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Abstract

Problem: Intentional and unintentional injury prevention efforts have traditionally been independent and non-integrated. Fostering

collaboration between the sub-fields would enhance work within both sub-fields and advance injury prevention work as a whole. Method: A

systematic assessment of similarities and differences between the sub-fields was performed, including an examination of relevant definitions

and norms, research methods and findings, key risk and resiliency factors, and prevention strategies that would promote collaboration and

better advance current prevention efforts. Results/Summary: Several areas exist in which injury prevention efforts could be coordinated or

ideas and practices could be cross-applied, including training of practitioners, data collection and analysis, application of tools and

methodologies, examination of risk and resiliency factors, and identification of funding sources and partners. Impact on Industry: This paper

delineates how intentional and unintentional injury prevention practitioners can more effectively collaborate to promote safer environments

and further reduce incidence of injury. An integrated injury prevention approach could significantly impact the underlying contributors to

both types of injury, allowing practitioners within both sub-fields to achieve greater outcomes through increased credibility, reduced

duplication of efforts, more efficient use of resources, and unified injury prevention messages.

D 2003 National Safety Council and Elsevier Science Ltd. All rights reserved.
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1. Introduction

Current injury prevention efforts tend to be categorized

into two sub-fields: unintentional and intentional injury.

Efforts within these sub-fields tend to be independent and

separate. Among injury prevention professionals, differ-

ences of opinion exist on whether or not intentional and

unintentional injuries should be addressed together within

one field or separately. While there are significant dis-

tinctions between the sub-fields, there are also significant

similarities, and what has not yet taken place is a

systematic assessment of these similarities and differences.

Such an assessment would delineate the areas in which

collaboration between the sub-fields would enhance work
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within both sub-fields and advance injury prevention work

as a whole.

To perform such an assessment, specific questions need

to be answered: How can intentional and unintentional

injury prevention practitioners and researchers build their

knowledge base through shared data and research? How can

mutual understanding be fostered to enhance collaboration

and build a broader movement for injury prevention? What

strategies and methods from intentional and unintentional

injury prevention sub-fields should be applied to one

another? What is needed to help practitioners with uninten-

tional injury backgrounds apply their knowledge to inten-

tional injury prevention, and vice versa?

In an effort to answer these questions, this paper first

defines intentional and unintentional injury and examines

the social norms and perceptions that have caused these

two prevention sub-fields to diverge. The next section

compares intentional and unintentional injury research

methods and findings, highlighting ways in which coordi-
ence Ltd. All rights reserved.
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nated data collection and analysis could be advantageous to

both sub-fields. The paper then delineates key risk and

resiliency factors that are relevant for both types of injury.

The final section of the paper describes comprehensive

strategies for prevention, including ideas for collaboration

and prevention strategies that can be employed to bring

these two fields together to achieve greater overall injury

prevention.
2. Definitions and paradigms

2.1. Definitions

From a common sense perspective, all injuries are about

people being hurt. From a public health perspective, injuries

are defined as ‘‘damage to the body resulting from acute

exposure to thermal, mechanical, electrical, or chemical

energy or from the absence of such essentials as heat or

oxygen’’ (The National Committee for Injury Prevention and

Control, 1989). Recently, many definitions of injury have

also been expanded to include a psychological component.

While all injury prevention efforts, in theory, aim to

reduce the likelihood or incidence of people getting hurt, in

practice, a sharp distinction based on intent has defined and

divided injury prevention efforts. Practitioners categorize

injuries as either unintentional, injuries not caused by a

person’s intent to harm, or intentional, also commonly

referred to as violence, which can be broadly defined as

‘‘the use of physical force with the intent to inflict injury or

death upon oneself or another ’’ (The National Committee

for Injury Prevention and Control, 1989). Such distinctions

can be useful in advancing prevention efforts (i.e., better

understanding of the causes of different types of injuries is

essential to their prevention).

This differentiation by intent is not always beneficial,

however, and at times may even impede injury prevention

efforts. Intentional and unintentional injuries are frequently

caused by the same mechanisms of injury, and practi-

tioners from each sub-field often deal with injuries com-

monly associated with the other sub-field. For example,

traffic crashes could result from suicide attempts, and

firearm injuries could result from a child’s mishandling

of a gun. While distinguishing between intent can be

valuable, the distinction has become so great that the

two prevention sub-fields now operate within very differ-

ent paradigms and frequently fail to take advantage of their

commonalities.

