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Editorials

The editor’s health: corrigendum and update

My family insists I should never try to tell jokes because I
always seem to forget the punch line or otherwise mess it
up. In the September issue I told the tale of my fractured
heel. It should have ended with the clever pun ‘Time
wounds all heels’ but my careless proofreading resulted in
the not so funny, perhaps mysterious, ‘Time wounds all
heals’. Read it again with the correct spelling and I hope
you will at least chuckle.

Anyway, I trust readers will be reassured that since my
last update I have experienced no further injuries. It is,
however, striking, that most of my friends and casual

acquaintances immediately assumed that because I now
occasionally wear a cervical collar I have somehow injured
myself. (I am certain there is a message in what assumption;
I just haven’t figured out that it is.) The collar is worn
because of arthritis, brought on by wear and tear, also
known as ‘old age’. Could it be the result of having stuck my
neck out too often over too many years?

IB PLESS
Editor

Children of the road

their parents from the threat of traffic.

enormous boost to children’s freedom.

Ltd.

A small change in car policy could bring great new freedoms

When a black and white photograph of a 1950s street scene is juxtaposed with the same street
now, the most striking difference is the absence of the motor car. Then the streets were
alsmost always filled with children playing. Now the road belongs to the car. Even the
pavements have been lost to children. A conference held by the National Children’s Bureau
yesterday sought ways to redress that balance.

The Automobile Association called for the Government to experiment with a 10 mph
speed limit on some residential streets to see whether the threat of road accidents could be
reduced. Steven Norris, the Transport Minister, seemed ready to take up the challenge:
‘Certainly, if 20 mph can be made to work I would not be averse to looking and seeing
whether lower speeds still will work’, he told the Play in the Streets conference.

Road traffic has nearly doubled over the past two decades and is forecast to double again
by the time that today’s children are parents themselves. The British accident rate for child
pedestrians is 31 per cent higher than the EU average. Yet the child death rate has fallen
hugely since the car was first introduced to Britain. In 1922, twice as many children were
killed on the roads than now, even though there were 25 times fewer cars. This does not,
however, suggest that streets have become safer. Rather, children have been withdrawn by

The threat of abduction, or ‘stranger danger’, exists more in the minds of parents than in
reality. There will always be the occasional tragic and widely reported case of children being
abducted or murdered by perverts. But the chances of this happening are minuscule; which
is why when it does, it receives such extensive media coverage.

Traffic is another matter. It has hugely circumscribed children’s freedom and
independence. Children are no longer allowed to roam their neighbourhoods, to visit
friends, to discover a world of the imagination that can be acted out free from adult
supervision. Their ability to deal confidently with the outside world is much diminished.
Their health suffers too; not just because the extra exhaust pollution can trigger asthma
attacks, but because being ferried around in a car instead of walking or cycling has made
today’s children probably the least fit generation ever.

Transport planners must start to recognise that the rights of motorists to reach their
destination as quickly as possible should not have domain over 100 per cent of Britain’s
roads. Other users have a stake too, not least children, who do not wield a vote. Their lives
and the lives of their parents would be much improved if local authorities were to design safe
routes to schools so that children could walk or cycle unaccompanied, and to enforce very
low speed limits in selected residential areas. A small change in policy could lead to an

Reproduced with permission from The Times 21 November 1995 © Times Newspapers




skills. In reality, many riders learn some basis skills
off-road before attending such schools. Given that some 15
year olds will exercise their legal rights as soon as they turn
15, it may be unwise to suggest that riding motorcycles
off-road be prohibited for all younger persons. A preferred
solution would be to allow driving by persons under 15
years only under the supervision of a registered instructor
or in an event sanctioned by the NZACU.

