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UNDERSTANDING INJURY AND VIOLENCE PREVENTION POLICY AND PROGRAM STRATEGIES 

To effectively change individual or group behaviors, public health professionals utilize two key types of interventions: 
policy-related and programmatic strategies. Policy strategies are those injury and violence prevention (IVP) efforts 
(administrative actions, incentives, resource allocations, etc.) that involve enacting, changing, or enforcing laws, 
regulations, procedures, or other voluntary practices of governments and other institutions.1  According to the Institute 
of Medicine,2,3  policy development is an essential public health function. Strategies that involve providing equipment, 
services, and/or information to individuals or communities for a defined amount of time and with a specific goal in 
mind are classified as “programs” or programmatic interventions. Programs have been an effective cornerstone of IVP 
efforts for decades, helping to raise awareness and change individual or group behaviors.4  

Effective policy and program strategies that are implemented by state IVP programs address multiple forms of 
injury and violence that affect populations across the lifespan — from infancy to advanced age. Given their limited 
resources, state IVP programs are encouraged to prioritize strategies that are supported by the best available 
evidence and can reach those at the highest risk of injuries and violence. In addition, policy and program strategies 
should be evaluated regularly to ensure they are appropriately serving their populations and achieving their intended 
outcomes.

POLICY AND PROGRAM STRATEGIES: PRIMARY FOCUS AREAS  

State IVP programs addressed multiple injury and violence areas through policy and program strategies in 2015. 
States were provided with a list of injury and violence-related topic areas, and were asked to indicate if the areas 
were a primary area of focus, secondary area of focus, minimal focus, or not a focus of the state IVP program in 2015. 
Each state could indicate more than one area of primary focus, and some topics were not mutually exclusive (e.g., 
distracted driving and teen driver safety).5  Figure 12 shows the percentage of state IVP programs that identified the 
injury and violence topics that were their areas of primary programmatic focus in 2015, and the percentage that had 
funding allocated specifically to support evaluation efforts among these top nine primary programmatic focus areas. 

QQ States most commonly reported using programs to address fall injuries, unintentional poisoning/prescription 
drug overdose (PDO), sexual violence, child passenger safety, and suicide.  

QQ Thirty-four percent of states reported a primary focus on one or more motor vehicle injury areas (e.g., child 
passenger safety, teen driving, distracted driving, etc.).

QQ Similar to previous years, the topic areas that were generally not addressed by states in 2015 were elder abuse 
and rural/agricultural injury (no states reported addressing these focus areas). 

QQ States have increased their focus on both falls and unintentional poisoning/prescription drug overdose 
prevention since 2005, whereas their consistent focus on suicide and motor vehicle-related injuries have 
remained high in that same time period. 

QQ Compared to 2013, more states reported specifically allocating funding to support evaluation for the topic areas 
fall injuries (53%), sexual violence (48%), and unintentional poisoning/PDO (45%). 

1 Centers for Disease Control and Prevention, Office of the Associate Director for Policy, “Definition of Policy.” [online] (2016) [accessed 2016 Oct 17]. 
Available from URL: http://www.cdc.gov/policy/analysis/process/definition.html.
2 Institute of Medicine (U.S.). The Future of Public Health. Washington, D.C.: National Academy Press; 1988.
3 Institute of Medicine (U.S.). The Future of the Public’s Health in the 21st Century. Washington, D.C.: National Academy Press; 2002.
4 Building Safer States: Core Components of State Public Health Injury and Violence Prevention Programs. (2013). Atlanta (GA): Safe States Alliance. [accessed 2016 Oct 17]. Available 
from URL: https://c.ymcdn.com/sites/safestates.site-ym.com/resource/resmgr/Files/2013_BuildingSaferStates.pdf
5 Motor vehicle injury as a grouped category was not reported by states in the primary focus areas in the 2015 survey.

http://www.cdc.gov/policy/analysis/process/definition.html
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In the 2015 survey, states were asked to indicate how they selected their primary focus areas. Methods of 
determination included data, funding directives, needs assessments, political influence, state mandates, and other 
factors. 

QQ Four of the five most common focus areas were determined by the information present in local, state, and 
national data. The exception was sexual violence prevention, for which funding directives were the primary 
method of determination (Figure 13). 

QQ State mandates and political influences were the least commonly reported methods of determining primary 
focus areas. These factors were most frequently determinants for unintentional poisoning/PDO.
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Figure 12.  
Top Nine Primary Programmatic Focus Areas Among State IVP Programs and Percentage of States 
with Funding Allocated to Support Evaluation for those Topic Areas, 2015
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POLICY AND PROGRAM STRATEGIES: IMPLEMENTATION AND EVALUATION 

Implementation Plans 

More than half of state IVP programs reported having an implementation plan to address the five most commonly 
reported primary focus areas. Table 3 shows the types of planning, evaluation, and reporting for the five most common 
injury and violence focus areas in 2015. 