2.2. Implications of the differing paradigms

A major disadvantage of the distinction between injury

types is the division of already limited injury prevention

resources between intentional and unintentional injury

prevention efforts. Unintentional and intentional injury

account for more years of productive life lost than heart
disease, stroke, and cancer combined, and yet the federal

research investment in injury is approximately one-third

the investment in heart disease and stroke, and less than

15% the investment in cancer. The comparatively low

amount of funding — $379.7 million for injury compared

to $2,570.6 million for cancer, for example — is divided

between unintentional injury, homicide, and suicide (Bon-

nie, Fulco, & Liverman, 1999). There is also limited state

investment in injury prevention; most states are unable to

secure funds specifically for injury prevention, receiving

funds instead for ‘family and community health’ or ‘pre-

ventive health services’ that are difficult to earmark for

injury prevention. Injury prevention funding is more often

garnered for very specific efforts, such as bicycle helmet

programs or firearm injury prevention, resulting in compe-

tition within and between injury prevention programs for a

comparatively small pool of funds (Bonnie et al., 1999).

Another effect of the distinction relates to the particular

focus, or orientation, of intervention applied within each

sub-field. Intentional injury prevention initiatives tend to

focus on people and their behavioral choices. Unintentional

injury prevention initiatives tend to focus on the relationship

between people and objects.

This difference leads practitioners to highlight different

underlying contributors to injury. Intentional injury pre-

vention practitioners tend to examine factors such as race,

gender, sexual orientation, economic disparity, and geo-

graphic location, all of which influence behavior. Uninten-

tional injury prevention practitioners tend to examine

factors relating to equipment, design, and structure, all of

which influence how an object or environment is used by

people. Intentional injury issues and strategies may even

be characterized as emotional, people-focused, and polit-

ically charged (e.g., school shootings and gun control),

while unintentional injury issues and strategies may be

perceived to be more neutral, design-focused, and non-

controversial (e.g., playground injuries and safe play

equipment).

The distinction between the environmental orientation

of unintentional injury prevention and the behavior ori-

entation of intentional injury prevention is not as extreme

as it first seems. Both sub-fields have employed and

benefited from both types of orientation. For example, a

crucial element of the last two decades’ success in

reducing unintentional injuries via traffic safety initiatives

has been regulations that hold drivers responsible for

their actions and behavior choices (e.g., legislation relat-

ing to driving under the influence). Similarly, intentional

injury prevention practitioners have recognized the bene-

fits of an environmental orientation rather than a primar-

ily behavioral orientation. For example, violence

prevention practitioners are increasingly examining the

effects of community design and physical environment

on incidence of community violence, citing well-lit

streets, safe places to play, and well-maintained facilities

as violence deterrents.
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While each type of intervention has contributed to injury

prevention successes, comprehensively addressing the

causes of intentional and unintentional injury requires

recognizing that both behavioral factors and object or

physical environment factors influence individual actions

and choices. Further, behavior and objects within an envi-

ronment are interrelated and can strongly influence one

another; to address one and not the other results in a less

effective approach. Examples of this include cars with

automatic seatbelts or seatbelt reminders that encourage

individuals to consistently buckle up (object design shaping

behavior), or the desire to be fashionable influencing the

design of bicycle and motorcycle helmets and protective

clothing (behavior shaping object design). By using both

approaches, injury prevention practitioners not only recog-

nize the many disparate factors that contribute to all forms

of injury, but can achieve broader success by implementing

interventions that address these different contributors and

promote overall safety.
3. Intentional and unintentional injury research

This section examines how data and research methods

can be used to identify how the two sub-fields overlap and

where approaches may need to differ. While differences

exist between the sub-fields when specific data related to

demographics, incidence, and severity of injury are com-

pared, data sources and collection approaches tend to be

similar for both sub-fields.

3.1. Demographics

In the United States, the demographics of intentional and

unintentional injury are quite similar. Both types of injuries

rank high among the leading causes of death for all Ameri-

cans, regardless of race, income, age, or gender. Some groups

are affected by both unintentional and intentional injury at

higher rates, including young people (ages 1–34), males, and

ethnic minorities (Anderson, 2001; National Center for Injury

Prevention and Control, 2001). Minimizing the risk and

incidence of intentional and unintentional injury for these

groups is a significant component of prevention efforts in

both sub-fields.

Injury is often cyclical in nature, and both intentional and

unintentional injuries follow morbidity cycles and cascades.

