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Community Description 
 
Founded in 1841 by Tennessee lawyer and trader, John Neely Bryan, Dallas has become one 
of the most vibrant economic and cultural centers in the United States.  “The Big D” is now the 
nation’s ninth largest city with a population of nearly 1.3 million.  And, the rapidly growing 
Dallas-Ft. Worth Metroplex has become America’s 4th largest Metropolitan area with a 
population of more than 6.4 million.  One quarter of all Texans now live in the DFW area. 
 
Dallas holds a prime location as a hub for business and travel.  The city is geographically 

centered in the middle of the country, with 
more than 25 major cities reachable in less 
than 12 hours driving time.  That includes 
cities in Alabama, Arkansas, Kansas, 
Louisiana, Mississippi, Missouri, New 
Mexico, Oklahoma and Tennessee. 

Covering a total area of 385 square miles 
(997.1 km2), Dallas is the largest 
metropolitan area in the nation that is not 
located on a navigable body of water.  Only 
11 % of the city’s area, roughly 42 miles, is 
covered by water.  But the city is connected 
through a “hub and spoke” system of 
freeways including four major interstate 

highways – Interstates 20, 30 35 and 45.  In 2009, there were 35,213,934.23 vehicles miles 
traveled on Dallas County freeways (NCTCOG, 2011). 

The DFW area has two commercial airports, 
Dallas/Fort Worth International Airport (DFW) and 
Dallas Love Field.  DFW International is larger than 
the island of Manhattan, and is the third busiest 
airport in the world offering nearly 1900 flights per 
day.  DFW serves more than 55 million passengers a 
year with non-stop service to 184 domestic and 
international destinations. Every major city in the 
continental United States is reachable from DFW by 
air within four hours or less (DFW Airport, 2011) 

Dallas has a rich history. In 1907, the city became 
known as a fashion and shopping mecca when 
Neiman Marcus opened its first store in downtown 
Dallas, where the company is still headquartered 
today (Neiman Marcus, 2011). The DFW area is now 
home to 24 Fortune 500 companies. 

The low point in Dallas history came on November 
22, 1963, when President John F. Kennedy was 
assassinated while traveling in a motorcade through Dealey Plaza. The event is recognized with 
a nearby memorial, and by the Sixth Floor Museum in the former Texas School Book 
Depository. 
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Population 

According to the 2010 US Census data, Texas’ population increased by 4.3 million since the 
2000 census, bringing the state’s population to 25.1 million. Of the 4.3 million in growth, 2.8 
million (65%) are Hispanic (Texas State Data Center, 2011).  
 
The population of Dallas County is almost 2.4 million, which in addition to the City of Dallas, also 
includes other municipalities such as Irving, Addison, Duncanville, Farmers Branch and 
Carrolton, among others. Dallas County has a young population, where the median age of 
residents is 30.5 years, two years younger than the median age for a Texas resident (32.3 
years) (City Data, 2011).  

Although Dallas' population 
has historically been 
predominantly white, it has 
diversified as it has grown in 
size to the point that non-
Hispanic whites now represent 
less than one-third of the city's 
population. In addition, recent 
data showed that 26.5% of 
Dallas' population was foreign-
born. Fifty-seven percent are 
white, 23.2% are African 
American, 0.4% are American 
Indian, 2.5% are Asian, and 
17.3% are some other race. 
Hispanics or Latinos of any 
race make up 43.1% of the 
total population; Mexican 
Americans make up 38.5% of 
the population (US Census Bureau, 2006-2008).  

Culture  
 
Modern Dallas is a sophisticated cultural 
mecca, now home to the largest arts district 
in the nation.  Some of the venues in the 
district include the Bill and Margot Winspear 
Opera House, the Latino Cultural Center, 
the Nasher Sculpture Center and the Dallas 
Museum of Art.  
 
The city also has many historic 
neighborhoods, such as the Swiss Avenue 
District, and elegant downtown buildings 
including Dallas City Hall designed by I.M. 
Pei.  
 
Perhaps the most notable annual event in 
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Dallas is the State Fair of Texas, which has been held annually at Fair Park since 1886. The fair 
is a huge event for the state of Texas and brings an estimated 350 million dollars to the city’s 
economy annually. 
 
Sports 

Dallas is home to four major sports franchises, including the: 1) Dallas Cowboys of the National 
Football League; 2) Dallas Mavericks of the National Basketball Association; 3) Texas Rangers 
of Major League Baseball; and 4) Dallas Stars of the National Hockey League. Both the 
Mavericks and Stars teams play at the American Airlines Center, while nearby Arlington, Texas 
houses the Rangers at Rangers Ballpark, and the new 80,000 seat Cowboys Stadium, which 
was the site of Super Bowl XLV. 

Media 

Dallas has numerous local newspapers, magazines, television stations and radio stations that 
serve the Dallas/Fort Worth Metroplex. The Metroplex as a whole is the 5th largest media market 
in the U.S.  

 
Economy 

Originally one of the largest markets for 
cotton in the U.S., Dallas moved on to 
become one of the largest markets for oil 
in the country.  In the 1930’s, oil was 
struck in the eastern fields of Texas.  As a 
result, oil companies were founded, 
millionaires were made, and oil barons 
became the face of Dallas. The prime time 
soap opera, Dallas, which was broadcast 
from 1978 to 1991, featured the fictional 
Ewings, a wealthy Dallas family in the oil 

and cattle-ranching industries. Many of the exterior scenes were filmed in Dallas, and Southfork 
Ranch, the “home” of the Ewings, still welcomes visitors for tours and special events.  

Today, oil still plays a major role in the Dallas economy.  Outside of Alaska, Texas holds most of 
the U.S. oil reserves (Dallas Chamber of Commerce, 2011). 
 
In addition to employment in the oil industry, other major employers in the Dallas area include 
American Airlines (Dallas, Ft. Worth Airport); Lockheed Martin (in nearby Ft. Worth); Parkland 
Health & Hospital System (PHHS), and Baylor University Medical Center.  The city also has a 
high concentration of telecommunications companies, including Texas Instruments and regional 
offices for AT&T, Ericsson, Fujitsu, Nokia, Sprint and Verizon, as well as national offices of 
Comp USA. 
 
Compared to the rest of the nation, the cost of living in Dallas County today is 5.3% lower than 
the U.S. average. The unemployment rate in Dallas County is 8.3% compared to 9.4% for the 
U.S. (US Bureau of Labor Statistics, 2011). 
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In 2009, the median family income in Dallas County was $51,025, compared to $56,607 and 
$61,082 for the state of Texas and United States, respectively. Nineteen percent of the 
population in Dallas lived below the poverty line. (US Census Bureau, 2009). 
 
Education 
 
The Dallas Independent School District (DISD) operates schools in much of Dallas County. It is 
the second largest school district in Texas and the 12th largest in the United States. The total 
school enrollment in Dallas County was 645,000 in 2009. While 75% of the Dallas County 
population 25 years and older had a high school diploma and 27% had a bachelors degree or 
higher (US Census Bureau, 2009), 15.4% of Dallas County students who should have 
graduated in 2008 dropped out between ninth grade and graduation (KIDS COUNT, 2011). 
 
