information for case study provided by Transport Canada —

Road Safety. Personal communication, 2005.

Center for Disease Control. CDC Task Force on Community
Preventive Services. Vol. 2005, 2005.

http:/ /thecommunityguide.org

47



48



APPENDIX A

International Approaches to

Injury Prevention

Executive summary of a report prepared by Dr.
Barbara A. Morrongiello, PhD, Psychology
Department, University of Guelph, 2003

INTERNATIONAL
COMPARISONS OF THE
BURDEN OF INJURY

A review of the international injury statistics
provided in the report reveals that the burden of
injury is substantial in all nations that have
gathered injury statistics. It is also apparent from
these international comparisons of injury rates
that there is considerable variability in the scope
and nature of injuries, and the populations at
greatest risk of injury in different countries
around the world. Drawing on these findings, a
number of countries were selected for more in-
depth analysis of approaches to promoting injury
research and prevention, including: United
Kingdom, United States, Australia, New Zealand,
and Norway.

SCOPE AND AIM OF THIS
REPORT

The aim of this report is to summarize approaches
other countries have taken to foster greater
attention to injury research and prevention. This
is not an exhaustive review. Rather, select
approaches are reviewed and contrasted, and
their implications for promoting of injury research
and prevention in Canada are discussed.

Three steps were taken to prepare this report:

1. Key international informants were identified
and interviewed.

2. Relevant reports and publications were
identified and reviewed.

3. Report was drafted and feedback was
obtained from key informants.

In-depth, unique information about each
country’s approach is provided in the report.
Despite numerous differences across countries,
there were a variety of common issues and
barriers to progress that emerged from
discussions with key informants and reviews of
documents, and the implications for Canada were
quite apparent.

COMMON ISSUES

1. The need for excellent surveillance. Most
countries reported needs for improvements in
this area, including: improved data collection
methods, improved linkages and coor-
dination across databanks.

NOTE: Australia was an exception and had a
national surveillance system in place and
preceding the current focus on injury research
and prevention. A number of informants
commented on the excellence of this system,
suggesting there may be benefits to Canada
from consulting with Australia about
developing a national Canadian surveillance
system.

2. Capacity building to address the need for a
well-trained workforce in injury research and
prevention. Several countries specifically
noted the lack of senior researchers, and the
inadequate support for senior researchers
(e.g., personnel / salary awards). In addition,
they mentioned an inadequate infrastructure
supporting career development opportunities
within the field of injury.
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NOTE: A number of stakeholders mentioned
that the infrastructure within the traffic safety
research domain clearly supports career
development and, therefore, maximizes
capacity in research from junior through to
senior levels. The feeling was that there are
lessons to learn from a greater examination of
the traffic-safety research infrastructure.

The need for a research infrastructure to
provide the data needed to address gaps in
knowledge and ensure that developments in
research capability are sustainable.

The pressure/requirement to  conduct
interdisciplinary research can sometimes
actually limit progress and close off

opportunities for funding for innovative
individual researchers who are not affiliated
with such teams. Several key informants
indicated that they did not believe there was a
strong evidentiary base to support the
proposition that advancements in injury
research will be optimized by an
interdisciplinary team approach to research,
although virtually everyone thought that “in
theory” one could make a case for this
argument.

Recognition that results take time to achieve.
Hence, one needs a commitment to
continuous and sustained funding for injury
research and prevention activities.

Generally, there is a need for the skills of
social marketers and for more advocacy
activities to promote injury research and
prevention. In particular, it is important to
recruit the media to attend more to safety and
injury reporting (not just violence but
unintentional injury too) so that the public is
made aware of the scope of the problem,
risks, preventability of injuries, actions to be
taken, etc.

NOTE: It should be noted that in Norway,
which  advocates a  community-based
approach to prevention, there was a strong
emphasis in keeping the community
informed of injury-relevant issues, progress,
etc. This was seen as an essential part of

ENDING CANADA'S INVISIBLE EPIDEMIC

motivating individuals to participate and in
fostering an interest in prevention at the
individual level.

The need for a strategic plan that coordinates
multiple initiatives. For example, to address
the issue of capacity building, the UK
developed a post-graduate level short course
in injury prevention. However, demand for
the course has been weak, possibly because
employers do not yet recognize the need for
staff with this level of knowledge or the
historic lack of sustained and long-term
allocation of resources to injury prevention
results in individuals not seeking careers in
this area. Hence, a systems approach, that
encompasses taking action at many levels, is
essential to promote progress in injury
research and prevention.

BARRIERS TO PROGRESS

1.

The issue of “who owns injury prevention”
was repeatedly mentioned in countries
lacking a lead agency (i.e., agency or group
that had the mandate to develop a national
agenda related to injury research and
prevention or to coordinate the efforts of
agencies working on different aspects of
injury). The general consensus was that the
U.S. model works particularly well for
promoting advancements in injury research
and prevention in cost-effective ways (i.e.,
CDC/NCIPC as the lead agency that
coordinates research across multi-sectoral
groups and sets the national injury research
agenda, with university-based centers
conducting the research and bridging to
communities and non-government groups).

Capacity  building  barriers  included
insufficient numbers of researchers and poor
infrastructure support for injury work.
Moreover, problems in gaining sustained
commitment to capacity building were raised
repeatedly because such commitment is
viewed as essential to significant progress in
injury research and control.
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Inadequate financial support for injury
research, notably injury researchers’ difficulty
obtaining funds from grant sources that did
not specifically target injury (e.g., poor
representation of injury researchers on grant
review boards, poor supply of reviewers of
grants on injury, insufficient commitment to
injury work in comparison to other disease-
focused research).

