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September 2007
To the Reader:
We are pleased to present this plan to reduce injury and violence in Minnesota. Injury and
violence are among the leading causes of death and disability in our state. As you will read in
this plan, injuries and violence have a major impact on the health of our population and on
health care costs. Needless death, disability, pain, and suffering caused by preventable injuries
must be reduced immediately, and eventually eliminated.
This plan reflects the best thinking of many people in our state and throughout the nation.
They have shared their insight on ways to prevent the severe burden of injury and violence on
individuals and our society. The message is positive. We can prevent injury and violence, if we
work together. There is a role for everyone in this plan.
We appreciate the work of our staff and the many agencies and organizations that have had a
part in developing this plan. Now as we work toward implementation, we will cooperate with
many more individuals, organizations, and agencies. Working together, we can move toward
an injury-free, violence-free Minnesota!
Sincerely,

Dianne Mandernach
Minnesota Commissioner of Health
2005-07
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How This Plan Was Developed
Since the early 1990s, the Injury and Violence Prevention Unit (IVPU) of the Minnesota
Department of Health (MDH) has analyzed data and conducted programs to prevent injury
and violence. This plan uses knowledge gained from these experiences to plan future work to
prevent injury and violence.
IVPU staff developed the general concept and organization of the plan, but many others lent
their expertise and opinions. See Acknowledgments for individuals who worked on each
topic area. They include people from within MDH and from many external partner agencies
and organizations. Staff also consulted with other sections of MDH that have developed
plans for prevention of diabetes, cancer, and cardiovascular health; many of the risk factors
and prevention strategies in these areas also apply to injury and violence.
For each topic in the plan, the IVPU determined the scope of the issue or problem by
reviewing its own data and data from other state and national agencies and organizations.
Goals were based on Healthy People 2010 and were made specific to Minnesota with the
advice of people and agencies working in the appropriate areas. Prevention strategies were
based on a literature search and contacts with partners to determine proven best practices in
each area.
After initial drafts were developed, two advisory groups – The Minnesota Trauma Data Bank
Advisory Committee and the Violence Surveillance Advisory Group – reviewed the plan and
made recommendations based on their own knowledge and experience. Project officers at the
Centers for Disease Control and Prevention also reviewed the plan.
As part of the process, the IVPU staff held a half-day retreat to refine the plan further. It also
conducted an analysis of Minnesota’s strengths and weaknesses in achieving the plan’s goals,
as well as opportunities and threats to implementation (SWOT analysis).
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PREFACE
Preventing Injury and Violence in Minnesota:
A Working Plan for 2010
Is it possible to have an injury-free, violence-free Minnesota? It is a long-range goal, but no
lesser goal would be acceptable. Individually and as a society, we can work toward preventing
incidents of injury and violence. Because the causes of injury and violence are multifaceted,
prevention efforts must be diverse. Everyone has a role to play.
This is a multi-year plan. Organizations, agencies, and individuals may choose to set their own
timelines.

»

Why have a plan?
•
•
•
•
•
•

It keeps us focused and helps us prioritize.
It is based on information about:
o The worst problems
o The best solutions
It helps us see our role.
It defines the problems and the most effective ways to solve them.
It suggests actions for individuals, organizations, and agencies.
It helps us evaluate what has been done and what work is left to do.

»

How do we make the plan come alive?
•
•
•
•
•
•
•
•
•
•
•
•

Do not keep this plan on the shelf.
Review it now, and come back to it later.
Implement those activities in which you have an interest, role, or responsibility.
Find partners and collaborate to strengthen your efforts.
Communicate with others; together, we can make a difference.
Educate others about the major causes of injury and violence and about prevention.
Start with what is now possible.
Assess progress periodically.
Modify work plans based on evaluation results.
Share the news of your accomplishments.
Celebrate your successes!
Repeat the cycle.
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Introduction:
We Can Prevent Injuries and Violence!
»

What is injury?

The World Health Organization (WHO) defines injury as follows:
Injuries are caused by acute exposure to physical agents such as mechanical energy, heat,
electricity, chemicals, and ionizing radiation interacting with the body in amounts or at
rates that exceed the threshold of human tolerance. In some cases (for example drowning and
frostbite), injuries result from the sudden lack of essential agents such as oxygen or heat.1

»

WHO defines violence as:

… the intentional use of physical force or power against oneself, another person, a group,
or community that results in injury, death, psychological harm, maldevelopment, or
deprivation. 1

An injury can be described in a variety of ways:
By body part		
e.g., traumatic brain injury
By cause		
e.g., motor vehicle crash
By nature of injury
e.g., burn
By intent of injury
e.g., intentional (assault, self-inflicted injury) vs. unintentional (a
term preferable to “accidental”)
By risk factor		
e.g., alcohol, speed, helmet or seatbelt use
By location, setting
e.g., playground, home, or work
By affected group
e.g., children, elderly people, residents of specific county
By activity		
e.g., diving or boating
Injury includes violence. Knowing the intent of an injury can make prevention programs
more effective. A firearm injury, for example, may be unintentional, an assault, or selfinflicted. Each is likely to require a different prevention approach. Some forms of violence
may not result in a physical injury but are included here because they are of concern and are
preventable.

»

What is the magnitude of the problem?

Injuries threaten the health of all Americans, directly or indirectly.
• Injury is the leading cause of death for children and young adults (Appendix B).
• Deaths are a small proportion of the injury problem (Figure 1).
• Nine percent of all national health care spending results from initial and long-term
care of injuries.
• The total cost in 2003 dollars of United States hospitalized and fatal injuries combined, based on incidence for the year 2000, is $1.1 trillion for all ages and injury
intents.2
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•

People with disabilities, who make up 21 percent of Minnesota’s population,3 are
particularly vulnerable to injuries and violence. For details, see Promoting Better Health
for Minnesotans With Disabilities, at www.health.state.mn.us/injury.
Figure 1: Injury Outcomes in Minnesota

Fatal Injury
1

Severe Trauma
3

Other Hospitalized Injury
10

ED-only Treated Injury
100

Urgent Care / Clinic
????

Injury Pyramid, Minnesota 2002

For every death resulting from an injury, there are three severe traumas, which include
disabling injuries to the brain and spinal cord; ten other hospitalized injuries; and 100 injuries that result in emergency department treatment only. At the bottom of the pyramid,
representing the largest numbers, are injuries treated in urgent care, clinics or doctors’ offices, or self-treated by people who do not seek health care. At this time, the MDH does
not collect or analyze clinic data.

»

What are our strengths, and what challenges do we face?

In developing this plan, the MDH Injury and Violence Prevention Unit conducted an
analysis of Minnesota’s present strengths and weaknesses in injury prevention, as well as the
opportunities for future development and potential threats to success (SWOT analysis). This
analysis was applied to each of the core competencies in injury and violence prevention, as
developed by the State and Territorial Injury Prevention Directors Association:3
• Collecting and Analyzing Injury Data
• Designing, Implementing, and Evaluating Interventions
• Building a Solid Infrastructure for Injury Prevention
• Providing Technical Support and Training
• Affecting Public Policy
The results of this analysis are incorporated, where appropriate, in this plan.
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»

Does prevention save money?

Injury prevention is a good investment. While prevention programs can cost money, not
preventing injury costs much more:
• Every $10 bicycle helmet generates $570 in benefits to society.
• Every $46 child safety seat generates $1,900 in benefits to society.
• Every $31 booster seat generates $2,200 in benefits to society.
• Every $33 smoke alarm generates $940 in benefits to society.
• The average call to a poison control center costs $37 and saves $250 in medical costs
At $37 a call, each $1 spent on poison control center services saves $7 in medical
spending.4

»

Whose job is injury and violence prevention?

Everyone has a role. In Minnesota, the Injury and Violence Prevention Unit (IVPU) of the
Minnesota Department of Health (MDH) coordinates injury prevention efforts. IVPU thus
is taking leadership in developing a prevention plan. The mission of the IVPU is to strengthen
Minnesota’s communities in injury and violence prevention by:
• Collecting and interpreting data on injury and violence,
• Developing and evaluating prevention programs and policies, and
• Providing tools, technical assistance, and information to others.
The plan does not include farm and other occupational injuries. For information on current
materials and programs of the IVPU, go to www.health.state.mn.us/injury.
But MDH does not work alone in injury and violence prevention. This plan is for all
Minnesotans. Many individuals, agencies, and organizations care about and work toward
prevention; they include other state agencies, advisory committees on trauma and violence
data, and community organizations and individuals. Everyone will have a role as we work
toward an injury and violence-free Minnesota. Whether you are working in a community
or at the state level, the following people and organizations might be good partners in
implementing strategies:
• health care facilities, health plans, health agencies;
• local or state public health staff;
• social services agencies or state agencies;
• schools or education agencies and organizations;
• faith communities;
• safety organizations; and
• groups that advocate for people who have experienced injuries or violence.

»

How does prevention work?

Preventing injuries and violence may seem overwhelming, since prevention …
• involves many different people and organizations;
• requires diverse strategies; and
• presents the difficult task of changing people’s actions, attitudes, and beliefs.
This socio-ecological model shows a population-based approach. It puts prevention in a
context that goes beyond the individual. Individuals are at the heart, because some of their
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choices can either make them vulnerable to injuries and violence or can protect them. The
other levels of the model – interpersonal, community, organizational, and public policy – can
interact with each other and certainly influence individual behavior.
Figure 2: Population-Based Prevention Paradigm

One might also think of primary, secondary,
and tertiary prevention strategies. Although
much public health work focuses on primary
prevention (preventing problems before they
occur), we cannot ignore the other levels.
Secondary prevention focuses on more specific
risks and groups at risk, and on immediate
treatment to prevent further injury; examples
include emergency responders and improved
trauma care. Tertiary prevention includes
provision of services to survivors and families
who are affected by, for example, traumatic brain
injuries, violence, and suicide. It can prevent
future injuries to them and others.
All three levels require partnerships. When the levels communicate, the organizations that
do secondary and tertiary prevention work can provide advocacy and support for primary
prevention. They see the needs “downstream,” when injuries are occurring, and can encourage
prevention “upstream,” before injuries occur.
The most effective programs work at more than one level!

»

What should our priorities be?

The task of preventing injury and violence is enormous and multifaceted. What is most
important, and where should one begin?
It is easy to decide priorities based on the topic that is making headlines in today’s newspaper.
Those threats can be real and dramatic, but the smaller news items – a car crash, a suicide, a
serious fall, and a case of child abuse – quietly account for thousands of injuries and deaths in
the U.S. every year.
This plan uses several criteria for setting priorities:

1. Leading causes of injury. The Leading Causes of Injury charts in Appendix B
describe the injuries that affect the largest number of Minnesotans.
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2. Costs.
• Financial cost. In Minnesota, we can determine which injuries result in the
highest charges for hospitalization and emergency treatment.
• Long-term impact on people’s lives. Certain types of childhood trauma lead to
major health impacts in adulthood.5 Preventing child maltreatment, for example,
can save lifelong problems and costs.
• Years of potential life lost to people who died prematurely.
3. Disparities. We know that risk of injury and violence varies with a person’s age,
gender, race or ethnicity, socio-economic status, and disability status. Different groups
are affected to greater or lesser extents. That knowledge helps us prioritize and plan
interventions.
4. Effectiveness of intervention. Priorities should be based on the approaches that are
proven most effective or are shown to be promising. Many strategies for prevention
have been tested and found effective. Others that would appear to be effective have
not been shown to be so.
5. Connection with other goals. We evaluate how well our goals and strategies relate
to national goals (Healthy People 2010) 6 and to goals that have been set by other
agencies or by other states that have faced similar issues.
6. MDH capacity. The realities of current MDH funding and resources affect the
selection of priorities.

»

How are goals and strategies defined in this plan?

For purposes of this plan, the items labeled “goals” combine an overall vision (what should
happen in each topic area) with measurable objectives (such as percentage change anticipated
by the year 2010). Most of the strategies listed – the means of achieving the goals – have
been tested and proven effective. For some of the strategies, the evidence is not yet conclusive
but early indications are positive. Those strategies are indicated as “promising,” and further
research is recommended.

»

How can we implement this plan?

This is more than an MDH plan. It is a plan for all of Minnesota. If everyone has a role,
where do we start? As you read each section or topic in which you are interested, think of
what can be done by:
• You as an individual and members of your family,
• People in your profession or interest group,
• The agency or organization for which you work,
• The organizations in which you participate outside of work, and/or
• Organizations or agencies you can contact to advocate for change.
See Preface for ideas on making the plan come alive.
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»

How can I get further information?

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
See also MDH Public Health Strategies, which includes state data and strategies in
unintentional injury and violence.
http://www.health.state.mn.us/strategies/index.html
See also Promoting Better Health for Minnesotans With Disabilities, MDH Injury and
Violence Prevention Unit.
http://www.health.state.mn.us/injury/

»

REFERENCES

1 WHO Global Consultation on Violence and Health; Violence: a public health priority. Geneva, World Health Organization, 1996.
2 Cost of Injuries in the United States, Children’s Safety Network Economics and Data Resource Center, Calverton, MD,
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PREVENTION STRATEGIES
Home and Community Injuries

Drowning
Falls
Firearm Injuries
Injuries and Deaths from Home Fires
Unintentional Poisoning
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DROWNING
»

The Problem

Drowning ranks as the second leading cause of unintentional injury death
for children ages 1 to 14. During 2000, about 3,500 Americans died in
non-boat related, unintentional drownings.1

In Minnesota, 1 to
4 year-olds had the
highest drowning rates
from 1999-2003.

In Minnesota, 1 to 4 year-olds had the highest drowning rates from 19992003 (Appendix B). Children under age 1 are most likely to drown in
bathtubs, buckets, or toilets. Children ages 1 to 4 are most likely to drown
in residential swimming pools. According to the CDC, for each child drowning death, about
six children need hospitalization or emergency-department care for their near-drowning or
non-fatal submersion injury.
The next highest rates of drowning were among 15 to 24 year-olds. Risk-taking behavior,
overconfidence in swimming ability, and alcohol use may play a role. Previous research2 has
estimated that 25 to 50 percent of adult and adolescent drowning deaths are alcohol-related.
Drowning rates are higher for Asian Americans, American Indians, and particularly for
African Americans, when compared to whites. Males account for nearly 80 percent of
drowning deaths.

»

Goals

The national goal for the year 2010, from Healthy People 2010,3 is a rate of 0.9 drownings
per 100,000 population, compared to a 1998 baseline of 1.6 drownings per 100,000
population.
The Minnesota goal is to reduce drowning deaths from the 1999-2003 annualized rate of 1.1
per 100,000, to a rate of 0.9 per 100,000 in 2010. For near-drownings, the goal is to reduce
the rate from the annualized 1999-2003 rate of 2.0 per 100,000, to a rate of 1.5 per 100,000
in 2010.