Health 
 
State of the art medical facilities abound in Dallas.  Many of the major hospital centers 
consistently rank as top in the nation. There are two dozen hospitals in the Dallas Fort Worth 
area and over 5,200 direct care physicians, almost 19,900 registered nurses, and over 1,400 
dentists in Dallas County alone (City of Dallas, 2011).  
 
Named one of Modern Healthcare’s “25 busiest community hospital emergency department,” 
Parkland Memorial Hospital is consistently honored with the title of one of the Best 100 
Hospitals in the U.S. by US News & World Report. Parkland is the principle health care facility 
for the Dallas County Hospital District, and is also the principal teaching hospital for the 
University of Texas Southwestern Medical Center (UTSW). Parkland Health & Hospital System 
has defined all potential hazards that may impact the system and has developed the 
infrastructure, capacity and capability to sustain staff and mitigate the event by mobilizing, 
responding and recovering from the event. Parkland serves as a regional Lead Facility in 
responding to the disaster health care needs of the community and citizens served. The Trauma 
Center at Parkland Memorial Hospital is a Level 1 Trauma Center serving Trauma Service Area 
E (TSA-E), known as the North Central Texas Trauma Regional Advisory Council (NCTTRAC). 
This incorporates 19 north central Texas rural, suburban and urban counties. 
 
Nearly half of the unfunded patient population in Dallas County is treated at Parkland each year. 
Parkland’s place in history may have been solidified on November 22, 1963, when President 
Kennedy was brought to the hospital after being shot 
(http://www.parklandhospital.com/whoweare/kennedy.html).  
 
The Injury Prevention Center of Greater Dallas, which facilitates the World Health Organization 
Safe Communities initiative is housed at Parkland.   
 
Despite the number of hospitals within the Dallas area, Dallas County ranks worse than other 
counties in terms of the population’s access to care. This assessment takes into account wheth-
er or not a person has insurance or a personal physician, among other factors. About a third of 
Dallas County residents under the age of 65 do not have health insurance. Compared to other 
large counties in the state – Tarrant (Fort Worth), Harris (Houston) and Bexar (San Antonio) – 
Dallas County ranks the highest. The national percentage (17%) and the state’s (26%) are both 
lower than Dallas County’s 33% of uninsured residents under 65 years old (PHHS, 2010).  
 
Nearly one in four Texas children is uninsured. Metro areas such as Dallas have even higher 
rates of uninsured children (KIDS COUNT, 2011).  Although Texas has ranked as the best state 
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in which to do business (CNBC, 2010), the state ranked 34th lowest in overall child well-being 
and 43rd lowest in child poverty (KIDS COUNT Data Center, 2008). 
 
 
 
 
 
 
 
Injuries are the leading cause of death for Dallas County residents ages 1-44 and the third 
leading cause of death overall behind heart disease and cancer in Dallas County.  In 2007, 
injury deaths accounted for 47% of all deaths among children 1-14 years of age, and 72% of all 
deaths among ages 15-24 years.   
 
From 1997-2007, there were over 1,100 deaths from injuries each year in Dallas County (Table 
1). Sixty percent of the deaths were unintentional and 40% were intentional (suicides and 
homicides). Traffic injuries were the leading cause of injury death accounting for over one-
quarter of all deaths (26%) followed by homicide (22%) and suicide 18%).

 
 

 
From 1999-2007, the Dallas County 
age-adjusted injury death rate was 
71% higher for homicide and 10% 
higher for falls than the U.S. rate 
(Figure 1).  
 
The rate of injury deaths by 
race/ethnicity varied considerably 
(Figure 2).  The homicide rate for 
African Americans was 2 and 5 
times higher than the rates for 
Hispanics and whites, respectively. 

DESCRIPTION OF THE MOST PREVALENT INJURY DEATHS, INJURIES AND 
RISK FACTORS 
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The suicide rates for whites were 3 
times higher than the rates for 
African Americans and Hispanics.  
Unintentional injury deaths were the 
leading cause of deaths for whites, 
African Americans and Hispanics. 
 
Among males, the rate for African 
Americans (42.0 per 100,000 
population) was 63% higher than for 
Hispanics (15.4 per 100,000 
population) and 84% higher than for 
whites (6.5 per 100,000 population). 
Among females, the rate for African 
Americans (8.0 per 100,000 
population) was 62.5% greater that 
Hispanic (3.0 per 100,000 

population) and 66% higher than white (2.7 per 100,000 population). 
 

Among persons 15-24 years of age, 
motor vehicle crashes were the 
leading cause of unintentional injury 
death, accounting for 70% of deaths 
(Figure 3). For persons 45-54 years 
of age, unintentional poisonings and 
motor vehicle crashes each 
accounted for 43% of deaths (Figure 
4). Since 1999, motor vehicle crash 
death rates have been declining, 
while unintentional poisoning death 
rates have increased (Figure 5). 
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Persons 65 years of age and older have the highest rates of death for falls (Figure 6) and fire. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In 2007, Dallas County hospitals discharged more than 10,000 Dallas County residents with 
injuries (ICD-9 800-995). The leading 
causes of admission were falls (39%) 
followed by motor vehicle–related 
injuries (16%), and intentional (6%) and 
self-inflicted injuries (6%). The average 
stay in the hospital was 5.9 days with an 
average charge of $37,500. Total 
charges exceeded $97 million; 27% of 
hospital admissions was covered by 
commercial insurance. 
 
In 2006-2007, more than 2,000 Dallas 
County children ages 0-17 were 
admitted to the hospital for injuries. The 
average length of stay was 4.3 days, 
with injuries due to fire requiring the longest average stay of 12.9 days. The average hospital 
charge was $34,633 per admission with fire-related injuries and assaults having the highest 
average hospital charge ($78,551 and $52,870, respectively). Total hospital charges for child-
related injury hospital admissions in Dallas County were nearly $70 million, underscoring the 
need for prevention. 
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Over the past decade, the number of motor vehicle crashes in the United States has declined 
slightly. However, thousands of children under the age of 15 continue to be killed and seriously 
injured as a result of motor vehicle crashes. According to the National Highway Transportation 
Administration (NHTSA), twice as many youth ages 8 – 14 are killed in motor vehicle crashes 
each year as compared to children 0 through 7 years of age (NHTSA, 2011)  Nationally in 2006, 
there were 340 fatalities of children 8 to 12 years old, of which 52% were unrestrained (NHTSA, 
2006).  

 
However, this is just the tip of 
the iceberg.  In 2002, motor 
vehicle crashes accounted for 
over 190,000 reported injuries 
and nearly 20,000 
incapacitating injuries among 5 
to 15 year olds across the 
nation. Incapacitating injuries 
were defined as impacting the 
child’s ability to walk or perform 
every day activities (NHTSA, 
2011).  
 
The IPC developed a 3-year 
“tweens” occupant safety 
project that is funded by the 

Texas Department of Transportation (TX DOT), to increase proper restraint use among youth 
ages 8 to 12 years of age in west Dallas. The IPC utilized the Safe Communities model to 
develop, implement, and evaluate this project.  
 
