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Traffic Safety

Hawai‘i Trauma Registry (toxicology data)
Only 16% of the injured pedestrians in the Hawai‘i Trauma Registry had been drinking at the time they
were hit.  This percentage was significantly higher among those under 65 years of age (22%), as only 2%
(3) of the 138 senior-aged pedestrians tested positive for alcohol.  Illicit drug usage was documented for
25% of the patients, including 30% of those who were under 65 years of age.  Alcohol use was nearly 
8 times likely among pedestrians hit during night time hours (41%) than among those hit between 6:30
a.m. and 7:29 p.m. (5%).     

Injury Data for Motor Vehicle Crashes, Bicyclists

Fatal injuries
There were between 2 and 4 bicyclists killed in Hawai‘i each year, and 80% (12) of the 15 deaths occurred
on O‘ahu.  There was no apparent high-risk age group.  Almost all (87%, or 13) of the bicyclists killed
over the 5-year period were males.  Most (87%, or 13) of the victims were hit by a car; 2 others died after
falling off their bicycles.  Only 2 of the victims were wearing helmets at the time of the crash (status
unknown for 2 others).  There was no notable peak time of the day for the crashes; most (64%, or 9)
occurred between during daylight hours between 7:31 a.m. and 7:00 p.m.  

Almost all (91%, or 10) of the 11 traffic-related crashes (from 2007 to 2010) involved cars traveling
straight on the road; only 1 crash was due to a car making a turn.  Two (18%) of the 11 bicyclists tested
positive for alcohol, and 4 (36%) tested positive for drugs.  Overall, about half (54%, or 6) of the victims
tested positive for either alcohol or drugs.  Besides substance use 2 bicyclists were traveling against 
 traffic at the time of the crash and another failed to yield the right-of-way.  Four (36%) of the 11 drivers
made an error which contributed to the crash, most commonly substance use and speeding 
(2 instances each).  

Nonfatal injuries
There were more than 1200 nonfatal injuries to bicyclists each year, with a generally increasing trend.
Most (92%) of the injuries were treated in EDs (emergency departments).  Males comprised 75% of the
patients, including 80% of those who were hospitalized.  Nearly one-third (31%) of the patients were 5 to
14 years of age, and the injury rate for 5 to 14 year-olds (244 injuries/100,000 residents) were more than
3 times higher than the rate for residents of other ages (74/100,000).   

Trend: no trend
Total: 15

Ave: 3/year

Age groups:
widely distributed

Gender:
87% M
13% F

County totals and 5-year 
rate (deaths/100,000):

COUNTY NUM. RATE

Hawaii 0 -
Honolulu 12 1.3
Kauai 0 -
Maui 3 -2
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The injury rate for Kaua‘i County residents was significantly higher than the rates for any other county,
and approximately double the rate estimates for residents of Honolulu or Maui counties.  Almost all
(85%) of the injuries were coded as “non-traffic”, or occurring on private roads, driveways, or off-road
environments.  Most of the injuries treated in EDs (88%) and requiring hospitalization (71%) were coded to
indicate crashes that did not involve a collision with another vehicle or object, but were probably due to
the patient falling off of the bicycle.  Although 92% of the patients were treated in EDs, hospitalizations
comprised 32% of the treatment days and 66% of the total medical charges of $5.8 million/year.  Most
(63%) of the hospitalized patients had fractures, including 15% with skull fractures and 20% with leg
fractures.  More than one-third (38%) of these patients had a traumatic brain injury.

EMS data and 2007 linked data (EMS, DOT, HHIC, FARS, death certificates)
Most (73%) of the EMS-attended bicyclist crashes were distributed over the 11-hour period of 7:31 a.m. to
6:29 p.m., with a peak from 4:31 p.m. to 6:29 p.m. (17%).  About half (53%) of the injuries involved motor
vehicles and 47% did not.  Only 27% of the injured bicyclists wore helmets.  Unhelmeted riders had a
significantly higher proportion of “critical” or fatal injuries (2.1%, or 22 of 1031), compared to helmeted
riders (0.7%, or 3 of 458).  These differences were accentuated among crashes that involved motor vehicles,
as the proportion of unhelmeted bicyclists with critical or fatal injuries was 3.1% (17 of 540), compared to
0.9% (2 of 214) among helmeted riders.  Probable alcohol use was noted for about 9% of the patients.
If only the bicyclists with known alcohol and helmet status were considered, helmet use was 5 times
higher among those who did not consume alcohol (35%), compared to the drinkers (5%).  

Linked data from 2007 showed odds of sustaining an injury that required hospitalization or resulted 
in death were 80% higher among unhelmeted rides compared to helmeted riders, although this estimate
was only of “borderline” statistical significance (p=0.11).  