Conclusion

Whatever is finally decided, policy should be influenced
primarily by a recognition of the child mortality and
morbidity associated with these vehicles, and the physical
limitations of children, as drivers and as passengers. While
consistent legislation represents a step in the right direc-
tion, it needs to be supported by enforcement and comp-
lemented by other strategies. Legislation relating to child-
ren using tractors has existed in New Zealand since 1960,
but the work of Houghton and Wilson suggests that it
continues to be ignored by a significant number of farmers.’
A similar law in Great Britain has also apparently been
widely disregarded.’ This could be related to difficulties in
monitoring, a lack of willingness to prosecute, or small
fines. Although attention to such matters may assist in this
and similar situations, experience in other areas (for
example drunken driving) suggests that it will take more
than enforcement to reverse existing attitudes and
behaviour and that this is especially the case for farming
where sociocultural aspects are considered to be of partic-
ular significance.'!" Although the examples given here
relate to the New Zealand situation there is evidence that
similar situations exist in other western countries.'”> Much

Guest editorials

of the debate elsewhere is based on inconsistencies in child
labour law between farms and non-farms. Despite the fact
that removal of such inconsistencies has the potential to
reduce childhood injury and deaths on farms there are
potentially greater gains to be made for developing con-
sistency in child safety law irrespective of the environment
and work relatedness.

JOHN D LANGLEY
Injury Prevention Research Unit,
Department of Preventive and Social Medicine,
University of Otago Medical School,
Dunedin, New Zealand
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New rules of the road

A contributor to the CCSN BBS from the US writes: ‘Foremost is the safety of bikers who
must share the roads with automobiles. Just as disconcerting is the high incidence of
accidents on paths restricted to use by pedestrians, skateboarders, and other bikers.
Teaching riding etiquette and designating roads as multivehicle highways are inexpensive
and practical and can alleviate the majority of hazards bikers face’.

‘You want irony? Try this: in a city which sponsors three annual cycling events and
supports the county’s alternative transportation program, there is not a single bike lane. We
need to think about doing something to reverse the current situation. And now that we have
the name of a giant corporation [unspecified] back us, there’s no reason to remain silent
regarding the lack of bicycle and pedestrian facilities in our community.

‘Although the city is drafting a transportation plan, There isn’t one provision to
accommodate bikers. Perhaps its an oversight. Or perhaps it’s the lack of bikers in the city
council. We can safely assume that the director of the planning organization doesn’t bike (at
least, not outdoors). So if it’s someone with legislative pull we need, we can go straight to the
governor’s office and find a state bicycle coordinator. With some pressure she will work with
local governments to apportion some road money to non-highway programs. But unless we
speak up, we’ll go unnoticed’ (from CCSN BBS).




return them as functioning individuals to society. One
aspect I think has been most neglected is that of rehabilia-
tion. For children with brain injuries, burns and lower
extremity fractures, rehabiliation appears to have much to
offer in returning children to school and society. However,
many children do not receive intensive rehabilitation
treatment. Moreover, few rehabilitation interventions such
as physical therapy and occupational therapy have been
rigorously evaluated with randomized controlled trials to
determine their effect on the natural history of the sequelae
of trauma in children and adolescents. We should start by
documenting who gets and who does not get rehabilitation
services and why, as well as subjecting common interven-
tions which have not been evaluated to rigorous testing.
I believe that, while descriptive epidemiology has and
will continue to play an important part in injury control, we
need to move beyond this level. We need to conduct

ISCAIP report

rigorous epidemiological investigations of injury etiology
and interventions; use these findings to guide our interven-
tion programs; and insure that all children who do sustain
injury are returned to their fullest potential in society. This
is our challenge. It’s also our opportunity.

FREDERICK P RIVARA
Chair, ISCAIP

Harborview Injury Prevention and Research Center,
Box 359960, 325 Ninth Avenue,
Seattle, .
WA 98104, USA
(Phone: +1 206 521 1530, fax +1 206 521 1562, e-mail: fpr@u.
washington.edu)

1 Rivara FP, Grossman DC. Prevention of traumatic deaths to children in the
United States: how far have we come and where do we need to go? Pediatrics
1996 (in press).
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been the promotion of bicycle helmets to prevent head
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formed the basis for many of the bicycle helmet promotion
campaigns across the country.




Dissent

strategy — one that can fail too often and too
easily.

In considering this question we need to
remember that there are different levels of
supervision. The most intense is sitting with a
child and assisting him or her directly, as when
young children are cooking or cutting. Another
is watching them continuously, as when a
toddler is in the bath. Still another is being in
the same room, but doing something else —
fairly routine practise for preschool children.
Finally, there is supervision from a distance —
being in another room but keeping an ear open
for screams, or, more ominously, silence. This
is a common strategy with older children.