»

How We Will Know We Are Making a Difference

To reach the 2010 goals, we will need to observe a decline each year.

»

Prevention Strategies
•
•
•

Collect and analyze drowning data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
Supervise children closely around water.
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•
•
•
•

Promote, adopt, and enforce pool safety measures and laws, such as building fences,
installing locked gates and guards, and providing accessible telephones and emergency
retrieval equipment.
Discourage alcohol use while swimming, hunting, fishing, boating, or with any waterrelated activity.
Provide water safety and swimming instruction.
Promote use of flotation devices.

»

For More Information

Visit the Minnesota Department of Health (MDH) Injury and Violence Prevention Unit
website for data, prevention information, publications, and links to other resources.
http://www.health.state.mn.us/injury
CDC prevention sheet: Swim Healthy, Swim Safely. How to keep yourself, and your loved
ones, safe and healthy as you head for the water.
www.cdc.gov/node.do/id/0900f3ec8016eb51
Injury Control Resource Information Network: Access data, other resources, and information
on education and training.
www.injurycontrol.com
Injury Prevention Web: Link to injury data for all states and 1,100 government and nonprofit
organizations worldwide
www.injuryprevention.org
National SAFE KIDS Campaign: Find information specifically related to the prevention of
unintentional childhood injury.
www.safekids.org
U.S. Consumer Product Safety Commission, Pool and Spa Safety Publications, U.S.
Consumer Product Safety Commission: Read how to prevent drowning through safety; some
publications are available in Spanish.
www.cpsc.gov/cpscpub/pubs/chdrown.html
U.S. Consumer Product Safety Commission Warns about Pool Hazards, News Release: Learn
about the launch of a drowning prevention initiative, which includes drowning prevention
tips.
www.cpsc.gov/cpscpub/prerel/prhtml04/04142.html
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FALLS
»

The Problem

Falls are the leading cause of serious injury in Minnesota (Appendix B).
Minnesotans of all ages have fall mortality rates 60 percent higher than the
U.S. rates (Minnesota, 2004: 9.9/100,000; US: 6.2).1-3 In Minnesota, falls
are the leading cause of injury for children, and for all adults aged 35 and
older.4, 5 Falls account for almost half the hospitalized injuries and are the
leading cause of injuries treated in emergency departments.4, 5

The problem is
especially acute for
Minnesotans age
65 and over, whose
fall death rates are
more than double the
national rate.

The problem is especially acute for Minnesotans age 65 and over, whose
fall death rates are more than double the national rate.6 One of every
three Americans 65 years old or older falls each year, and falls are the leading cause of injury
deaths among this age group nationally.7-9 The impact of these injuries on the quality of life is
enormous. Half of all elderly people who are hospitalized in the U.S. for a hip fracture cannot
return home or live independently after the fracture.10 This loss of independence has a major
impact on the individual, his or her family, and on society. Falls are one of the most expensive
injuries to society when one calculates hospital charges for the large number of people who
sustain falls.

»

Trends

Fall mortality and nonfatal hospitalized falls have been increasing in recent years, although
nonfatal hospitalized falls decreased slightly for the first time in 2005 (Figures 1 and 2).
Figure 1. Fall Mortality
Age-adjusted to US 2000 Population
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Figure 2. Nonfatal Hospital-Treated Falls
Age-adjusted to US 2000 Population

Rate per 100,000

2000
1500

1,540.9

1,489.6

254.3

244.6

223.6

2004

2005

2006

1,421.9

1,424.0

1,429.8

1,405.8

235.6

253.4

257.9

250.3

2000

2001

2002

2003

1,228.4

1000
500
0
Year
ED

Hospitalized

ED Treated: in emergency department and released

»

Goals

The national goal, as reported in Healthy People 2010,11 is to reduce fall mortality to 3
deaths per 100,000 population, compared with 4.7 deaths in the year 2000.
The Minnesota goals are to reverse the current increasing trends in these three areas:
Reduce the fall mortality rate from 10 per 100,000 (2002) to 7 per 100,000 (2010).
Reduce the hospital-treated fall injury rate from 290 per 100,000 (2002) to 240 per 100,000
(2010).
Reduce the ED-treated injury rate from 1,356 per 100,000 (2002) to 1,000 per 100,000
(2010).

»

How We Will Know We Are Making a Difference

Annually review hospital and emergency department discharge data to assess the full burden
of fatal and nonfatal fall-related injuries, including our progress towards stemming the rate of
increase of fall-related deaths.

»

Prevention Strategies
•
•
•

Collect and analyze fall data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
Provide home safety and injury prevention education and home safety supplies to
the public, through partnerships with day care providers, community organizations,
hospitals, and local community health service agencies.
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•

•
•
•
•
•
•
•

Conduct visits to assess the home environment. See the Minnesota Department of
Health (MDH) Home Safety Checklist,12 which is used for home visits throughout
Minnesota by public health nurses.
Do not leave infants/children unattended on changing tables, counters, or sofas.
Install mesh-pattern gates at top and bottom of stairs.

Do not buy or let infants/toddlers use rolling walkers.
Provide fall-absorbent surfaces under play equipment.
For older adults, increase regular physical activity in order to strengthen legs and
improve balance (for example, tai chi exercise and walking).

Review and effectively manage medications to prevent unanticipated interactions and
side effects such as dizziness.
Conduct regular eye examinations; obtain corrective lenses as needed.

»

For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
Brain Injury Association (US). Fact sheet on fall prevention covers childhood playground falls
and falls among the elderly.
http://www.biausa.org/word.files.to.pdf/good.pdfs/2002.Fact.Sheet.falls.pdf
Brain Injury Association of Minnesota: Website includes resources for brain injury survivors,
including support groups and educational opportunities.
www.braininjurymn.org/
CDC overview: “Preventing Falls Among Older Adults” can be shared with people at risk for
falls.
http://www.cdc.gov/ncipc/duip/preventadultfalls.htm
Minnesota Department of Health Public Health Strategies.
http://www.health.state.mn.us/strategies/injury.pdf
Minnesota Safety Council: information for seniors on preventing falls and other injuries.
http://www.minnesotasafetycouncil.org/SeniorSafe/
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FIREARM INJURIES
»

The Problem

On an average day, one Minnesotan dies from a firearm injury, and another
has a nonfatal firearm injury.1 Firearms are the second leading cause of
traumatic brain injury death in Minnesota. Firearm injuries are often
severe; half of those who are injured die. Suicide by firearm is a major issue:
74 percent of the fatal firearm injuries are suicides rather than assaults or
unintentional injuries.

On an average day, one
Minnesotan dies from
a firearm injury, and
another has a nonfatal
firearm injury

There is a huge racial disparity in firearm injuries in Minnesota. The death rate from firearm
injuries is 83 times greater for 15-24 year old African American males than it is for the
general population (all ages and races).2

»

Goals

The national goals, from Healthy People 2010,3 have a 1998 baseline and a 2010 target:
• Reduce the rate (per 100,000 people) of firearm-related deaths from 11.3 to 4.1.
• Reduce the rate of nonfatal firearm-related injury from 24.0 to 8.6.
• Reduce the proportion of persons living in homes with firearms that are loaded and
unlocked from 19 percent to 16 percent.
The Minnesota goals have a 2001 baseline and a 2010 target:
• Reduce firearm-related death rates from 6.6 to 4.1 deaths per 100,000 population.
• Reduce nonfatal firearm-related injury from 8.6 to 5.0 per 100,000 population.
• Reduce the proportion of persons living in homes with firearms that are loaded
and unlocked, from the current Minnesota rate of 45 percent toward the proposed
national goal, 16 percent. Continue the decrease, through aggressive education and
enforcement, beyond 2010.
• Educate parents/guardians about the state law that prohibits unsupervised access to
firearms by children (under age 18).
• Reduce racial disparities in assaultive firearm-related injuries and deaths.
• Continue the decrease in self-inflicted firearm-related injuries.

»

How We Will Know We Are Making A Difference

Firearm-related injuries and deaths will be calculated yearly.

»

Prevention Strategies
•
•
•
•

Collect and analyze firearm injury data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
Promote safe storage of guns and ammunition and compliance with state laws
prohibiting unsupervised youth access.
Promote the use and distribution of trigger locks.
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•
•
•
•
•

Supervise all youth activity with firearms.
Promote and provide gun and hunter safety training.
Promote zero use of alcohol while hunting, carrying, or using a firearm.
Provide age- and culture-appropriate counseling by primary care providers.
Implement suicide prevention strategies, including improved access to mental health
services.

»

For More Information

Visit the Minnesota Department of Health (MDH) Injury and Violence Prevention Unit
website for data, prevention information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
CDC National Center for Injury and Prevention Control
http://www.cdc.gov/ncipc/dvp/dvp.htm
Firearm & Injury Center at University of Pennsylvania:
http://www.uphs.upenn.edu/ficap/
Harborview Injury Prevention and Research Center: Includes information on tested firearm
interventions.
http://depts.washington.edu/hiprc/
Injury Control Resource Information Network: Access data, other resources, and information
on education and training.
http://www.injurycontrol.com/icrin/frameicrin.htm
Join Together Online: Devoted to prevention of gun violence and substance abuse. Contains
links to news article, research reports, and grant opportunities.
www.jointogether.org/home/
Student Pledge Against Gun Violence: A nationwide campaign for secondary school students
to sign a pledge not to bring guns to school and not to use guns to settle arguments.
www.pledge.org/

»
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INJURIES AND DEATHS
FROM HOME FIRES
»

The Problem1

Most fire-related injuries or deaths occur in people’s homes. In 2003, 76 percent of
Minnesota’s fire fatalities and 81 percent of civilian injuries occurred in residential structures.
While the total number of fire deaths dropped by 22 percent in 2003, residential fire deaths
increased by 4 percent.
According to the State Fire Marshal’s Office, the total cost of reported burn injuries was
nearly $11 million. That figure only reflects fires where a fire department
responded to a call. The cost of treating injury victims transported to the
hospital by private car or ambulance is not included.
A properly placed,
Smoke Alarms
A properly placed, functioning smoke alarm plays a significant role
in preventing fire-related fatalities. In 20 percent of the fire deaths
in Minnesota homes in 2003, no smoke alarms were present or were
present but not working. In 34 percent of residential deaths, it was not
known whether alarms were present or functional. Only 34 percent of
respondents to the Behavioral Risk Factor Surveillance Survey reported
having tested their smoke alarms within the past month.

functioning smoke
alarm plays a
significant role in
preventing fire-related
fatalities.

Response and Escape
In Minnesota, 29 percent of civilians injured in a fire reported that they were trying to control
the fire when injured. Teaching residents how to safely respond to a fire and quickly exit the
home are key to reducing those injuries.
Alcohol and Drugs
Alcohol or other drug use was an impairing factor in 37 percent of fire deaths, but since
impairment is seldom reported, its role is probably larger. Being impaired increases the
likelihood of starting a fire and then decreases the ability to respond to a fire safely.

»

Goals

The national goals, from Healthy People 20102
• Reduce residential fire deaths from 1.2 per 100,000 population (1998) to 0.2 per
100,000 (2010).
• Increase the percent of residences with functioning smoke alarms on every floor from
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87 percent (1998, self-reported) to 100 percent (2010).
The Minnesota goals:3
• Reduce the annualized fire-related death rate from 0.8 per 100,000 (1999-2003) to
0.5 per 100,000 (2010).
• Reduce the nonfatal fire-related injury rate from 23.4 per 100,000 (1999-2003) to 19
per 100,000 (2010).
• Reduce the annualized nonfatal hot object- or substance-related injury rate from 84.9
per 100,000 (1999-2003) to 65 per 100,000 (2010).
• Reduce the percentage of residential fire-related casualties where smoke alarms were
absent or non-functioning from 20 percent to 10 percent.*
* The presence and functionality of smoke alarms are required to be reported only for residential
fires investigated by the State Fire Marshal’s Office. These reports usually deal with fires resulting
in a fatality. Data collection strategies are needed to measure alarm functionality for additional
Minnesota residences.

»

How We Will Know We Are Making a Difference
•
•
•

Review reports from the National Fire Incidence Reporting System (NFIRS), which
collects information on fire rates, fires deaths, and injuries.
Review MDH death certificate data and injury data for burn and scald rates for
deaths and injuries not resulting in a fire call.
Work with the State Fire Marshal’s Office to develop data collection strategies to
measure the percentage of homes with functional smoke alarms. Use that baseline to
measure improvements in coverage.

»

Prevention Strategies
•
•
•
•
•
•
•
•
•

Collect and analyze fire injury data.
Link NFIRS and MDH data to capture the total picture of fire-related deaths and
injuries and better estimate injury costs.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
Seek funding to continue to install smoke detectors in high-risk Minnesota
communities.
Promote participation of all Minnesota fire departments in NFIRS.
Educate the public about fire safety, including fire prevention, smoke alarm
maintenance, the relationship of alcohol use to home fires, and the need for fire escape
plans.
Encourage and train health professionals to provide fire safety education messages to
patients treated for fire-related injuries.
Install fire suppression sprinkler systems in homes.
Encourage older adults and individuals with disabilities to develop fire response skills
and an escape plan that accommodate limited mobility or other impairments.
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»

For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury
CDC Fire Deaths and Injuries Prevention Fact Sheet. Learn costs due to fires as well as
prevention strategies.
www.cdc.gov/ncipc/factsheets/fire.htm
Consumer Product Safety Commission: Free and reproducible consumer publications on a
variety of injury-related topics, including some Spanish language materials.
www.cpsc.gov
National SAFE KIDS Campaign: Information specifically related to the prevention of
unintentional childhood injury.
www.safekids.org
NFPA (National Fire Protection Association): Fire safety and injury prevention catalog
materials for sale, public education tips and research articles.
www.nfpacatalog.org
Minnesota Department of Health Public Health Strategies:
http://www.health.state.mn.us/strategies/injury.pdf (fires and falls)
The State and Territorial Injury Prevention Directors Association: Hundreds of links listed by
injury topic (including fires), plus legislation, organizations, journals, and university research.
www.stipda.org
U.S. Fire Administration: Fire prevention materials at no charge.
www.usfa.fema.gov

»
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UNINTENTIONAL POISONING
(For Self-Inflicted Poisoning, see section on Suicidal Behavior)

»

The Problem

Poisonings, both self-inflicted and unintentional, are leading causes of hospitalized injuries in
Minnesota. When all age groups are combined, unintentional poisoning is the fourth leading
cause of hospitalized injury (Appendix B). According to the CDC, U.S. poison control
centers handle an average of one poison exposure every 15 seconds.1 More than 90 percent
of poison exposures occur in the home. Carbon monoxide results in more fatalities from
unintentional poisonings in the United States than any other agent, with the highest number
occurring during the winter months.
In the U.S., medical spending for poisoning treatment totaled $26 billion in 2000 and made
up 6 percent of the economic costs of all injuries.1 For every dollar spent on poison control
centers, $7 in medical costs are saved.2
The youngest children are most vulnerable: for infants under age 1,
poisoning is the first leading cause of hospitalized injury, and for those
ages 1-4, it is the second leading cause. Fifty-five (55) percent of poison
exposure calls deal with children age 5 and under. The most common
poison exposures for children are household products such as cosmetics
and personal care products, cleaning substances, pain relievers, foreign
bodies, and plants. Childhood lead poisoning is very preventable; yet, about
one million American children have elevated blood levels of lead.