Hawai‘i Trauma Registry (toxicology data)
Only 11% of the injured bicyclists in the Hawai‘i Trauma Registry had been drinking at the time they
were injured.  This percentage was nearly three times higher among those hurt in crashes that did not
involve a motor vehicle compared to those who were hit by motor vehicles (15% vs. 6%, respectively).
About one-quarter of the bicyclists tested positive for illicit drugs, most commonly narcotics (17%),
and this proportion did not differ by the type of crash.  Overall, one-third (33%, or 89) of the 271 
patients tested positive for either alcohol or drugs.  None of the 28 bicyclists who had been drinking were
wearing a helmet at the time of the crash, compared to 27% usage among those who tested negative for 
alcohol, and 31% among those who were not tested.  

Trend: increasing trend
Ave: 1237/year

Age groups:
1-14y = 38%

Treatment:
1133 ED
105 hosp.

County totals, annual 
number and rate (/100,000):

COUNTY NUM. RATE

Hawaii 201 120.4
Honolulu 779 90.7
Kauai 109 182.8
Maui 148 102.9 
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Violence and Abuse Prevention

Background and Accomplishments
The Hawai‘i State Department of Health, Maternal and Child Health Branch (MCHB) leads activities 
in the state to prevent intimate partner violence, sexual assault, and child maltreatment, with support
from the Injury Prevention and Control Section (IPCS) and other partners in the community.  IPCS has
been specifically involved with bullying prevention and also leads activities in the state to prevent 
suicide prevention.

�Beginning in 2009, IPCS and community partners worked with MCHB to identify Title V bullying
prevention and child abuse and neglect prevention performance measures.  With technical 
support from the national Children’s Safety Network, MCHB and IPCS collaborated to conduct 
the first statewide cross-program integration training in November 2009 for bullying and child
abuse and neglect prevention. The training strengthened collaborative efforts between IPCS, MCHB,
and community partners on program and policy initiatives related to violence prevention.

�The Safe Schools Community Advisory Committee developed 33 recommendations for policies and
strategies to address bullying and harassment in public schools.  Members are currently working to
get these recommendations adopted by the Board of Education and Department of Education.

�The Maui County Ho‘oikaika Partnership is a group of agencies working together since 2008 to
implement best practices and policies as they strengthen violence prevention services for children
and their caregivers. This collaborative initiative serveS as a model for similar partnerships across
the state.

�The Asian/Pacific Islander Youth Violence Prevention Center was established in 2000 as one of ten
National Academic Centers of Excellence on Youth Violence Prevention funded by CDC.  Since
then, the Center has partnered with IPCS and other organizations to conduct research on youth 
violence and develop, implement and evaluate violence prevention programs.

�IPCS helped establish a non-profit coalition to promote primary prevention of violence, 
Prevent Violence Hawai‘i.  IPCS funded the University of Hawai‘i Social Science Research Institute 
to produce, Ending Violence: A 2004 Status Report on Violence Prevention in Hawai‘i.  The report’s
recommendations were based on the World Health Organization’s approach to addressing risk
factors and solutions common to all areas of violence.  Concerns about sustaining efforts in individual
areas of violence hampered the organization’s ability to take a unified approach to violence 
prevention, and the non-profit dissolved in 2010.

Recommendations
In 2010, a statewide needs assessment was conducted that included an online survey of 149 people 
representing government agencies, law enforcement, schools and universities, medical centers, non-
profit organizations, private businesses, and grassroots organizations; and qualitative interviews with 
21 key informants from state agencies and universities.  A cross-disciplinary stakeholder group was 
convened to review the results and recommendations, and assess whether they reflected the potential 
for measurable progress and impact over the next five years. 

The resulting recommendations outlined here build on Ending Violence: A 2004 Status Report on 
Violence Prevention in Hawai‘i and the Hawai‘i Injury Prevention Plan 2005-2010.  They reflect
stakeholders’ renewed readiness to collaborate. Effectively preventing violence will take the concerted 
efforts of individuals and organizations from all sectors working together across all areas of violence.
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Recommendation 1: Establish and promote forums for collaboration and information sharing to help
integrate violence and abuse prevention efforts statewide 

While different types of violence share common risk factors and prevention strategies, prevention 
efforts are often independent. Forums that encourage organizations that serve different populations 
and address different types of violence to share information about effective strategies would facilitate
collaboration and coordination of efforts (Saul, et al, 2008). 

Efforts should be comprehensive and address the different types of violence, encourage the use of 
evidence-based program and policy practices, and account for primary, secondary, and tertiary 
prevention as appropriate.

Recommended Next Steps

�Facilitate opportunities for inter-agency collaboration and coordination among organizations 
serving different populations and addressing various sub-forms of violence.