QQ Compared to the previous survey year, a larger percentage of states that addressed sexual violence reported 
having an implementation plan in 2015 (96%) than in 2013 (84%). States addressing this topic area had the 
highest reported prevalence of an implementation plan among the five most commonly reported primary topic 
areas.

QQ Fewer states that addressed fall injuries and unintentional poisoning/PDO had implementation plans in 2015 
compared to 2013.

QQ Many states reported that the five most common injury and violence focus areas were addressed in their state 
strategic plan. 

Figure 13.  
Methods Used for Selecting the Top Five Injury and Violence Focus Areas, 2015
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METHODS TO INFORM POLICY STRATEGIES

State IVP programs can play a vital role by informing policy decisions that may affect rates of injuries and violence. 
In 2015, states used multiple methods to inform public, regulatory, and/or organizational policies, both directly and 
through collaboration with partners (Table 4). 

Table 3.  
Reported Planning, Evaluation, and Dissemination of Findings for the Five Most Commonly Reported 
Focus Areas for State IVP Programs, 2015

Evaluation Activities and Reporting 

Strong public health programs require comprehensive evaluation planning in order to track and monitor program 
quality and effectiveness. Across the five most commonly reported focus areas for state IVP programs:

QQ Fewer than half of states reported having an evaluation plan for fall injuries, poisoning/PDO, child passenger 
safety, and/or suicide (Table 3). 

QQ However, 84% of states that had a primary focus area of sexual violence prevention had an evaluation plan in 
place. 

QQ Despite not having a formal evaluation plan, some states reported conducting evaluation activities (e.g., 
collecting process and/or outcome evaluation data) to update or change program or policy activities. The 
percentage of states that reported having outcome evaluation activities was highest for suicide (64%) among 
the five most commonly reported primary focus areas. 

QQ On the decline in 2015, less than half of all states reported policy and program evaluation outcomes to 
stakeholders for all five of the most common primary focus areas (Table 3).
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Public Policy Method

Used Directly 
by the State IVP 
Program in 2015 

Net Change in 
Method Used 

Directly by the State 
IVP Program since 

2013

Used Through 
Collaboration 

with Partners in 
2015

Net Change 
in Method 

Used Through 
Collaboration with 

Partners since 2013

Conducted cost benefit analyses of IVP policies 17%  ↓ 7% 10%  ↓ 12%

Drafted and submitted potential policies to 
policymakers 34%  ↑ 18% 46%  ↓ 8%

Evaluated/assessed/monitored the impact of laws 49%  ↓ 10% 41%  ↓ 22%

Invited congressional delegates to meetings/events 15%  ↑ 4% 32%  ↑ 5%

Invited state or local legislators to meetings/events 27% No change 39%  ↓ 17%

Met with policy makers 39%  ↓ 3% 49%  ↓ 7%

Participated in boards and/or commissions 56%  ↓ 8% 44%  ↓ 32%

Recommended health department positions on bills 54%  ↓ 5% 27%  ↓ 12%

Requested opportunities to review bills 41%  ↓ 7% 27%  ↓ 32%

Sent materials to policy makers 41%  ↓ 4% 44%  ↓ 29%

Testified at state and local hearings 24%  ↓ 6% 32%  ↓ 31%

Worked to develop/enforce regulations for IVP 41%  ↑ 7% 34%  ↓ 22%

Worked to encourage adoption of organizational 
policies for IVP 61%  ↑ 8% 51%  ↓ 12%

Worked to increase public awareness of laws 56%  ↓ 8% 54%  ↓ 22%

Table 4.  
 Methods Used by State IVP Programs to Inform Public Policy, 2015 (N=41), 2013 (N=40)

QQ Compared to 2013, states reported less frequent use of most of the direct methods available to inform policy in 
2015. The only methods that increased were: working to encourage adoption of organizational policies for IVP; 
drafting and submitting potential policies to policymakers; and inviting congressional delegates to meetings/
events.

QQ The most common methods to inform policy that were used by state IVP programs in 2015 included: 

 T Working to encourage adoption of original policies for IVP (61%)

 T Participating in boards and/or commissions (56%)

 T Working to increase public awareness of laws (56%)

 T Recommending health department positions on bills (54%)

Previously, state IVP programs reported using methods to inform policy through collaboration with partners more 
frequently than independently. However, in 2015, informing policy through collaboration with partners decreased as 
much as 32 percent from 2013 in all methods except inviting congressional delegates to meetings/events (5% in-
crease). 
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IMPLEMENTATION OF POLICY STRATEGIES FOR INJURY AND VIOLENCE PREVENTION 

QQ In 2015, the majority of state IVP programs (94%, N=36) implemented policy strategies, including those strategies 
implemented in collaboration with partners. 