Lack of a long-term commitment to injury
research and control was also identified as a
significant barrier to progress. Interest in
injury waxes and wanes, making it difficult to
achieve short-term goals, much less long-term
outcomes. For researchers, this results in
“constant scrambling” for research funds. For
practitioners, this limits interventions to
“quick fix programs”.

IMPLICATIONS FOR
CANADA

The consistency across countries in the “key
factors” contributing to success is striking. The
following implications for Canada derive from
these findings.

1.

Progress necessitates leadership. Hence, some
lead agency or group must assume
responsibility for developing the framework
and implementing the strategic plan that will
address the issue of injury research and
prevention nationally in Canada. This point
has been made before, repeatedly (e.g.,
National Forum on Health paper authored by
Dr. Barbara A. Morrongiello and entitled,
Preventing Unintentional Injuries Among
Children, 1996; editorial by Dr. Barry Pless
entitled Action on injury: setting the agenda
for children and young people in the UK,
published in Injury Prevention, 1998 Issue 4
Supplement; position paper by the Canadian
Public Health Association, 2002; Senator
Michael Kirby’s Senate Committee report,
October 2002; Safe Kids Canada letter to the
Minister of Health, Honourable Anne
McLellan, July 2003). Health Canada did
(albeit briefly) create a Secretariat for Injury in
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2001 though this commitment to injury was
short lived. If now is an opportune time to
gain a commitment to progress on injury in
Canada, then the issue of leadership will need
to be addressed. Strong national leadership is
critical for success.

The U.S. approach, establishment of a
separate National Center for Injury Research
and Control, was the most strongly endorsed
by the key informants. Although some
countries have tried to work within existing
Health /Medical Research Councils (e.g., New
Zealand, Australia) or Health Department
(e.g., UK.), the main difficulty that arises is
that interest in injury eventually wanes
(whether due to political pressures, other
more pressing health issues that arise, or a
general sense that “injury has had its time”),
resulting in losses in funding, fellowships,
and long-term support for injury research. In
short, without a separate and newly created
centre for injury research and control, or
designation of injury as a cross-institute
theme that has targeted and long-term
funding commitments, there seems to be little
hope of sustaining a focus on injury research.

NOTE: There may be an opportunity for the
Health Minister to implement this type of
infrastructure soon. The Canadian Medical
Association has recommended the
establishment of a type of “CDC North” to
address public health issues (e.g., SARS, mad
cow disease, West Nile Virus). Injury
prevention could become part of this
mandate. Apparently, the Health Minister
publicly announced strengthening of the
public health system for infectious and non-
infectious diseases at the CMA’s annual
general meeting on August 18, 2003, though
no resources or strategic plan have yet been
discussed.

Capacity  building and  infrastructure
development are necessary activities in order
to support and sustain progress in injury
research and prevention. These foci must be
part of a strategic plan to move forward on
injury control and prevention in Canada.
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Indeed, the progress in Australia over the
past 5 years is testimony to how much return
on investments in capacity building can be
realized. In addition, capacity building at
many levels, spanning junior to senior
investigators, is essential (e.g., graduate
fellowships, post-doctoral fellowships, junior
faculty positions, junior and senior
investigator awards) for sustained growth in
injury research.

NOTE: The Romanow Commission identified
Health Promotion/Disease Prevention as one
of the five pillars to a sustainable health care
system, which is consistent with a
commitment to training in health promotion,
including injury prevention. In addition,
CIHR’s goals to establish centres of excellence
to promote knowledge transfer (ie., from
research to practice) could include injury as a
focus, thereby enhancing capacity building,
injury research, dissemination of best
practices, and improved coordination of
programming across jurisdictions.

Progress is unlikely to be attainable without
some commitment of funds to achieve these
objectives, particularly point 2. Historically,
injury has been lost in a sea of diseases that
recruit more attention from funding agencies
in health. One of the goals mentioned in
many documents from other countries is to
make funding for injury better reflect the
scope of this health-compromising issue.
Achieving this same goal in Canada would
seem an essential part of any strategy to
promote progress in injury research and
prevention. It is apparent, however, this is
going to require substantial lobbying for some
difficult decisions to be made by those in the
health sector that allocate research funds.

In Australia, placing injury within an
economic framework worked well to “sell it”
to health departments. The same may prove
true in Canada. Also, this framework makes
the importance of focusing on injury
prevention and control readily apparent to
non-government  stakeholders who are
prepared to invest in health promotion in
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order to prevent the need for larger
rehabilitation payouts later (e.g., insurance
companies).

Many stakeholders have pointed out that
much of the money for road safety research
does not derive from health funds. Hence,
there is much less competition for
transportation funds per se. As long as injury
monies come primarily from health funds
there is going to be substantial competition
for these funds. Waiting for injury to be
recognized as a significant health issue has
not worked well thus far. Clearly designating
it as a health issue may produce more
equitable distribution of research funds.
Based on an analysis of international events,
this seems a necessary step for advancements
in injury research and prevention.

Making a sustained, long-term commitment
to injury is an integral part of achieving
success. This is not the first time that hope for
a focus on injury has emerged in Canada.
Indeed, there have been many efforts over the
past years to mobilize and coordinate
research and prevention efforts on a national
level. Unfortunately, there have been
insufficient resources (individuals, money,
infrastructure support, etc) to sustain these
efforts.  Frustration is  high  among
stakeholders who have watched these efforts
wax and wane. Strong leadership and long-
term commitment of money to address this
issue are essential to ensure progress on a
national strategy to address the burden of
injury in Canada.
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