
Resources for terror and road
injury prevention
We question the ethics and logic underlying
the thesis that a shift of resources from terror
prevention and deterrence to road injury
prevention is dictated by the huge differences
between the relatively small death tolls from
terror and the large death tolls from road
injury in OECD countries.1

The follow up period (1994–2003) is cut off
before the terror attacks in Madrid (191
dead) and London (52 dead), and the tolls
do not include overseas deaths of OECD
citizens, as in the attacks in Bali, Egypt, and
Tunisia. The boundaries exclude Israel (a
member of WHO Europe and signatory to
many EU agreements) where over 550
civilians were killed in terror attacks between
September 2000 and January 2003.2

The study ignored the victims of the
Moscow theater attack, the 300 victims of
terror in Beslan, most of whom were chil-
dren, and the thousands of civilian dead in
Iraq from terror attacks. Genocidal terror in
prosperous countries cannot be insulated
from global terrorism, given the remarkable
ability of its vectors—the perpetrators—to
move around the global village.

In road injury prevention, the barrier to
major progress in reducing death tolls is not
budget, but the direction and content of
injury prevention programs. Speed camera
networks in Victoria, Australia and in the UK
have reduced road death tolls by some 40–
50% in the last decade, and themselves pay
for their operation.3 4 By contrast, prevention
of terror is cost intensive, since the results
have to be failsafe.

Indeed it could well be that low death rates
from terror in OECD countries are precisely a
result of the massive investments in terror
prevention. The bizarre logic used by the
authors would justify neglecting the upkeep
and maintenance of the dykes in the
Netherlands, because that country has had
no floods in recent years. It would lead to the
suspension of cost intensive failsafe airport
and airplane security for aircraft flying to and
from Israel because Israel has not experi-
enced a hijacking since 1972. If there have
been no more 9/11s in the USA, it is quite
possibly a result of the costly interventions
which this paper questions.
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Climate change control and injury
prevention: more win-win
solutions
The journal recently published an excellent
special feature on climate change and injury
prevention by Roberts and Hillman.1 The
authors detailed a number of ‘‘win-win solu-
tions’’ whereby actions to prevent climate
change were also likely to contribute to injury
prevention. However, their list was incomplete
and we wish to point out some additions:

N The use of carbon charges on fossil fuels
would be likely to reduce injuries for two
reasons. The first is the historical evidence
around petrol prices and motor vehicle
fatalities;2 3 the second is that, if the
carbon charge were not offset by other
tax reductions, then it would raise revenue
that could be used to invest in improved
public transport systems. That would help
lower injury rates, because public trans-
port is safer than private vehicle use. The
Intergovernmental Panel on Climate
Change has also reported that controlling
road traffic would benefit health through
reductions in road traffic crashes.

N Reducing domestic hot water tempera-
tures can prevent scalding injuries4 and
also save both energy and financial
resources.

N The introduction (and extension) of day-
light saving schemes in many countries can
save both energy and potentially reduce
motor vehicle and pedestrian injury rates.5

If Western economies transmitted price
incentives via carbon charges, then demand
reduction, increased energy efficiency, and
substitution of non-fossil fuel renewables for
oil would decrease Western dependence on
Middle East oil. This in turn could reduce the
perceived need for military interference by
Western powers in the Middle East and
elsewhere, and reduce the risk of deaths
and injuries from both military operations
and international terrorist attacks.

Collectively, these additional ‘‘win-win
solutions’’ may have substantive impacts on
preventing injuries as well as contributing to
a lowering of greenhouse gas production.
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CORRECTIONS

doi: 10.1136/ip.2006.009076.corr1

Several errors occurred in the paper by
Fingerhut and Warner in the last issue of
the journal (Inj Prev 2006;12:24–9). Six cells
of the IMD matrix shown in Figure 1 have
been changed to display the correct codes.
The cells that have changed are as follows:
vertebral column and internal organ injury;
vertebral column and other specified injury;
multiple body regions and unspecified
injury; multiple injuries and upper extremity
injuries; multiple injuries and other lower
extremity injuries and other lower extremity
and other specified injury. The correct table is
on the Injury Prevention website: http://ip.
bmjjournals.com/cgi/content/full/12/1/24/DC1

doi: 10.1136/ip.2005.009837.corr1

Several errors occurred in the paper by
Boufous and Finch in the December 2005
issue of the journal (Inj Prev 2005;11:334–6).
In table 1 the row entitled ‘‘Exclusion of day
only admission’’ has been changed to display
the correct figures. The correct table is on the
Injury Prevention website: http://ip.bmjjournals.
com/cgi/content/full/11/6/334/DC1
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