The first two scenarios can provide good
protection, but only if the supervisor’s concen-
tration does not slip. Every accident and
emergency doctor has heard the cry ‘I only
turned my back for a minute’. The latter two
scenarios provide even more opportunities for
mishap. The wrong level of supervision may be
selected, as in a recent incident in the UK when
a mother tried to supervise her toddler at play
on a river bank by occasional glances out of a
window; fortunately the child was rescued
from near drowning some miles downstream.
Clearly, supervision can fail to give the same
protection that may be afforded by
environmental change in some instances.

On the other hand, supervision could prove
to be a good safety strategy. It is difficult to see
how some home accidents, such as bath tub
drownings, could be prevented in any other
way. There is also positive scientific evidence of
the value of supervision in other fields. For
example, lifeguards may reduce drowning

11

deaths in public swimming pools' or on
beaches,?? and accompanied child pedestrians
may be at reduced risk.* Other authors have
found an association between lack of super-
vision and injuries to young children in play
settings’® or in common domestic accidents.®

It is, however, unfortunately very difficult to
obtain good data on supervision. The presence
of adults in the house, let alone in the same
room, at the time of a child’s injury is rarely
recorded. I am not aware of any intervention
directly addressing the issue of supervision
exclusively. Therefore, the potential for super-
vision to be effective is indicated, but not
clearly demonstrated.

I suggest therefore that there are two topics
that could be explored to better effect that the
ideological or semantic issues that Roberts
raises. Firstly, how effective is supervision as a
safety strategy? Secondly, if children are safer
with trained carers than with parents, why
could structured programmes of parent educa-
tion not improve the effectiveness of parents are
carers?

1 Kemp A, Sibert J. Drowning and near drowning in the
United Kingdom: lessons for prevention. BM¥ 1992; 304:
1143-6.

2 Patrick M, Bint M, Pearn J. Salt water drowning and near
drowning accident involving children. Med J Aust 1979;
1: 61-4.

3 Spyker D. Submersion injury. Epidemiology, prevention
and management. Pediatr Clin North Am 1985; 32:
113-25.

4 Roberts 1. Adult accompaniment and the risk of pedestrian
injury on the school-home journey. Injury Prevention
1995; 1: 242-4.

5 King K, Ball D. A4 holistic approach to accident and injury
prevention in children’s playgrounds. London: LSS, 1989.

6 Alwash R, McCarthy M. How do child accidents happen?
Health Education Journal 1987; 46: 169-71.

(CCSN BBS).

Advice from an emergency medical technician

I am a firefighter/ EMT-Basic but am also a Combat Medic for the US army (now in the us
Army Reserves). In the army, I do the trauma skills of a paramedic. We have found that the
pulse-blood pressure correlation is about 959, effective in trauma patients and about 859,
effective in non-trauma patients. For us, this is called the ‘field expedient method’ of
obtaining a systolic blood pressure. We often don’t have time to take a patient’s blood
pressure while being fired upon and others are being injured as well. We need to know
minimum pressures to decide what life saving procedures can be done as well as drug
administration. This method has been very effective in determining the minimum pressure
on trauma patients I have dealt with in the field, in air ambulance, and in the city. Certainly
this method cannot replace the need for auscultated blood pressure; it is only to be used
when no blood pressure cuff is available or when it is impossible to use it. This is the scale: if
palpable radial pulse present, systolic blood pressure is at least 80 mmHg. If radial pulse is
absent, palpate carotid pulse. If carotic pulse present, systolic blood pressure is at least
70 mmHg. If radial and carotid pulses are absent, palpate femoral pulse. If femoral pulse is
present, systolic blood pressure is at least 60 mmHg. I’'m certainly not a doctor but I do form
my opinions from medical experience (Jason Johnson Polk, County Fire District #1)
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Getting over an accident

Eight year old John was knocked down by a car when crossing a road. He was badly bruised
and broke a leg, but he recovered well from his injuries. Unfortunately, this was not the end
of an unpleasant experience for John. He started to have nightmares, dreaming about
monsters coming to hurt him. He became very nervous in traffic and refused to cross roads.
He found it difficult to concentrate in school and he shrank at the sound of loud noises.

Survivors of the Zeebrugge ferry disaster and recent coach or train crashes would
immediately realise that John was suffering from post-traumatic stress. But unlike them,
children who show distress after an accident are not always helped to overcome their fears
and anxieties. Yet, each year in the UK about 700 children die, 120 000 are admitted to
hospital and 2 000 000 attend accident and emergency departments as the result of an
accident.