�Expand the use of new and existing channels of communication such as newsletters, listservs, 
websites, clearinghouses, and other means of technology to facilitate the exchange of information
and resources among partners at all levels and in all areas of violence.

Recommendation 2: Collaborate with professionals and community workers to develop a public
awareness campaign about violence and abuse prevention.

Current partners represent all levels of prevention and include community and non-profit social
service organizations, primary health care centers, law enforcement, and selected policymakers. 
But there are additional partners who may not be aware of their potential role in violence prevention 
or understand the value of their programs to violence prevention efforts.

Engaging partners in the development, implementation and evaluation of a communications campaign
to raise public awareness will increase likelihood of success at all levels (e.g., developing messages, 
producing materials, identifying appropriate channels for dissemination). 

Child Death Review Council

Domestic Violence Fatality Review 

Hawai‘i Children’s Trust Fund Advisory Council

Hawai‘i Coalition Against Sexual Assault

Hawai‘i Community Foundation

Hawai‘i Youth Services Network

Hawai‘i State Department of Education, 
School Based Behavioral Health

Hawai‘i State Department of Health, Family 
Health Services Division, Maternal and Child
Health Branch

Hawai‘i State Department of Human Services 

Hawai‘i State Department of the Attorney General

Hawai‘i State Judiciary, Children’s Justice Center 
and First Circuit Court

Ho‘oikaika Partnership

Injury Prevention Advisory Committee  

Maui County Domestic Violence Task Force

University of Hawai‘i, John A. Burns School of 
Medicine, Department of Psychiatry

University of Hawai‘i, Social Science 
Research Institute

PARTNERS 
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Recommended Next Steps

�Identify and reach out to potential partners that may not perceive their work as being related to 
violence prevention.

�Work with existing and new partners to develop and implement a public education campaign using
clear, consistent, tested messages.

�Partner with representatives from the media to enhance efforts and increase reach for messaging.

Recommendation 3: Promote training that enhances knowledge and skills of community workers
and professionals working in violence prevention and related fields

There should be continued training among providers and organizations, and audiences should extend
beyond those working directly in the violence and abuse prevention fields.  For example, teachers and
counselors could receive related information as part of their academic training.  Organizations could
adopt violence prevention modules as part of their new employee orientation protocols.

Recommended Next Steps

�Identify training opportunities and resources available to community workers in the violence and
abuse prevention fields to enhance their knowledge and skills in primary prevention.

�Identify training opportunities and resources for other professionals and community members to
enhance their knowledge and skills in primary prevention.

Recommendation 4: Enhance the use of data to understand common risk and protective factors 
for violence prevention

Data are crucial to understanding the complex issue of violence.  Data help programs develop priorities,
guide interventions and policies, and mobilize support (World Health Organization, 2002).  Barriers to
collecting and sharing information across agencies need to be removed so that data are accessible to
everyone.  There also are additional data sources (i.e., on different types of violence) that would help 
illustrate trends and better guide research and intervention efforts.  

Recommended Next Steps

�Facilitate data and information sharing across state agencies.

�Identify and acquire new data sources to develop an annual report on child maltreatment that will
enhance understanding of violence and abuse.
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Injury Data for Homicides and Assaults

Fatal injuries
There were 112 victims of homicide over the 5-year period, with a decreasing trend from 29 in 2008 to 
17 in 2011.   More than half (58%) of the victims were in the 25 to 54 year age range, but there were also 
6 victims (5%) who were under 5 years of age.  Males comprised 59% of the victims.  The fatality rate
for residents of O‘ahu (8.8 deaths/100,000 residents) was statistically comparable to the rate for all
Neighbor Island residents (8.4/100,000).  

The most common method was the use of firearms (35%), followed by stabbings (28%), and physical
force or unarmed beatings (25%).  According to Uniform Crime Reports from 2007 to 2009, most (73%)
of the homicide victims knew their assailant, and only a minority (19%) were killed by strangers.  Female
victims were most likely to be killed by their intimate partner (37%, vs. 5% of male victims), while males
were most likely to be killed by extra-familial acquaintances (40%) or strangers (25%).

Nonfatal injuries
There were over 4200 nonfatal injuries from assaults among Hawai‘i residents each year, with no
clear trend over time.  Males comprised two-thirds (67%) of the patients treated in EDs (emergency
departments) and an even greater proportion (89%) of those who were hospitalized.  More than half
(58%) of the patients were 15 to 34 years of age; few (5%) were under 15 years of age, or over 65 years
of age (1%).  The peak age for rates of both ED visits and hospitalizations was the 15 to 29 year age
group, particularly 20 to 24 year-olds.  