QQ Policy strategies were most commonly used to address the following IVP topic areas: child passenger safety 
(54%), teen drivers (46%), unintentional poisoning/PDO (46%), and seat belts (41%) (Figure 14).  
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STATE PROGRAM FOCUS ON THE THREE MOST COMMONLY REPORTED IVP FOCUS AREAS

As noted in Figure 12, the top three most commonly reported IVP focus areas were fall injuries, unintentional 
poisoning/PDO, and sexual violence. The degree of focus (primary focus, secondary focus, or minimal/no focus/no 
data) within each state on these three topic areas are shown in Figure 15.

Figure 14.  
Policy Strategies Implemented by State IVP Programs, 2015

Seventy-eight percent (N=32) of state IVP programs that had a legislative session in 2015 (or during a similarly recent 
period) reported having mechanisms or protocols for communicating with policy makers. This represents a slight 
increase in the percentage of states that reported having mechanisms or protocols for communicating with policy 
makers in 2013 (73%), but a continued decrease since 2009 (89%). 
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Top prevention strategies that were implemented for the most commonly reported IVP focus areas included:

Fall injuries

QQ Exercise-based fall prevention program (e.g., Tai Chi) (80%)

QQ Multi-faceted prevention program (e.g., Stepping On) (73%)

QQ Policy that establishes commissions, coalitions, and/or programs (50%)

QQ Clinical prevention interventions (50%)

Unintentional poisoning/prescription drug overdose (PDO)

QQ Prescription Drug Monitoring Program (83%)

QQ Other prescription drug-related policies (e.g., doctor shopping laws) (63%)

Sexual violence

QQ Conduct training to prevent sexual violence and promote protective social norms (96%)

QQ Teach healthy, safe dating and intimate relationships skills to adolescents (e.g., Safe Dates) (84%)

QQ Teach skills to prevent sexual violence (e.g., Second Step) (64%)

QQ Mobilize men and boys as allies (e.g., Men Can Stop Rape) (48%)
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Figure 15.  
Degree of Focus for Top Three Most Commonly Reported IVP Topic Areas by State, 2015
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Policy Strategies in Action 
STRANGE BEDFELLOWS:  AN UNLIKELY PARTNERSHIP YIELDS CHILD SAFETY GAINS IN 
NORTH CAROLINA
North Carolina has a long history of preventing childhood poisoning. The nation’s second poison control center was 
launched at Duke University in 1954. At the time, a quarter of all childhood poisonings were traced to flavored “candy 
aspirin.” A Duke pediatrician, Dr. Jay Arena, worked with the company that made St. Joseph’s aspirin to invent and 
market the first child safety cap.

Following this tradition, the North Carolina 
Division of Public Health (NCDPH) 
recognized and addressed a new child 
poisoning hazard in 2015. That’s when North 
Carolina’s legislature made it unlawful to 
sell e-liquid — the liquid that fills cartridges 
in refillable e-cigarettes — unless it was 
in a child-resistant container. E-liquids are 
packaged with images that are tempting 
to children. Sold in over 7,000 flavors, they 
are sold in colorful containers that advertise tastes like “candy apple,” just like the fruit-flavored “candy aspirin” of 
decades ago.  In its concentrated form, liquid nicotine is extremely toxic, whether swallowed or ingested through 
the skin. As e-cigarettes became more popular in the preceding years, the Carolinas Poison Center saw a 1,613% 
increase in calls about e-liquid exposure over a 3-year period. No children have died of e-liquid poisoning in North 
Carolina, but a death has been reported nationally. With these increased levels of exposure, the risks of death, 
vomiting, and seizures were too great to ignore.

Requiring a child-resistant container seemed like an appropriate solution, but the lengthy federal regulatory 
process could expose children to a growing hazard for years to come. Instead, a combination of internal and 
external partners worked together at the state level to make the sale of e-liquid in unsafe containers a Class A1 
misdemeanor, punishable by up to 60 days in jail, plus liability for potential damages as well. The approach followed 
a policy change strategy: frame the data, identify an evidence-based solution, and then draft a policy solution 
that multiple partners can support.

The state’s Child Fatality Task Force was instrumental. The Task Force includes 35 members, ranging from Governor’s 
Office appointees, Senate and House appointees, current legislators, and volunteers (including representatives from 
the Injury and Violence Prevention Branch at NCDPH). With an e-cigarette fact sheet in hand (so everyone would be 
working with the same facts), the Task Force members were able to raise the issue and make the case for introducing 
legislation. Other child-serving agencies lent their advocacy expertise to the effort.  

Both Big Tobacco — an influential group in the tobacco-industry state — and the vaping/e-cigarette industry were 
brought on board, even though this collaboration was complicated by the fact that they are locked in competition 
for customers. Big Tobacco sees the vaping/e-cigarette industry as an unregulated competitor, so it was in favor 
of restrictions on e-liquid packaging. The vaping industry recognized the safety implications and did not want to 
be classified as a tobacco product and be subject to federal regulation. And public health saw an opportunity, 
despite the uncomfortable alliance with Big Tobacco, to work together to achieve a safety improvement. Each 
partner played a role in this policy change, and North Carolina’s children are the beneficiaries.