Provisions to help children and their families overcome the psychological effects of
accident and injury are patchy and disconnected. The lessons learned from supporting the
survivors of disasters have not been more widely applied. Nurses are often among the first
people to get into contact with children and their families after an accident. Many will have
developed ways of diminishing the distress, but they don’t always benefit from those
experienced in counselling and debriefing. Most importantly, the extent of support
provided is unclear and it is uncertain which methods are the most effective.

The Child Accident Prevention Trust has recently started a project that aims at the
nationwide collection of information about the provision of support for children and their
families after an accident. The project will also gather information about the various
methods of support used and their effectiveness. A report will be produced at the end of the
study which will make recommendations as to how to ensure that children and their families
receive adequate support after an accident. In order to gather as much information as
possible, the trust would like to hear from anyone who has experience of providing support
after an accident or who have views on ways in which support should be given. Please write
to: Dr Ellen Heptinstall, Child Accident Prevention Trust, 18—-20 Farringdon Lane,
London ECIR 3AU, UK.




Teaching safety: evaluation of a children’s village in Maryland
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Table 3 Frequency, percentage, and x* analysis of clear recognition of safety hazards by

age and by picture
3 years 4 years 5 years

Picture No % No % No % No xz p Value
1 13-2 10 18-0 14 30-4 24 19-43 0-003
2 10-5 8 19-2 15 41-8 33 42-52 0-001
3 132 10 231 18 456 37 31-68 0-001
4 2:6 2 9-0 7 25-3 20 23-07 0-001
5 40 3 16-7 13 291 23 31-90 0-001
6 79 6 10-3 8 279 22 17-82 0-007
7 11-8 9 19-2 15 40-5 32 37-25 0-001
8 10-5 8 231 18 51-9 41 53-07 0-001
9 11-8 9 205 16 50-6 40 41-23 0-001
10 22-4 17 34:6 27 62-0 49 30-66 0-001

under communist rule, both parents worked.
Child care was provided by the government,
and structured educational and cultural prog-
rams were provided during the child’s stay in
day care. It is also possible that when both
parents are working, children develop more
independence and are more able to take care of
themselves, including being aware of the
environment around them.

IMPLICATIONS FOR PREVENTION

Based on these findings it is reasonable to
suggest that local communities in each of the
countries must target preventive interventions
to the community, caregiver, and child.® Child
injury prevention programs should teach
parents about the leading causes of injuries. As
much as possible, community programs should

Ritzel, Klein, Gast, Sarvela

also provide parents and children with
strategies to avoid and prevent injuries.

Injury prevention programs should also be
directed at caregivers who can help children
gain knowledge about hazards. If travel is
provided with the child care, younger children
can be placed in child safety seats. As they get
older, a child can be shown how to properly
buckle up. In the end, however, our findings
suggest that injury prevention programs must
target children directly. They should address
the full range of situations presented in this
study, and provide opportunities to practice
injury prevention skills.
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National Safety Council, 1995.
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17-20, 32.

5 Rivara FP, Mueller BA. The epidemiology and causes of
childhood injuries. Journal of Social Issues 1987; 43:
13-31.
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A fable: epidemiology and statistics

that’.

There was once a group of biostatisticians and a group of epidemiologists riding together on
atrain to joint meetings. All the epidemiologists had tickets, but the biostatisticians only had
one ticket between them. Inquisitive by nature, the epidemiologists asked the biostatis-
ticians how they were going to get away with such a small sample of tickets when the
conductor came through. The biostatisticians said, ‘Easy. We have methods for dealing with

Later, when the conductor came to punch tickets, all the biostatisticians slipped quietly
into the bathroom. When the conductor knocked on the door, the head biostatistician
slipped their one ticket under the door thoroughly fooling the layman conductor.

After the joint meetings were over, the biostatisticians and the epidemiologists again
found themselves on the same train. Always quick to catch on, the epidemiologists had
purchased one ticket between them. The biostatisticians (always on the cutting edge) had
purchased No tickets for the trip home. Confused, the epidemiologist asked the biostatis-
ticians ‘We understand how your methods worked when you had one ticket but how can you
possibly get away with no tickets?’ ‘Easy’, replied that biostatisticians smugly, ‘We have
different methods for dealing with that situation’.