Trend: decreasing trend
Total: 112

Ave: 22/year

Age groups:
25 to 54y = 58%

Gender:
59% M
41% F

County totals and 5-year 
rate (deaths/100,000):

COUNTY NUM. RATE

Hawaii 17 -
Honolulu 81 8.8
Kauai 7 -
Maui 7 -
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Trend: no trend
Ave: 4243/year

Age groups:
15-24y = 33%

Treatment
3936 ED
307 hosp.

County totals, annual 
number and rate (/100,000):

COUNTY NUM. RATE

Hawaii 771 466.3
Honolulu 2735 302.4
Kauai 226 384.0
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The injury rate for residents of Hawai‘i County was significantly higher than for any other county, while
the rate for residents of Honolulu County was significantly lower than any other county.  Patients were
hospitalized for nearly 5 days on average, with over $31,000 in charges for each admission.  Unarmed
beatings caused 70% of all injuries, and 61% of those that required hospitalization.  Fractures were the
most common type of injury (53%) that required hospitalization, including 44% of patients admitted
with a skull fracture.

EMS data
The number of EMS-attended incidents generally increased over the course of the day (starting at 6 a.m.),
reaching a broad peak during the 7:31 p.m. to 2:29 a.m. period (48% of the total).  The home or residence
of the patient was the most common location for the assault (40%), followed by other indoor location or
buildings (17%), most commonly “public buildings” (7%), and bars and restaurants (6%).  One-fifth (20%)
of the patients were transported in serious or critical condition.  That proportion was highest among the
senior-aged victims (29%).  Probable alcohol use was noted for 29% of the patients.  Patients who had 
consumed alcohol were significantly less likely to be released at the scene (34%, vs. 52% for other patients),
and twice as likely to be transported in serious condition (31% vs. 15%, respectively).    

Hawai‘i Trauma Registry (toxicology data)
Nearly half (46%) of the adult-aged (18 years and older) Hawai‘i Trauma Registry resident patients
who were injured by assaults were positive for alcohol, and more than one-third (38%) tested positive for
illicit drugs.  About three-fourths (76%, or 286) of the 375 drinkers had BAC (blood alcohol content)
levels of 0.08% or greater.  THC (marijuana) was the most commonly documented drug (19% of the
patients), followed by amphetamines (15%) and narcotics (15%).  Considered together, about two-thirds
(67%) of the patients tested positive for either alcohol or drugs.  Alcohol use was significantly more
likely among the male patients (49%) compared to females (27%), among those injured on weekends
(54% vs. 41% for those assaulted on weekdays), and among those assaulted during night time hours
(54%, vs. 30% for those injured between 6:31 a.m. and 7:29 p.m.).

Violence and Abuse Prevention
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RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Stabilize IPCS funding and support 
expansion of injury prevention services 
to all counties throughout the state.
�Stabilize funding for Core IPCS positions Progress Made �
�Establish suicide prevention Objective Met

coordinator position
�Establish Neighbor Island positions Progress Made �

Establish standards for completeness and Objective Met
accuracy of external cause of injury coding 
(e-coding) for hospitals to achieve 
and maintain.

Produce and disseminate annual and Objective Met
specialized injury reports.

Incorporate injury prevention into Progress Made
Hawai‘i’s Health Education Standards 
for grades K through 12.

Develop a cadre of individuals and Progress Made �
organizations who are injury literate, 
articulate, and active.

Cultivate awareness and advocacy among Progress Made �
policy makers and the public in recognizing 
and addressing injuries as a major public 
health problem in Hawai‘i.

Foster partnerships with the military to Progress Made �
address injury prevention issues in which 
the military can have impact.

Appendix A: Hawai‘i Injury Prevention Plan 2005-2010 Status Report 

IPCS has 3 permanent state funded positions
– Program Manager, Planner, and Suicide
Prevention Coordinator.  In 2012, the Hawai‘i
State Legislature approved potential funding
for injury prevention positions with Trauma
Special Funds.  Trauma coordinator program
manager positions at trauma centers across
the state are funded through DOH Emergency
Medical Services Injury Prevention System
Branch and are required to incorporate 
injury prevention into their work.

E-coding is at 90% for emergency 
department and hospital admission
records. 

Injuries in Hawai‘i 2001-2006 was 
published in 2008.  IPCS developed an 
injury data overview for the IPAC 
orientation packet.  Injury specific data
overviews are updated each year and 
shared with IPAC and other partners.

The Hawai‘i Health standards-based 
playground safety curriculum and 
unintentional injury curriculum were 
developed for public elementary schools. 

An injury prevention module was developed
for emergency medical and mobile intensive
care technician classes at Kapi‘olani Commu-
nity College, and the course was taught across
the state.  IPCS coordinated injury prevention
integration training with Department of
Health Family Health Services Division, 
Maternal and Child Health Branch as well as
several injury specific conferencesand public
health core competency workshops.