Fifty-five percent of
poison exposure calls
deal with children age 5
and under.

Adolescents are at risk for both intentional and unintentional poisonings. About half of all
poisonings among teens are classified as suicide attempts.3
For adults, the most common poison exposures are pain relievers, sedatives, cleaning
substances, antidepressants, and bites/stings. Use of heroin or other illegal drugs is the leading
cause of unintentional poisoning death for adults in their 30s and 40s. For seniors, more than
15 percent of hospitalizations are due to adverse drug effects. Food poisoning also is a risk for
seniors.
Non-English speaking people make up 8 percent of Minnesota’s population, and 70 percent
of them live in the nine-county metropolitan area. Although interpreters are available, few
people who speak languages other than English make use of poison control centers.
Rural people do not call poison control centers at the same rate as urban populations.
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»

Goals

The national goals, from Healthy People 20104 are as follows:
• Establish and promote a single toll-free telephone number for access to poison
control centers on a 24-hour basis throughout the United States.
• Eliminate elevated blood lead levels in children.
• Reduce pesticide exposures that result in visits to a health care facility.
• Reduce nonfatal poisonings from 184.8 per 100,000 (2003 baseline).
• Reduce fatal poisonings from 6.08 per 100,000 (2002).
The Minnesota goals are as follows:
• Reduce nonfatal hospital-treated poisonings from 84.2 per 100,000 (2003 baseline) to
65 per 100,000 (2010).
• Reduce fatal poisonings from 1.79 per 100,000 (average annualized rate, 1990 – 1999
as baseline) to 1.25 per 100,000 by 2010.

»

Prevention Strategies
•
•
•

•
•
•
•

Collect and analyze poisoning data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
Maintain a high-quality poison information center with round-the-clock free service
for the public and health care professionals. Document calls using an established
database. Analyze caller data to look for emerging trends, location, ages, symptoms,
and outcomes. Submit data to national database in real time for surveillance.
Improve evaluation and outcome measurement, as well as collaboration with other
organizations.
Promote the national logo and telephone number (1-800-222-1222) which connects
callers with the nearest poison control center.
Educate health care plans and providers about the need to screen at-risk children.
Educate populations at risk for poisoning:
Children
o Make presentations on prevention to parents and caregivers.
o Develop efficient statewide distribution of videos for children and adults.
Seniors
o Make presentations and distribute videos to senior groups on adverse effects
of medication and potential interactions.
o Contact pharmacists’ associations to educate seniors on safe use of
medications.
People who speak a language other than English at home
o Develop strategies for making connections with non-English speaking people
and encouraging use of poison control centers and information.
o Develop new materials and translations as needed.
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Rural communities
o Conduct continuing education training on poison prevention and poison
center services, for public health nurses, social workers, EMS personnel, rural
hospital staff, and Indian Health Services. Special topics of concern in rural
areas include pesticides, farm hazards, and methamphetamine labs and their
toxins.

»

For More Information

Visit the Minnesota Department of Health (MDH) Injury and Violence Prevention Unit
website for data, prevention information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
American Association of Poison Control Centers
Centers for Disease Control and Prevention
• Unintentional Poisoning Deaths, United States, 1999-2004, - February 2007 article
in Morbidity and Mortality Weekly Review
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5605a1.htm
• General Poison Prevention Fact Sheet
http://www.cdc.gov/ncipc/factsheets/poisonprevention.htm
• National Center for Environmental Health (NCEH) Fact Sheet: What Every Parent
Should Know About Lead.
http://www.cdc.gov/nceh/lead/faq/cdc97a.htm
MDH Lead Poisoning Elimination Plan
http://www.health.state.mn.us/divs/eh/lead/reports/2010report.pdf
Minnesota Poison Control System: Prevention information for parents, educators, and health
professionals
National Poison Prevention Week Council
http://www.aap.org/family/poisonwk.htm
SafeKids Campaign
State and Territorial Injury Prevention Directors Association
(search “Poisoning”)
www.stipta.org
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PREVENTION STRATEGIES
Motor Vehicle Crashes
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MOTOR VEHICLE CRASHES
»

The Problem

More people have died in motor vehicle crashes in the United States than
have died in all this nation’s wars. According to Injury Prevention and
Public Health,1 motor vehicle crashes account for 29 percent of all injury
deaths in the U.S. and 47 percent of all unintentional injury deaths. More
than 80 percent of crash deaths involve drivers or other occupants, and the
remaining 20 percent are bicyclists, pedestrians, and motorcyclists.

More people have died
in motor vehicle crashes
in the United States
than have died in all
this nation’s wars.

In Minnesota, motor vehicle-related injuries are the leading cause of
injury-related death overall and in nearly every age group.2 About half the serious traumatic
brain injuries and 60 percent of spinal cord injuries are the result of motor vehicle crashes.3
Those at greatest risk are young (15-24 year old) drivers, elderly drivers, male drivers, unbelted
occupants, and unrestrained children. Pedestrian injuries are among the most expensive in
terms of hospital charges, and elderly pedestrians are particularly at risk. Pedestrian injuries
are among the five leading causes of traumatic brain injuries in children under age 19 and in
all adults 55 and over.4
Despite earlier declines in motor vehicle crash fatalities, in recent years the rates have leveled
off. Alcohol involvement in motor vehicle crashes has not declined significantly. This indicates
a need for increasing efforts to promote seat belt use, to reduce rates of drinking and driving,
to create safer road and vehicle designs, to improve emergency medical services, and to
develop new acute care technologies.

»

Goals

National goals
Healthy People 20105 states these goals (for each, the baseline is 1998 and the goal is set for
2010):
• Reduce deaths per 100 million vehicle miles traveled from 1.6 to 0.8.
• Reduce pedestrian deaths on public roads from 1.9 to 1.0 per 100,000 population.
• Reduce nonfatal injuries caused by motor vehicle crashes from 1,818 to 933 per
100,000 population.
• Increase use of safety belts from 69 percent to 92 percent of the total population.
(Minnesota seat belt usage was 83 percent for 2006).
• Increase use of child restraints from 92 percent of motor vehicle occupants aged 4
years and under, to 100 percent.
• Increase the proportion of motorcyclists using helmets from 67 percent to 79 percent
of motorcycle operators and passengers. Focus on motorcycle safety.
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Minnesota goals
The Toward Zero Deaths6 coalition (organizations and agencies concerned with reducing
motor vehicle crash deaths) set a goal of reducing deaths to 500 in 2008. In 2003, when
the coalition began its work, there were 655 deaths, so the goal was a 24 percent reduction.
Through strong efforts on many fronts, the death toll was reduced to 494 deaths by 2006,
close to the goal for 2010.

»

Prevention Strategies

Collect and analyze motor vehicle crash data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
• Support legislation for primary enforcement of seat belts.
• Adopt legislation to require use of rear seat seatbelts by adults, as it now
is for children (“every body, every seat, every time”).
Seatbelts: every body,
every seat, every time. • Strengthen Minnesota’s child passenger safety law to include children up
to age nine in age-appropriate seats.
• Distribute car seats and teach correct fitting and use.
• Monitor and enforce speed limits.
• Strengthen graduated licensing (increasing privileges as the driver gets older), discuss
raising the driving age to 18, and retest elderly drivers more frequently.
• Promote and enforce the law that sets 0.08 percent as the blood alcohol level for
Driving Under the Influence.
• Promote public awareness about hazards of sleep deprivation and other driver
distraction issues.
• Promote driver awareness of pedestrians and bicyclists.
• Promote use of alternative modes of transportation.
• Modify the physical environment (road design, signs, speed limits, vehicle safety
standards, etc.).
• Enhance Minnesota’s comprehensive trauma system.

•
•

»

For More Information

Visit the Minnesota Department of Health (MDH) Injury and Violence Prevention Unit
website for data, prevention information, publications, and links to other resources.
http://www.health.state.mn.us/injury
CDC National Center for Injury Prevention and Control - Impaired Driving
www.cdc.gov/ncipc/factsheets/drving.htm
CDC National Center for Injury Prevention and Control - Teen Drivers
www.cdc.gov/ncipc/factsheets/teenmvh.htm
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Minnesota Department of Public Safety - Office of Traffic Safety, Crash Data
http://www.dps.state.mn.us/ots
Minnesota Seat Belt Coalition
http://www.mnsafetycouncil.org/sbcoalition
National Highway Traffic Safety Administration - crash statistics, purchasing a safe car, other
safety materials.
www.nhtsa.dot.gov

»
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PREVENTION STRATEGIES
Sports, Recreation, and Exercise
Bicycle Injuries
Sports and Recreation Injuries
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BICYCLE INJURIES
»

The Problem

In Minnesota in 2001 nearly 5,000 people were treated for bicycle injuries in hospitals or
emergency departments, according to data from the Minnesota Department of Health.1
Nearly 500 Minnesota bicyclists were injured in crashes with motor vehicles. Nationwide
in 2001, according to the Centers for Disease Control and Prevention, 45,000 people were
injured on bicycles in crashes and 728 died. Young people were particularly affected: twothirds of the injuries and one-third of the deaths were children or youth
under 16.2
Simply wearing a
bicycle helmet would
Simply wearing a bicycle helmet would reduce the risk of brain injury
reduce the risk of brain
in a bicycle crash by at least 85 percent.3 If each rider wore a helmet, an
injury in a bicycle crash
estimated 500 bicycle-related fatalities and 151,000 nonfatal head injuries
by at least 85 percent.
would be prevented each year. This amounts to one death per day and one
injury every four minutes.

»

Goals

The national goal, from Healthy People 2010,4 is to increase the number of states and the
District of Columbia with laws requiring bicycle helmets for bicycle riders (10 states had laws
requiring bicycle helmets for bicycle riders under age 15 years in 1999).
In Minnesota, we will consider legislation to require helmet use by bicycle riders under age
16. In its Bicycle Modal Plan,5 the Minnesota Department of Transportation (Mn/DOT) has
set the goals of developing adequate and appropriate bicycle facilities so that, by 2010:
• Bicycle commuting rates in Minnesota communities of 5,000 or greater population
will increase an average of 4 percent from 2000 levels, and
• Bicycle and pedestrian crash rates will be reduced from 2000 rates, contributing to
the goals of the Minnesota Toward Zero Deaths program and the U.S. Department
of Transportation.

»

Prevention Strategies

• Promote bicycle helmet use by parents and children
The most successful programs to increase helmet use combine education, helmet giveaways
or discount programs, and state or local legislation requiring helmet use. Some evidence
suggests that legislative efforts are more cost effective than school- or community-based
programs. Promising strategies, for which research is not conclusive, include peer education
and counseling by physicians.
To obtain funding for distribution of helmets, local groups might consider funding from:
1. Community Health Agencies or Maternal and Child Health Special Projects
(MCHSP) grants
2. Insurance companies
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3. Retail or service organizations
4. Bike clubs
5. Local police, sheriffs, or other law enforcement agencies
•

Promote social norm change regarding helmet wearing6
1. Target 11- to 19-year-old adolescents and 30- to 39-year-old adults.
2. Support redesign of helmets to address comfort, ventilation, and fashion.
3. Stress the importance of parental example.
4. Educate adolescents on the protection from head injury offered by helmets.
5. Educate the general public about the risks and severity of head injury from bicycle
crashes.

• Teach bike safety in schools and communities
Law enforcement or state patrol staff members can conduct bicycle safety training at schools,
city halls, police departments, or parking lots. Staff of bike repair shops can offer equipment
checks.
•

Teach motor vehicle drivers to watch for and be aware of bicyclists

•

Enforce traffic laws; cite bicyclists

•

Adopt design and environmental improvements

1. Conduct a community audit of streets and highways to identify where there are
barriers to walking or biking.
2. Design streets with multiple, well-marked crossings to help pedestrians, bicyclists, and
motorists see one another and anticipate each other’s actions.
3. Make streets more bicycle-friendly by installing bike lanes to allow bicyclists to more
safely share the road with motorists.
4. Build more trails along natural corridors, utility easements, canals and parkways,
abandoned rail lines, and other appropriate locations.
Slow down motor
vehicles

5. Slow down motor vehicles. Speeding is a major concern for pedestrians
and bicyclists. Many traffic-calming measures can lower vehicle speeds
to safer levels.
6. Develop safe routes to school. Determine the safest routes and give
parents maps and information about the benefits of physical activity to
encourage their children to walk or bike to school.
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For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury
Bike Helmet Safety Institute: Learn the importance of wearing a helmet when bicycling and
what to look for when purchasing a helmet.
www.bhsi.org
CDC National Bike Safety Network: Find information on bike safety programs, legislation,
and research.
www.cdc.gov/ncipc/bike
The Law Officer’s Guide To Bicycle Safety was developed by the Massachusetts Bicycle
Coalitions through a grant from the National Highway Traffic Safety Agency.
http://www.massbike.org/police
League of American Bicyclists web site includes advocacy materials and fact sheets on a
variety of topics.
http://www.bikeleague.org/index.cfm
Minnesota Department of Health Public Health Strategies, which has a chapter on
prevention of bicycle injuries.
http://www.health.state.mn.us/strategies/injury.pdf
Minnesota Department of Health Bicycle Helmets: Make Sure They Fit!
Colorful poster on correct fitting of bicycle helmets:
http://www.health.state.mn.us/injury/pub/index.cfm?gcCategory=bike
Minnesota Safety Council. Bike Safe, Bike Smart Web site includes bike rodeo planner and
other resources for communities and parents.
www.mnsafetycouncil.org/bicycle
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SPORTS AND
RECREATION-RELATED INJURIES
»

The Problem

Sports injuries exceed motor vehicle injuries as a cause of treatment in emergency
departments.1 Each year, more than 30,000 Minnesotans receive hospital or emergency
department (ED) care for sports- and recreation-related injuries. One-third of these injuries
involve the head or neck region. For each hospitalized sports- and recreation-injury, about 17
injuries are treated in EDs.
Children and adolescents aged 10 to 14 have the highest rates of these
injuries (2,090 injuries per 100,000 population) followed closely by those
aged 15 to 19 (1,773 injuries per 100,000 population). But it’s not just
children who are affected. According to the Consumer Product Safety
Commission,2 sports-related injuries among those ages 35 to 54 -- baby
boomers -- increased about 33 percent from 1991 to 1998. Increases
occurred in 16 sports activities, especially in bicycling and basketball, due
primarily to increased participation by baby boomers.