Morbidity cycles occur when an injury causes another

condition (e.g., post-traumatic stress disorder [PTSD], ar-

thritis, or a fall while using a crutch). Morbidity cascades

occur when serious or fatal injury results in the deaths or ill

health of the injury victim’s friends and family (e.g., suicide

clusters, severe depression, or substance abuse). The com-

mon patterns of injury, both in terms of groups that are most

at risk and injury cycles and cascades, provide a clear

example of where prevention efforts and interventions

may overlap and be coordinated for greater impact.
3.2. Classes

Injuries are sometimes categorized into classes: motor

vehicle, home, public/community, and work. While the data

in this paper do not distinguish by injury class, both

intentional and unintentional injury are represented in each

injury class except the motor-vehicle class, which over-

whelmingly consists of unintentional injuries. A range of

unintentional injuries, suicide, homicide, and assault con-

tribute to injury in the remaining classes. Intentional injury

plays a significant role even within the occupational injury

class, which is often associated with unintentional injury;

occupational homicide, for example, has been the second

leading cause of occupational injury death since 1980

(Bonnie et al., 1999). All of these injury classes are affected

by certain risk factors, such as substance abuse, economic

disparity, and product design, which is discussed in more

detail in the risk and resiliency factors of this paper.

3.3. Incidence and severity

While the incidence of both intentional and unintentional

injury is unnecessarily high, based on reported data, unin-

tentional injuries occur more frequently than intentional

injuries. In 1996 there were over 55 million reported cases

of unintentional injuries, while the number of reported

intentional injuries was approximately 3 million (when rape

is included as a category of intentional injury, the total

number of intentional injuries increases to 4.3 million).

Unintentional injuries resulted in nearly 1.8 million hospital

admissions, while intentional injuries resulted in 224,000

hospital admissions, almost evenly split between self-

inflicted injuries and assaults.

This apparent difference in incidence narrows when

looking at severe injuries, since the most severe type of

injury (injury fatality) occurs relatively infrequently. In 1996,

unintentional injuries led to 94,000 fatalities, and intentional

injuries led to 51,000 fatalities (31,000 suicides and 20,000

homicides), a much less significant difference when com-

pared to total reported injuries and hospital admissions. The

relationship between severity and incidence is an inverse

one, as the most frequently occurring injuries are not the

most severe. For example, as indicated in Table 1, being

‘‘struck by/against’’ an object accounts for a high percentage

of medically treated intentional injuries, but a low percentage

of intentional injury fatalities. A pyramid provides a good

depiction of this relationship. The base of the pyramid is

wide due to the large number of events that do not result in

physical injury and are of minor severity in terms of physical

impairment (e.g., altercations without injury, suicide idea-

tion, and non-fatal crashes). Injury fatalities are at the top of

the pyramid in both unintentional and intentional injuries

because they are the most severe as well as rare events (The

National Committee for Injury Prevention and Control,

1989). In addition, the intentional injury pyramid is steeper:

when an intentional injury occurs, the chance that it will

Research 34 (2003) 473–483 475



Table 1

Percent of unintentional and intentional injury victims by cause, all ages, United States, 1996

Percent of fatal injuries Percent of hospital admitted injuries Percent of all medically treated injuries

Unintentional Intentional Unintentional Intentional Unintentional Intentional

Burn/Anoxia 5% 1% 2% 1% 3% 0%

Cut/Pierce 0% 6% 3% 12% 11% 9%

Drowning/Submersion 5% 1% 1% 0% 0% 0%

Falls 18% 1% 54% 0% 27% 1%

Firearms 2% 63% 1% 13% 0% 3%

Motor Vehicle Occupant 43% 0% 23% 0% 13% 0%

Poisoning 14% 10% 7% 47% 6% 8%

Struck By/Against 1% 1% 4% 20% 14% 41%

Suffocation/Choking 5% 12% 2% 1% 0% 1%

Other Known Cause 2% 3% 4% 3% 2% 5%

Unknown 5% 3% 1% 3% 23% 32%

Total 100% 100% 100% 100% 100% 100%

Total 94,000 51,000 1,800,000 224,000 55,000,000 3,000,000

Source: Original computations using the methods and data sets described in Miller et al. (2000).

Table 2

Mechanism mortality rate per 1,000 hospital admitted cases in unintentional

and intentional injury, all ages, United States, 1996

Mechanism Unintentional Intentional

Burn/Anoxia 107 177

Cut/Pierce 2 108

Drowning/Submersion 337 879

Falls 18 713

Firearms 96 531

Motor Vehicle Occupant 94 82

Poisoning 98 47

Struck By/Against 14 7

Suffocation/Choking 158 763

Other Known Cause 39 186

Unknown 254 153

Total 50 186

Source: Original computations using the methods and data sets described in

Miller et al. (2000).
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result in a hospital admission or death is higher than the

chance of an unintentional injury resulting in a hospital

admission or death (Miller, Romano, & Spicer, 2000).