IPCS distributed Injuries in Hawai‘i to 2008
Legislators; provided testimony for injury-
related legislation; developed and disseminated
materials for the injury prevention “No Get
Hurt Hawai‘i” campaign with prevention tips;
and developed IPAC packet.

IPAC and Prevent Suicide Hawai‘i Steering
Committees include representatives from the
military.  Members of the military are involved
in the Department of Transportation’s “Click It
or Ticket” campaign as well as Prevent Suicide
Hawai‘i  Task Force suicide prevention efforts.

INFRASTRUCTURE
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Appendix A: Hawai‘i Injury Prevention Plan 2005-2010 Status Report 

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Develop a beach rating system that includes Objective Met
comprehensive risk assessments for all 
beaches in the state.

Evaluate existing and promising programs, Progress Made �

curriculum, and activities to determine their 
effectiveness in preventing drownings and 
other water-related injuries, and to 
appropriately allocate limited resources.

Support mandatory 4-sided isolation On Hold
fencing for residential pools.

Conduct a coordinated educational campaign Objective Met
targeting residential pool owners and pool 
service providers to promote pool safety 
and the adoption of safety devices.

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Enhance public awareness that falls Progress Made �

are preventable and promote actions that 
reduce the risk of injury.

Increase availability and accessibility of fall Progress Made �

prevention programs statewide for caregivers 
and older adults on how to prevent falls and 
effectively use community resources.

Expand the role of medical and health Progress Made �

care professionals in screening, educating, 
and referring older adults to fall 
prevention programs.

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Advocate for a mandatory universal Progress Made �

helmet use law.

Enhance and expand training of county police On Hold
officers to recognize impaired motorcyclists.

The rating system and beach safety website
were developed (www.hawaiibeachsafety.org).

Conducted an evaluation of beach warning
signs in 2009.

IPCS not currently involved. 

Worked with Swimming Pool Association 
of Hawai‘i to develop a pool safety awareness
campaign; conducted a pool safety survey 
of pool owners.  

IPCS participated with partners, including
Fall Prevention Consortium members, in
annual campaign for fall prevention aware-
ness.  Fall prevention questions were added
to statewide health survey in 2008.

Fall Prevention Resource Guide developed
and posted online, will be revised in 2012.
Needs assessment conducted in 2010. 
Piloted two Tai Chi for Health projects.

IPCS participated with partners in annual
campaign for fall prevention awareness
working with physical therapists and 
pharmacists. 

IPCS continues to work on this  through
Strategic Highway Safety Plan committee.

IPCS not currently involved.

FALLS

DROWNING

MOTORCYCLE
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MOTOR VEHICLE OCCUPANT

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Increase “high visibility enforcement efforts” Progress Made �

of traffic safety laws and publicity of those 
efforts as a combined strategy.

Develop a statewide task force for Objective Met
traffic safety advocacy.

***Support a statewide task force for traffic Progress Made �

safety advocacy.

Advocate for a Graduated Driver’s Objective Met
License System for Hawaìi.

***Evaluate the Graduate Driver’s Objective Met
License System for Hawai‘i.

***Reduce impaired driving. Progress Made �

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Maintain and upgrade existing crosswalks Progress Made �

and walkways; develop new crosswalks and 
walkways based on pedestrian safety factors 
such as location and condition.

Conduct a media awareness campaign aimed Progress Made
at changing attitudes and behaviors of drivers 
and pedestrians to improve road sharing.

Incorporate pedestrian safety in the health Progress Made
education standards of the Department of 
Education’s K-12 curriculum.

IPCS works with DOT Safe Communities
Offices to distribute “Click It or Ticket” 
annual campaign materials to traffic 
safety partners. 

The Strategic Highway Safety Plan (SHSP)
was developed. See partner list in Traffic
Safety chapter. 

IPCS involved in on-going SHSP 
implementation of efforts.  

Act 72 (2005) established a 3-stage 
graduated driver licensing program for 
persons under the age of 18.  Department
of Health and Department of Transporta-
tion were required to conduct yearly 
evaluations.

IPCS completed evaluations 
from 2007-2010, when the law 
became permanent

Ignition interlock bill was passed in 
2008 and became effective in 2010. 
IPCS continues to be involved, specifically 
in evaluating of the law.

IPCS has on-going involvement with 
pedestrian and bicycle safety efforts. 
Since 2005, Complete Streets state 
legislation and an O‘ahu Complete 
Streets ordinance have passed.

“No Get Hurt” TV PSA includes 
pedestrian safety.

The Hawai‘i Health standards-based 
unintentional injury curriculum, which 
includes pedestrian safety, was developed
for public elementary schools.