Increases [in injuries]
occurred in 16 sports
activities … due
primarily to increased
participation by baby
boomers.

According to national data, basketball was the most common sport or
recreation activity causing injury in 1997 to 99, followed by bicycling, “recreational sports,”
exercising (e.g., jogging, weight lifting, aerobics, etc.), and football.3 A 2007 article reports on
sports-related injuries that cause traumatic brain injuries.4

»

Trends

Preliminary data show an increasing trend in sports- and recreation-related injuries, although
surveillance methodology for these injuries needs further refinement.
Figure 1. Minnesota Hospital-Treated Sports and Recreation Injuries
Age-Adjusted to the U.S. 2000 Standard Population
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Figure 2. Treated Sports and Recreation Injuries
Age-Adjusted to the U.S. 2000 Standard Population
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Goals

Because public health surveillance of sports and recreation injuries is still evolving, it is
difficult to set numerical goals. Many national estimates have depended on telephone survey
and face-to-face interviews. Standard definitions and codes for the causes of these injuries
do not yet exist. Our goal is to better quantify sports- and recreation-related injuries, by
validating a definition, calculating rates, and identifying risk factors such as gender, age and
type of activity specific to Minnesota residents.
In 2005, the MDH Injury and Violence Prevention Unit (IVPU) validated a sports
and recreation cause of injury definition based on external cause of injury codes using
traumatic brain injury (TBI) data. This allowed collection of data on traditional team and
individual sports along with recreational activities such as use of all-terrain vehicles (ATVs),
snowmobiling, hunting injuries, horseback riding, and playground injuries.
In 2006 the IVPU calculated a baseline estimate of the frequency and rate of fatal,
hospitalized nonfatal, and emergency department-treated sports- and recreation-related
TBIs. The IVPU will continue to analyze sports- and recreation-related TBIs and expand
surveillance to other types of injuries such as fractures and dislocations.

»

Prevention Strategies
•
•
•

Distribute information about return-to-play guidelines after head injury (see For
More Information) to coaches, physical education teachers, and recreation leaders.
Ensure that playground equipment and surfaces meet the standards of the Consumer
Product Safety Commission (see For More Information).
Evaluate injuries sustained by checking in school or youth hockey.
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•
•
•

Promote regular helmet usage by adults and children when
bicycling, skateboarding and using scooters.
Educate hunters and water sport participants about avoiding
alcohol before and during the activity.
Limit use of ATVs and off-highway motorcycles by young people
(e.g., limit usage at night, increase minimum age for operation on
private property).

Promote regular helmet
usage by adults and
children.
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For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
Parents
SafeUSA. This national clearinghouse on injury prevention has links to fact sheets on a wide
variety of sports or related activities that can occur at school.
http://www.safeusa.org/school/safescho.htm
The Consumer Product Safety Commission:
Home Playground Safety Checklist
http://www.cpsc.gov/CPSCPUB/PUBS/Pg1.pdf
Tips for Public Playground Safety
http://www.cpsc.gov/CPSCPUB/PUBS/Playfct.pdf
The journal of the National Institute of Arthritis and Musculoskeletal and Skin Diseases
published Childhood Sports Injuries and Their Prevention: A Guide for Parents With
Ideas for Kids
http://www.niams.nih.gov/Health_Info/Sports_Injuries/child_sports_injuries.asp
Physicians and other professionals
CDC has created two toolkits for evaluating concussions, one for physicians and the other for
coaches. The coaches’ toolkit focuses on return-to-play guidelines.
http://www.cdc.gov/ncipc/tbi/physicians_tool_kit.htm
http://www.cdc.gov/ConcussionInYouthSports/
A collaboration of medical organizations developed a policy on evaluating and treating sports
concussions, The Team Physician and Return-To-Play Issues Consensus Statement, printed in
the journal of the American Council on Sports Medicine:
http://www.acsm.org/AM/Template.cfm?Section=Search&section=Team_Physician_
Consensus_Statements&template=/CM/ContentDisplay.cfm&ContentFileID=354
For other sports- and recreation-related injuries, see the units in this plan titled Drowning and
Bicycle Injuries.
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PREVENTION STRATEGIES
Traumatic Brain and Spinal Cord Injuries
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TRAUMATIC BRAIN
AND SPINAL CORD INJURIES
»

The Problem

Most of the topics in this plan are based on causes of injuries (e.g., falls, intimate partner
violence). Traumatic brain and spinal cord injuries overlap with other topics; they may be
caused by falls, motor vehicle crashes, assault, self-inflicted harm, sports and recreation
injuries, or bicycle crashes.1 Of all types of injuries, trauma to the central nervous system
(brain and spinal cord) is most likely to result in death or lifelong disability.2
Each year more than 12,000 Minnesotans survive a traumatic brain or
spinal cord injury (TBI/SCI); approximately 1,000 die with a TBI/SCI.
Of those who are injured, nearly 4,000 are hospitalized for TBI and 200
for SCI. A TBI (or even an SCI) may be mild, with few apparent effects
at the time of injury, although more effects and deficits may become
evident later. It may be moderate, with a need for rehabilitation. Or it
may be severe, affecting basic life functions for an individual’s lifetime.
About 100,000 Minnesotans are living with significant long-term effects
of TBI, and another 3,500 with significant long-term effects of SCI.
For information about the physical and social impact of disability, see
Promoting Better Health for Minnesotans With Disabilities,
www.health.state.mn.us/injury/pub/index.cfm?gcCategory=disability
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Trends

While the rate of nonfatal hospitalized TBI has increased over the last few years, the rate of
SCI has remained constant; see Figures 1 and 2.

Rate per 100,000

Figure 1. Nonfatal Hospitalized TBI
Minnesota, Age-Adjusted to US 2000 Population
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Figure 2. Nonfatal Hispitalized SCI
Minnesota, Age-adjusted to US 2000 Population
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Goals

National goals, as reported in Healthy People 2010,3 are as follows, with a 1998 baseline and
a 2010 target:
• TBI nonfatal hospitalization: Reduce rate from 60.6 to 45 per 100,000 population.
• SCI nonfatal hospitalization: Reduce rate from 4.5 to 2.5 per 100,000 population.
Minnesota Goals:
• TBI nonfatal hospitalization: Reverse current increasing trends by reducing rate from
70.6 in 1998 (lowest seen in recent years) to 70 per 100,000 in 2010.
• SCI nonfatal hospitalization: Establish decreasing trend by reducing rate from 4.8 in
2001 (lowest seen in recent years) to 4.0 per 100,000.
• Inflicted TBI in children under age 1 (Shaken Baby Syndrome): Reduce by 10
percent.

»

How We Will Know We Are Making a Difference

Conduct yearly analysis of analyze trends in Minnesota, to assess whether we are meeting
our goal. The Injury and Violence Prevention Unit can determine whether there is a trend for
TBI/SCI treatment to shift from the hospital setting to emergency departments. Changes
can be linked to our fall and motor vehicle crash prevention activities.

»

Prevention Strategies

We need to respond with prevention work and with assistance to people who have sustained
these injuries, enabling them to readjust to a productive, enjoyable life. Through effective
health promotion, we can prevent many of the secondary conditions that can cause
unnecessary limitations for people with TBI or SCI.

•

Take action on the leading causes of TBI and SCI
By implementing strategies in the following areas, we can prevent
many TBIs and SCIs (see appropriate chapters of this plan):
Falls
Motor vehicle crashes
Bicycle injuries
Firearm injuries

Take action on the
leading causes of TBI
and SCI.

Recommended strategies to promote the health of people with disabilities, including TBI and
SCI, and to prevent secondary conditions, can be found in Promoting Better Health for Health
of Minnesotans With Disabilities
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In addition to these specific prevention strategies, the following system-wide actions are
needed:
• Study effectiveness of referrals to service and support systems
The system of services for people with TBI and SCI is currently fragmented in
Minnesota. MDH continues to develop and evaluate improved communication
with and assistance to TBI and SCI survivors through the Brain Injury Association
of Minnesota (Resource Facilitation) and the Minnesota SCI Resources Network.
Managed care options that provide health care for people with all disabilities should
also be evaluated to determine whether readmissions are reduced for people who have
had these services. Case management or referral systems should explore issues such as
access to employment, transportation, education, emotional support, and housing as
well as medical care.
• Study disparities that affect people with TBI and SCI
Access to health care and related services by people with TBI and SCI appears to be
affected by their ethnicity, language, socio-economic status, and rural-urban location.
The impact of these factors needs to be studied.
• Improve trauma response and treatment systems
A coordinated trauma care system would ensure that services run smoothly from
emergency service through inpatient care through rehabilitation. As trauma care
becomes available statewide, people can be cared for quickly and seamlessly. Training
is essential for emergency responders.

»

For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury
Brain Injury Association of Minnesota
http://www.braininjurymn.org
Brain Injury Association of the United States
http://www.biausa.org
Centers for Disease Control and Prevention. Enter “TBI” or “SCI” in search box to obtain
fact sheets, data, and prevention recommendations
http://www.cdc.gov
Minnesota SCI Resources Network
For referral, contact injury.prevention@health.state.mn.us
National Institute of Neurological Disorders and Stroke (NINDS)
http://www.ninds.nih.gov/ Enter “TBI” or “SCI” in search box.
National Spinal Cord Injury Association
http://www.spinalcord.or
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PREVENTION STRATEGIES
Violence

Child Maltreatment
Intimate Partner Violence
Sexual Violence
Suicidal Behavior
Youth Violence

» 61 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

» 62 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

CHILD MALTREATMENT
»

The Problem

Child maltreatment, as defined by the Minnesota Department of Health (MDH) for hospital
surveillance, includes physical, sexual, or psychological abuse or neglect to a child age nine or
younger, by a person directly or indirectly responsible for the child, including a parent, legal
guardian, parent’s significant other, or caretaker.
According to Minnesota’s Child Welfare Report, which uses a broader
definition, more than 8,400 children were abused and neglected in
Minnesota in 2005.1 The report indicated that children who have been
abused or neglected are far more likely to perform poorly in school, get
involved in criminal activities, and abuse or neglect their own children.
In addition, as indicated elsewhere in this report, adverse childhood
experiences are associated with many health risk behaviors in adulthood.

More than 8,400
children were abused
and neglected in
Minnesota in 2005.

Relative to their proportion of the child population, African American
and American Indian children were far more likely to be determined to be victims of
maltreatment. Younger children were more likely to be victims of neglect, and older children
were more likely to be victims of physical abuse.
MDH identified 366 inpatient and emergency department cases of maltreatment of children
under age nine in 2001.2 The largest group of cases were male and under age one.

»

Goals

National goals, from Healthy People 2010,3 are as follows for children under age 18 (1998
baseline):
• Reduce the rate per 1,000 children of child maltreatment from 12.9 to 10.3.
• Reduce the rate per 100,000 children of fatal child maltreatment from 1.6 to 1.4.
Minnesota goals, proposed by the Violence Team of the MDH Injury and Violence
Prevention Unit, are:
• Reduce by at least 10 percent the disparities between rates of physical abuse and
neglect among African American and American Indian children under age 18, compared to White and Asian children.4
• Reduce by 10 percent inflicted traumatic brain injuries of children under age 5.5
• Continue the declining trend in child sexual abuse (both intra- and extra-familial).6
• Continue the declining trend in violence among school-age children and youth.7

»

How We Will Know We Are Making a Difference

To reach our 2010 goals, annual child maltreatment rates should remain at the same level or
decline each year.
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Prevention Strategies

Collect and analyze child maltreatment data.
Support existing and new community prevention efforts that are based on local data
and needs and that utilize proven or promising programs.
• Evaluate prevention programs to determine “what works.”
• Support the ongoing evaluation of Minnesota’s Alternative Response
Evaluate prevention
Program.8
programs to determine • Offer home visiting through the Nurse-Family Partnership.
“what works.”
• Train county child protection staff to assess for neglect and to
differentiate between injuries caused by neglect and those that are
unintentional. Educate mandated reporters on this issue, including law
enforcement staff and medical examiners.
• Strengthen policies and community norms that support seeking help.
• Promote the development of child abuse prevention programs by agencies that work
with families.
• Utilize the media to increase public awareness and for parent education.

•
•

»

For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
Center for the Study and Prevention of Violence describes 11 model and 18 promising
programs for prevention and intervention:
www.colorado.edu/cspv/blueprints/index.html
Centers for Disease Control and Prevention lists child maltreatment publications:
www.cdc.gov/ncipc/factsheets/cmpublications.htm
Minnesota Center Against Violence and Abuse provides research, education, and access to
violence related resources:
www.mincava.umn.edu
Minnesota Department of Health Family Home Visiting Program prevents child abuse
among many benefits:
www.health.state.mn.us/divs/fh/mch/fhv/
The Child Protection program of the Minnesota Department of Human Services:
http://www.dhs.state.mn.us/main/groups/children/documents/pub/DHS_id_000152.hcsp
Prevent Child Abuse America has prevention programs at national, state, and community
levels:
www.preventchildabuse.org
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INTIMATE PARTNER VIOLENCE
»

The Problem

Intimate partner violence (IPV) includes violence perpetrated by a current or former spouse,
boyfriend, girlfriend or date, including same-sex partners. Domestic violence is a broader
term and may cover abuse by non-partners, such as parents or children.
IPV can include physical, emotional, or psychological acts. Both men and
women are victims. According to the CDC, nearly 5.3 million intimate
partner victimizations occur each year among U.S. women ages 18 and
older. This violence results in nearly 2 million injuries and nearly 1,300
deaths.1 Unfortunately, few of the many incidents of IPV are reported and
documented; therefore, the extent of the problem in Minnesota is unclear.

IPV can include
physical, emotional, or
psychological acts. Both
men and women are
victims.

In a telephone survey conducted by the Minnesota Department of Health
(MDH) in 2004,2 three percent of Minnesota women ages 18 to 44
reported having been physically assaulted by a current or former intimate partner in the past
year. Seventy-four percent of those women sustained injuries as a result.
MDH published intimate partner violence data in 2002.3

»

Goals

The national goal, from Healthy People 2010,4 is to reduce the rate of physical assault by
current or former intimate partners from 4.4 physical assaults per 1,000 persons aged 12 years
and older (1998) to 3.3 physical assaults per 1,000 persons aged 12 years and older (2010).
The Minnesota goal is to reduce, by at least 15 percent, physical assaults by an intimate
partner among adults.5

»

How We Will Know We Are Making a Difference

To reach our 2010 goal, annual intimate partner violence rates should remain steady or
decline each year. We also should be able to see progress in these areas:
• More men and women are screened for experiences of violence by their care providers.
• More schools adopt age-appropriate curricula, policies, and practices that promote
healthy relationships.
• More victims of intimate partner violence make police reports and seek services.
• Services to support victims of intimate partner violence are funded so they can meet
the needs of victims and their families.
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Prevention Strategies

Work with decision makers and funders to increase services available to victims, perpetrators
and family members.
• Collect and analyze data to inform policies and interventions.
• Promote models (specific to cultural norms and sexual preference)
of healthy intimacy, coping skills, and community connectedness to
Promote healthy
prevent intimate partner violence.
intimacy, coping
• Promote community norms that support nonviolence at gatherings
skills, and community
such as community events, sports and recreational activities, civic and
connectedness.
volunteer organization meetings, religious services, and gatherings at
workplaces and schools.
• Strengthen policies and community norms that support seeking help.
• Help individuals, families, and communities assess and build upon their strengths to
understand and deal with risks for domestic and intimate partner violence.
• Increase the number of health care providers who routinely ask screening questions.