The incidence of unintentional and intentional injury

varies greatly by age. Both unintentional and intentional

injury are leading causes of death for people ages 1–44, with

unintentional injury as the leading cause of death for those

aged 1–34, and intentional injury (suicide and homicide) as

the second leading cause of death for those aged 10–34

(National Center for Injury Prevention and Control, 2000).

Children and youth aged 0–19 years account for approxi-

mately 40% of all unintentional injuries, 14% of uninten-

tional injury fatalities, and over 16% of unintentional injury

hospitalizations (Miller et al., 2000). The 15–44 year old age

group is hit hardest by intentional injury, accounting for over

60% of all intentional injuries (Hoyert, Arias, Smith, Mur-

phy, & Kochanek, 2001). In addition, the incidence and

severity of specific types of intentional and unintentional

injury varies by age of injury victim. For example, uninten-

tional falls are the ninth leading cause of injury deaths for the

1–4 age group, but the leading cause for the 65+ age group.

Firearm homicide is the second leading cause of injury

deaths for the 15–24 age group, but not among the 10

leading causes of death for the 65+ age group (National

Center for Injury Prevention and Control, 2000).

3.4. Mechanisms and body regions

Unintentional and intentional injuries are analyzed using

the same categories of injury mechanisms. These causes

occur at different frequencies within and between both

injury types, as seen in Table 1, and are significantly

different according to chi-square tests. When examining

unintentional injuries, for example, motor-vehicle crashes

and falls together account for the majority of fatalities and

hospital admissions. When examining intentional injuries,

firearm injuries account for the vast majority of fatalities,

while poisoning and being struck by/against together ac-
count for the majority of hospital admissions. Still, key

points also emerge by analyzing both types of injury

mechanisms together, for example, that being struck by/

against accounts for few fatalities, but a significant portion

of hospital admissions and treatment within both injury

types.

Intentional injuries have 3.6 times as high a mortality rate

as unintentional injuries. The mortality rates of various

mechanisms of intentional and unintentional injury do not

necessarily determine the frequency of corresponding injury

fatalities. For example, as shown in Table 2, intentional

drowning/submersion has a very high mortality rate, even

though drowning/submersion accounts for only 1% of

intentional injury fatalities. Conversely, unintentional injury

due to motor-vehicle crashes has a relatively low mortality

rate, while motor-vehicle injury accounts for a high per-

centage of unintentional injury fatalities.

Unintentional and intentional injuries differ in the body

regions most severely affected by each. As indicated in

Table 3, nearly half of unintentional injury hospital admis-



Table 3

Percentage of hospital injury admissions by body region of the most severe

injury, 1996

Body region Unintentional Assault Self-inflicted

Brain/Skull 10% 17% 12%

Face 4% 22% 8%

Neck 0% 2% 3%

Thorax 7% 14% 4%

Abdomen 3% 16% 22%

Spine/Back 13% 4% 3%

Upper Extremity 14% 14% 22%

Lower Extremity 31% 11% 21%

Hip 18% 0% 0%

Other Trunk < 1% < 1% 0%

Other Head/Neck 0% 0% 5%

Source: Original computations using the methods and data sets described in

Miller et al. (2000).
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sions result from injury to the lower extremities or hips,

while nearly 40% of hospitalized assaults result from injury

to the brain, skull, or face. Regardless of body region

affected, the threat to life of the most severe hospitalized

injury is comparable for unintentional and intentional inju-

ries, as measured by the Abbreviated Injury Scale (Associ-

ation for the Advancement of Automotive Medicine, 1990).

3.5. Data sources and collection

While significant similarities and differences exist when

comparing intentional and unintentional injury data, meth-

ods of data collection and analysis are similar and vital to

prevention efforts in both areas. Currently, injury data

collection often occurs independently within each sub-field,

even though injury prevention surveillance systems gener-

ally collect data on all injuries, focusing on mechanisms of

injury as opposed to intent. Data reporting is also often

specific to each injury type. For example, the National

Safety Council’s (2002) Injury Facts compiles detailed

information on the causes of injury-related fatalities, but

presents on unintentional injury alone, despite the fact that

firearms and homicide contribute significantly to fatality

within most classes of injury (Bonnie et al., 1999).