To ensure that the program was culturally competent, IPC staff conducted formative evaluation 
through focus groups with parents, youth, primary care providers, and other community 
stakeholders. Additionally, community asset assessments were conducted to identify key 
community stakeholders, including churches, schools, recreation centers, grocery stores, parks, 
clinics, and libraries. Community assets are a vital component of effective public health 
interventions because these venues can provide places to communicate messages, locations 
where group events can be held, and a way to promote community involvement.  Results from 
previous IPC research, as well as results from the focus groups and community asset 
assessment were utilized to develop the project. 
 
IPC project staff built community relationships with west Dallas schools, parents, youth leaders, 
churches, key community stakeholders, and other agencies/organizations and organized a 
community coalition. This community coalition is an integral component of the intervention 
where the members have been trained on “tween” occupant safety and meet quarterly to plan 
for programmatic and community activities. Stakeholders then serve as health educators of 
“tween” safety within the community using the train-the-trainer model. This model is based on 
adult learning theory, which states that people who train others remember 90% of the material 

Description of how local stakeholders worked together on a recent injury 
prevention project: 
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they teach, and diffusion of innovation theory, which states that people adopt new information 
through their trusted social networks (UCLA, 2011) Thus, the train-the-trainer education 
provided to stakeholders developed a group of skilled community-based educators/trainers, who 
in turn educate and train others in West Dallas churches, community organizations, and schools 
on “tween” occupant safety.  
 
Program Description 
 
 
 
 
 
 
 
History  
 
“Problems cannot be solved at the same level of awareness 

that created them.” 
Albert Einstein 

 
 

In 1991, Dallas was facing a crisis. Injuries and trauma-related deaths had increased by 38% 
over previous years. Trauma-related injuries were growing at such a rate that by 1995, the 
number of trauma patients would eventually exceed the capacity of Dallas area hospitals to treat 
them. 
 
Something had to be done – but not the same things that had always been done. 

In 1992, more than 100 area health, government and business leaders examined the issue and 
developed a unique plan to address the problem. Instead of focusing on treating and managing 
injured patients, the plan outlined the need for a community-based organization focused solely 
on the prevention of injuries and associated deaths. In an unprecedented move in 1994, the 
Injury Prevention Center of Greater Dallas (IPC) was established with funding from five of the 
city's local hospitals (Parkland Health & Hospital System, Baylor Health Care System, Methodist 
Health Systems, Texas Health Resources, and Children’s Medical Center of Dallas), as well as 
several private foundations and corporations. The establishment of the IPC was also endorsed 
by numerous local organizations/agencies including the Dallas County Commissioners, 
Parkland Board of Managers, City of Dallas, Dallas Medical Association, and Dallas/Fort Worth 
Hospital Council.  

 In 1996, the IPC assisted Dallas in becoming the first World Health Organization (WHO) 
designated Safe Community in the United States and the first urban city in the world to receive 
designation. Dallas was re-designated in 2007. 
  

Indicator 1: Demonstrate leadership based on partnership and 
collaborations with all community sectors that are responsible for safety 

promotion in the community.  
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Guiding Principles 
 
In 2009, the IPC conducted a strategic planning process to establish feasible priorities for 2010-
2013. As part of the process, guiding principles were developed. The four guiding principles of 
the IPC shape our organizational culture, and provide direction in all circumstances and 
decision-making, regardless of changes in our goals, strategies, or leadership. The guiding 
principles are described below. 
 
 
Use data to drive strategies 
 
To prevent injuries and violence, it is important to first understand the problem. What is causing 
the problem? Who is affected? What are the circumstances in which it occurs? To answer these 
questions and others, it is critical that data be collected. The IPC collects data from the medical 
examiner’s office, local hospitals, fire departments, police departments, EMS, schools and 
others. The data is used to identify populations at risk, determine risk factors, detect emerging 
issues, and design and evaluate prevention programs.  
 
Collaborate with the community 
 
The concept of a safe community recognizes that no single approach to injury prevention and 
safety promotion can be as effective as collaboration among community organizations and 
community members. The IPC has an infrastructure that is based on partnership and 
collaboration. The IPC works collaboratively with more than 100 agencies, social service 
providers, governmental departments, hospitals, clinics, schools and faith-based organizations 
to actively engage the community in planning, implementation, and evaluation of injury 
prevention programs. Additionally, the IPC facilitates or supports coalitions, aimed at reducing 
injuries and associated deaths. 
 
Use evidence-informed approaches  
 
The IPC utilizes only interventions which have been proven effective and moves beyond 
ineffective approaches to create systematic, comprehensive strategies that change conditions, 
which lead to improved community safety measures. There are many scientifically-evaluated, 
evidence-informed interventions that 
have proven effective in reducing 
injuries and violence. However, there 
is often a “knee-jerk” reaction when 
selecting an intervention – a trap that 
many organizations/groups fall into 
when implementing prevention 
programs. The easiest, most 
obvious, most affordable, or most 
acceptable strategy is seldom the 
most effective. As is the case when 
selecting treatment for injured 
patients, knowledge of the range of 
effective injury prevention strategies 
is critical when choosing prevention 
options. Often the “knee-jerk” 
reaction is a preoccupation with the 
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individual: the blame the victim, train the victim paradigm. Dr. George Albee has said, “No mass 
disorder afflicting mankind is ever brought under control or eliminated by attempts at treating the 
individual.” Injury is a mass disorder requiring preventive action. To control this problem, we 
must move beyond talking to individuals about safety and embrace the wide range of effective 
population based intervention options.  
 
The IPC utilizes the Four Es when developing strategies: 1) Engineering (and technology); 2) 
Enforcement (and legislation); 3) Economic approaches (incentives and disincentives); and 4) 
Education (and behavior change). Research has shown that prevention measures are more 

effective if they are 1) passive 
vs. active; 2) one-time vs. 
frequent; 3) environmental vs. 
behavioral; and 4) required vs. 
suggested.  
 
The IPC also utilizes the 
Spectrum of Prevention, 
developed by the Prevention 
Institute, as a tool for developing 
prevention strategies. The 
Spectrum of Prevention identifies 
multiple levels of intervention and 
encourages people to move 
beyond the perception that 
prevention is about teaching 
healthy behaviors by promoting a 
multifaceted range of activities 
for effective prevention (Cohen, 

1999). 
 
 
Evaluate, Evaluate, Evaluate 
 
All too often, prevention programs are implemented and continued because program managers 
and staff adamantly believe the programs are producing the desired results, yet they have no 
adequate proof of effectiveness. It is imperative that proper and consistent evaluation be 
conducted to measure changes in the community. Ineffective programs that continue to be 
implemented drain sparse resources that would be better spent on effective programs. It’s not 
enough to have a program and believe that you are making a difference. We must be able to 
demonstrate that behaviors are changing and injury rates are decreasing. The IPC is committed 
to conducting formative, process and impact evaluation for all prevention programs to assess if 
programs are appropriate for the intended audience and determine if the programs are creating 
the preferred effect.  
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15th Anniversary Celebration 
 

In 2009, the IPC celebrated its 15th 
anniversary with an event held on September 
15, 2009 to honor the hundreds of partner 
hospitals, agencies, organizations and 
individuals whose contributions have assisted 
the IPC in making Dallas a safer community. 
Pictured at left is Dr. Ron Anderson, President 
and CEO of Parkland Health & Hospital 
System, speaking at the 15th anniversary 
ceremony. 
 