Later, when the conductor was in the next car, all the epidemiologists trotted off to the
bathroom with their one ticket and all the biostatisticians packed into the other bathroom.
Shortly, the head biostatistician crept over to where the epidemiologists were hiding and
knocked authoritatively on the door. As they had been instructed, the epidemiologists
slipped their one ticket under the door. The head biostatistician took the epidemiologists’
one and only ticket and returned triumphantly to the biostatistician group. Of course, the
epidemiologists were subsequently discovered and publicly humiliated.

Moral of the story. Do not use statistical methods unless you understand the principles
behind them (Marion Nadel, Epidemiology L Listserver).




staff, we have obtained an almost threefold
increase in the capture rate since the com-
pletion of this study in early 1995 (figure).
Further improvement is likely to depend on our
success in securing additional administrative
resources.

We conclude that CHIRPP offers UK hos-
pitals, public health departments, and govern-
ment agencies a promising and relatively inex-
pensive tool for the planning, implementation,
and evaluation of injury prevention measures at
local, regional, and national levels.

We are grateful to the Greater Glasgow Health Board for their
financial support of this pilot study, to the management of the
Yorkhill NHS Trust for agreeing to host and support the study,
and to the clerical staff, nurses, and physicians of the accident
and emergency department of the Royal Hospital for Sick
Children, Glasgow. We are especially indebted to Professor IB
Pless and Dr G Sherman of Canada for their encouragement and
support, and to the Laboratory Centre for Disease Control,
Health Canada, for providing us with the CHIRPP software.
Finally, we are deeply grateful to the children and parents who
participated in the data collection as without them the study
would not have been possible.
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Boy 5, takes sister, 3, for ride in family’s van

A 5 year old boy and his 3 year old sister went for a drive in their father’s van — with the boy
at the wheel. ‘I had my seatbelt on, and so did by sister’, the boy told nonplussed police after
the outing, which miraculously ended without mishap, ‘I’m not going to go to jail’.

The incident, reported by a local newspaper, occurred when the boy decided to take his
sister out for breakfast early on a Sunday morning. Their parents were still asleep and the
keys to the family van were on the buffet. The boy took the keys and drove nearly a kilometre
on a normally busy artery, before stopping near a gas station. The 18 year old cashier at the
gas station, recalls seeing a van ‘that seemed to be moving itself, without a driver: I couldn’t
see anyone’s head’. She watched as two children, clad in pyjamas, climbed out and walked
toward the convenience store next door. The boy, she says, told her it was his truck, that they
were on their way to McDonald’s and that he was driving the van with his father’s
permission.

After interviewing the boy, police said they were told he drove by alternately standing up
so he could see and lying down so he could reach the pedals, Police, when they first arrived at
the scene thought the call was a prank. The boy’s parents were stunned, police said
(Canadian Press).

A quadriplegic warns: don’t take dumb risks

The following is a letter to the editor of a Toronto newspaper, reprinted in its entirety:

Tragedy strikes again, but this time to someone who gets the front page of the Toronto
Star (Deputy Premier Ernie Eve’s son dies in crash, Oct 9). But let’s not disguise the
incident with the word ““accident”. Justin Eves and his friend crossed the stupid line. They
took dumb risks instead of smart ones. Eves was not driving sober, and was not buckled up.

This was not an accident, defined as ““an irreversible act of fate’’. This was carelessness at
its best. I know. I’m a quadriplegic for doing the same thing eight years ago. Now I dedicate
some of my time speaking to teenagers on how to take smart risks and prevent such tragic and
unnecessary events.

I hope Justin’s friends got on their knees in sorrow for letting their friend drive, and to
thank God for sparing them’. Adrian M Dieleman, Richmond Hill (Toronto Star, 18
October 1995).
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3. Development of inferences explaining the
variations in exposure and susceptibility in
terms of other environmental or host factors,
which may then be considered to play a part
in the causation of the disease.

At any step, the substitution of direct obser-
vation for inference or the confirmation of
inference by direct measurement greatly
enhances the strength of the chain. It was this
process which Frost described so well in the
introduction to the Delta Omega publication of
John Snow’s work on cholera:®

Epidemiology at any given time is
something more than the total of its
established facts. It includes their
orderly arrangements into chains of
inference which extend more or less
beyond the bounds of direct observa-
tion. Such of these chains as are well
and truly laid guide investigation to
the facts of the future; those that are ill
made fetter progress.