PEDESTRIAN
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Appendix A: Hawai‘i Injury Prevention Plan 2005-2010 Status Report 

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Through legislation, improve labeling on On Hold
prescription drugs to include:
�Diagnosis and instructions to patients
�Physical description

Expand age-appropriate education efforts Progress Made
in poison prevention.

Maximize use of the 24-hour Hawai‘i Progress Made �

Poison Hotline for poison AND medication/
drug information.

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Develop and implement suicide prevention Objective Met
training for “gatekeepers.”

***Maintain and evaluate suicide prevention Progress Made �

training for “gatekeepers.”

Launch a public awareness campaign. Progress Made �

Promote and support research on Progress Made
suicide and suicide prevention.

Develop and promote effective clinical and Progress Made �

professional practices and policies.

IPCS worked with community partner 
on analyses of unintentional poisoning 
of prescription narcotics which may have
implications on future legislation.

Keiki Injury Prevention Coalition (KIPC)
distributed poisoning prevention materials
across the state.  “No Get Hurt” poisoning
prevention poster distributed through DOH.

Distribution of poisoning prevention 
materials included information on the
Hawaii Poison Hotline.

Gatekeepers were trained from all counties.
IPCS coordinated workshops statewide.  As
of 2012, there are 37 ASIST (Applied Suicide
Intervention Skills Training) trainers and
more than 2,500 gatekeepers trained.

IPCS evaluated gatekeeper trainings 
and worked with partners to develop a 
sustainability plan for suicide prevention
training efforts. 

IPCS worked with Visionary Related 
Entertainment (VRE) Hawai‘i to develop 
a radio spot in 2009.  The “No Get Hurt” 
TV PSA aired on Olelo in 2009, and the 
“No Get Hurt” suicide prevention posters
were distributed statewide. IPCS
coordinated two statewide suicide 
prevention conferences and co-sponsored
“Survivors of Suicide” conferences with
Hawai‘i SPEAR (Suicide Prevention 
Education Awareness Research).

IPCS evaluated gatekeeper training.

The Prevent Suicide Hawai‘i Task Force
(PSHTF) and IPCS coordinated conferences
for clinicians and professionals.

SUICIDE

UNINTENTIONAL POISONING
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Appendix A: Hawai‘i Injury Prevention Plan 2005-2010 Status Report 

RECOMMENDATIONS STATUS* CURRENT COMMENTS
EFFORT**

Promote and support the development of On Hold
“full-service” schools.

Identify approaches used in local and Progress Made
national programs that effectively reduce 
community violence.

Conduct research to better understand Progress Made
violence in Hawai‘i.

HIPP 2005-2010 was revised in 2009 to include additional recommendations in traffic and suicide that reflect on-going efforts. These are noted with ***

*Objective met – IPCS and partners completed the recommendation

Progress made – IPCS and partners accomplished a portion of the recommendation

On-Hold – IPCS was unable to make progress on recommendation due to a lack of resources (time, personnel, etc) or 

other reasons

** Current Efforts – a check mark in this column reflects on-going efforts.

IPCS not currently involved.

The Asian/Pacific Islander Youth 
Violence Prevention Center worked on 
this recommendation.  This Center is 
represented on IPAC.

The Asian/Pacific Islander Youth 
Violence Prevention Center worked 
on this recommendation.  This Center 
is represented on IPAC.

VIOLENCE AND ABUSE
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With the exception of the chapter on drowning, the data presented in this plan refers only to injury
among residents of Hawai‘i.  This is consistent with national reporting conventions of injury mortality
and allows for the comparison of fatal injury rates in Hawai‘i with rates for the remainder of the country.
Also, other population estimates (e.g. age, ethnicity, county, etc.) were available only for residents, so
the inclusion of injuries among non-residents would result in an over-estimation of injury rates.  The
exclusion of non-residents reduces the amount of fatal injuries by about 9%, hospitalizations by 9%, and
emergency department visits by 9%.  (Non-residents comprised 47% of the drowning victims in Hawai‘i,
so they are included in some of the data in the drowning section.)

The calculation of injury mortality rates necessitates the definition of “at risk” populations for 
the denominator.  This data was obtained from the web site for the U.S. Census Bureau (2012).  
Rate estimates used the average annual population estimate over the 2007 to 2010, since 2011 
estimates were not available when preparation of this report began.  

The primary source of injury mortality data in Hawai‘i is the death certificate database of the Hawai‘i
Department of Health.  The ICD-10 underlying cause of death codes were grouped as recommended by
the Centers for Disease Control and Prevention, with some exceptions (CDC, 2002).  For some types of
injuries, the open text information on how the injury occurred was reviewed to extract information not
captured by the cause of death code.  Supplemental data was also used for certain injury categories.
Data from the Fatal Analysis Reporting System (FARS) of the National Highway Traffic Safety 
Administration (NHTSA) was linked to death certificate data for deaths from traffic crashes
(NHTSA, n.d.).  Supplemental data on homicides was abstracted from the Uniform Crime Reports
(UCR), maintained by the National Archive of Criminal Justice data (2010).  The autopsy records 
of O‘ahu suicide and drowning victims were also reviewed for the 2007 to 2010 period.  