 
 

 
IPC Staff 
 
The IPC has staff with the knowledge and capacity to identify, develop, implement and evaluate 
evidence-based programs because they have received formal injury prevention training and 
meet the core competencies for injury and violence prevention professionals. Though passion 
and interest are important, they are insufficient criteria for staffing injury prevention programs. In 
the U.S., at least half of the public health workforce, particularly at the local level, has no formal 
education in public health. Even those with public health or medical degrees have had little 
exposure to injury control. 
 

The IPC has invested the necessary resources to ensure a properly prepared workforce that 
meets the same high standards expected of other health and medical professions. Additionally, 
the IPC has several staff members who provide leadership on injury and violence prevention on 
a statewide as well as national level.  
 
 
Shelli Stephens Stidham, M.P.A. – Director – Ms. Stephens Stidham has more than 20 years 
of experience in public health and injury and violence prevention. She has extensive experience 
in planning and coordinating the development, implementation, and evaluation of statewide and 
community-based injury prevention programs and overseeing surveillance for reportable 
injuries. She has conducted numerous training programs and serves as the co-chair of the 
National Training Initiative for Injury and Violence Prevention (NTI). She is past President of the 
Safe States Alliance (formerly the State and Territorial Injury Prevention Directors Association), 
and a member of the American Public Health Association (APHA), Society for Public Health 
Education (SOPHE), Society for the Advancement of Violence and Injury Research (SAVIR), 
Texas Governor’s EMS & Trauma Advisory Council (GETAC) Injury Prevention Committee, 
Texas Hyperthermia Prevention Task Force, and Texas Public Health Association. 
 
Carrie Nie, M.P.H. – Associate Director – Ms. Nie has extensive experience in developing 
injury data collection systems, conducting and evaluating injury surveillance and prevention 
programs, and managing specific injury and violence prevention programs. She created the first 
training on violent death reporting for the Centers for Disease Control and Prevention (CDC) 
and served as co-investigator for a CDC Injury Research Center project on violence-related 
injuries and fatalities. She is the presiding officer for the Dallas County Child Death Review 
Team and serves on the Dallas County Intimate Partner Violence Fatality Review Team. She is 
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a member of the Society for the Advancement of Violence and Injury Research (SAVIR) and 
Safe States Alliance.    
 
Greg Istre, M.D. – Research Director – Dr. Istre has been an epidemiologist for more than 25 
years, with more than 20 years experience in injury epidemiology. He has been the Principle 
Investigator on numerous federal grants and has authored or co-authored more than 75 
publications, many of them in the field of injury prevention. He has delivered more than 40 
presentations at Pediatric Grand Rounds at various hospitals in Texas, Oklahoma and 
Colorado, and has served as a guest lecturer on injury epidemiology at the University of Texas 
Southwestern School of Medicine since 2002. 
 
Amy Bailey, MPH - Child Death Review Team Coordinator  
David Beveridge – Administrative Assistant 
Isabel Colunga – Community Development Assistant 
Mary McCoy, MPH – Data/Financial Analyst 
Kim Peters, MPA – Community Development Specialist 
Marissa Rodriguez, CHES – Public Health Educator  
Latisha Walker - Community Development Assistant  
 

 
 
 
Pictured at left is the 
current IPC staff. Front 
row seated, left to right: 
Marissa Rodriguez, Mary 
McCoy, Amy Bailey. 
Second row seated, left to 
right: Kim Peters, Carrie 
Nie. Back row standing, 
left to right: Greg Istre, 
Shelli Stephens Stidham, 
David Beveridge, Isabel 
Colunga. Not pictured: 
Latisha Walker. 
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Executive Steering Committee 
 
The coordinated efforts of a diverse group of individuals are necessary to successfully address 
the problem of injuries. Unrestricted and timely information exchange is necessary, as well as 
input from individuals with differing viewpoints and approaches. Since the inception of the IPC, a 
steering committee comprised of representatives from the hospitals that provide funds for the 
IPC has served as the advisory body for Safe Communities activities. Ron J. Anderson, M.D., 
President and Chief Executive Officer of Parkland Health & Hospital System is the chairperson 
for the steering committee. The current members of the steering committee and their affiliation 
are provided below. 
 
A. Compton Broders, M.D. 
Emergency Medicine Consultants 
Texas Health Resources 
 
Raul Caetano, Ph.D. 
Dean, School of Public Health Professions 
UT Southwestern Medical Center 
 
Karen Cavazos 
Manager of Clinical Operation 
Children's Medical Center 
 
Jennifer Coleman 
Senior Vice President of Consumer Affairs 
Baylor Health Care System 
 
Deborah Nichols, R.N. 
Trauma Manager 
Methodist Dallas Medical Center 
 
 

Jorie Klein, R.N. 
Director, Trauma & Surgical Services 
Parkland Health & Hospital System 
 
Joseph Minei, M.D 
Professor, Department of Surgery 
UT Southwestern Medical Center 
 
Paul Pepe, M.D. 
Chairman and Professor, Department of Surgery, 
Division of Emergency Medicine 
UT Southwestern Medical Center 
 
Claudia Romo 
Injury Prevention Administrator  
Children's Medical Center  
 
David Tesmer 
Senior Vice President 
Advocacy & Community Benefit 
Texas Health Resources 

 
 
Reorganization of Safe Communities Advisory Board 
 
In 2010, the IPC began the process of reorganizing the steering committee to create a broad, 
cross-sectional advisory board that more closely meets the criteria for international Safe 
Communities designation. The newly, reorganized Dallas Safe Communities Advisory Board will 
also be chaired by Dr. Anderson and will meet twice per year. The first meeting was held March 
9, 2011. The Dallas Safe Communities Advisory Board will make recommendations regarding: 
1) the development or enhancement of specific injury and violence prevention strategies; and 2) 
existing or needed policies/legislation. The new additional members of the Advisory Board are 
listed below. 
 
Dr. Jeffrey Barnard 
Southwestern Institute of Forensic Sciences 
 
Chief David Brown 
Dallas Police Department 
 
Commissioner Maurine Dickey 
Dallas County Commissioner’s Court 

 
Dr. Alex Eastman 
UT Southwestern Medical Center 
 
Vicki DeVault 
Geriatrics 
Parkland Health & Hospital System 
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Mary Kardell 
Executive Director 
MADD 
 
David Krause 
President and CEO 
Parkland Foundation 
 
Jan Langbein 
Executive Director 
Genesis Women’s Shelter 
 
Sheriff Lupe Valdez 
Dallas County Sheriff’s Department 
 
Monita McGhee 
Community Council of Greater Dallas 
 
Deborah Nichols 
Trauma Manager 
Methodist Dallas Medical Center 
 
 

Luis Tamayo 
Senior Planner 
City of Dallas 
 
Deputy Chief Kevin Sipes 
Dallas Fire and Rescue 
 
Martha Stowe 
Executive Director 
Vickery Meadow Youth Development 
Foundation 
 
Jessica Trudeau 
Executive Director 
Child Abuse Prevention Center 
 
Bobbie Villareal 
Chief Prosecutor, Family Violence Division 
Dallas County District Attorney’s Office 
 
Robert Goodman 
Development Officer 
Parkland Foundation 

 
As with the IPC staff, several members of the Dallas Safe Communities Advisory Council are 
respected leaders who have made significant contributions on a national level.  