This concept, that disease is not randomly
distributed, that the aggregations of disease are
attributable to variations in exposure and
susceptibility, and these, in turn, are related to
measurable differences in the characteristics of
people and in the human environment, pro-
vides a theoretic framework of quite general
applicability to epidemiology. It serves as a
guide to the design and conduct of

Stallones

epidemiologic investigations, stimulates the
presentation of epidemiologic findings in
precise, quantitative terms, and encourages
study of the relation between findings and their
arrangement in ordered arrays.

From such general theoretic considerations
should come imaginatively designed and
carefully conducted studies, and from these we
may expect useful specific formulations of the
causes of home accidents to emerge, together
with new insights into the nature and interrela-
tions of those personal and environmental
factors which modify an individual’s risk of
exposure to those causes and his degree of
suceptibiliy to injury following exposure. This,
we may hope, will permit the development of
programs for prevention that are scientifically
sound, administratively feasible, and capable of
evaluation.
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You be the judge — preventable or ‘freak accidents’?

‘Freak accidents’ can happen at a time or place when you least expect them. Here are some
examples to educate parents of hidden dangers.

A 2-5 year old boy was drinking from a straw when he tripped over a cat. The straw sliced
open the back of his throat, requiring surgery.

A 1 year old girl sitting in a high chair with the seatbelt secured slid down in the chair,
strangling her to death on the seatbelt. The chair was not equipped with a T-strap (the
strap which goes between the child’s legs and secures to the seatbelt).

A 2 year old girl was trying to step over a velvet rope divider at a bank. She stepped on it
instead, causing the metal supporting pole to tip over and strike the child on the forehead.
The child required several stitches.

A teenager was pushing shut a door by the glass. When the door shut, her hand went
through the glass. The glass just missed slitting her artery, and required 30 stitches.
A 3 year old boy was shutting a corral gate and caught his thumb in it. The thumb was
severed; however, it was able to be surgically reattached.

A teenager was sitting on her bike, waiting to cross the street. A tractor trailer attempted a
narrow right hand turn, causing the trailer to jump the curb. The trailer pinned the girl
against a telephone pole, killing her instantly.

A toddler was brushing his teeth, and somehow managed to swallow his toothbrush. A
long procedure was required to extract the toothbrush.

A 6 year old boy playing on the beach was digging a pit in the sand. When the pit reached
approximately 5 feet deep, he jumped in it. The pit collapsed, suffocating the child before
rescuers could reach him (from CCSN BBS).

(Editor’s note: it seems to me all of these are preventable in one way or another. But others
may disagree. If you do, do write and say why.)
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Canadian daredevil seeks tightrope record

From Reuters, Hong Kong: ‘a man who dubs himself Canada’s “prince of the air” will
attempt the longest and highest tightrope walk in history tomorrow above the torrents of
China’s awesome Three Gorges on the Yangtze River. With no margin for error, Jay

Cochrane admits to fear.

Only a balancing pole and determination will keep him on the wire. On either side of about
600 metres of wire stretched across the narrowest point of the gorge is a sheer rock face
dropping 400 metres. “Of course I’m afraid,” he said yesterday. Speaking by telephone
from China, Cochrane said: “I have a healthy respect and fear of what I’m about to

attempt”’.

The 54 year old Cochrane . . . has performed death defying stunts for 40 years. He holds
the Guinness Book of Records title for living on a wire for 21 days and nights. And, if
successful tomorrow, Cochrane will shatter the current 500-metre tightrope walking record.
“I’m not a stuntman”, he said “I’m taking a calculated risk”.’ (Editor’s note: but are such
calculated risks good examples for children?)

Along the same lines: in-line skating role models?

A contributor to CCSN’s BBS writes: ‘As an in-line instructor, one of the toughest parts of
my job is trying to get skaters, be they adults or children, to wear protective gear. While on
vacation in BC I had an opportunity to meet Ani, a professional in-line skater who has
appeared in aggressive movies and magazines. When Ani skates he wears only a knee brace.
He told me that he comes to in-line through skateboarding and skateboarders generally skate

without gear.