The main source of data on nonfatal injuries was the Hawai‘i Health Information Corporation (HHIC),
which receives abstracted data from the medical records of patients treated in all hospital-based
emergency departments (EDs) and hospitals in the state, with the exception of  ED records from Tripler
Army Medical Center.  A record was defined as injury-related if the principle diagnosis was within the
ICD-9CM series 800-995.85, with the following exclusions: 909.3, 909.5, 995.0-995.4, 995.6-995.7
(Injury Surveillance Workgroup, 2003).  Patients who died in the hospitals or who were discharged to
hospice facilities were excluded from these analyses.  To prevent double-counting of injuries, patients
who were transferred to another hospital at discharge were excluded.  Injuries resulting from “adverse 
effects”, as indicated by external cause of injury codes (E-codes) were also excluded (CDC, 2007).
E-codes were used to group nonfatal injuries into mechanisms that corresponded to the groupings for
fatal injuries (CDC, 2007).  In this report, all nonfatal self-inflicted injuries are described as “suicide 
attempts”, although this is not actually discernible through E-codes.  This may have resulted in an 
overestimation of suicide attempts, but it is also possible that self-inflicted injuries in general
are underreported.  

It is important to note that the extent of E-coding varied across the counties patients reside in, and over
time within those counties.  The records for residents of Neighbor Islands were significantly more likely
to have E-codes than records for residents of Honolulu County (on average 97.4% vs. 87.5%, respectively).
There were also decreasing trends in the proportion of inpatient records with E-codes for all counties
except Maui, although these were most meaningful for O‘ahu hospitals.  These variations in E-coding need
to be considered when interpreting comparisons between counties and examining trends within a county
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over time.  Most statistics in this report are based only on E-coded records, and therefore underestimate
the real magnitude of injuries by about 9% for both those treated at EDs and for those injuries requiring
hospitalizations.  There was some inconsistency in the contribution to the HHIC database from certain
individual hospitals.  One O‘ahu hospital began contributing ED records in November, 2008, although
this hospital accounted for only 1.4% of ED records.  Two other O‘ahu hospitals closed operations in 
mid-December of 2011.  

EMS data is included in certain chapters (motor vehicle crashes, falls and assaults) for which there were
discreet injury codes in the EMS data collection system.  EMS personnel document the use of protective
equipment (seat belts and helmets) and the approximate time and location of the injury, elements which
are lacking from the more population-based HHIC data.  Patient use of alcohol and drugs is also noted 
in EMS data, either by patient admission, the smell of alcohol on the breath, or physical evidence (e.g.
bottles, drug paraphernalia, etc.) at the scene.  However, since use of “drugs” is not specific, only the EMS
characterization of patient alcohol use is examined.  To avoid double-counting of individual patients,
those who were transferred to another EMS unit were excluded from analyses.  Patients who refused
transport to hospitals (or released at the scene) and those who were dead upon EMS arrival or who died
while in EMS care were included, however, to provide a full description of the effects of protective factors
or alcohol use.  

A grant from the Hawai‘i Department of Transportation (DOT) enabled the linkage of 2007 EMS records
related to motor vehicle crashes to DOT, HHIC, and FARS, and death certificate records.  EMS records
were linked to DOT, FARS and death certificate records probabilistically, on the basis of time, date, and
location of the crash, and patient age, gender and seating position.  This product was then linked to
HHIC records by deterministic methods using patient identifiers, including name and date of birth.
This linked dataset provided examination of the effect of protective devices (as described by EMS, DOT
and FARS) with the ultimate medical disposition of the patients (as described by HHIC records and
death certificates).  

More complete and test-based results of toxicology were available from the Hawai‘i Trauma Registry (HTR).
The HTR includes data from the 7 main trauma centers in the state.  Data was available for the 2008 to
2011 period, but 6 of the trauma centers did not begin contributing data until 2009.  HTR data was 
included to provide a description of substance use among patients who had nonfatal (although serious)
injuries from a variety of mechanisms.  To avoid double-counting, the results of HTR patients who were
transferred at discharge were excluded.  Patients who died, either in the ED or after hospitalization, 
were included, to examine associations between substance use and mortality for injuries where these 
relationships are not better described through other data systems (e.g. motor vehicle deaths and FARS).  

