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Chairs: Leah Devlin, DDS, MPH; Bob Seligson, MBA

Task Force Members/Seering Committee Members: Calvin Ellison, Rep. Verla Insko, Polly JohnsontdPé.ehmuller,
Meg Molloy, Peg O'Connell, Robert Parker, Kelly Rdell, George Reed, Florence Siman, Bill Smithal\Mgard,
Charles Willson, Alice Ammerman, Steve Cline, RB#&tersen, Carol Runyan

Interested Persons and Speakers. DeeDee Downie, Marsha Ford, Rob Lamme, Patti FolesetHedlund, Peter Leone,
Courtney Lyndrup, Rebecca Macy, Jim Martin, DonINaiharon Neufville, Scott Proescholdbell, Shardwyrie, Valerie
Russell, Ellen Schneider, Jessica Schorr-Saxe,Suaith, Maria Spaulding, Janice White, Jennifer \dioo

NCIOM Saff and Interns: Pam Silberman, Jennifer Hastings, Berkeley YorkBawid Jones

Review of Recommendations from January 14 Meeting on Environmental Risks:
Recommendations were reviewed. A subcommittee pérex will be convened to further refine the recamdations
developed in January.

State of the State, Violence and Injury OverviewScott Proescholdbell, MPH, Epidemiologist, Injury and Violence
Prevention Branch, Division of Public Health, North Carolina Department of Health and Human Services.

Injuries are not random acts of nature or accidebta have risk factors and are predictable amggmtable. Injuries can
be divided into two broad categories: unintenticara intentional injuries. Unintentional injuriescorr when a harmful
outcome was not sought. These account for twogtafall injury deaths. Intentional injuries ocag a result of active
and deliberate force. North Carolina’s overall,d@ntional, and intentional injury death ratesatveve national rates and
have been for many years. Injury accounted for@@&aths, 148,000 hospitalizations, and 820,00pitadizations in
2007.

Injury (unintentional and motor vehicle injury)tise leading causes of death for ages 1 to 34. Matioicle traffic

injuries are the leading cause of all injury deaththe state. Unintentional poisoning deaths iaseel 180% from 1999 to
2007 (due to increase in use of narcotics) andtemiional falls deaths have increased by 30.4%oldtplays a
significant role in fatal injuries including homitgs (38%), motor vehicle crashes (36%), and falé4).

The leading causes of North Carolina’s injury daatks are due to unintentional motor vehicle, tamtional poisoning,
and unintentional falls. Leading causes of injulated hospitalizations included adverse effecta@dical care,
unintentional falls, and unintentional motor vebgl

A Public Health Priority: Preventing Falls Among Older Adults (age 65+): Sharon Rhyne, MHA, MBA, Healh
Promotion Manager, Chronic Disease and Injury Section, Division of Public Health, North Carolina Department of
Health and Human Services

Falls are the leading cause of fatal injuries d&edsiecond leading cause of nonfatal injury hospéabns for people over
age 65 in North Carolina. Of people 65 and oldB#p3Percent fall each year. More than 16% of theufaifon in 75
North Carolina counties will be over age 65 in 2@ns. The “silver tsunami” refers to this incressthe segment of the
population over 65.



In 2006-2007, there were 480 deaths due to falis Mumber is projected to increase to 947 by da 2030.
Hospitalization costs are projected to increasmfapproximately $3.8 billion in 2005 to $7.6 bilidan 2030. (The
average lifetime cost for a hip fracture is $80,p0be death rate from falls in people over agés6E3 times greater than
the rate for those younger than 65 and is 16 tigneater than the death rate from motor vehicleiegu Females are
more likely to die from falls than men are.

Modifiable risk factors for falls include muscle alaess, gait and balance, problems, vision impaitmuse of four or
more medications or use of psychoactive medicatiamd environmental factors/home risks. Effectiveriventions lead
to a 30%-50% decrease in falls. Interventions ideloomprehensive clinical assessments, exercisbslfince and
strength, medication management, vision correcaod, reducing home hazards. The NC Falls Prevetoatition’s

goal is to reduce the number of falls, fall-relaitgdries, and seriousness of injuries resultimgrfifalls. (Lead partners in
coalition include Division of Public Health, Divam of Aging, Institute of Aging, and Caroline Geria Center.)