Ani does have cat-like grace even when he falls; after watching him skate I can attest to
that. However, in my opinion, this is what is wrong with my sport. The pro skaters either
don’t realize or forget that once they grace the pages of a magazine or appear in a movie they
become more than a skater — they become role models. Ani is an adult and realizes the risks
he takes. What worries me are the kids who buy the magazines, who live for the movies, but
who are neither lucky nor born with Ani’s skills.
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For example, R Wilson-Brewer, addressing
school based, peer violence prevention prog-
rams does not accept the myriad interven-
tions that have been suggested, such as conf-
lict resolution programs, at face value. Ins-
tead she discusses the evidence (or mostly the
lack thereof) for the effectiveness of these
programs. This type of critical review of the
literature and existing programs is often lack-
ing in many reviews and the editors and
authors are to be congratulated for stressing
it.

The volume suffers from the usual American
bias of focusing only on the US, or at best
North America, and largely ignores other
countries of the world. One exception is in the
chapter on the epidemiology and prevention
of homicide, but that is more to point out how
terrible are the American statistics than to
really shed any light on what is happening
elsewhere. Some countries have dealt better
with some of these problems that others;
exploring data and programs from these suc-
cess stories may have much to teach all of us
about what works and why.

The chapter by staff from the National
Center for Injury Prevention and Control on
suicide was somewhat surprising for the scant
attention given to the contribution of firearms
and strategies for preventing firearm suicides.
This chapter is focused largely on US data
where firearms are responsible for the
majority of suicide deaths. The data clearly
point to a relationship between firearm
availability and risk of teen and young adult
suicide. No mention is given, for example, of
promoting ways to keep guns away from the
hands of teens at risk of suicide, the role of the
primary care practitioner in counseling
families, or strategies to be used in the
community.

I also found the relative lack of attention
given to the role of alcohol to be almost
alarming. In our trauma center, and in many
other centres in North America and Europe,
alcohol is one of the most important, and
potentially changeable, risk factors for
adolescent injury. Many chapters give alcohol
passing mention, but none discuss basic ways
in which we might deal with the problem. No
authors, for example, discuss the importance
of testing adolescent trauma victims for
alcohol intoxications, nor do any discuss
screening these patients for chronic alcohol
problems. This lack of attention to perhaps
one of the most important risk factors for
injury emphasizes the need for volumes such
as these to deal with it realistically.

I would have also liked to see a chapter
discussing how injuries in adolescents fit in
with other risk taking behaviors, including
early sexual activity, substance abuse, smok-
ing, and delinquency. Many authors cur-
rently view each of these high risk behaviors
as markers for adolescents at risk for one of
the others. Comprehensive approaches con-
sidering risk taking behavior in general may
offer as much to the injury field as do more
specific approaches targeted on isolated
injury problems.

The challenge of injury prevention in
adolescents is one that many of us have been
reluctant to take up because of its sheer
difficulty. It’s much easier to get a bike helmet
on an 8 year old than a 15 year old. Yet, the
size of the injury problem during adolescence
demands that we repond in a thoughtful and
meaningful way. This volume is a good start
in the right direction to help us make a
difference.

FREDERICK P RIVARA
Harborview Injury Prevention
and Research Center, Seattle, USA

R

CALENDAR
AND NOTICES

Preventing Pelvic and Lower Extremity
Injuries

The US National Highway Traffic Safety
Administration held a conference December
4-6 in Washington addressing the preven-
tion of pelvic and lower extremity injuries. It
included sessions on the socioeconomic and
epidemiologic aspects of these injuries, as
well as the medical and engineering issues
associated with them. A final session addres-
sed ‘offset testing options’. An interesting
aspect of this conference was the inclusion of
speakers from France and Italy, as well as
others from both Ford and General Motors.
Several luminaries are included: Ellen
MacKenzie, Adrian Lund, Ted Miller.
Regrettably, so far as I could tell, none of the
papers dealt specifically with this problem as
it affects children or adolescents.