Data for both sub-fields come from three primary sour-

ces: medical records, law enforcement records, and surveys.

Medical sources include emergency room visits, hospital

stays, and insurance data on medical costs. Law enforce-

ment sources include 911 calls, arrests, and police crash

reports. Surveys are used to probe injury causes and longer-

term consequences of injury and are also used when record

systems are lacking. This overlap both in terms of data

sources and the type of data collected suggests that both

sub-fields would benefit from coordinating data collection

and presentation. Combining data and research findings

could allow practitioners and researchers to more easily

analyze injury data as a whole, would result in less dupli-

cation of effort, and could ease the data reporting demand

placed on medical and law enforcement services.
4. Risk and resiliency factors

While each sub-field has risk and resiliency factors

specific to it, intentional and unintentional injuries share

many common risk and resiliency factors. Identifying the

underlying contributors shared by both types of injury high-

lights areas in which work can be done that would simulta-

neously reduce both intentional and unintentional injury.

4.1. Risk factors

4.1.1. Alcohol and substance abuse

One of the clearest intersections between intentional and

unintentional injury is the degree to which alcohol and other

drugs act as risk factors. In the United States, more than half

of all homicides involve drugs or alcohol, about half of all

fatal crashes involve alcohol, and 40% of deaths due to

residential fires involve alcohol (Smith, Branas, & Miller,

1999). Alcohol is also involved in half of all drownings and

suicides in the 15–24 year old age group. Reducing and

preventing drug abuse, specifically the misuse of alcohol,

would have substantial impact on both intentional and

unintentional injury rates.

4.1.2. Economic disparity

Economic disparity is a risk factor for both intentional

and unintentional injuries. People with lower socioeconomic

status are more likely to be victims of or witnesses to injuries

than people with more financial resources (Bernard, 1990;

Blau & Blau, 1982; Hawkins, 1993). This is sometimes due

to having less access to the resources that contribute to

safety. For example, although low-income parents who own

child safety seats consistently use them, toddlers from low-

income families are much less likely than other children to

ride in these seats because their parents are generally less

able to purchase them. In such situations, financial con-

straints play a direct role in securing safety. Both uninten-

tional and intentional injury prevention efforts would be

enhanced through initiatives that focused on improving low-

income individuals and families’ socioeconomic status and

access to services and products that enhance safety.

4.1.3. Discrimination and bias

Discrimination and bias can negatively influence com-

munities and individuals in ways that may increase their risk

of intentional and unintentional injury. Hate and bias can

directly lead to violence (e.g., hate-motivated assaults on

individuals), and discriminatory policies and practices can

result in unsafe environments or less protection for certain

groups of people (e.g., the lack of consistent laws against

workplace discrimination based on sexual orientation). In

addition, discrimination and bias may lead to a number of

behavioral and environmental factors that contribute to

injury, including poor mental health, alcohol and substance

abuse, and community deterioration. As certain ethnic

minorities are at higher risk for intentional and unintentional
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injury (including African Americans, Hispanics, and Native

Americans; National Center for Injury Prevention and

Control, 2001) it is also important to address how issues

of bias related to race and ethnicity are framed within injury

prevention research and practice.

4.1.4. Built environment

The physical environment can be another risk factor

contributing to both intentional and unintentional injury.

Closely linked to issues of economics and discrimination,

community deterioration and hazardous neighborhood con-

ditions tend to be concentrated in low-income communities.

As poverty rates are higher for Hispanics and blacks than

they are for whites (Dalaker, 2001; Keppel, Pearcy, &

Wagener, 2002) community deterioration can disproportion-

ately affect these groups. This may lead to greater incidence

of intentional and unintentional injury due to substandard

housing conditions, increased exposure to toxins and phys-

ical hazards, lack of safe recreational facilities, and poorly lit

and maintained public roads and buildings. Physical envi-

ronments that are well designed and maintained may reduce

the incidence of intentional and unintentional injury within a

community and promote an increased sense of safety among

community residents.

4.1.5. Product design

Badly designed products can dramatically increase the

risk of injury and cause widespread harm to all elements of

the population. Consumer products are associated with

approximately 21,400 deaths and 29 million injuries annu-

ally (Bonnie et al., 1999). Examples of poor product design

include cars without airbags, unsafe playground equipment,

and firearms without built-in safety mechanisms. Converse-

ly, many products provide safety benefits that enhance

injury prevention efforts, such as seatbelts, bicycle helmets,

and bulletproof vests. Reducing product-related deaths and

injuries and promoting the use of safety-enhancing products

would substantially decrease the overall incidence of injury

annually.

