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Thank you for allowing me to be here today. 

Look forward to hearing from the other panelists. 

I’m the ADP and will talk about our work to refine our priorities as a center, as well as providing information about some work we’re doing to address policy approaches to IVP. 

I will end with some challenges and solutions we see as relevant to the field, including how the epi community can be helpful in advancing these issues. 





• CDC and NCIPC Updates

• CDC’s and NCIPC’s Priorities

• NCIPC’s Focus on Policy

• Policy Challenges

Overview



CDC and 
NCIPC Updates
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Many of you have probably already seen how CDC and NCIPC have changed over the past year but I wanted to provide this information for those of you who aren’t so familiar with our structure. I’ll also talk about our organizational focus and funding to help provide some context for the work we’re doing that I’ll outline further in a bit. 
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This is CDC’s New Proposed Organization Chart (still waiting for formal approval).

Changes include:

 Coordinating Centers were eliminated including:
   - National Center for Health Marketing (NCHM) and National Center for Public Health Informatics no longer exist. Their functions are reallocated to the newly proposed associate directors and deputy directors.
  -  Coordinating Office for Global Health (COGH) becomes the Center for Global Health. Global health programs that were previously housed in other centers will be realigned into this new Center.  NCIPC has been working closely with CGH already and is looking forward to a strengthened relationship as we move forward with our work in global violence and global road traffic safety in particular. 
  -  Coordinating Office for Terrorism Preparedness & Emergency Response (COTPER) is now the Office of Public Health Preparedness and Response
 
Management structure has 5 deputy directors: 
1. Principal Deputy (Deputy Director CDC) -  Ileana Arias
2. Deputy over Infectious Diseases – Rima Khabbaz
3. Deputy over Non-Communicable Diseases, Injury and Environmental Health – Robin Ikeda  
4. Deputy over State and Local Support – Judith Monroe
5. Deputy for Surveillance, Epidemiology and Laboratory Services  (oversees NCHS, surveillance, epi, career development, labs, informatics) – Stephen Thacker

Dr. Frieden’s reasons for change to the structure:
 
To realign our health marketing functions with program implementation
To establish, upgrade or consolidate – 
Office for State, local, territorial and tribal support
Unit for surveillance/epidemiology services
Streamline current structure but define them as Associate Directors for Communications, Policy, Science, and Program 




Office of the Director
Acting Director

Robin Ikeda, MD, MPH

Acting Deputy Director
Amy Peeples, MPA 

Acting Associate Director for Science
Arlene Greenspan, PhD, MPH, PT

Acting Associate Director for
Extramural Research

Adele M. Childress, PhD, MSPH

Health Communication 
Science Office

Director
Wendy Holmes, MA

Office of
Program Management

and Operations

Acting Director
Robin Forbes

Office of Policy, Planning 
and Evaluation

Acting Director
Sara Patterson, MA

Office of Statistics
and Programming

Director
J. Lee Annest, PhD

Division of
Injury Response

Director
Richard C. Hunt, MD, FACEP

Division of Unintentional 
Injury Prevention

Director
Grant Baldwin, PhD, MPH

Division of
Violence Prevention

Director
W. Rodney Hammond, PhD

NCIPC Organization Chart

Presenter
Presentation Notes
As many of you know, NCIPC has also gone through several leadership changes as the new CDC structure has been solidified. Our latest org chart shows that many of us are in acting positions. The good news is that all of us come from within the organization and have been in leadership roles related to our acting positions. 

As you see here and in the CDC chart, Dr. Robin Ikeda is currently serving as our Acting Director at the Center and is also serving in the role of Deputy Director for Non-Communicable Diseases, Environmental Health and Injury Prevention.  She is wearing two hats.  We are currently in the process of recruiting a director for the Injury Center and hope to have a permanent director named soon.





1970s – 1992

1992 – 2000

2000 – future

Building the Case

Conducting/Synthesizing 
the Science

Implementing
Program and Policy 
Interventions

Emphasis of CDC’s
Injury Prevention and Control 

Program
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NCIPC has evolved over the past 4 decades.
The nature of our work is symbolic of the public health model – beginning with
us building the case for IVP activities, identifying what works and now putting 
what works into the field.

The good news is that we know what works for many of our issues; however, 
for others, we don’t yet know but are working to enhance our knowledge base.
And, for even those issues where we have proven interventions (falls, motor 
vehicle), there will always be a need to continue to do some research to 
identify additional interventions or better ways to implement them.