Challenges include assuming that falls are inel@tattigmatization, providers not assessing fdrrfgk, and lack of
provider time and/or knowledge of evidence-baséehientions. Risk assessment tool kits exist, baihat in place.

Specific recommendations for North Carolina:

1) Routine assessment and increase availabiligyidience-based interventions/programs (e.g. MaftBalance, Tai
Chi)

2) Raise awareness

3) Educate medical and community service providers

4) Support NC Falls Prevention Coalition

Unintentional Poisonings
Marsha Ford, MD, Director, Carolinas Poison Center, Carolinas Medical Center

A poison is anything that can be used in the wieayg, by the wrong person, or in the wrong amouminténtional
poisoning is the leading cause of poisoning deiatkise state and is primarily a non-Hispanic, wistie. The incidence
of unintentional poisoning as a leading cause jofyndeath has risen substantially since 1999.dphdemic of
unintentional drug overdose deaths is due to the@se in prescription drugs, which accounts faritwthree
unintentional drug overdose deaths. Medical mixdane particularly to blame. The Food and Drug Adstiation is
taking action on this issue by telling companiedawgelop better dispensing of drugs. In 2007 intiNGarolina, there
were over 400,000 emergency department admissiorssbstance abuse/dependence and alcohol
intoxication/withdrawal as primary or comorbid digis and 11,600 for poisoning by various substnce

Current and recent activities in North Carolinatlress unintentional poisoning include the Tagkd-to Prevent
Deaths from Unintentional Drug Overdoses in Nor#rdlina. In 2003, the task force released a repitint various
recommendations. In addition, there is the Nortloldza Department of Justice and the Departmemhteszflth and

Human Services Drug Overdose Prevention Leadefsam, which was formed in 2005.

Dr. Ford’s primary recommendations to prevent atlice unintentional poisonings in North Carolingude:

1. Revitalizing, renaming and broadening the sad@efe of the Drug Overdose Prevention Leadersbgml

2. Expanding/improving/funding poisoning-relatedvaiilance, including improved data collection, cuyl

sharing and reporting.

3. Developing and supporting appropriate triageraedical management of patients who are known spestied to be
poisoned

4. Developing state medical and community-basedspiar optimizing medical treatment of pain andedfig strategies
for improving survival in the event of a drug ovese



Motor Vehicle Injury
Jim Hedlund, Highway Safety North

Motor vehicle injury is the leading cause of defathages 5 to 30. In 2007, there were 1,675 trédffialities in the state.
Preliminary numbers for 2008 show traffic fatakti@re down to 1,383 from what they were in 2007#tiINGarolina has
4% of all traffic deaths in the US, but 19% morattie per vehicle mile traveled and 36% more dgaghperson
compared to national averages. In general, thetgpisnmaking progress, but North Carolina is not.

Multiple interventions are necessary and extensgearch informs motor vehicle injury-reductiorattgies. Three main
strategies are 1) better roads, 2) better vehiale$ 3) better behavior. Behavior can be changeaigih persuasion,
coercion, and the physical and social environnt@aercion refers to laws and enforcement and reliethe Deterrence
Theory, which says that “consequences should liaiceswift, and appropriately severe.” The foujongulprits of
traffic fatalities in North Carolina are lack ofagéelt use, alcohol, speeding, and motorcyclesryetraffic fatality has at
least one of these as a factor.

Recommendations from Dr. Hedlund include those esking seat belt use, alcohol-impaired drivingedpey, and
motorcycles.

Seat Belts — North Carolina’s seat belt use has declined 996, the state was th& Best, but is currently ranked"5

1) Re-invigorate the Click It or Ticket campaigrid includes targeting high-risk areas and occiganghttime
enforcement, increased police presence on roadsheikpoints, and more publicity.

2) Strengthen seat belt laws. North Carolina néetlsive a primary law for rear seat occupants argcrease seat belt
law fines to at least $50.

Alcohol-impaired Driving — A factor in 29% of total traffic fatalities indsth Carolina.

1) Increase high-visibility enforcement through ckpgoints that are well-publicized.

2) Increase resources for DWI enforcement, prosatuadjudication, treatment, and monitoring.
3) Require alcohol interlocks for all DWI offenders

Soeeding — A factor in 37% of all fatalities
1) Adopt speeding and red-light running as a mgdfic safety priority.