Short Course on Injury Epidemiology
and Prevention

By the time this issue is available, this inten-
sive five day course, organized by the WHO
collaborating centre for Research and Train-
ing in Safety Technology, the Indian Ins-
titute of Technology in Delhi, and the
Monash University Accident Research Unit,
will have been held in Melbourne as part of
the Third International Conference on
Injury Prevention and Control. Speakers
scheduled include: Professor Dinesh Mohan,
Head, WHO Collaborating Centre, Indian
Institute of Technology, Delhi, Professor
Peter Vulcan, Director, Monash University
Accident Research Centre, Melbourne, Dr
Geetam Tiwari, Indian Institute of Tech-
nology, Delhi, Dr Matthew Varghese, St
Stephen’s Hospital, Delhi, Dr Joan Ozanne-
Smith, Monash University Accident
Research Centre, Melbourne, and Professor
Jess Kraus, School of Public Health, Univer-
sity of California, Los Angeles.

The aim of the course is to improve the
injury prevention knowledge, research, and
implementation skills of practising profes-
sionals and graduate students working in
injury related areas in both industrialised and
non-industrialized countries.

The Monash University Accident Research
Centre was established in 1987 as a multidis-
ciplinary research organization concerned
with the causes and prevention of injury in
the community. The centre’s research pro-
grams encompass injury surveillance and
epidemiology, road safety, consumer product
safety, sports, rural, occupational, child and
elderly injury, and the evaluation of interven-
tions. The Indian Institute of Technology
has been involved in injury control research
for over a decade. The institute was recog-
nised as a WHO Collaborating Centre for
Research and Training in Safety Technology
in 1991. The faculty associated with the
centre has expertise in epidemiology, safety
biomechanics, traffic planning and safety,
agricultural injuries, care of the injured and
rehabilitation technology.

International Conference on Bicycle
Helmet Initiatives

Also scheduled in conjunction with the con-
ference in Melbourne is a conference on
bicycle helmet initiatives. This is billed as a
satellite conference of the Third Interna-
tional Conference on Injury Prevention and
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Control and is sponsored by the State and
Territorial Injury Prevention Directors
Association and Monash University Accident
Research Centre, and co-sponsored by CDC
Traffic Safety and Prevention, the National
Highway Traffic Safety Administration and
the WHO Bicycle Helmet Initiative.

National Violence Prevention Conference
‘Bridging Science and Program’ was held in
Des Moines, Iowa, 22-25 October 1995.

Playground Safety — An International
Conference

Held at University Park, Pennsylvania State
University, October 1995.

2nd National Conference on Children
and Violence

This meeting was held at the University of
Houston, Texas, 9—11 November 1995.

Teenage Accidents and Injuries

A conference on teenage accidents and
injuries was held on 26 January in West
Glamorgan, Wales. The programme
included the antecedents of teenage
accidents; European approach; a nationwide
approach (UK and Wales); local initiatives;
effective interventions. We hope to have a
report on this meeting in the June issue.

A Training Course on Injury Prevention
for Indigenous People

This was held in Fitzroy, Victoria, 16—-17
February 1996. Information: Richard ]
Smith III, Indian Health Service, tel: + 1301
443 1054.

The 10th Annual California Childhood
Injury Prevention Conference

Site: San Diego, CA (site of one of the best
zoos in the US). This conference is sponsored
by the California Center for Childhood
Injury Prevention and is tentatively
scheduled for 15-19 September 1996.

15th International Technical Con-
ference on the Enhanced Safety of
Vehicles

To take place 13-17 May 1996 in Melbourne.

4th International Cochrane Colloquium
Will be held 19—-23 October 1996 in Adelaide.
(Editor’s note: ISCAIP is currently seeking
funds to permit it to join the Cochrane
initiative with a focus on injury prevention in
children and adolescents.)

Job opportunity

The Eastern Carolina Injury Preven-
tion Program (ECIPP) is conducting a
search for a research coordinator. This
member of the ECIPP core staff will
be responsible for identifying funding
opportunities for ECIPP research
projects and coordinating responses to
them. Strong writing, facilitating, and
analytical skills are a must. Experience
in injury control research is desirable.

The ECIPP is a joint effort of Pitt
County Memorial Hospital and the
East Carolina University School of
Medicine. We are located in Greenvi-
lle, North Carolina which is 90
minutes from the Atlantic Ocean and
the Research Triangle Park. At the
moment, the temperature is a comfor-
table 65 degrees and the sky is clear
blue.

If you are interested or know a
potential candidate, please call Herb
Garrison at +1 919 816 8688 or send
an electronic message to hgarriso@p-
cmb.com.
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