The chairperson of the Advisory Council, Dr. Ron Anderson is the President and Chief 
Executive Officer of Parkland Health & Hospital System, which is considered one of the premier 
public hospitals in the U.S. The system has made groundbreaking strides in delivery of care and 
hospital operations but also is known for putting theories of public health into real-world - and 
award-winning - application by implementing many educational and preventive programs and 
concepts such as community-based health care delivery through a county-wide clinic network 
and a mobile medical program for the homeless. Dr. Anderson has long championed causes 
that improve health care for the medically underserved and, as a result, he has become one of 
the nation’s leading advocates of health care for the poor. Throughout his career he has 
provided sound advice and experience to legislators of both parties regarding health care 
issues. He has served on the National Health Policy Initiative to advise the White House on 
health care issues as well. Since 1992, he has served on the Kaiser Commission on Medicaid 
and the Uninsured. His vision of health care for all, regardless of ability to pay, and his desire to 
see that happen have led to groundbreaking changes to the U.S. health care system. In 1985, 
he played a major role in the passage of landmark legislation concerning indigent health care in 
Texas that banned “patient dumping.” Dr. Anderson quickly became a national spokesperson on 
this issue and his work ultimately led to the passage of federal legislation signed into law April 7, 
1986, by President Ronald Reagan. In 2005, he was chosen by his peers as number one on 
Modern Physician magazine’s list of the 50 most powerful physician executives. That same 
year, he was also voted number one by his peers for Modern Healthcare magazine’s list of 100 
most powerful people in healthcare.  

Jan Langbein, Executive Director of Genesis Women’s Shelter in Dallas, served as Senior 
Policy Advisor to the Director of the United States Department of Justice, Office on Violence 
Against Women (OVW) in 2008. While at OVW, Ms. Langbein guided and evaluated OVW’s 
grant program process and implemented standards and protocols for internal and external 
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operations, as well as supported efforts for policy issues regarding the implementation of the 
Violence Against Women Act. Additionally, in partnership with the Dallas Police Department and 
the Federal Bureau of Investigation, Ms. Langbein co-founded the annual International 
Conference on Crimes Against Women on advanced practices of investigation and prosecution 
bringing together law enforcement, advocates, prosecutors, and forensic health professionals. 
 
 
Coalitions/Work Groups 
 
The IPC facilitates several coalitions and work groups, aimed at reducing injuries and 
associated deaths. In the past, many of the activities of the long-standing coalitions have 
focused on education and awareness campaigns. However, the IPC has helped shift the efforts 
of the coalitions to evidence-informed interventions. Following is a description of the coalitions 
and work groups facilitated by the IPC as part of the Safe Communities efforts. 
 
Citizens for Traffic Safety of Greater Dallas (CTS) – Established in 1999, the mission of the 
Citizens for Traffic Safety Coalition is to reduce deaths and injuries due to motor vehicle-related 
crashes in the Greater Dallas area. The coalition meets every other month on the third Tuesday 
at 9 a.m. The coalition has sponsored several educational summits/workshops. The CTS also 
produced an educational booklet, “Surviving Driving in Dallas”. The guidebook contains 
information on managing road rage, remaining safe after a car crash or breakdown, and dealing 
safely with pedestrians and cyclists. This booklet was disseminated to Dallas area community 
groups and emergency rooms.  In addition, the coalition created an educational presentation on 
how parents can help keep new teen drivers safe as well as a briefing for legislators on the 
safety issues related to trucking and large commercial vehicles.  
 
For the past three years, the IPC helped move the CTS beyond the perception that prevention is 
about teaching people to avoid unsafe behaviors to a more multifaceted range of activities 
including promoting policy and environmental changes. During the Texas 81st Legislative 
Session (2009), the coalition supported advocacy efforts to pass SB 61, which amended the 
existing statute regarding child passenger safety seats. The new law requires that any child 
younger than 8 years of age be restrained in an approved child passenger safety seat unless 
the child is at least 4 feet, 9 inches in height. The law went into effect on September 1, 2009, but 
tickets for the offense were not issued until June 1, 2010.  
 
Currently, Texas does not allow sobriety checkpoints as a technique for law enforcement 
officials to evaluate drivers for signs of alcohol or drug impairment. Legislation has been 
introduced in previous legislative sessions, but has not passed. In 2009 at the request of the 
CTS, the IPC prepared a briefing paper on sobriety checkpoints and disseminated it to 
legislators. The CTS determined that a priority for 2010 was to continue to work on the sobriety 
checkpoint initiative in preparation for the 82nd Legislative Session (2011).  Discussion of the 
reasons why the legislation has not passed previously revealed opposition to sobriety 
checkpoints in the Latino community. In 2010, the IPC implemented a community level initiative 
to assess community knowledge and attitudes of sobriety checkpoints and utilize the information 
to inform legislators and grass roots initiatives in the upcoming legislative session. Seven focus 
groups were conducted by trained IPC staff – 3 among Hispanic females, 2 among Hispanic 
males, 1 among African American males, and 1 among white males. The majority of participants 
had little or no knowledge of what sobriety checkpoints are. Both Hispanic males and females 
expressed concern that sobriety checkpoints could be a disguised attempt to curb immigration 
and/or establish probable cause for searches. The information was presented to the CTS, and 
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will be utilized in assisting Mothers Against Drunk Driving (MADD) in developing 
messages/talking points for the 82nd Legislative Session.  
 
Dallas Area Pedestrian Safety Coalition (DAPS) – The Dallas Area Pedestrian Safety 
Coalition strives to prevent pedestrian injuries and fatalities in Dallas. The coalition meets every 
other month on the third Thursday at 10 a.m. DAPS brings together representatives from the 
Dallas Independent School District (DISD), City of Dallas, Dallas Area Rapid Transit (DART), 
local hospitals, and community-based organizations to discuss educational, environmental, and 
policy issues surrounding pedestrian safety. The coalition has hosted multiple speakers 
including the Texas Department of Transportation, City of Dallas, Dallas Independent School 
District, Dallas Area Rapid Transit, and Texas Council of Governments to discuss how each 
agency responds to pedestrian safety issues and to improve cross agency communication.  
Additionally, the coalition facilitated the development of a parent safety committee at three 
Dallas schools and provided training to parent volunteers on the “Walking School Bus” and 
“Parent Parking Patrol” programs to prevent injuries and fatalities related to traffic and 
pedestrian crashes. DAPS annually collaborates with Safe Kids Dallas to sponsor ‘Walk this 
Way’ events at Dallas elementary schools during International Walk to School Day in October. 
The coalition has also conducted focus groups with Burundi and Burmese refugees on 
pedestrian safety at the International Rescue Committee (IRC).   
 