Our emphasis is to identify and share tools and strategies to prevent injuries, 
support organizations and individuals in their implementation.
_________________________________________________
Supporting Information:  NCIPC founding - 1992
Building the case (1970’s-1992):  CDC began studying home and recreational injuries in the early 1970s and violence prevention in 1983. From these early activities grew a national effort to reduce injury, disability, death, and costs associated with injuries outside the workplace (our mission).
Conducting/synthesizing science (what can be done about it) (1992-2000):  In June 1992, CDC established the Injury Center to focus on preventing and controlling injuries and associated deaths and disabilities.  We have assessed what we have and what we know; we have identified what we don’t know and 
Moving toward implementation (Let’s do it) (2000- present):  CDC’s Injury Center is dedicated to identifying and sharing tools and strategies to prevent injuries, and supporting organizations and individuals in their implementation. (our strategy)



Our Mission

To prevent injuries and violence and 
reduce their consequences so that 

people can live to their
full potential.
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Our Mission is to prevent injuries and violence and reduce their consequences so that people can live to their full potential.  We do this through strategic allocation of resources, prioritization, and a focus on policy as a systematic way to address issues we know are preventable such as MV crashes. 
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While we have a big mission, our resources to accomplish our mission are relatively small. After a relatively large increase in FY 2009 ($10M), the FY 2010 appropriation  included an increase of $3M for TDV as requested in the PB. New lines were created for ICRCs and older adult falls (no increase, just shifted $). 

FY 2011 PB – Increase of $1.5M for NVDRS to expand the system by up to 6 states; decrease of $3M for travel and contract savings – net is a decrease for NCIPC’s budget – no word yet on the appropriation process for FY 2011. Outlook is TBD. 
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To put our funding into context, this chart shows that NCIPC is a small Center relative to other parts of CDC; our appropriated resources make up about 2% of CDC’s entire budget. 

Because we have very limited appropriated resources, our Center has had to be very strategic with how to allocate our resources.

One way we’ve done this is through prioritizing our important issues.  We are proud to have priorities and are even more proud of our ability to showcase and highlight those priorities. 	




CDC’s and NCIPC’s 
Priorities



• Strengthen surveillance and epidemiology

• Improve ability to support state and local public health

• Increase impact promoting global health

• Increase prevention effectiveness of health policies 
including health reform

• Better address leading causes of illness, disability, and 
death

CDC Focus Areas
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While the Injury Center has had priorities for a few years, Dr. Frieden’s arrival at CDC brought about a renewed agency focus on some overarching areas that should drive CDC’s public health work.  

These new CDC Focus Areas are:

Improve and Strengthen epidemiology and laboratory surveillance
    - Essentially improving the data to accurately inform action 

2. Support State and local Public Health 
  - Develop state/local capacity to do more effective prevention in the Field 

3. Strengthen Global Health - Building Global Public Health Capacity 

4. Strengthen Policy/Healthcare Reform  
   -Using policy as public health tool to combat disease and injury

5. Public Health Issues with high morbidity/mortality






• Tobacco Use

• Nutrition/Obesity (including food safety)

• HIV

• Healthcare associated infections 

• Motor Vehicle Crashes

• Teen Pregnancy
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CDC Winnable Battles
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Dr. Frieden has also identified six priority “Winnable Battles” and one of them is injury prevention related to motor vehicles. We are excited for Dr. Frieden’s interest and support on this issue and are working with the CDC Office of the Director to ensure we can have maximum impact on motor vehicle crash related injuries and deaths through the public health sector working in tandem with the transportation sector. 

Winnable Battles are key areas in public health where much work/research/has been done; where CDC can develop strategies to make significant progress in moving these issues forward.

The public health strategy is evidence-based and feasible. 
The strategy will have a significant impact on health. 
The strategy is scalable (i.e. can reach a high proportion of those at risk). 
There are metrics/ measurement tools in place to assess performance

  ****Though the list only included 6 topical areas, we see many of our Injury issues as Winnable battles. 





Injury Center Priorities

Child Maltreatment Prevention

Older Adult Falls Prevention

Motor Vehicle Injury Prevention
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So, Dr. Frieden is essentially promoting the use of data to inform action. Here at NCIPC, we reached the 4 year anniversary of our center priorities and used that time and the organizational changes at CDC to assess the progress and accomplishments made to date.  Using the same criteria we used when we originally selected our priorities, we’ve decided to maintain child maltreatment prevention and prevention of falls among older adults as priorities.  