Motorcycles — A factor in 12% of all fatalities.
1) Assure that all motorcyclists are properly lised.
2) Encourage all motorcyclists to be trained.
3) Include motorcyclists in law enforcement actest

Other recommendations from Dr. Hedlund includeftiilewing:

1) The Governor’s Office of Highway Safety (GOH®&pald review all traffic violation fines and pena# and
recommend changes to the NCGA. The North Caroli@ae@l Assembly should enact legislation reflecting
recommendations from the GOHS.

2) The GOHS should work with National Highway Traffind Safety Administration to implement CODESg§kr
Outcome Data Evaluation System).

Preventing Family Violence
Rebecca J. Macy, PhD, ACSW, LCSW, Associate Professor, School of Social Work, University of North Carolina at
Chapel Hill

Dr. Macy'’s presentation focused on child maltreath@nd intimate partner violence (domestic violgnE&idence
regarding statistics, risk consequences, and ptieveis incomplete due to many factors includinglemreporting and
lack of representative samples among many othexsoriling o North Carolina Behavioral Risk Facton&illance
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System results, 25% of women in NC have experiepbgdical/sexual violence since turning 18. In 200B% of
homicides in North Carolina were related to partnelence. In 2008, there were 84 domestic violgiiXé) homicides.
In 2007, 61 child deaths were due to homicide.reantiolence and child maltreatment do co-occur.

Survivors are likely to have more serious healthbfgms when violence is chronic and when re-vication occurs at
different points in life (child abuse, partner \@ote). In addition, there are serious mental healtisequences from
abuse; survivors are more likely to experienceicéraization. In the context of the socioecologifr@amework, risk
factors include societal acceptance of violencenemic disadvantage, family conflict, economic ms#y, and prior
victimization, and substance abuse (perpetrat®ulpstance abuse correlates with family violencd+bbild and partner.

Child maltreatment prevention strategies include afssoft baby carriers (to promote emotional bogylieducational
videos/print materials, parent education and suppoups, early home visitation (e.g. Nurse Famdytnership), sexual
abuse prevention, media campaigns, and communitygyahips. The only primary prevention strategypfartner
violence is dating violence prevention programsicittan be delivered in school setting. There aveal secondary
prevention strategies; however, including, butlimited to, DV victim advocacy, DV shelters/tranaital housing,
couples counseling, alcohol abuse counseling, nmeadigaigns, and no-drop arrest policy (women cadrog charges
originally pressed).

Prevention interventions are often delivered by momity-based, non-profit, human service agenciefiaGoration is
needed among schools, health care providers, mesaith services, substance abuse services, legétes, and others
to implement prevention strategies. There are plalthild abuse prevention delivery mechanisms.rdination and
collaboration among service sectors is limitedr@vpnt family violence.

North Carolina has many innovative programs in @lacprevent child maltreatment, partner violeraegl co-
occurrence. The state is situated to become arl@aémmily violence prevention.

Dr. Macy provided several recommendations.

1) Hold caucus meeting with key organizations, denisitakers, and stakeholders to determine North @arel
family violence prevention priorities. This eff@thiould build on efforts of existing/prior task fescsuch as the
NCIOM Child Abuse Prevention Task Force.

2) Develop and enhance population-based surveillahfaoly violence by building on existing data aaition
systems such as North Carolina Families Accessimgi&s Through Technology (NC FAST), BehaviorakRi
Factor Surveillance System (BRFSS), Pregnancy Rsslessment Monitoring System (PRAMS), North Casolin
Violence Death Reporting System (NCVDRS), and CHidilth Assessment Monitoring Program (CHAMPS)

3) Develop capacity within the North Carolina DivisiohPublic Health, UNC System and other state usities,
and research centers such as the UNC Injury PrieveResearch Center and the UNC Center for Women'’s
Health Research to evaluate and research prevesitategies with promise and/or limited evidence.

4) Build North Carolina’s prevention service capaditizy promoting the development of promising preioerst
when evidence-based preventions are not availaigement primary/secondary preventions with
demonstrated/promising effectiveness, implememmigcies that promote interagency collaboratiostate &
community levels. This should be paired with rigtg@valuation.