»

For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
See especially:
Public Health strategies: Domestic Violence
http://www.health.state.mn.us/strategies/violence.pdf
Domestic and Sexual Violence in Minnesota: Strategies for Prevention and Intervention
http://www.health.state.mn.us/injury/pub/dsvstrategies.pdf
CDC Intimate Partner Violence home page: Fact sheets, resources, and highlights from
projects funded by CDC.
http://www.cdc.gov/ncipc/dvp/IPV/default.htm
Family Violence Prevention Fund website. News articles on issues of sexual, domestic, and
intimate partner violence; information on advocacy efforts nationwide
www.endabuse.org/
Minnesota Center Against Violence and Abuse website. Articles on a variety of violence
topics, research on violence prevention programs.
www.mincava.umn.edu/vaw.asp
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SEXUAL VIOLENCE
More than 61,000 Minnesota children and adults were sexually assaulted in 2005.

»

The Problem

Sexual violence and sexual exploitation are costly and widespread, directly affecting millions
of Americans and thousands of Minnesotans each year.
The Costs of Sexual Violence in Minnesota, 2007, 1 Minnesota’s first-ever report on the
estimated economic impact of rape and other forms of sexual assault, reported that:
 More than 61,000 Minnesota children and adults were sexually assaulted in 2005,
some of them more than once, for a total of 77,000 assaults.
 Of the 61,000 people, 80 percent were female and 29 percent were under age 18.
One in 70 Minnesota children was sexually assaulted, with the highest rate occurring
among girls aged 13-17.
 Costs of sexual violence were almost $8 billion in 2005, including
medical and mental health care for victims, lost work and other
In 2005 alone, sexual
quality of life issues, victim services, and criminal justice costs. The
violence cost $8 billion
report also included costs of issues that may arise after an assault,
in Minnesota.
such as sexually-transmitted diseases, unplanned pregnancies,
suicide, and substance abuse.
 This $8 billion is about three times the costs related to alcoholimpaired driving. Cost per sexual assault was estimated at $184,000 for children and
$139,000 for adults.
 In 2005, Minnesota state government spent about $130 million on treatment and
confinement of perpetrators of sexual violence and about $90 million on medical costs
and other services for victims. Prevention spending was about $800,000 from a CDC
grant to Minnesota.
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Goals

National goals, from Healthy People 2010,2 are based on annual rates per 1,000 population
for persons 12 and older. The goals are to reduce the rate of rape or attempted rape from 0.8
in 1998 to 0.7 in 2010; and to reduce sexual assault other than rape from 0.6 per in 1998 to
0.4 in 2010.
Minnesota goals, from The Promise of Primary Prevention, A Five-Year Plan
To Prevent Sexual Violence and Exploitation in Minnesota, will be posted on the MDH Web
site at http://www.health.state.mn.us/injury.
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Theme of the plan:
Imagine a world without sexual violence or sexual exploitation.

1. Strengthen social norms that encourage healthy and respectful relationships.
Recommended Strategies:
Develop clear, consistent, shared messages that address the continuum of sexual violence,
including internet crime, human trafficking, and pornography.
• Ensure that the messages are culturally appropriate and reflect unique populations
such as faith communities, men, GLBT communities, and ethnic communities.
• Develop a pilot social marketing campaign to support healthy relationships,
counter the normalization of sexual harm, and define men’s unique opportunity to
create change.
• Develop messaging that reflects the public and private institutional responsibility
to prevent sexual violence.
• Develop local and statewide leaders and community groups designed to engage
men in primary prevention.
• Communicate prevention messages and norms through existing organizations and
new networks, and utilize the arts to communicate the messages.
• Teach and support the value of sexual respect and healthy relationships.
• Review organizational policies and procedures and the role that business and
corporations play in contributing to sexually damaging norms.
• Create networking opportunities for communities, organizations, and individuals to
expand the primary prevention message.
How We Will Know We Are Making a Difference
• Framing and messaging action Team is established.
• Groups at greatest risk are identified, and appropriate messages are created for
each.
• Social marketing campaign is created and launched.
• Spokespersons are identified and trained.
• Model policies and programs are collected, assessed and shared.

2. Identify and train leaders across the state to educate people about prevention.
Recommended Strategies:
Educate community leaders and elected officials; support an understanding that sexual
violence is wrong, harmful, and preventable.
 Expand the number of male trainers.
 Identify and promote positive model prevention programs from various cultures.
 Develop, deliver, and evaluate training curriculum relevant to diverse communities
and present to forums/meetings throughout the state.
 Provide tools, education, and training to enable leaders to implement strategies across
the spectrum of prevention.
 Involve parents/guardians by increasing their confidence in taking action when
children are at risk. Develop gender-specific prevention strategies relevant to mothers,
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fathers, and care givers.
Provide training on the role of respectful relationships, gender roles, and character
development in preventing sexual violence.
 Educate community members about sexual violence. Turn bystanders into allies
and witnesses to aid the victim and see that the perpetrator gets help and is held
accountable.
How We Will Know We Are Making a Difference
• Leaders/trainers and elected officials have been identified and have begun
education within their communities.
• Public forums/town meetings have been hosted in all regions of the state
• Sexual violence programs and other organizations are communicating consistent
messages on primary prevention of sexual violence and exploitation.
• Parents are receiving sexual violence prevention information through existing
organizations and through new prevention partners.
• Men are increasingly involved as allies.



3. Ensure that all voices are heard in order to prevent sexual violence.
Recommended Strategies:
• Ensure that people from under-represented communities (people with disabilities,
GLBT persons, racial and ethnic minorities) have opportunities to share their unique
issues and solutions.
• Work with leaders of diverse cultural groups to develop approaches and materials that
are culturally appropriate and gender specific.
• Ensure that social marketing campaigns encompass the information provided by nontraditional communities and are appropriate to them.
• Share information about local resources and encourage community members to use
them.
• Working through local public health, deliver messages about healthy, respectful
relationships and sexuality, particularly in early childhood and adolescence.
How We Will Know We Are Making a Difference
• Information specific to diverse groups is reflected in sexual violence prevention
work, and those groups are represented in the leadership structure.
• Concise, consistent prevention messages are delivered to diverse communities,
through existing organizations and new networks.
4. Increase the ability of individuals, groups and communities to prevent sexual violence.
Recommended strategies:
• Provide talking points on healthy sexuality and prevention for health professionals,
teachers, child care providers, youth workers, businesses and others, and sponsor
educational opportunities on overcoming the normalization of sexual harm.
• Provide ongoing technical assistance and training on engaging men and boys in
primary prevention.
• Develop tool kits and materials that can be adapted locally.
• Create geographic spread of messages and networking.
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Utilize statewide coalitions that are part of the Sexual Violence Prevention Program,
which include state agencies, victim service organizations, sex offender treatment
organizations, child abuse prevention and intimate partner violence prevention
organizations. Strengthen coalitions that have been built at the local level through
grant funding.
Utilize public health infrastructure to develop new local and regional coalitions to
prevent sexual violence.
Identify prevention partners and build regional coalitions with:
• Public health, to coordinate local planning efforts and to deliver prevention
messages.
• Corporations and local governments, to assess and change their own policies that
support sexual violence and to support sexual violence prevention financially.
• Law enforcement, to determine how best to prevent offenders from re-offending.
• Substance abuse treatment and prevention programs, to underscore the
relationship between alcohol and sexual violence.
• Civic and community groups, to create opportunities for community education,
fund-raising, and policy initiatives.
• Faith communities, to learn about sexual violence prevention and discover how
they can take effective, meaningful action.
• Schools and colleges, particularly sports programs, to educate youth about healthy
sexuality, relationships, gender, and changing norms regarding sexual violence.
• Youth-serving organizations -- daycare associations, foster parents, Scouts, Boys
and Girls Clubs, etc. – to learn about developmental assets, healthy sexuality, and
risk and protective factors.
How We Will Know We Are Making a Difference
• Regional Community Organizing Coalitions exist and are networked statewide.
• Funding is increasingly available to support local and statewide efforts.
• Local public health staff is involved in collaborations to deliver prevention
messages in their communities.
• New voices/champions are speaking publicly and are actively involved.
• Men are organized to implement primary prevention strategies with victim
services and other organizations.
• Public and private institutions have reviewed their practices and adopted policies
to support safe and equitable relationships.
• Training has occurred across the state for all prevention partners. Train-theTrainer sessions are held annually to add new voices/champions who speak
publicly at community events.
• There is less public display of sexually exploitative or abusive material and more
representation of respectful male/female relationships.
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5. Seek action by local and state public policy entities.
Recommended Strategies:
• Create a multi-disciplinary, multi-cultural Policy Development Action Team to
review all state agency policies and recommend changes that will prevent sexual
violence and exploitation.
• Network with state agencies to plan policy, analyze data, and disseminate information.
• Educate county commissioners and local leaders and seek expanded county funding
for local public health prevention programs.
• Dedicate an ongoing state funding stream for sexual violence prevention, with
appropriate measures of effectiveness.
• Analyze and share model policies from public and private institutions and
organizations.
• Identify and change harmful practices within organizations or
businesses and create policies that lead to healthy development.
• Work to prevent the State of Minnesota from doing business with
Seek legislation
companies that promote sexual harm.
to control human
• Work with Minnesota colleges and universities to share and
trafficking,
disseminate prevention programs and to counter harmful
prostitution, and child
messaging to men and women.
pornography.
• Implement CDC-recommended policies for preventing child
sexual abuse within youth-serving organizations.3
• Seek legislation to control human trafficking, prostitution, and child pornography.
• Seek financial support from other public and private sources.
• Encourage individuals to hold elected officials accountable for positive change.
How We Will Know We Are Making a Difference
• Policy and Legislation Action Team is established.
• Policies and practices assessment is completed; results are distributed.
• County commissioners support prevention initiatives and create county plans to
reduce sexual violence.
• Successful model policies and practices are developed, documented, and replicated.
• Companies have been informed about the effects of advertising that promotes sexual
violence or exploitation.
• The State of Minnesota has a written policy to prohibit doing business with
companies that profit from pornography or sexual harm.
• State and community funds are dedicated for sexual violence prevention.

6. Implement and evaluate data and best practices for preventing sexual violence.
Recommended Strategies:
• Create a Data and Research Action Team of front-line professionals (see Goal 5) to
identify research and literature on the best practices in sexual violence prevention.
• Identify and evaluate past and current research and literature on the primary
prevention of sexual violence.
• Develop new research regarding incidence of sexual violence in specific high-risk
communities.
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Measure the effectiveness of prevention strategies.
Develop a pilot study of the risk factors for and system responses toward perpetration.
Support a statewide epidemiological study of sexual violence to determine its
prevalence and to implement prevention strategies.
Improve data collection to better count sexual violence and its costs.
Survey the general population on their views and experiences with pornography.
Connect with national research efforts that are part of the National Sexual Violence
Resource Center.
Convene state, local, and national agencies to support ongoing research.
How We Will Know We Are Making a Difference
Practical, realistic, accessible data and informed practices are posted on the MDH
sexual violence prevention website and are being used by prevention partners
statewide.
Data and Research Action Team provides fact-based research to legislators and
community groups through the Framing and Messaging and Policy Action Teams.
Updated Costs of Sexual Violence report is released.

»

For More Information

MDH Injury and Violence Prevention Unit website:
http://www.health.state.mn.us/injury/
See especially Sexual Violence Prevention Program, which includes state plan and program
activities, publications, opportunities to get involved in sexual violence prevention, and links
to other organizations:
http://www.health.state.mn.us/injury/topic/svp/
Other resources
Healthy Minnesotans Strategies for Public Health, 2002. More detailed state strategies to
prevent sexual violence.
http://www.health.state.mn.us/strategies/violence.pdf
CDC National Center for Injury Prevention and Control. Sexual violence prevention fact
sheet.
http://www.cdc.gov/ncipc/factsheets/svfacts.htm
Minnesota Center Against Violence and Abuse. Articles on violence and research on violence
prevention programs.
http://www.mincava.umn.edu/
Minnesota Coalition Against Sexual Assault. Services and information designed to affect
public perception and policy related to sexual assault.
www.mncasa.org
Minnesota Department of Public Safety Office of Justice Programs. Local programs that
serve victims of sexual violence.
http://www.dps.state.mn.us/OJP/MCCVS/SearchDirectory/Search.asp
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National Sexual Violence Resource Center (NSVRC). Collection and distribution center for
information, statistics, and resources related to sexual violence.
http://www.nsvrc.org/
Stop It Now! Minnesota. Public health campaign to prevent the perpetration of child sexual
abuse, designed to empower adults to take action.
http://www.stopitnow.com/mn/

References

Costs of Sexual Violence in Minnesota, July 2007, Minnesota Department of Health,
http://www.health.state.mn.us/svp.
2
Centers for Disease Control and Prevention. Healthy People 2010, 2nd ed.
http://www.healthypeople.gov/Document/tableofcontents.htm#volume1.
1

» 75 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

» 76 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

SUICIDAL BEHAVIOR
»

The Problem

Suicide and other self-inflicted harm (SIH) is a larger problem in Minnesota than many
people realize. Suicide/SIH is a public health problem that requires an evidence-based
approach to prevention. This population-based approach, which describes suicide and suicidal
behavior throughout a group or population, must work in concert with the clinical medical
approach, which explores the history and health conditions that could lead to suicide in a
single individual.
More than 90 percent of suicides are associated with mental illness and/or alcohol and
substance abuse. This means that 10 percent of people who suicide do not have any known
psychiatric diagnosis. Also, more than 95 percent of those with mental health problems do
not complete suicide.
Suicidal behavior does not appear to respond to treatment in exactly the same way that
mental disorders do. Reducing depressive symptoms by medicines or by
counseling does not necessarily reduce suicidal behavior.
A feeling of hopelessness is related to suicide; this is borne out by more
than 30 years of research. Hopelessness can persist even when other
symptoms have abated. Impulsivity, especially among youth, is also linked
to suicidal behavior. Resiliency and coping skills, on the other hand, can
reduce the risk of suicide. Research suggests that coping skills can be
taught.1

A feeling of
hopelessness is related
to suicide. Resiliency
and coping skills …
can reduce the risk of
suicide.