For child maltreatment, the numbers are smaller than for other issues but we are working to build a solid evidence base in this area. We know that adverse experiences in childhood are predictors for a number of violence related risk factors later in life, and we know that these experiences also impact risky behaviors and can be predictors for some chronic diseases. Because we need to address major risk factors for children in order to produce healthy adults, child maltreatment remains a major focus of our center. 

Our focus on older adult falls is due primarily to the fact that we know what works, that the burden is high and continues to grow, and that we’ve begun seeing some momentum in this area and wanted to continue building on that momentum.  

We have replaced our previous priority, residential fire safety, with a focus on motor vehicle safety due to the high burden of motor vehicle injuries on the US public, particularly those age 1-44. This is also a major focus of CDC Director Tom Frieden as I showed a minute ago.   I’ll talk a bit more about our work in each of these areas to illustrate our focus a bit more. 





Burden
• Every year, 1 out of every 8 children experiences a form of child 

maltreatment.
• Every year over 5 million children are at high risk for child maltreatment.  
• Homicide is the 4th leading cause of death for children ages 1-9.

What we know
• Effective home visitation with high risk families can prevent child 

maltreatment.
• Effective parenting and support can prevent child maltreatment.

Potential public health impact
• Widespread, effective nurse home visitation could reduce child maltreatment 

by 40% and show a $3-$6 return on investment for every $1 spent.
• Effective parenting programs have demonstrated outcomes.

Program/policy actions needed
• Public health needs to be engaged in the solution.
• Effective approaches need to be widely implemented.

Preventing Child Maltreatment
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Burden
Every year, 1 out of every 8 children experiences a form of child maltreatment. 
Over 5 million children, annually, are at high risk for child maltreatment. 
2006, US state and local child protective services investigated 3.6 million reports of children being abused or neglected 
In 2007, more than 1700 children died because of abuse or neglect in the US. 
Children less that 4 are at the greatest risk of death from child maltreatment, with infants under age 1 accounting for 42%. 
Homicide is the 4th leading cause of death for children 1-9

What we know 
Child maltreatment has a negative effect on physical health and can have long-term impacts, such as an increased risk for chronic diseases later in life, heat, lung and liver diseases in adulthood.
A number of protective factors can prevent child maltreatment from occurring, and CDC has worked to create the concept of safe, stable, nurturing relationships (SSNR)s to address child maltreatment prevention through a positive lens that supports parents and helps them raise families free of violence. 
Effective home visitation with high risk families and parent training and support can prevent child maltreatment.

Potential Public Health Impact
Home visitation, by a nurse, is known to reduce child maltreatment by as much as 40% through encouraging positive parenting. Return on investment of $3-$6 for every dollar spent on programming. 

Widespread, effective parenting programs could:
Reduce child maltreatment recidivism by approximately 60%
Reduce confirmed cases of CM by 22%
Reduce out-of-home placements by 16%
Reduce CM injuries requiring hospitalization or emergency room treatment by 16%

Triple-P – Positive Parenting Program – has shown to effectively promote positive parenting and reduce child behavioral and emotional problems (800 providers training in SC). Results were impressive, showing that for an area containing 100,000 children under the age of 8 could translate into 688 fewer cases of child maltreatment, 240 fewer out-of-home placements and 60 fewer children with injuries requiring hospitalizations or emergency room treatment.

Program/Policy Actions needed:
Public health has not historically been the home for work in this area.  The home has been with child welfare and criminal justice.   We have the Public Health Leadership initiative which is identifying capacity for CM prevention work in states and will work to enhance capacities as they are identified.  We are working with our partners at HRSA and ACF on the home visitation component of the health reform legislation and are also working to promote other promising programs like Triple P. We want to promote the adoption of evidence based interventions and continue identifying new ways to promote SSNRs. 



Burden
• One-third of older adults, age 65 and older, fall annually.
• Falls are the leading cause of fatal and non-fatal injuries among older 

adults. 
• From 2000-2005, fall-related death rates increased 38%. 
• In 2000, direct medical costs totaled $179 million for fatal falls and $19 

billion for nonfatal fall injuries. 

What we know
• Exercise, medication review, vision checks, and home modification work.
• Comprehensive programs reduce falls 35%-55%.

Potential public health impact
• Proven prevention programs return up to $2.50 for every dollar invested.

Program/policy actions needed
• Expand proven programs to community settings; develop tools for health 

care professionals; explore Medicare and other
health policy options.