Family Violence Prevention Council (FVPC) – The Family Violence Prevention Council brings 
together multiple agencies and institutions to comprehensively address child abuse, intimate 
partner violence, and elder abuse. The FVPC has: 1) conducted candidate forums for judges 
and district attorneys on the issue of family violence; 2) distributed legislative briefing packets to 
elected officials in the Texas Legislature; 3) co-hosted a symposium on Workplace Violence and 
collaborated with the City of Dallas to institute a work place violence prevention program; 4) 
collaborated with the Dallas Independent School District to develop a program addressing 
Texas legislation requiring schools to provide interventions to reduce teen dating violence; and 
5) sponsored a family violence summit on April 18, 2008 to develop a strategic plan to reduce 
family violence deaths in Dallas.  
 
Additionally, the FVPC was instrumental in establishing the Dallas County Intimate Partner 
Violence (IPV) Fatality Review Team. In June 2010, Dallas Commissioner Maureen Dickey 
introduced a resolution, which was passed unanimously by the Dallas County Commissioners 
Court, to create the IPV Fatality Review Team. The purpose of the review team is to 
systematically review adjudicated cases of IPV deaths occurring in Dallas County and collect 
data, to reduce deaths and improve service delivery. The data from the review team will: 1) 
identify the causes and incidence of IPV fatalities; 2) identify opportunities for prevention and 
intervention; 3) identify gaps and promote cooperation, communication and coordination among 
agencies responding to IPV; and 4) provide recommendations for training, coordination of 
services, and/or changes in policies.  
 
The review team is a multi disciplinary group of stakeholders representing agencies responsible 
for adult IPV investigations, death certification and any resulting legal action.  Auxiliary members 
are invited according to community resources and need to ensure a comprehensive case 
review.  All members share their agency’s information about the intimate partner death. The first 
meeting of the team was January 19, 2011; quarterly meetings are planned. The IPC assisted in 
obtaining Institutional Review Board (IRB) approval for the team and developed the 
policies/procedures and data collection form. Additionally, the IPC will analyze the data and assist 
in providing bi-annual reports. 
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Child Abuse Prevention Coalition (CAPCO) – The Child Abuse Prevention Coalition works to 
mobilize the community to prevent child abuse through education, increased public awareness, 
advocacy, program development, and collaboration. The coalition meets every month on the 
first Wednesday at 9 a.m. Since 1983, CAPCO has successfully trained the faith community and 
professionals throughout Dallas County to recognize and address child abuse.  Each year, 

CAPCO sponsors an event in April for 
Child Abuse Prevention Awareness Month. 
Since 2009, this event has been held at the 
Old Red Courthouse in Dallas, and 
averages 275-300 participants, including 
representatives from the County 
Commissioners’ Office. In 2010, five 
television stations provided media 
coverage for the event. 
 
Domestic Violence Awareness Coalition 
(DVAC) – The Domestic Violence 
Awareness Coalition works with 
professionals and local businesses to 
increase awareness and address issues 

surrounding domestic violence. The coalition meets every month on the fourth Thursday at 9:30 
a.m. DVAC has conducted a series of workshops for professionals in the community and 
sponsors an annual conference.  DVAC has also reviewed policies and procedures for 911-
related domestic violence calls. The coalition assessed the training needs of call dispatchers 
and made recommendations for improving domestic violence related protocols by elevating the 
priority response for those 911 calls. Additionally, DVAC sponsors a conference annually. 
 
Dallas Area Falls Prevention Coalition – The Dallas Area Falls Prevention Coalition was 
organized in 2009 and meets every month on the first Thursday at 2:30 p.m. Since its inception, 
the coalition has: 1) produced a fact sheet, which has been distributed to Meals on Wheels 
recipients; 2) promoted Matter of Balance classes around the Dallas area; and 3) obtained a 
mayor’s proclamation for Senior Falls Awareness Week in September 2010. Additionally, the 

coalition participated in a SilverSneakers 
event at Cowboys Stadium on 
September 14, 2010. More than 900 
older adults participated in the special 
event, which featured a SilverSneakers 
class demonstration. SilverSneakers is 
part of the nationally-acclaimed 
Healthways SilverSneakers® Fitness 
Program, the nation’s leading exercise 
program for older adults. During 2011, 
representatives from the coalition will be 
meeting with the Dallas Spectacular 
Senior Follies to discuss potential 
collaboration. The Dallas Spectacular 
Senior Follies is a Broadway-style 
musical production featuring older adults 
that is held each year in September.   
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Parkland Health & Hospital System Child Passenger Safety Work Group – In 2008, the IPC 
organized a child passenger safety work group of departments in Parkland Health & Hospital 
System (PHHS) to review policies and procedures related to child passenger safety, identify 
gaps, and coordinate activities to alleviate duplication among PHHS departments. PHHS is one 
of the largest public hospital systems in the country. Nearly half of the uninsured patient 
population in Dallas County is treated at Parkland each year. In 2009, the hospital delivered 
more than 13,000 babies. The CPS Work Group meets quarterly. Activities of the work group 
are described below in Indicator 2/Child Passenger Safety. 
 
Training/Technical Assistance 
 
Just like for other professions, well-trained staff contribute to the strength and longevity of injury 
and violence prevention programs. The IPC collaborates to sponsor training opportunities for 
other state and local professionals in partnering agencies, as well as providing technical 
assistance in collecting and analyzing data and evaluating programs.  
 
In 2009 and 2010, the IPC collaborated with state and local agencies to conduct a statewide 
needs assessment of the Texas injury and violence prevention workforce and sponsor the first 
Texas Injury & Violence Prevention Conference. These activities were the result of 
recommendations to the Texas Department of State Health Services by the Safe States Alliance 
(formerly State and Territorial Injury Prevention Directors Association), who assembled a State 
Technical Assessment Team in Austin, Texas in December 2008. The team conducted 
interviews with stakeholders across the state (including IPC Director, Shelli Stephens Stidham) 
to learn about the status of injury/violence-related activities within the Texas Department of 
State Health Services, identify barriers and facilitators to change, and develop a clear 
understanding of how injury/violence prevention functions throughout Texas. The team 
assessed the status of injury and violence prevention activities within the Texas Department of 
State Health Services with respect to the standards developed for state injury and violence 
prevention programs, summarized its findings, and developed a report with a set of 
recommendations.  
 
Following the release of the Texas State Technical Assessment Team Report, the IPC and Dell 
Children’s Medical Center in Austin initiated a survey to begin to describe the Texas injury and 
violence prevention workforce, including personal characteristics, educational backgrounds, 
areas of focus, funding, practice characteristics and training needs, as well as the workforce's 
perceptions of the core competencies for injury and violence prevention developed by the Safe 
States Alliance and Society for the Advancement of Violence and Injury Research.  In Texas 
and nationally, there is a lack of information available on the composition and characteristics of 
the workforce.  In 2007, the National Training Initiative (NTI) conducted a needs assessment on 
the training needs of practitioners and found the workforce had little background in injury 
prevention or public health, and were lacking options for training (Songer, 2009). Using the 
results of the needs assessment, the NTI developed the Core Competencies for Injury and 
Violence Prevention. The core competencies now "define   the essential skills and knowledge 
necessary to excel as injury and violence prevention professionals," and serve as a roadmap for 
professional development and training. Three hundred twenty-four survey responses were 
analyzed from the Texas survey, which indicated that the workforce is in need of additional 
training resources. Less than half of the participants had formal training on injury and violence 
prevention. This finding is supported by the lack of training found in other national surveys 
(McDonald, 2007) (Runyan, 2005) and recent policy recommendations that public funding 
support IVP-specific training initiatives (Runyan, 2008). Participants expressed a need for 
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training on injury prevention program implementation, using data, obtaining funding and 
program evaluation.   
  