Most of the injury rates have been standardized for age distribution, by the direct method, using the 
U.S. 2000 standard population (Anderson & Rosenberg, 1998).  Sixteen age groups were used for 
standardization across all ages, although certain calculations were restricted to more narrow age ranges.
Statistical tests were conducted with t-tests for continuously distributed variables (e.g. patient age) and
chi-squared tests for categorical variables (e.g. patient gender).  Some trends (described as “significant”
or “non-significant”) were formally assessed using Poisson regression (Clayton & Hills, 1993).  Rate 
differences were tested using different techniques, depending on sample size and use of age standardiza-
tion (Dever, 1984).  All statistical significance testing was conducted at the 95% confidence level.  
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ADRC – Adult Disability Resources Centers

ASIST – Applied Suicide Intervention Skills Training

BRFSS – Behavioral Risk Factor Surveillance System

CDC – Centers for Disease Control and Prevention

CHOW Project – Community Health Outreach Work to Prevent AIDS project

DOH – Hawai‘i State Department of Health

DPS – Department of Public Safety

DOT – Hawai‘i State Department of Transportation

DUI – Driving under the influence (alcohol or drugs)

E-code – External cause of injury codes within the ICD-9 system

ED – Emergency Department

EMS – Emergency Medical Services

EMSIPSB – Emergency Medical Services and Injury Prevention Systems Branch, within DOH

FARS – Fatal Analysis Reporting System

GDL – Graduated Driver’s Licensing 

HACDAC –Hawai‘i Advisory Commission on Drug Abuse and Controlled Substances 

HEMSIS – Hawai‘i Emergency Medical Services Information System

HHIC – Hawai‘i Health Information Corporation

HIPP – Hawai‘i Injury Prevention Plan

HMSA – Hawai‘i Medical Service Association (Hawai‘i’s Blue Cross Blue Shield)

ICD-9-CM – International Classification of Diseases, 9th Revision, Clinical Modifications

ICD-10 – International Classification of Diseases, 10th Revision

IOM – Institute of Medicine

IPAC – Injury Prevention Advisory Committee

IPCS – Injury Prevention and Control Section, within DOH EMSIPS Branch

KIPC – Keiki (childhood) Injury Prevention Coalition

LGBT – Lesbian, Gay, Bisexual and Transgendered

MCHB – Maternal and Child Health Branch, within DOH

NHTSA – National Highway Traffic Safety Administration

PDMP – Prescription Drug Monitoring Program

PSHTF – Prevent Suicide Hawai‘i Task Force

SAMHSA – Substance Abuse and Mental Health Services Administration

STD/AIDS – STD/AIDS Prevention Branch, within DOH

WIC – Women, Infant and Children Services Branch, within DOH

YRBSS – Youth Risk Behavior Surveillance System
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The New Spectrum of Prevention: Guiding Injury Prevention in Hawai‘i

The Spectrum of Prevention is a broad framework that outlines seven levels of intervention, or strategies,
intended to address complex public health problems.  These strategies account for the various factors
that contribute to community health and safety and can be used to develop a comprehensive approach
to address public health concerns. 

Influencing Policy and Legislation
Legislation and policy initiatives affect large numbers of people by improving their environments, 
encouraging healthy lifestyles, and providing for consumer protections.

Mobilizing Neighborhoods and Communities
Engaging neighborhoods and communities in the process of identifying, prioritizing and addressing
public health concerns leads to more accepted and successful community interventions. 

Changing Organizational Practices
Modifying internal policies and practices of agencies and organizations can lead to improved health
and safety for staff and clients and contribute to a healthier community.  Changing practices in some
agencies (e.g., law enforcement, schools) may also affect community health.

Fostering Coalitions and Networks
Coalitions and networks that represent local government, public health, private and nonprofit
organizations, health care, and the community provide an opportunity for collaborative planning, 
coordinated use of resources, and strong support of legislation and organizational change. 

Educating Providers
Educated providers, in and out of the health field, play an important role by identifying injury prevention
issues and intervening as needed. Providers may encourage adoption of injury prevention behaviors, offer
education, and advocate for legislation and organizational change. 

Promoting Community Education
Community education uses different communication channels to reach as many people as possible with
health education messages.  These messages aim to change behaviors and build a critical mass of people
who will become engaged in the issue. 

Strengthening Individual Knowledge and Skills
Health educators and trained community members work directly with individuals to promote health and
safety. Attention may be given to building individuals’ capacity to use new approaches, educate others,
or become more engaged in advocacy.

Source:
The original Spectrum of Prevention was developed by Larry Cohen based on the work of Dr. Marshall Swift. The Contra Costa Health Services Public
Health Division, Community Wellness & Prevention Program later added the strategy Mobilizing Neighborhoods and Communities and renamed the
framework The New Spectrum of Prevention: A Model for Public Health Practice. 
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