Preventing Older Adult FallsPreventing Older Adult Falls
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Burden 
A significant problem, as falls are the leading cause of injury deaths among older adults, and the cost of falls is nearly $20 billion per year. The cost and incidents of falls will continue to increase as the population ages, making prevention critical in the effort to reduce costs and the burden to our health system. An older adult dies from a fall every 33 minutes.

What we Know
We know that there are interventions that work to prevent falls, including exercise, medication review, vision checks, and home modification to reduce home hazards. 
Comprehensive programs reduce falls 35-55%. 

Potential Public Health Impact 
Proven prevention programs return up to $2.50 for every dollar invested. 
We also know that spending $1250 on falls prevention programs for one high risk individual can produce a benefit to society of $10,800. 

Policy/Program Activity Needed
In FY 2009, CDC is working to expand its capacity to act on what we know works by funding a small number of states to conduct demonstrations of two evidence-based programs in order to evaluate their effectiveness in community settings. These projects are currently underway in OR, NY, CA, and WI. Additionally, CDC is developing a screening tool for medical professionals to use with their patients in order to ascertain risk of falls.  

We need to expand the implementation of effective programs in community settings.  We’ve seen success in states like WA that have shown a 3% decrease in hospitalization rates for falls among adults ages 65+.  This effort should be replicated nation-wide.

CDC works closely with its partners in addressing falls prevention largely through the national and state-based Falls Free Coalition's which are working to address program implementation, evaluation, policy, and data collection to improve our work in falls prevention at all levels and among all older adults.

We also need to develop long-term policy changes, both at the state and Federal level that are consistent with the proven interventions and could translate into coverage or reimbursement changes.  We recently held a meeting with experts in the area of falls prevention to begin addressing policy approaches to falls and I’ll talk about this particular project a bit more in a minute. 



Burden
• Leading cause of death for people ages 1–34 and 8th leading cause of death 

overall. 
• Nearly 5 million people sustain injuries that require an emergency 

department visit.
• Motor vehicle crashes cost around $99 billion annually.
What we know
• We have interventions that work: graduated drivers licensing (GDL), restraint 

use for children and adults, alcohol-impaired driving strategies.
Potential public health impact
• Strong GDL laws – 30% reduction in fatalities compared to poor laws.
• Restraint laws – safety belts for adults are 45 to 60% effective in preventing 

deaths.
• Alcohol-impaired driving laws – lowering BAC from 0.08 to 0.05 would lead to 

a 6-18% reduction in alcohol-related fatalities.
Program/policy actions needed
• Strategic selection & implementation of health

policy interventions.

Preventing Motor Vehicle Crash-Related Injuries
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Burden
Leading cause of death for people ages 1–34 in U.S.
Nearly 5 million people sustain injuries that require an emergency department visit.
Motor vehicle crashes cost around $99 billion annually. 

What we Know
We have a long list of interventions that work:
Teen Driving – GDL laws can lead to a 38% reduction in fatal crashes and 50% reduction in injury crashes among 16 year olds.
Motorcycle helmets – reduce the likelihood of crash fatality by 37% and serious head injury by 72%. NHTSA estimated that between 1984 and 2006 helmets saved the lives of over 19,000 motorcyclists and more than 12,000 more lives could have been saved if helmets were worn.
 Alcohol Impaired Driving – lowering the BAC from .10 to .08 saved 400-600 lives annually.  Moving from a .08 to 05 BAC level would save an estimated 538 lives per year.

Comprehensive approaches including increasing sobriety checkpoints (15-20% reduction in crashes), increasing the use of ignition interlocks (65% reduction in DUI recidivism) and maintaining the minimum legal drinking age (0ver 800 lives saved annually) are key.

Potential Public Health Impact
The interventions above work.  We just need to expand these efforts on a national scale and enhance existing laws.  We have a proven track record. For example:
We’ve had tremendous success with increasing seat belt use about American Indian/Alaskan Native Tribal communities.  In collaboration with the Indian Health Services, we’ve funded 4 tribes which has resulted in a tripling of driver seat belt use, 71% increase in child safety seat use, and a 51% increase in DUI arrests. (In 2008, the Ho-Chunk, White Mountain Apache, Tohono O'Odham, and San Carlos Tribes received $71,480 to reduce motor vehicle injuries among American Indians).