Utilizing the results of the Texas 
survey, the IPC and Dell Children’s 
Medical Center led the effort to 
organize the first Texas Injury & 
Violence Prevention Conference, which 
was held in Austin, Texas on August 
16-18, 2010. The goal of the 
conference was to focus on the nine 
core competencies for injury prevention 
and provide skills-based (rather than 
topic-based) training for injury 
prevention professionals in 
Texas. Conference faculty included Andrea Gielen, Ph.D. and Carolyn Cumpsty Fowler, Ph.D. 
from Johns Hopkins University; Larry Cohen, M.S.W., Executive Director of the Prevention 
Institute; and Lee Annest, Ph.D. and Ruth Shults, Ph.D., from the Centers for Disease Control 
and Prevention. Evaluation results from the conference were overwhelmingly positive, and the 
2nd Texas Injury & Violence Prevention Conference is planned for June 2012.  

 
During 2011, the IPC and Dell Children’s Medical Center will build on the momentum generated 
by the conference, and are holding discussions with Larry Cohen and the Prevention Institute to 
train key stakeholder and public health leaders in Dallas, Austin and across the state. 
 
 
Funding 
 

The IPC receives support from corporate 
sponsors, government and private grants, and 
private donations through the Parkland 
Foundation. Corporate sponsors include: 
Parkland Health & Hospital System, Methodist 
Dallas Medical Center, Baylor Health Care 
System, and Texas Health Resources. 
Additionally, the Broders ER Golf Classic is held 
annually to benefit the IPC. Led by Dr. Compton 
Broders and his staff, the Broders ER Golf 
Classic helps provide funds for the critical 
prevention efforts of the IPC.  

 
 
 
 
 
Child Passenger Safety 
 
In the United States during 2008, 968 children ages 14 years and younger died as occupants in 
motor vehicle crashes, and approximately 168,000 were injured (NHTSA, 2009). Child safety 
seats reduce the risk of death in passenger cars by 71% for infants, and by 54% for toddlers 
ages 1 to 4 years (NHTSA, 2009). There is strong evidence that child safety seat laws, safety 

Indicator 2: Long-term, sustainable programs for all ages 
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seat distribution and education programs, community-wide education and enforcement 
campaigns, and incentive-plus-education programs are effective in increasing child safety seat 
use (Zara, 2001). 
 
The Texas child passenger safety law went into effect without penalties on October 1, l984; 
enforcement with the imposition of $25-$50 fines began on January 1, 1985. Since that time, the 
Texas Transportation Institute (TTI) has collected data in selected cities throughout the state to 
monitor usage rates for children ages 0 through 4 years. In 2009, Dallas was one of five Texas 
cities that showed significant increases in child restraint use from 2008. Child restraint use in 
Dallas increased from 75% in 2008 to 92% in 2009 (TTI, 2009). 
 
In 2009, Texas passed a law requiring all children younger than age 8, unless they are taller 
than 4 feet 9 inches, to ride in appropriate child safety seats used according to their directions. 
The warning phase went into effect beginning on September 1, 2009, with citations being issued 
for violations beginning June 1, 2010.    
 
The IPC has implemented and evaluated several projects aimed at increasing child passenger 
safety seat use. A preliminary survey of Hispanic preschool-aged children in west Dallas, 
conducted in 1997 showed that the percentage using child restraints was much lower in this 
population (19%) than among preschool children of all races in the rest of the city (62%) (Istre, 
2002). 
 
Information obtained from focus groups of Hispanic parents in the community led to the 
development of a program tailored for that population. Activities were carried out at 
neighborhood parties and in a local community health center, local day care centers, churches, 
community centers, and botanicas (stores that sell traditional Hispanic remedies and often 
employ a folk healer). Child safety seats were distributed through parent education classes in a 
variety of locations. Child motor vehicle restraint use was evaluated through structured 
observational surveys, which showed a significant increase in child restraint use in the 
community. By 2000, restraint use among Hispanic preschool-aged children attending the clinic 
(72%) had surpassed use in a comparison population of preschool-aged children in the rest of 
Dallas (69%). 
 
In 2002, the IPC utilized the Safe Communities model to implement another project designed to 
increase child restraint use among children 0-8 years of age in an ethnically diverse population 
in the southeast part of Dallas (Istre, 2010). In this model, members of the target community 
were involved in the design and decision-making of the project. The intervention involved a 
multifaceted, community-based, culturally integrated program, similar to the strategy that had 
been successfully developed and implemented in 1997. Efforts were focused on increasing 

compliance with the Texas state child 
restraint law, which at that time required 
children under 4 years old to ride in a child 
safety seat, and children 4 to16 years of 
age to ride either in a child safety seat or a 
seat belt. The project also emphasized the 
added protection for children 5 to 8 years of 
age to ride in a booster seat.  
 
The target population included 3 zip codes 
in southeast Dallas County, with a 
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population of 177,000, including 29% African-Americans and 36% Hispanics. A comparison 
population in the far southwest part of Dallas County, where no formal intervention was done, 
included 5 zip codes with a population of 143,000, with 23% African-Americans and 25% 
Hispanics.  
 
A series of focus groups among various racial and ethnic groups helped to determine the 
location and times of child safety seat classes and important additional content for the classes. 
IPC staff garnered the involvement of several community groups and agencies in the area, 
including business leaders, churches, schools, day care centers, Camp Fire, Salvation Army, 
Social Services, etc. The various groups helped to recruit young parents to attend child safety 
seat (CSS) classes, and to publicize the activity.  
 
The interventions in the target community included a multi-faceted awareness program about 
the importance of children riding in CSSs and booster seats and the applicable state laws, and 
also ongoing classes at various locations and times, where parents could receive instruction 
about CSS usage and receive a CSS or booster seat if they needed one. A $10 donation was 
requested, but no one was refused a seat if they could not afford one.  
 
CSS classes were held at the community clinic, day care centers, grade schools, and 
occasionally at churches, apartment complexes and neighborhood recreation centers. In 
addition, multiple free “car seat checks” were held at community locations including schools, day 
care centers, grocery stores, police stations, etc, where CSS technicians checked CSSs for 
proper installation, and gave out CSSs if the family did not have a proper one in the vehicle at 
the time.  
 
For a sample of CSS classes, attendees were offered the choice of receiving a CSS that had 
been blessed by a priest or minister. This approach had been well received in a previous project 
by the IPC, and the IPC attempted to evaluate the impact of receiving a blessed CSS on self-
reported use of the seat. 
 