Fatal (suicide)
• There are almost 500 suicides a year in Minnesota.2
• Suicide is the 10th leading cause of death in Minnesota, and the 11th nationally.
• More than three times as many Minnesotans die from suicide as from homicide.
• Almost half of suicides involve a firearm; three-fourths of firearm deaths are due to
suicide.3
Nonfatal (self-inflicted harm)
• In Minnesota, more than 3,700 nonfatal hospitalizations and 2,400 emergency
department (ED) treatments each year are due to self-inflicted injury.4
• Self-inflicted poisoning is the second leading cause of nonfatal, hospitalized injury in
Minnesota. More than three-fourths of self-harm resulting in hospitalization is due
to self-inflicted poisoning.
• Each year, the Minnesota Poison Control System receives more than 3,000 calls about
intentional self-inflicted poisoning. Of these, fewer than ten cases are fatal.
• More than three times as many Minnesotans are hospitalized from self-inflicted harm
as from assault.
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Population groups most affected in Minnesota:
• Males comprise more than four-fifths of all suicide deaths.
• Suicide is the second leading cause of death among 15-34 year olds and the third
leading cause of death for 10-14 year olds.
• For American Indians, the average mortality rate (15.6/100,000) is consistently
higher than for any other racial and ethnic group, including white (11.0), black (8.4),
Asian (8.1), and Hispanic (8.8).5
• Men 85 years of age and older have the highest suicide rate (42.3) of all age/gender
groups.
• Women comprise more than two-thirds of all nonfatal, self-inflicted injury and
poisoning resulting in hospitalization.
• Self-inflicted poisoning is the leading cause of nonfatal, hospitalized injury among
10-44 year old women.

»

Trends

Figures 1 and 2 suggest an increasing trend in suicide and SIH in the past few years. The
2000 mortality rate of 9.3 deaths per 100,000 reflected the end of a decades-long decline in
suicide; it was the lowest annual rate for suicide in at least 20 years. The recent reversal of the
decline is a serious concern.
Figure 1. Minnesota Suicide Mortality
Age Adjusted to US 2000 Population
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Figure 2. Minnesota Nonfatal Self-inflicted Harm
Age Adjusted to US 2000 Population
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Goals

The national goal, as reported in Healthy People 2010,6 as well as Minnesota’s goal, is:
Reduce the rates of suicide and SIH.
U.S. Baseline (1998): 11.3 suicides per 100,000 population occurred in 1998 (age adjusted to
the year 2000 standard population).
U.S. Target (2010): 5 suicides per 100,000 population.
Minnesota Baseline: 9.3 deaths in 2000 (Figure 1) and 57.5 hospitalized and 36.9 EDtreated in 1999 and 1998, respectively.
Minnesota Target (2010):
• Reduce rate to 9 suicides per 100,000 population; 55 hospitalized (nonfatal); 35
emergency department-treated (nonfatal).
• Maintain the decrease in self-inflicted poisonings.7

»

How We Will Know We Are Making a Difference

While prevention programs are being conducted, we will monitor suicide rates continually, to
ensure that they first level off, then begin to decrease.

»

Prevention Strategies

The Minnesota Department of Health (MDH) prepared a Suicide Prevention Plan8 that
identifies the most promising prevention strategies for Minnesota. The priority activities are:
• Make suicide prevention a priority and continue coordination of efforts.
• Enhance and formalize statewide collaboration of multiple stakeholders.
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Specific strategies reflect the combined efforts of more than 120 statewide contributors,
guided by the key recommendations in the U.S. Surgeon General’s Call to Action to
Prevent Suicide.9 Both the Minnesota Plan and the Call to Action highlight the need
for approaches designed for an entire population. These include (1) identifying high-risk
populations, (2) reducing risks, and (3) building on strengths in individuals and communities.
Evidence-based and prioritized by leading experts, the recommendations are categorized as
Awareness, Intervention, and Methodology, or AIM:
Awareness: Broaden the public’s awareness of suicide and its risk factors.
• Broaden awareness and outreach to reduce stigma and increase help-seeking
behaviors.
• Strengthen policies and community norms that support seeking help.
• Finance core community-based programs.
Mental health promotion strategies should be considered, to raise awareness, reduce stigma,
and make it easier for people to obtain mental health care. MDH has identified public
health strategies to promote, protect, and improve mental health,10 as has the U.S. Surgeon
General.11
Intervention: Enhance services and programs, both population-based and clinical care.
• Study access to mental health care.
• Promote education, training, and skill development in communities and schools.
• Ensure professional training.
• Strengthen crisis response, “safety net,” and follow-up care, especially in schools.
• Strongly encourage people to call the Poison Control Center, 1-800-222-1222, or
911 in cases of intentional overdose, to obtain timely medical and psychological
intervention.
Methodology: Advance the science of suicide prevention.
• Conduct study of suicide.
• Promote a Minnesota research agenda.
• Restrict access to highly lethal methods of suicide.
To accomplish its objectives in methodology, Minnesota should obtain funding to become
part of the National Violent Death Reporting System (NVDRS). This will enhance
Minnesota’s capacity to access and analyze suicide data.
The Injury and Violence Prevention Unit is assisted in its suicide surveillance work by the
Suicide Data Advisory Committee.
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For More Information

Visit the MDH Injury and Violence Prevention Unit website for data, prevention
information, publications, and links to other resources.
http://www.health.state.mn.us/injury/
National Alliance on Mental Illness, Minnesota. NAMI is a grassroots mental health
organization dedicated to improving the lives of persons living with serious mental illness and
their families through advocacy, research, support, and education.
nami-mn@nami.org
Suicide Awareness Voices of Education (SAVE), an organization whose mission is to prevent
suicide through public awareness and education, eliminate stigma, and serve as a resource to
those touched by suicide.
http://www.save.org/
Yellow Ribbon is a community-based program using a universal public health approach.
This program empowers and educates professionals, adults and youth.
http://www.yellowribbon.org/

»

References

Goldsmith SK, Pellmar TC, Kleinman AM, and Bunney WE, editors. Reducing Suicide: A National Imperative. Washington, D.C.:
National Academies Press; 2002.
http://books.nap.edu/books/0309083214/html/index.html.
2
Minnnesota Center for Health Statistics. 2002 Minnesota Health Statistics. St. Paul: Minnesota Department of Health; April, 2004.
http://www.health.state.mn.us/divs/chs/02annsum/index.htm.
3
MDH Injury and Violence Prevention Unit. Firearm-Related Injury, Minnesota, 1998-2001. March, 2004
http://www.health.state.mn.us/injury/pub/firearm.pdf.
4
MDH Injury and Violence Prevention Unit. Nonfatal Injury in Minnesota, 2001. Published January 2003.
http://www.health.state.mn.us/injury/pub/ed2001/index.cfm.
5
MDH Injury and Violence Prevention Unit. Injury-Related Mortality in Minnesota, 1990-1999. Published May 2002.
http://www.health.state.mn.us/injury/pub/mort/index.cfm.
6
Center for Disease Control and Prevention. Healthy People 2010, 2nd ed.
http://www.healthypeople.gov/Document/tableofcontents.htm#volume1.
7
Data source: MDH hospital data and death certificates.
8
MDH Family Health Division. Report to the Minnesota Legislature: Suicide Prevention Plan. St. Paul: January 15, 2000.
http://www.health.state.mn.us/divs/opa/suicide.pdf.
9
U.S.Public Health Service. The Surgeon General’s Call to Action to Prevent Suicide. 1999.
http://www.surgeongeneral.gov/library/calltoaction/calltoaction.pdf.
10
MDH Strategies for Public Health
http://www.health.state.mn.us/strategies/toc.pdf
11
U.S.Department of Health and Human Services. Mental Health: A Report of the Surgeon General. Rockville, MD: 1999.
http://www.surgeongeneral.gov/library/mentalhealth/home.html.
1

» 81 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

» 82 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

YOUTH VIOLENCE
»

The Problem

Youth are disproportionately affected by violence. Between the ages of 12
and 17, they are twice as likely as adults to be victims of serious violent
crimes and three times as likely to be victims of simple assault.1 In 2001,
38 percent of 9th grade girls and 59 percent of 9th grade boys in Minnesota
reported that they had been pushed, shoved, or grabbed at school during
the past year.2

[Youth] are twice
as likely as adults to
be victims of serious
violent crimes and
three times as likely
to be victims of simple
assault.

Violence takes many forms, and includes verbal, emotional, sexual and
physical abuse. The perpetrator usually is known to the victim, and may be
a family member or peer. People may make distinctions between different
violent behaviors and levels of severity, but the degree and nature of harm also can vary based
on individual characteristics and on the response of other individuals, the community, and
systems.

Being a victim is associated with many other health problems, including tobacco, alcohol
and other substance use, injuries, psychological effects such as post-traumatic stress disorder
and depression, and early pregnancy. There also is increasing evidence linking abuse during
childhood to many other lifetime health risks and diseases, including obesity, substance abuse,
chronic pain, heart disease and cancer.3

»

Goals

National goals, from Healthy People 20104 are:
• To reduce physical fighting among adolescents, grades 9-12, from 36 percent in 1999
to 32 percent in 2010;
• To reduce weapon carrying by adolescents, grades 9-12, on school property (during
the past 30 days) from 6.9 percent to 4.9 percent.
Minnesota goals:
• Decrease violence victimization among school-age children and youth.5
• Decrease rates of sexual violence among youth intimate partners to levels below the
2004 rate.6
• Reduce racial disparities in assaultive firearm-related injuries and deaths of 15-34 year
old males.7
• Reduce by 15 percent the number of youth who report perpetration of physical assault.8
• Collect data to assess the percentage of youth who report perpetration of sexual violence.
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How We Will Know We Are Making A Difference

There will be increases in the following:
• Percentage of parents who have received parenting education relating to violence
prevention
• Percentage of students reporting they feel safe at school
• Percentage of staff and parents involved in a comprehensive school violence
prevention strategy
• Percentage of youth who say they have a relationship with at least one caring adult
• Community opportunities for youth to develop their interests and skills
• Successful local and state efforts to reduce youth access to alcohol and handguns
• Percentage of health care and public health providers that conduct comprehensive
violence screening and referral
There will be decreases in the following:
• Percentage of youth who report experiencing or witnessing violence at home and at
school
• Local sales of violent video games
• Number of youth living without permanent shelter
• Youth crime rate
Prevention Strategies
• Collect and analyze data to inform policies and interventions.

•

Promote a safe and supportive home environment
o Increase the capacity of parents and/or caregivers to understand youth
development and to raise nonviolent youth.
o Promote alcohol and chemical dependency treatment for family members or
caretakers when needed.
o Support and facilitate help-seeking where family violence occurs.
o Educate families about ways to limit exposure to violent media.
o Promote connectedness between family members and the community.

Work with schools to prevent violence
o Implement evidence-based youth violence prevention programs.
o Promote on-site screening and intervention, including mental health
Intervene early with
services for trauma, loss, anger, use of alcohol and other drugs, and
students who have
abuse.
multiple risk factors for
o Intervene early with students who have multiple risk factors for
violence.
violence.
o Create school climates that make students feel they belong and are
included.

•

•

Organize the community to reduce risks and increase protective factors.
o Provide youth with opportunities to develop healthy intimate relationships.
o Promote community norms that support nonviolence at gatherings such
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as community events, sports and recreational activities, civic and volunteer
organization meetings, religious services, and gatherings at workplaces and
schools.
Reduce access to alcohol.
Collaborate to find ways to reduce exposure to violent media.
Reduce the proportion of persons living in homes with firearms that are
loaded and unlocked.
Strengthen community norms against violence, harassment, aggression,
racism, sexism, gender discrimination, and bullying.
Strengthen policies that support seeking help.

Advocate with systems to address social conditions and improve system practices
related to violence
o Advocate for policy initiatives to meet basic family support needs including
income, housing, food and nutrition, prenatal and childcare.
o Train professionals to recognize and respond to violence, and to refer
individuals for support.
o Decrease institutional racism and gender discrimination, and promote cultural
respect, inclusivity, and competency.
o Endorse and promote a comprehensive package of preventive health services
for youth ages 11 to 21.
o Advocate for funding to expand financing and reimbursement for preventive
and primary adolescent health services.
o Ensure safe housing and neighborhoods.
o Provide housing and care for all youth who cannot live at home.

»