4.1.6. Risk taking behavior

Risk taking behavior and the role of peer pressure are

also commonly involved in both intentional and uninten-

tional injury. For example, in the event of an argument, peer

pressure can quickly escalate the situation and lead to a

violent altercation. Similarly, peer pressure can lead to

dangerous driving or driving while inebriated.

4.1.7. Mental health

Diagnosable mental disorders such as depression play a

major role in adult suicide (National Institute of Mental

Health, 1999) and in children can contribute to violent

behaviors later in life (National Institute of Mental Health,

2000). Depression can also contribute to risk taking behav-

ior, especially in adolescents, which can then lead to a

higher risk of unintentional injury. Recognizing the signs of
mental disorders early in children and adults and ensuring

adequate support and treatment could help to reduce inci-

dences of self-inflicted, violent, and unintentional injury.

4.1.8. Timing

Another risk factor for both intentional and unintentional

injuries is timing; a large share of services for injuries

occurs during leisure time. For example, several studies

have shown that young drivers are more likely to be

involved in crashes when driving at night and on weekends

(Simons-Morton, Hartos, & Leaf, 2002).

4.1.9. Media

Media can play a role in promoting norms, particularly

risk taking behavioral norms. Mass media portrayals often

glamorize risk and depict violent injuries as normative and

unintentional injuries as accidents. For example, the depic-

tion of breathability and visibility in burning buildings or

the lack of resultant injury from a high-speed car chase is

dangerously misleading. In addition, while the relationship

between real life violence and television and movie violence

has been documented, powerful entertainment industry

lobbyists have impeded regulation of the industry. An

examination of the way the media portray risk and fault is

crucial to the injury prevention field as a whole.

4.2. Resiliency factors

4.2.1. Financial capital

Families and communities with adequate financial resour-

ces are often better able to promote and sustain the well being

of children and families, even when they face serious injury

risks. Financial capital can help reduce the risk of injury by

ensuring basic needs (such as food, shelter, and health care)

and by providing enhanced opportunities for education,

physical activity, and other stimuli that decrease the likeli-

hood of high-risk behaviors.

4.2.2. Community facilities

Parks, recreation centers, and community centers can

provide places where adults and children can engage in

activities with less risk of injury. These spaces offer oppor-

tunities for adults to safely exercise and relax and for

children to safely play. Having these resources can be

especially important for youth, reducing their risk of injury

through play in unsafe places and even protecting against

alcohol and substance use. Many studies have shown that

the healthiest American communities — places people have

identified as desirable for raising children, with good

schools, responsive local governments, and steady econo-

mies — typically have large and stable public institutions at

their core (Nakano & Williamson, 1994).

4.2.3. Community partnership and support

People and their social networks are a community’s

‘‘social capital,’’ often its greatest resource. Strong social
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capital has been shown to correspond with significant

increases in physical and mental health, academic achieve-

ment, and local economic development, as well as lower

rates of homicide, suicide, and alcohol and drug abuse

(Buka, 1999; Wandersman & Nation, 1998). Participation

in cooperative networks fosters mutual trust and increases

community members’ willingness to intervene in the super-

vision of children, participate in community-building activ-

ities, and maintain public order. Such networks also produce

and enforce social sanctions and controls to diminish

negative behavior and reduce the incidence of crime,

juvenile delinquency, and access to firearms within com-

munities (Putnam, 1995; Veenstra, 2001).

4.2.4. Parenting/role models

Attachment to parents, parental supervision, and con-

sistency of discipline are the most important family protec-

tive factors in preventing delinquency in youth (Huizinga,

Loeber, & Thornberry, 1995; Robins, West, & Herjanc,

1975). Preventing youth delinquency can help prevent high

risk behavior and serious injury victimization (Loeber, Kalb,

& Huizinga, 2001).