Program/Policy Actions Needed:
Strategic selection of key policy interventions to enhance or implement and the state and/or national level, such as:
Stronger GDL policies and programs in each state (ND currently doesn’t have any law) – GDL pilot underway in IA and NH
Primary seat belt laws in every state (20 without)
Dissemination and application of community review findings related to ignition interlocks – Community Guide review coming out in fall/winter. 

We have reached out to NHTSA and are working with them to identify some key activities we will address together to unify approaches in the transportation and PH sectors. 





NCIPC’s Focus on 
Policy
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We are engaged in a number of activities to improve our internal capacity to support and engage in policy work, and we have been working with states to do the same. I’ll go over some key activities we are currently engaged in and how CSTE members can be more involved. 



• ASTHO President’s Challenge 

• National Injury Policy Framework

• Injury Prevention Strategic Planning

• Transportation Policy

• Falls Prevention Policy 

National Policy Activities
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ASTHO President’s Challenge:  Many of you know about the ASTHO Pres Challenge – currently 27 SHOs and 1 territory have signed on – our plans to support this effort along with ASTHO include development of resources for SHOs and the potential for a policy forum on this topic. ASTHO also held an expert panel meeting in May to begin identifying key issues for SHOs to address. 

National Injury Policy Plan:  OPPE is funding initial work on a national injury policy plan with APHA.  

Strategic Planning Efforts:  OPPE is working with STIPDA on development of strategic plans, messages, and and Health Care reform initiatives to get injury and violence prevention on others’ radar (e.g. TFAH)

Transportation Policy
CDC has developed a document that outlines our recommendations for how transportation and public health policy are related. This was a joint effort by NCCDPHP, NCEH, and NCIPC. Follow-up from the transportation 101 meeting we held in DC in November 2009. We had Transportation 102 in May of this year to begin bringing PH partners together on how to implement the recommendations. Plans are underway to follow-up with additional outreach to partners, including NHTSA. 

Falls Policy:
AOTA collaboration on policy gaps,  opportunities, recommendations for falls prevention – primarily Medicare but may also address other policy opportunities (Medicaid, private insurance, etc.). Met in June with several experts in the field to discuss gaps and recommendations. NCIPC will be working with NCOA, AOTA, Safe States, and others on next steps (how to get recommendations into practice). 




• National Conference of State Legislatures
• Child Injury Prevention
• Teen Dating Violence Prevention 
• GDL Toolkit Pilot
• Policy Education Training
• State Health Department Policy Guide

State Policy Activities
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NCSL– We worked with NCSL to convene state legislators last year and are working on providing TA to state legislators who have an interest in advancing legislation on IVP topics. We also work with NCSL to develop and distribute legisbriefs and postcards to highlight key injury topics.  Next year we hope to bring together legislators, SHOs, and other key folks from a few states to work on a particular issue. 

Child Injury:
Core II - Collaborations with state health departments.  We currently fund 30 states for core infrastructure support related to injury and violence prevention.  Five of those states (CA, CO, GA, NY, and WA) are receiving additional funds to increase & strengthen the ability of state health department injury prevention programs to address child injury prevention through policy interventions.  Policy topics being addressed include booster seat and GDL laws, open water drowning prevention, and fire prevention. 
Child injury Policy Clearinghouse (WHO Report/DUIP Data Report ) (Safe Kids) - CDC campaign “Protect the One’s You Love” reinforced the need  for a “One stop Shop” that will gather and disseminate information on a variety of important resources and polices for childhood unintentional injuries. Hope is to get partners, parents, policy makers and advocates thinking “why is policy important.” 

Teen Dating Violence Initiative: 
We are undertaking an initiative to promote respectful, nonviolent dating relationships among adolescents living in high-risk, inner-city communities.  The objective of this project is to develop, implement, and evaluate a comprehensive approach to promoting respectful, nonviolent teen dating relationships by utilizing current evidence-based practice and experience.  The focus on high-risk, inner-city communities is predicated on data that suggest that the prevalence of dating violence and IPV/SV is higher in poorer communities than in their advantaged counterparts.  Moreover, this project aims to fill a gap in our understanding of teen dating violence prevention because existing effective teen dating violence prevention programs have not been identified for these high-risk populations. 
Through Core II, we are also funding 6 states to do program and policy work in TDV prevention (CA, CO, FL, MA, MN, and PA).