For Further Information

MDH Injury and Violence Prevention Unit website. Data, prevention information,
publications, and links to other resources.
http://www.health.state.mn.us/injury/
Healthy Minnesotans Strategies for Public Health, 2002. MDH publication listing strategies
to prevent youth violence.
http://www.health.state.mn.us/strategies/violence.pdf.
CDC National Centers for Injury Prevention and Control.
http://www.cdc.gov/ncipc/factsheets/yvprevention.htm
Links to prevention documents including Youth Violence: A Report of the Surgeon General
and Best Practices of Youth Violence Prevention: A Sourcebook for Community Action.
Children’s Defense Fund of Minnesota
http://www.cdf-mn.org.
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First Call Minnesota. Information and referral to individual and family counseling, domestic
violence advocacy, perpetrator treatment, chemical dependency treatment, and other
community support. Call (800) 543-7709 or 211.
Minnesota Center Against Violence and Abuse. Articles and research on violence topics
http://www.mincava.umn.edu/.
National Institute on Media and the Family. Influence of electronic media on early childhood
education, child development, academic performance, culture and violence.
www.mediaandthefamily.org.
National Youth Violence Prevention Resource Center. Resources for professionals, parents
and youth working to prevent violence committed by and against young people
www.safeyouth.org.
Search Institute, Minneapolis, Minnesota. Community-based tools and resources to build
youth assets.
http://www.search-institute.org.
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PRIORITY RECOMMENDATIONS:
A Call For Action
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Priority Recommendations:
A Call For Action
The mission of the Injury and Violence Prevention Unit is to strengthen Minnesota’s communities to
prevent injury and violence. We accomplish our mission by:
• Collecting and interpreting data on injury and violence,
• Developing, implementing and evaluating prevention programs and policies, and
• Providing tools, technical assistance, and information to others.
How does prevention happen? Injuries and violence cover such a broad range of topics – from
bicycle injuries to falls to sexual violence to self-inflicted poisoning - that prevention must use
multiple and diverse approaches.
This report outlines strategies for injury prevention in many of these topic areas. But what
activities will have the greatest impact? Are there strategies we can employ that are effective
for both unintentional injury and violence? Can we measure how well we are accomplishing
our mission?
The Minnesota Department of Health (MDH) works to a large extent in primary prevention,
focusing on factors that can be addressed before problems occur. It is important to look
beyond the specific cause (fire, motor vehicle crash, assault, etc.,) and examine what might
make people vulnerable to injury and violence (risk factors), and what keeps people safe from
injury and violence (protective factors).
As it carries out its mission, the Injury and Violence Prevention Unit (IVPU) of MDH has
these visions:
VISION 1: Collect and analyze current and accurate data.
Maintain strong surveillance systems and linkages with multiple data sources, including
traumatic brain and spinal cord injury, severe trauma, other hospital-treated injury,
sexual violence, intimate partner violence, and child maltreatment.
Recommendations:
a. Strengthen the architecture (the systems for data collection) of the Minnesota
Trauma Data Bank, which includes trauma data, death certificates, and
hospital inpatient and emergency department data.
b. Improve the statewide system of trauma and emergency services.
c. Expand the science of surveillance by developing our capability to collect,
analyze, and disseminate data on all forms of injury, violence, and disability in
Minnesota.
d. Participate with the National Violent Death Reporting System.
e. Analyze and interpret data and publish results, particularly on Minnesota’s
reportable injuries: TBI, SCI, occupational injuries, burns, and firearm
injuries.
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f. Continue work with partners to determine how best to improve data
collection, analysis and dissemination of results.
VISION 2: Develop effective partnerships with other agencies and organizations that
are concerned with injury and violence prevention.
Prevention is not done in a vacuum. Strong partnerships will need to be maintained, and
new ones will need to be developed.
Recommendations:
Continue collaboration with these and other groups:
a. The Brain Injury Association of Minnesota, Minnesota Spinal Cord Injury
Resources Network, and various state departments (Human Services,
Education, Employment and Economic Development, Corrections) to
provide data on traumatic brain and spinal cord injury, to enhance provision
of services to survivors, and to conduct prevention programs.
b. The Minnesota Coalition Against Sexual Assault, other advocacy
organizations, and service agencies to provide data and to improve local and
state services for people who have been affected by sexual violence.
c. Organizations and agencies concerned with motor vehicle crashes and
bicycle injuries (support the work of the Departments of Public Safety and
Transportation, collaborate with the Minnesota Safety Council, Safe Kids, the
State Bicycle Advisory Committee, and others).
d. Local fire departments, the state Fire Marshal’s Office, and other
organizations and agencies concerned with prevention of home fires and
burns.
e. Disability-related agencies and organizations that are part of the Minnesota
Disability Health Promotion Program.
Develop new partnerships for work in fall prevention, such as long-term care
providers, senior organizations, local public health agencies, and other state health
departments.
Develop new partnerships for work in self-inflicted poisoning prevention, such as
hospital emergency staff, poison control centers, local public health agencies, and other
state health departments.
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VISION 3: Provide timely information to respond to current issues and policies.
Legislative and other policy issues surface frequently. In addition to providing
accurate, current data, MDH needs to be able to respond promptly with information
about best practices and effective programs.
Recommendations:
a. Enhance timeliness of data being reported to the MDH.
b. Ensure that data entry and analysis within MDH are timely, so we are ready to
respond as issues present themselves.
c. Prepare data briefs, news releases, articles, and other summary information
relating to emerging issues.
d. Conduct regular research and literature searches for the current best practices in
injury and violence prevention, and share them as appropriate.
VISION 4: Develop and evaluate sustainable prevention programs.
Some injury and violence prevention programs have been developed and evaluated in
Minnesota; the challenge is to maintain a state-supported core operation for injury
surveillance and prevention, with appropriate staffing and financial support.

a. Falls prevention.
Falls are the leading cause of nonfatal hospitalized injury in Minnesota, for ages
1-14 and for ages 35 and older and are the second or third leading cause in the
other age groups. Despite this clear need, fall prevention efforts have not had
stable funding in Minnesota.
Recommendation: Seek ongoing funding to develop the Minnesota Fall
Prevention Initiative. This will include:
• Development of a plan
• Continued surveillance, data collection, and analysis
• Partnerships with safety organizations, elder care and advocacy organizations,
physical activity organizations, day care and parenting organizations,
appropriate state agencies, and industry
• Development and evaluation of pilot fall prevention programs
• Dissemination of information on best practices
• Development and promotion of statewide prevention programs such as
outreach activities, media campaigns, training, materials, and promotion of
physical activity

b. Alcohol-related injury and violence prevention
Data demonstrate strong links between alcohol use and many forms of injury and
violence: motor vehicle crashes, falls, suicide, assault, intimate partner violence,
and sexual violence.
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Recommendations:
• Improve documentation and reporting of alcohol use
• Coordinate programs to link alcohol and violence prevention

c. Self-inflicted poisoning prevention
Self-inflicted poisoning is the leading cause of nonfatal hospitalized injury for
youth and young adults ages 15-34, and the second leading cause for children
ages 10-14 and adults 35-54. Even though self-inflicted poisoning is a major
public health concern, there has been little financial support in Minnesota for
surveillance, analysis, and prevention. Currently, IVPU collects data and obtains
advice and input from a Suicide Data Advisory Committee. MDH has developed
a Suicide Prevention Plan and has partnered with organizations representing
survivors, mental health professionals, and others.
Recommendations:
• Obtain funding for surveillance and prevention
• Seek funding to study and link data on self-inflicted poisoning from the
Minnesota Poison Control Center
• Develop self-inflicted poison prevention plans in cooperation with mental
health programs

d. Sexual violence epidemiology
MDH has collected and analyzed sexual violence data. The IVPU works with
the Violence Surveillance Advisory Committee, comprised of professionals
with expertise in data collection and sexual violence. The Unit collects data from
hospitals statewide and, through careful study of codes and definitions, has been
able to improve our understanding of the epidemiology of sexual violence.
Prevention programs include development of materials, creation of the Sexual
Violence Prevention Network, funding and technical assistance to local sexual
violence prevention and awareness programs, and work on policy and funding
issues. A statewide prevention plan has been developed and Action Teams are
working on implementation.
Recommendations:
• Improve collection, analysis, interpretation, and dissemination of data
related to sexual violence.
• Implement strategies from the sexual violence prevention plan.

» 92 «

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

Appendix A
Advisory Committees to
Minnesota Department of Health
Injury and Violence Prevention Unit
Minnesota Disability Health Project, Advisory Committee
Sexual Violence Prevention Action Council
Suicide and Self- Inflicted Injury Data Advisory Committee
Minnesota Trauma Data Bank Advisory Committee
Violence Surveillance Data Advisory Committee
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Minnesota Disability Health Project,
Advisory Committee
2008
Dr. Brian Abery
Institute on Community Integration
University of Minnesota
Lester Collins, Executive Director
Council on Black Minnesotans
Mitchell Davis, Director
Office of Minority and
Multicultural Health
Minnesota Department of Health

John Schatzlein, Principal
Minnesota SCI Resources Network
Ceci Shapland, Co-Director
Healthy and Ready to Work National Center
Sarah Thorson, Program Administrator
John Hurley, Section Manager
Minnesota Children With Special Health Needs

Steven Thovson, Executive Director
Southwestern Center for Independent
Living
John Tschida, Vice President
Courage Center

Melanie Fry
Disability Services Division

Pete Klinkhammer
Brain Injury Association of Minnesota

Beth Fondell
Arc Greater Twin Cities

Walter Waranka
Lifetrack Resources

Sue Hanson
National Alliance on Mental
Illness, Minnesota Chapter

Colleen Wieck, Executive Director
Minnesota Governor’s Council on
Developmental Disabilities

Annamarie Hill
Minnesota Indian Affairs
Council

Joan Willshire, Executive Director
Minnesota State Council on Disability

Ronna Linroth
Manager, Adult Outpatient Services
Gillette Lifetime Specialty Healthcare
Dianne Naus
Minnesota Disability Law Center
Roberta C. Opheim
Mental Health/Developmental Disabilities
Ombudsman Office
Wendy Ringer
PACER Center

MDH Injury and Violence Prevention Staff
Evelyn Anderson
Mark Kinde
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Minnesota Sexual Violence Prevention
Action Council
2006

Nicole Matthews
Minnesota Indian Women’s Sexual
Assault Coalition

Cordelia Anderson
Sensibilities, Inc.

Joanne Mooney
Minnesota Department of Human Services
Children’s Trust Fund

Maggie Arzdorf-Schubbe
Afton Consultants, Inc.
Jennifer Bertram
Prevent Child Abuse Minnesota
Kathy Brothen
Minnesota Department of Education
Yvonne Cournoyer
STOP IT NOW! Minnesota
Dresden Jones
Minnesota Coalition Against Sexual Assault
Jane Gilgun
School of Social Work
University of Minnesota
Robin Goldman
Minnesota Department of Corrections
Greg Herzog
Minnesota Department of Public Safety
Office of Justice Programs
Michele Longe
Jacob Wetterling Foundation
Jeanne Martin
Victim Services
DFO Community Corrections
Dave Mathews
Domestic Abuse Project

Jennifer O’Brien
Adolescent Health Coordinator
Minnesota Department of Health
Grace Petri
Minnesota Network on Abuse in Later Life
Brigid Riley
Minnesota Organization on Adolescent
Pregnancy, Prevention and Parenting
Steve Sawyer
Project Pathfinder
Cherylee Sherry
3020 3rd Ave South
Neil Tift
National Practitioners Network for Fathers and
Families, Inc.
Prevention Specialist Contractors
Chuck Derry
Gender Violence Institute
Frank Jewell
Men as Peacemakers
Pat Koppa
Public Health Consultants, LLC
Grit Youngquist
St. Paul-Ramsey County Dept. of Public Health
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SVP Action Council Consultants
Larry Cohen
Rachel Davis
Lisa Fujie Parks
All of Prevention Institute
MDH Injury and Violence Prevention Staff
Maureen Holmes
Amy Kenzie
Amy Okaya

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

Minnesota Suicide & Self- Inflicted Injury
Data Advisory Committee
2005

Dr. William F. Wagner, Chair
Department of Sociology and Corrections
Minnesota State University, Mankato

Dave Boyd
Dave Boyd Consulting, Inc.

Jo Zillhardt, RNC
Medical Review Coordinator
Office of the Ombudsman for Mental Health
and Mental Retardation

Larraine Felland, MN, LP
Minnesota Department of Human Services
Kris Flaten
St. Paul, Minnesota
Cynthia Hart
Chanhassen, Minnesota
Jacqueline Hauser
Hennepin Co. Fatality Review Pilot Project
Ruth Knapp
Mental Health Information Systems
Minnesota Department of Human Services
Candy Kragthorpe, MSW, LGSW
Mental Health State Programs Admin.
Mary Kluesner
Edina, Minnesota
Caroline Nelson, PsyD, LP
Human Development Center
Lara Nelson, MD
St. Paul, Minnesota
Hal Pickett
Minneapolis, Minnesota
Ralph L.V. Rickgarn, Ed.S
Minneapolis, Minnesota
David P. Stroud
Center for Health Statistics
Minnesota Department of Health

MDH Injury and Violence Prevention Staff
Deb Hagel
Maureen Holmes
Mark Kinde, MPH
Aaron Pitman
Jon Roesler
Sara Seifert
John Weber
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Minnesota Trauma Data Bank Advisory
Committee
2005

Mark Kinde, MPH
Epidemiologist Supervisor and Unit Director
Injury and Violence Prevention Unit
Minnesota Department of Health

Brenda Anderson, RN, MS
(Chair, Trauma Coordinators)
Hennepin County Medical Center

Gail Lundeen, CRC
Minnesota Department of Employment
and Economic Development

Sharyl Helgeson Ball, RN, PHN
Mental Health Program Consultant
Minnesota Department of Human Services

Art Ney, MD
Trauma Director
Hennepin County Medical Center

Allen W. Brown, MD
(TBI Model Systems)
Mayo Medical Center

John Oswald, PhD
Minnesota Center for Health Statistics
Minnesota Department of Health

Peter Carr, MPH
AIDS and Infectious Disease Surveillance
Minnesota Department of Health

Jon Roesler, MS
Minnesota Trauma Data Bank & Suicide
Advisory Committee Coordinator
Injury and Violence Prevention Unit
Minnesota Department of Health

Erwin Concepcion, PhD
Anoka Metro Regional Treatment Center
Department of Human Services
Victor Coronado, MD
Centers for Disease Control and Prevention
National Center for Injury Prevention and
Control

Joseph W. Russel
Public Health Advisor
National Center for Injury Prevention and
Control
Center for Disease Control and Prevention

Linda DeRoo
Trauma Registrar
North Memorial Medical Center

John Schatzlein, MPH
Director
Minnesota Spinal Cord Injury Resources
Network

Myron Falken, PhD
Environmental Surveillance and Assessment
Minnesota Department of Health

Joe Schindler
Vice President
Minnesota Hospital Association

Carla Ferrucci
Minnesota Coalition Against Sexual Assault

Sue Schrage, RN
Trauma Coordinator
St. Mary’s Hospital/Mayo Medical Center

Tom Gode
Executive Director
Brain Injury Association of Minnesota

Sara Seifert, MPH
Violence Injury Surveillance Coordinator
Injury and Violence Prevention Unit
Minnesota Department of Health

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

Kathy Surridge
Minnesota Department of Public Safety
Paula Weber
Minnesota Center for Crime Victim Services
LaVonne Wieland, RHIT
Information Privacy Director
HealthEast Care System
Scott P. Zietlow, MD
Director of Trauma Surgery
Mayo Clinic
MCH Injury and Violence Prevention Staff
Evelyn Anderson
Ayo Adeniyi, MBBS, MPH
Heather Day, RN, MPH
Anna Gaichas, MS
Debra Hagel
Maureen Holmes, MPH
Laura Hutton, MA
Amy Okaya, MPH
John Weber

Toward An Injur y-Free & Violence -Free Minnesota: A Working Plan for 2010

Susan M. Hadley, MPH
Public Health Approach to Family Violence

Violence Surveillance Data Advisory
Committee
2005
Ellen Ade, Advocate
Saint Paul Domestic Abuse Intervention Project
Diane Benjamin
Director, KIDS COUNT
Children’s Defense Fund Minnesota

Marlene Jezierski, RN
Violence Prevention Educator
Partners for Violence Prevention
Pat Koppa, MPH
President
Public Health Consultants, LLC

Christeen Borsheim
Minnesota Department of Human Services

Linda E. Ledray, RN, PhD, LP, FAAN,
Director
Sexual Assault Resource Service
Hennepin County Medical Center

Dawn Brintnell, MPH
Research Scientist
Minnesota Department of Human Services

Rebecca Leeb, Ph.D.
Science Officer
NCPIC - Divison of Violence Prevention
Centers for Disease Control and Prevention

Stephen Coleman, PhD
Hamline University Law Graduate School

Carolyn Levitt, MD
Medical Director
Midwest Children’s Resource Center

Cyndi Cook
Executive Director
Minnesota Coalition for Battered Women

Michelle Lindbergh, Ph.D
Science Officer
NCPIC - Divison of Violence Prevention
Centers for Disease Control and Prevention