4.2.5. Access to decision makers

Having access to decision makers can provide families

and individuals with the opportunity to voice their opinions

and concerns about unsafe elements of their neighborhood

or concerns about larger policy decisions such as workplace

safety legislation. Examples of access include community

partnerships with the local police department, organized

meetings attended by local officials, or supporting local

leaders who represent community interests in larger political

forums. Access to decision makers can empower people to

take action for the well being of their community, and can

encourage them to think proactively about how to make the

places they live and work risk- and injury-free.
5. Strategies for prevention

While differences between intentional and unintentional

injuries are important to distinguish, there are many simi-

larities that point to an opportunity for injury prevention

practitioners to share data, techniques, and theories. Cur-

rently, many advocates and practitioners within each sub-

field often feel uncomfortable and ill equipped to address

issues within the other sub-field, and opportunities for

communication and partnerships can be missed. The effec-

tiveness of practitioners’ work may be reduced because

common risk factors, such as alcohol, are not always

addressed jointly or, as in the case of poverty, are prioritized

much more in one sub-field than the other. Collaboration

between practitioners would strengthen existing injury pre-

vention efforts; in addition, collaboration between injury

prevention and other disciplines could allow for further

sharing of tools, strategies, and resources. Perhaps the
clearest lessons are the need for injury prevention practi-

tioners to work collaboratively, both within the injury

prevention field and with other disciplines, and the impor-

tance of a multifaceted approach.

5.1. Partners for collaboration

When considering potential collaborators in both unin-

tentional and intentional injury prevention initiatives, many

of the same groups come to mind: public health practi-

tioners such as epidemiologists, injury specialists, and

health care providers; national and local justice depart-

ments; educational groups and school administrators; com-

munity-based agencies; and local police. While the work of

specialized sub-groups, such as conflict resolution educators

or seatbelt advocates, is often more relevant to either

unintentional or intentional injury prevention, these groups

generally all play a significant role in both types of injury

prevention.

Collaborative work between these various groups would

allow intentional and unintentional injury prevention practi-

tioners to accomplish a broad range of goals that reach

beyond the capacity of any single individual, group, or

organization. An important component of prevention efforts,

coalition building can allow organizations working in injury

prevention to share resources, reduce duplication of efforts,

coordinate services, and attain greater credibility on an

issue. Forming coalitions both between unintentional and

intentional injury groups and between injury groups and

other disciplines is key to achieving injury prevention out-

comes (Cohen, Baer, & Satterwhite, 2000).

Identifying innovative partners is important to both sub-

fields, and partners who have contributed to one type of

injury prevention also may make valuable contributions to

the other. For instance, the involvement of businesses in

both intentional and unintentional injury prevention efforts

has raised awareness of injury prevention issues and has had

a significant impact on injury prevention outcomes. For

example, Johnson & Johnson founded and continues to

support the National SAFE KIDS Campaign, which focuses

on unintentional injury prevention among youth, and the

Corporate Alliance to End Partner Violence has brought

domestic violence awareness into workplaces and the public

arena. Other potential partners include chambers of com-

merce, local stores, unions, media, youth, city planners,

transportation engineers, and manufacturers.

Collaborative partners can also be individuals. For

example, survivors have a great deal to contribute to both

sub-fields of injury prevention. They can become key

advocates of an injury prevention effort and are frequently

the driving forces of an injury prevention movement.

Survivors also play a vital role in keeping a group focused

on its purpose and away from turf issues or petty struggles.

Anecdotal stories from survivors are very powerful and can

be used to push prevention measures or explain the details

of an injury event. Candy Lightner is arguably the most
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well-known example of a survivor who led an influential

injury prevention effort: after her daughter was killed in a

drunk driving crash, Lightner founded Mothers against

Drunk Driving (MADD), which has played a seminal role

in changing legislation, awareness, and norms related to

drunk driving.

Bystanders are also potential partners. In the ground-

breaking curriculum Aggressors, Victims, and Bystanders,

author Ronald Slaby discusses bystanders’ roles in inten-

tional injury prevention and suggests methods of helping

bystanders better understand how they can reduce violence

(Slaby, Wilson-Brewer, & Dash, 1994). These ideas can also

be used in unintentional injury prevention, since bystanders

can discourage risk taking in a variety of environments,

such as at the swimming pool or while driving.

In addition, as successful injury prevention often happens

locally, community-level partnerships are critical. When

collaborating with community members on injury preven-

tion issues, it is important to remember that overall safety —
Fig. 2. Socioecolo
reducing the likelihood and incidence of people being hurt

— is the ultimate goal, and that the classification of injuries

as intentional or unintentional may not be significant.

Collaborative efforts will benefit more from a comprehen-

sive understanding of injury and injury prevention as a

whole. Practitioners and researchers who want to collaborate

with communities ideally should have training and experi-

ence in both intentional and unintentional injury so that they

are better able to assist communities with the prevention of a

diverse range of injuries.