5) Strengthen stability and sustainability of commyitibised agencies that provide family violence pndge and
pair organizational accountability with use of bastl evidence-based practices and evaluation atesr

Statewide Five-Year Strategic Plan for Injury and Molence Prevention
Valerie Collins Russell, MSEd, DHSc, Head, Injury and Violence Prevention Branch, North Carolina Division of Public
Health

At this time, North Carolina does not receive doneding from the Centers for Disease Control arel/@ntion because
five years ago the state did not have an injurygméon plan. At this time, most branch progranesfaderally funded,
and there is very little state money. The Northdlaa Injury Prevention Plan will be completed Maf&pril 2009.



Preventing Injury and Violence in North Carolina
Carol Runyan, PhD, Professor, UNC Gillings School of Global Public Health and Director, UNC Injury Prevention
Research Center

Multiple sectors address injury issues, includragmgportation, labor, agriculture, education, lieedire, and others. The
Centers for the Disease Control and Preventidmeigountry’s lead injury agency. The Institute odditine of the
National Academies has labeled injury as the “igeetitest plague.”

Support for injury prevention is disproportionatergpared to the extent of the problem and in comsparto other public
health issues and their impact. There is a laadvimfence-based strategies for injury preventiorickvis in part due to
poor funding. Currently, the state funds $0.005qaguita for injury, which amounts to ~$47,000, wsr$0.58 per capita
for cancer, which amounts to ~$5 million.

Injury prevention relies on understanding the vasioauses of injuries. There are multiple survaidasystems for
injury. One of the issues is that e-coding is raot pf claims data so the underlying cause of &quéar injury case is not
known, e.g. diagnosis of a concussion, which cteldiue to football injury or a fall.

Most injury staff throughout the county are relatiwnew to the field. Only 12 states have mandatinly prevention
programs; however, North Carolina is not one ofrthe

Dr. Runyan provided the Task Force with consolidaszommendations provided by all of the speakées.
recommendations include addressing the followisges:

1) Increasing the excise tax on alcohol, which sggaificant contributor to injury

2) Increasing state funding dedicated to eviderased surveillance, intervention and evaluationreffdirected at
preventing unintentional injury and violence, with
immediate priority directed at preventing motor ieéhcrash injury, falls, poisoning, and violence.

3) Training of state and local personnel in pubkalth and related organizations responsible jaryrand violence
prevention

4) Organizing a task force to examine, in deptld, provide ongoing oversight for planning, monitgriand advocacy
efforts aimed at addressing the full range of njaroblems in NC, with subcommittees addressingdpées for initial
focus (e.g., falls, poisoning, motor vehicle crastsnd family violence).

5) Expanding NC’s primary seat belt law to requisage in all seating positions, coupled with preamal campaigns
and increased fines for noncompliance.

6) Actively enforcing traffic safety laws dealingtivspeeding, red-light running, aggressive driviDyVl, and seat belt
usage

7) Improving injury surveillance through mandatihg inclusion of cause of injury codes in the htzmischarge
records for all patients treated for injuries in R@spitals, creating a data system to monitor treus forms of family
violence, and monitoring of poisonings, includingproved data collection, coding, sharing, and repgr

8) Convening a task force to develop medical amdroonity-based plans for optimizing medical treathadrpain and
offer strategies for improving survival in the eveha drug overdose.



Injury Recommendations Discussion—Key Points
1. Carbon monoxide detectors are a potential aotgig issue (environmental risks, injury)

2. Linkages should be established between infooniiirveillance systems early to make sure systamdéink and are
interoperable.

3. Money for injury prevention should be tied todaliol taxes or cell telephones

4. Training of health care providers and other ggsionals such as social workers (injury prevenporsoning,
appropriate use of pain medication, falls, familglence, and prevention in general) is important

5. The CODE system, linking motor vehicle data w#alth, should be implemented in North Carolina.
6. Funding should be increased for forensic teséglia campaigns, and equipment
7. Surveillance needs to be enhanced so that desdtficates are matched with law enforcement, wadixaminers and

are expanded to include poisoning (need to takesdtesafeguard data)

8. The Public Health Act should be amended to mizndalence and prevention at the state and ressisicould be
provided to conduct work

9. Financial incentives should be provided to irdég actions around different types of family viade
10. Substance abuse reporting should be sharedgamnowviders.

11. The Injury Prevention Plan should be expandeddiude evidence-based strategies that fit inéoiroader goals and
objectives.

It was also noted that the Public Health Study Cassion should review the recommendations of th& Fasce.