GDL Toolkit Pilot:  We are also working in 4 states (IA, NH, MI, and ND) and will identify another 2 to pilot a GDL planning guide that is designed to assist states with impacting GDL policy. The funded states are Iowa and New Hampshire

Concussion in Youth Sports :  We provided technical assistance to BIAA WA and worked with them in passing the nation’s first law on return to play for young athletes who sustain a concussion.  Want to evaluate these laws to ensure they are having their intended impact. 

State HD Policy Guide: Developing guidance to send to SHDs on how injury programs can engage in policy work. Came by request from several injury directors who wanted something from CDC to point to. Hope to have it finalized in the fall. 



http://www.cdc.gov/ncipc/wisqars Current 18 States Funded

NVDRS

Data Informed Policy

Presenter
Presentation Notes
I’ve talked a considerable amount about some of the policy activities we have or are currently undertaking here at the Injury Center. I would be remiss, however, if I didn’t mention one of the tools that we have that is vital to informing any policy and/or program – data. 

Good data provides a base on which policy decisions can be made and evaluated (can add priorities determined as well). NCIPC’s WISQARS system offers non-fatal and fatal injury data for both unintentional and violence related injuries. It also offers access to the National Violent Death Reporting System (NVDRS) data

NVDRS is a data collection system currently operating in 18 states across the United States ($3.5 million in appropriated funds). It collects data on violent deaths from a variety of sources, including death certificates, police reports, medical examiner and coroner reports, and crime laboratories. Individually, these sources provide fragmented data that explain violence only in a narrow context. Together, these sources offer a more comprehensive picture of the circumstances surrounding a homicide or suicide. As a result, NVDRS provides insight into the optimal points for intervention, thus improving violence prevention efforts. 

As mentioned earlier, the FY 2011 PB asks for an additional $1.45 million in funding to expand the program in up to 6 additional states.

Over the last two years we have been working on two modules for WISQARS – a mapping module and a cost module. The mapping module compliments other modules in WISQARS that provide data on fatal and nonfatal injuries and violence-related injuries at the national and state levels. We plan to release the new Fatal Injury Mapping module to the public the first week of March 2010.  The cost module is expected to be available in 2011. 


http://www.cdc.gov/ncipc/wisqars�


Policy Challenges
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In order to do our policy work, we face a number of challenges and opportunities to address these challenges together. I’ll highlight four key challenges. 



• Maximizing limited resources

• Making injury and violence a public health issue 

• Integrating injury and violence prevention

• Strengthening program and policy implementation

22

Policy Challenges
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As we move forward in our policy work, we have encountered four distinct challenges. For each of these challenges we have taken some steps to overcome them. However, there is a considerable amount of work still to be done. 

Maximizing Limited Resources: 
We currently fund 30 states for injury and violence prevention. Each state receives approximately $120,000 per year. In order to maximize these resources both NCIPC and our funded states need to reach out to partners to leverage resources, promote policy as an intervention and to disseminate tools and tactics that promote evidence based policies/programs.  

Injury and violence prevention have not been accepted as a public health issue: 
Injuries are often seen as accidents that cannot be prevented and violence related injuries are often seen as a law enforcement/justice issues instead of as public health issues. So, we will continue to make the case that injury is a public health issue as the health consequences of these injuries can last a lifetime. We’ve begun to seen some incremental changes, most recently with non-traditional partners bringing injury to the table to discuss the transportation bill reauthorization. We have a long road ahead of us to reframe injury and violence as a public health issue at both the state and federal level. 

Integrating Injury and Violence Prevention:
The causes and impacts of injuries and violence are not limited to the public health arena. IVP has important linkages to the justice system, social services, transportation and others. Despite the linkages, it is an uphill battle to integrate injury and violence prevention into other health and non-health focused disciplines. We’ve been working hard to establish better cross-Center collaborations and inter-Departmental collaborations. We are the small kids on the block but we have proven interventions that are cost-effective.  We’ve worked hard to build linkages with other parts of CDC, HHS and the Federal government (including with DOT and HUD) and have done similar work with non-governmental partners.  We are beginning to experience some success but have a long way to go to gain recognition for the role of injury and violence prevention in helping individuals live their lives to the fullest.   

Strengthen our Program and Policy Implementation:  
Programs and policies are the most effective when implemented as intended. Unfortunately, we do not have the resources to support the implementation of every one of them so we need to strategically select topic areas that have a policy component and could have a direct impact on health. Although we have made strides to support policy implementation through the Core program and with the National Policy Agenda, we have a long way to go though to help build the state/federal capacity and resources to effectively implement all IVP policies. (examples: unified policy agenda, evidence based programs)



Thank you!
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