5.2. Tools and methodologies

Practitioners in both intentional and unintentional injury

prevention must contend with those who think that preven-

tion is only education. Regardless of the type of injury being

addressed, primary prevention always meets with a great deal

of resistance. In different ways, unintentional and intentional

injury prevention successes have illustrated the importance
gical model.
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of multifaceted approaches that impact the agent or environ-

ment of injury. The traditional divergence in approach

between the two sub-fields can be used to enhance each

sub-field’s knowledge of prevention strategies and tools.

Injury prevention practitioners are commonly faced with

the difficulty of implementing a comprehensive strategy,

and tools and frameworks have emerged from each sub-field

that could be applied within the other. For example, the

Haddon matrix (Fig. 1), which was developed with a focus

on unintentional injury (traffic safety) and is useful in

understanding the development of the phases of an injury

event, is already being applied to multiple violence preven-

tion areas. The socioecological model (McLeroy, Bibeau,

Steckler, & Glanz, 1988) (Fig. 2) initially had more prom-

inence in violence prevention, and is useful in understand-

ing the broader factors that impact individual behavior. It

can be a useful framework for injury prevention efforts, as

various networks and institutions, including schools, com-

munities, and legislative bodies, play a large role in creating

safe environments for individuals. The Spectrum of Preven-

tion (Fig. 3) was developed as a tool for general prevention

strategy and is useful in developing both intentional and

unintentional injury prevention activities as part of a com-

prehensive prevention approach. Levels 1–4 of the Spec-

trum emphasize building skills and raising awareness and

support among individuals, communities, and professionals,

while levels 5–6 emphasize industry and government

changes that influence environment, policy, and design

(Cohen & Swift, 1999).

Specific strategies that are more common either in

intentional or unintentional injury prevention can also be

applied to the other sub-field. As previously discussed, there

are advantages to applying behavior-based and environ-

ment-based interventions to both sub-fields. Incorporating

risk and resiliency factors into intervention design is more

common in intentional injury prevention efforts but as

shown, has significant relevance for unintentional injury

prevention. In addition, certain strategies are common

within both types of injury prevention and have been very
effective within each, including media and marketing cam-

paigns and policy and legislative change.
6. Conclusions/next steps

Injury prevention is a complex problem that cannot be

solved with simple solutions. Although the fields of unin-

tentional and intentional injury prevention benefit from in-

depth specialization, addressing injury as a whole would

foster healthier, safer communities that are more resilient

and less susceptible to all types of injury.

This paper offers some strategies and suggestions on

how unintentional and intentional injury prevention efforts

can overlap; continued exploration and an ongoing dialogue

between intentional and unintentional injury prevention

practitioners and leaders is required to further the process.

In particular, further analyses need to be performed to

assess the specific costs and benefits related to merging

the two sub-fields. A recent example of a coordinated

unintentional and intentional injury prevention approach is

the SafeUSA partnership, a broad collaborative of govern-

ment, nonprofit, and commercial agencies, whose goals

include developing a national violence and injury preven-

tion strategy. An assessment of this initiative and similar

approaches would be beneficial to understanding the advan-

tages and disadvantages associated with coordinated injury

prevention efforts.

As this paper has shown, there are several promising

areas for integration of the two sub-fields, including re-

search, intervention, and prevention strategies. Yet another

area that could benefit from integration of the two sub-fields

is training. Cross-fertilization and joint training of practi-

tioners and advocates is critical to developing the skills and

expertise within each type of injury prevention as well as

furthering a shared understanding of overall injury preven-

tion. For example, intentional and unintentional injury

prevention practitioners can participate together in training

or train each other on issues such as data collection or
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general prevention methodology. Such training would op-

erate both as a skill building opportunity as well as a chance

for intentional and unintentional injury prevention practi-

tioners to network with one another.

It is also critical for administrators and policy makers to

address the problem of categorical funding sources that

require applicants to apply for funding that will only support

one sub-field. Practitioners could ensure that funders see the

added benefit of comprehensive injury approaches, and

funders could reduce the distinction between the sub-fields

by funding projects and programs that address multiple

types of injury.

The advantages of coordinating intentional and uninten-

tional injury prevention initiatives are many. A coordinated

approach can further injury prevention across other disci-

plines, issues, and organizations and significantly impact the

underlying societal problems that contribute to both types of

injury. In addition, injury prevention practitioners working

together can achieve greater outcomes through increased

credibility, deliver a unified injury prevention message, and

build momentum for and advance the field of injury

prevention overall.
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