Frances Felix
Child Mortality Review Coordinator
Minnesota Department of Human Services
Carla Ferrucci, Executive Director
Pamela McGowen
Minnesota Coalition Against Sexual Assault
Cheryl Fogarty
Maternal and Child Health
Minnesota Department of Health
Ann Gaasch
Suicide Prevention/Mental Health
Minnesota Department of Health
Del Gates
UCare Minnesota

David McCollum, MD
Chanhassen, Minnesota
Cindi Melanson, MPH, CHES
Project Officer
NCPIC - Divison of Violence Prevention
Centers for Disease Control and Prevention
Ned Moore
Director of Medical Administration
Metropolitan Health Plan
Jennifer Obinna, PhD, MSSW
Council of Crime and Justice
Sandi Pierce, Ph.D.
Research Scientist
Wilder Research Center
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Kathy A. Surridge
Management Analyst
Minnesota Department of Public Safety
Jane Swenson, CNP
Prevention Programs Manager
Midwest Children’s Resource Center
Sarah Thorson
Supervisor, Minnesota Children with Special
Health Needs
Minnesota Department of Health
Paula Weber
Office of Justice Programs
Minnesota Department of Public Safety
Oliver J. Williams, PhD
Director, Institute on Domestic Violence
in the African-American Community
MDH Injury and Violence Prevention Staff
Ayo Adeniyi
Evelyn Anderson
Heather Day
Anna Gaichas
Laura Hutton
Mark Kinde
Doug Palmer
Jon Roesler
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Appendix B
Leading Causes of Injury Charts
Ten Leading Causes of Mortality by Age Group, Minnesota Residents 2001 - 2005
Ten Leading Causes of Injury Mortality by Age Group, Minnesota Residents, 2000 - 2004
Ten Leading Causes of Non-fatal Hospital ED-Treated Injury by Age Group, Minnesota
Residents, 2001 - 2005
Ten Leading Causes of Non-fatal Hospital Inpatient Injury by Age Group, Minnesota
Residents, 2001 - 2005
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Ten Leading Causes of Mortality by Age Group, Minnesota Residents 2001 - 2005
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Ten Leading Causes of Injury Mortality by Age Group, Minnesota Residents, 2000 - 2004

Rank

unitentional
Rate per 100,000
Self-inflicted
Rate per 100,000
Assault
Rate per 100,000
Total
Rate per 100,000
2001-2005 population

65 to 74

75 to 84

85 and older

All ages

Fall
(U)

55 to 64

Fall
(U)

Struck by/
against
(U)
235103

45 to 54

Fall
(U)

Struck by/
against
(U)
1337

Cut/ pierce
(U)
164600

35 to 44

Fall
(U)

Struck by/
against
(U)
2567

Unspecified
(U)
1113

25 to 34

Fall
(U)

Cut/ pierce
(U)
4630

Cut/ pierce
(U)
2394

Overexertion
(U)
124130

20 to 24

Fall
(U)

Cut/ pierce
(U)
9916

Struck by/
against
(U)
3447

Cut/ pierce
(U)
686

MV traffic
(U)
120696

15 to 19

Fall
(U)

Cut/ pierce
(U)
19815

Struck by/
against
(U)
7010

MV traffic
(U)
2090

Overexertion
(U)
654

Unspecified
(U)
47510

10 to 14

Fall
(U)

Cut/ pierce
(U)
28219

Struck by/
against
(U)
16266

MV traffic
(U)
2957

Overexertion
(U)
1745

MV traffic
(U)
561

5 to 9
Struck by/
against
(U)
22256

Cut/ pierce
(U)
30985
Struck by/
against
(U)
26215

Overexertion
(U)
5848

Overexertion
(U)
2573

Unspecified
(U)
1620

1 to 4

Ten Leading Causes of Non-fatal Hospital ED-Treated Injury by Age Group, Minnesota Residents, 2001 - 2005
Struck by/
against
(U)
38227

Cut/ pierce
(U)
21514
Struck by/
against
(U)
30838

Overexertion
(U)
14437

MV traffic
(U)
5532

Bites and stings
(U)
2150

Foreign body
enter eye-orifice Bites and stings
(U)
454
(U)
47025

Under 1

24973

20785

Overexertion
(U)
23001

MV traffic
(U)
11026

Bites and stings
(U)
3364

Bites and stings
(U)
1322

363127

Struck by/
against
(U)
36809

Fall
(U)

Fall
(U)

Overexertion
(U)
25471

MV traffic
(U)
16056

Unspecified
(U)
5764

Unspecified
(U)
1700

19669

Fall
(U)

Fall
(U)

MV traffic
(U)
19745

MV traffic
(U)
17168

MV traffic
(U)
20047

Unspecified
(U)
8231

Unspecified
(U)
2804

25315

Struck by/
against
(U)
24293

Cut/ pierce
(U)
11623

Cut/ pierce
(U)
17652

Overexertion
(U)
15291

Unspecified
(U)
8044

Foreign body
enter eye-orifice Bites and stings
(U)
7437
(U)
5358

19286

Fall
(U)

Cut/ pierce
(U)
9425

Overexertion
(U)
10328

Overexertion
(U)
16053
Struck by/
against
(A)
6961

Struck by/
against
(A)
7778

Caught inbetween object
(U)
495

Foreign body
enter eye-orifice
(U)
43832

Machinery
(U)
866

Foreign body
Foreign body
Foreign body
Foreign body
enter eye-orifice enter eye-orifice enter eye-orifice enter eye-orifice Bites and stings
(U)
1277
(U)
956
(U)
341
(U)
2370
(U)
5070
Caught inbetween object
(U)
1625

Caught inbetween object
(U)
33619
Caught inbetween object
(U)
3353

Caught inbetween object
(U)
241

24173

Fall
1 (U)
Struck by/
against
(U)
23913

Pedal cyclist,
other
(U)
6260

Struck by/
against
(A)
6270

Unspecified
(U)
4600

Struck by/
against
(A)
5646

35157

Foreign body
enter eye-orifice Cut/ pierce
811
(U)
7243
3 (U)

Struck by/
against
1925
2 (U)

Bites and stings
(U)
6958
Pedal cyclist,
other
(U)
7493

Unspecified
(U)
3854

Foreign body
Foreign body
enter eye-orifice enter eye-orifice Bites and stings
(U)
6858
(U)
6230
(U)
3747

Bites and stings
(U)
5680

37780

Unspecified
792
4 (U)

Foreign body
enter eye-orifice MV traffic
(U)
3580
(U)
3750

Foreign body
enter eye-orifice Bites and stings
(U)
6722
(U)
5166

Bites and stings
(U)
3735

Caught inbetween object
(U)
3081

Caught inbetween object
(U)
3377

33990

Hot object/
substance
717
5 (U)

Overexertion
(U)
5191
Caught inbetween object
(U)
3308
Caught inbetween object
(U)
2741

Bites and stings
(U)
2989

33367

Cut/ pierce
498
6 (U)
Caught inbetween object
(U)
4750

Overexertion
(U)
3128

Unspecified
(U)
2714

48074

Bites and stings
481
7 (U)

Unspecified
(U)
4345

MV traffic
(U)
2637

6684

Overexertion
410
8 (U)
Hot object/
substance
(U)
3380

33874

Caught inbetween object
386
9 (U)

1,307,761

1,664,619

1,811,440

1,884,652

1,823,400

3,381,662

4,020,485

3,688,284

2,339,806

1,487,200

1,083,821

477,370

25,297,387

Struck by/
Caught inCaught inStruck by/
Caught inForeign body
Pedal cyclist,
between object Machinery
Not classifiable against
Machinery
Bites and stings between object between object against
Poisoning
Poisoning
Unspecified
enter eye-orifice other
(U)
770
(U)
451
(U)
207
(A)
32041
(A)
2560
(U)
1536
(U)
4834
(U)
4658
(U)
2814
(U)
3251
322
(U)
2968
(U)
1929
(U)
1990
10 (U)
13,883
120,994
99,502
125,479
148,219
129,097
190,242
180,752
132,223
70,147
42,443
40,937
26,028
1,319,944
4,247
9,252
5,977
6,927
7,865
7,080
5,626
4,496
3,585
2,998
2,854
3,777
5,452
5,229
5
28
1,139
3,559
1,901
2,007
1,479
668
128
38
23
10
10,987
18
5
3
2
2
43
0
2
63
189
104
59
37
70
335
600
2,880
10,118
12,194
14,422
10,674
5,010
979
236
115
47
57,680
21
26
36
159
537
669
426
265
136
42
16
11
10
224
14,007
121,527
100,242
129,882
163,127
144,106
207,905
193,972
138,496
71,412
42,770
41,119
26,102
1,394,667
4,285
9,293
6,022
7,170
8,656
7,903
6,148
4,825
3,755
3,052
2,876
3,794
5,468
5,519
326,887

2001-2005 population

unitentional
Rate per 100,000
Self-inflicted
Rate per 100,000
Assault
Rate per 100,000
Total
Rate per 100,000

Rank

MV traffic
(U)
100

Suffocation
(U)
92

Drowning
(U)
67

Battering/
maltreatment
57
7 (A)

Unspecified
55
8 (N)

Not classifiable
51
9 (U)

Tie

326,887

1,052
322
135
41
1,262
386

1,307,761

Unspecified
(U)
67
2,855
218
1
0
83
6
2,990
229

MV traffic
(U)
67

Foreign body
enter eye-orifice MV traffic
(U)
139
(U)
101

Hot object/
substance
62
6 (U)

Unspecified
44
10 (A)

Bites and stings Bites and stings Cut/ pierce
(U)
147
(U)
107
(S)
294

Poisoning
76
5 (U)

ATV
(U)
197

MV traffic
(U)
257

Pedal cyclist,
other
(U)
362

1,664,619

1,811,440

3,929
217
880
49
167
9
5,038
278

MV traffic
(U)
108

Land transport,
other
(U)
60

2,680
161
26
2
24
1
2,739
165

Poisoning
(U)
132

Poisoning
(U)
61

Foreign body
Land transport,
enter eye-orifice other
(U)
63
(U)
141

Cut/ pierce
(U)
76

MV traffic
(U)
169

Poisoning
(S)
514

Struck by/
against
(U)
173

1230

Struck by/
against
(U)
568

Fall
(U)

Suffocation
106
4 (U)

1085

Pedal cyclist,
other
(U)
205

Fall
(U)

Hot object/
substance
(U)
218

994

10 to 14

Unspecified
112
3 (U)

Fall
(U)

5 to 9

Struck by/
against
(U)
274

308

1 to 4

225

1,884,652

6,120
325
3,103
165
791
42
10,257
544

Unspecified
(U)
208

Land transport,
other
(U)
219

ATV
(U)

Struck by/
against
(A)
320

Poisoning
(U)
392

1,823,400

5,369
294
2,174
119
1,060
58
8,812
483

MV traffic
(U)
202

Cut/ pierce
(U)
202

Cut/ pierce
(A)
235

Struck by/
against
(U)
322

Poisoning
(U)
395

Struck by/
against
(A)
476

1013

Struck by/
against
(U)
736

Fall
(U)

Cut/ pierce
(S)
498

1164

MV traffic
(U)
1501

Poisoning
(S)
1549

20 to 24

Cut/ pierce
(S)
757

Fall
(U)

MV traffic
(U)
1632

Poisoning
(S)
2151

15 to 19

2133

3,381,662

9,006
266
3,082
91
1,360
40
13,800
408

Overexertion
(U)
346

Cut/ pierce
(U)
357

Unspecified
(U)
473

Struck by/
against
(U)
489

Cut/ pierce
(S)
579

Struck by/
against
(A)
581

Poisoning
(U)
742

MV traffic
(U)
1745

Fall
(U)

Poisoning
(S)
2311

25 to 34

3894

4,020,485

12,151
302
2,931
73
1,133
28
16,608
413

MV traffic
(U)
416

Cut/ pierce
(S)
430

Overexertion
(U)
484

Struck by/
against
(U)
507

Struck by/
against
(A)
563

Unspecified
(U)
730

Poisoning
(U)
1102

MV traffic
(U)
1575

Poisoning
(S)
2310

Fall
(U)

35 to 44

5720

3,688,284

13,660
370
1,778
48
637
17
16,365
444

Land transport,
other
(U)
300

Struck by/
against
(A)
330

MV traffic
(U)
433

Struck by/
against
(U)
484

Overexertion
(U)
506

Unspecified
(U)
863

Poisoning
(U)
1170

MV traffic
(U)
1338

Poisoning
(S)
1433

Fall
(U)

45 to 54

5733

2,339,806

Machinery
(U)
169
10,798
461
425
18
149
6
11,471
490

Cut/ pierce
(U)
169

Land transport,
other
(U)
173

MV traffic
(U)
205

Struck by/
against
(U)
292

Poisoning
(S)
334

Overexertion
(U)
370

Poisoning
(U)
659

Unspecified
(U)
819

MV traffic
(U)
855

Fall
(U)

55 to 64

8117

16840

Struck by/
against
(U)
303

Overexertion
(U)
420

Poisoning
(U)
545

MV traffic
(U)
798

Unspecified
(U)
1133

Fall
(U)

75 to 84

17776

Struck by/
against
(U)
232

Overexertion
(U)
233

Poisoning
(U)
272

MV traffic
(U)
293

Unspecified
(U)
798

Fall
(U)

85 and older

66007

Struck by/
against
(U)
4667

Unspecified
(U)
6367

Poisoning
(U)
6476

Poisoning
(S)
10768

MV traffic
(U)
14995

Fall
(U)

All ages

1,487,200

12,091
813
118
8
48
3
12,307
828

Machinery
(U)
107

Natural/
environmental
(U)
112

Not classifiable
(U)
119

1,083,821

21,312
1,966
67
6
36
3
21,463
1,980

Land transport,
other
(U)
120

Natural/
environmental
(U)
136

Suffocation
(U)
137

477,370

20,280
4,248
42
9
19
4
20,361
4,265

Not classifiable
(U)
83

Natural/
environmental
(U)
83

Suffocation
(U)
86

25,297,387

121,303
470
14,627
57
5,642
22
143,473
556

Cut/ pierce
(U)
2002

Struck by/
against
(A)
2480

Cut/ pierce
(S)
2907

Foreign body
Foreign body
Bites and stings enter eye-orifice enter eye-orifice Overexertion
(U)
139
(U)
137
(U)
108
(U)
3153

Struck by/
against
(U)
250

Overexertion
(U)
353

Poisoning
(U)
494

MV traffic
(U)
687

Unspecified
(U)
845

Fall
(U)

65 to 74
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Foreign body
enter eye-orifice Poisoning
208
(U)
436
2 (U)

Fall
1 (U)

Under 1