Several approaches were used to evaluate the effect and impact of the interventions. Ongoing 
observational surveys of child restraint use (CSS and booster seat use, and restraint according 
to Texas law) were conducted in several sites in the target area and the comparison area, as 
well as in the rest of Dallas, throughout the grant period. The purpose of these surveys was to 
monitor the prevalence of restraint use over time and to determine whether there was an 
increase that could be attributable to the program.  As another means of monitoring child 
restraint use in the target area, the IPC was able to access data that had been collected by TTI, 
for observations of restraint use among preschool age children in Dallas that included one of the 
target zip codes (75217) for 2003 and 2005 (the first and last years of the project). These 
observations were done without knowledge of the interventions that were done as part of this 
grant.  
 
Other approaches to measure the effect and impact of the intervention included telephone 
surveys of class attendees approximately 6-12 months after the classes, to assess self-reported 
CSS and booster seat use; home visits of a sample of class attendees to determine correct 
installation of CSSs as well as self reported use; and detailed car seat checks to determine the 
proportion of correctly installed CSSs and the prevalence of program CSSs in the community.  
 
The observational surveys demonstrated that the proper use of restraints (according to state 
law) increased by 17 percentage points in some settings (such as grocery store parking lots), to 
more than 30 percentage points in other settings (such as grade schools) in the target area.  At 
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the same time, proper restraint use increased by a smaller percentage in the comparison area. 
For every type of site, there was a greater increase in the target area than in the comparison 
area, and the difference was greatest for children 5-8 years of age. The observations performed 
by TTI for its annual survey of child restraint use, which were done without knowledge of which 
areas of Dallas were involved in the intervention, also revealed a larger increase in child 
restraint use in the zip code that happens to be in the target area, compared with observations 
in all other zip codes in Dallas.  
 
The telephone surveys of 521 former class attendees showed that almost all reported that they 
always used the CSSs every time the child rode in the vehicle. By each measure of frequency of 
use of child safety seats, more than 90% reported that their child always rode in the CSS, and 
there was no significance between those who had received a blessed seat vs. those who 
received a non-blessed seat, and there was no difference in reported use among those who 
remembered receiving a blessed seat, vs. those who did not remember whether they had 
received a blessed seat. Thus we could find no impact of CSS blessing on self-reported CSS 
use.  
 
More than 400 detailed CSS examinations were performed during the grant period; 216 of these 
were done during the final year of the grant. Thirty (14%) of these 216 CSSs were seats that 
had been distributed from the IPC through classes for the grant; 14 (47%) of the 30 grant-
distributed seats had stickers on them that labeled them as blessed, and 16 had not been 
blessed. Overall, only 17% (1352 of 7780) of the distributed seats had been blessed. Thus, 
blessed seats were significantly more likely to have attended a CSS check, than non-blessed 
seats. However, there was no significant difference in the prevalence of correct installation 
between program seats that were blessed, program seats that were not blessed, and non-
program seats that were inspected. 
 
The IPC has continued to promote the use of age-appropriate, correctly installed child safety 
seats by conducting child passenger safety fitting stations in high-risk areas of Dallas.  From 
2007-2008, the IPC had state grant funding from the Texas Department of Transportation to 
conduct fitting stations. At fitting stations, parents/guardians are able to obtain educational 
information and hands-on training on installing child passenger safety seats correctly. If a child 
safety seat has been recalled or is no longer appropriate for the child’s age and weight, then a 
child safety seat is provided and installed by the parent with assistance from an IPC certified 
technician. To be eligible to receive a free child safety seat inspection, parents/guardians are 
required to bring the child safety seat and 
child to the appointment. Because of 
collaborations within the community, the 
IPC was able to secure funding from Texas 
Health Presbyterian Hospital Dallas to 
sustain the fitting stations after the grant 
funding expired. 
 
As mentioned earlier, the IPC organized a 
child passenger safety work group at 
PHHS in 2008 to review policies and 
procedures related to child passenger 
safety, identify gaps, and coordinate 
activities to alleviate duplication among 
PHHS departments. A survey was 
developed and distributed to all 
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departments within PHHS to obtain information about current child passenger safety activities 
within the hospital system. Observational surveys have been conducted during newborn 
discharge times since March 2010 to determine child passenger safety restraint use among 
newborns leaving the hospital. Additionally, IPC staff reviewed PHHS discharge policies and 
child passenger safety information distributed to clients by other hospital departments/sites. 
 
Survey results indicated there are 27 departments within PHHS that provide services to families. 
Seventy percent (19) of sites provide child passenger safety education/information to clients. Of 
those sites providing information/education, only nine sites reported that staff had received 
training in child passenger safety and only five of those sites reported having a certified child 
passenger safety technician on staff. 
 
From March 2010 to January 2011, 20% of newborns discharged from the hospital were 
properly restrained in a child passenger safety restraint system; 76% were improperly 
restrained, and four percent were unrestrained. Of newborns that were improperly restrained, 
43% had critical misuse (loose or unused harness straps, loose or unbuckled vehicle seat belt, 
improper seat belt path, and incorrect seat direction).  
 
The IPC has used the results to prioritize and coordinate child passenger safety efforts at 
PHHS. The IPC conducted the National Child Passenger Safety Certification Course in 2009 
and 2010 for PHHS staff; 19 staff completed certification. Additionally, the IPC has standardized 
and updated all child passenger safety educational materials distributed to pediatric sites 
through the electronic medical record (EMR). Future plans include extending the information 
provided through EMR to other departments within PHHS that provide services to families. 
Further newborn observation analysis will differentiate serious misuse and minor misuse of 
newborns that are improperly restrained. With this information, we plan to advocate for 
additional policy changes at PHHS regarding newborn discharge. 
 
Tween Occupant Protection   
 
While much funding and research has been devoted to infant and toddler safety, “tween” 
(children 8-12 years of age) fatalities are comparable to those for younger children. As children 
get older, they are less likely to be properly restrained (when compared to the <5 age group) 
(NHTSA, 2006). Research conducted by NHTSA indicated that 55% of children 8 to15 years of 
age who were killed in a motor vehicle crash in 2002 were unrestrained (NHTSA, 2011). The 
research also indicated that children are more likely to use a seat belt when the adult driver is 
properly restrained. Among children who were killed in a motor vehicle crash, 91% were 
unrestrained when the driver was unrestrained (NCIPC, 2011).  
 
The American Academy of Pediatrics and the Centers for Disease Control and Prevention 
recommend that all children ages 12 years and younger ride in the back seat when traveling in a 
motor vehicle.  Putting children in the back seat eliminates the injury risk of deployed front 
passenger-side airbags and places children in the safest part of the vehicle in the event of a 
crash (NCIPC, 2011) (AAP, 2011).  Overall, for children less than 16 years, riding in the back 
seat is associated with a 40% reduction in the risk of serious injury (Durbin, 2005). However, the 
Partners for Child Passenger Safety found that in 2004, 35% of 9-12 year-olds were riding in the 
front seat, compared to only seven percent of children 4-8 years of age (Partners for Child 
Passenger Safety, 2005). 
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In 2005, the Automotive Coalition for Traffic Safety funded two “tween” occupant safety 
demonstration grants to develop strategies for reaching the “tween” population with occupant 
safety messages. The IPC was one of two national pilot projects funded to conduct research 
and develop a peer-based social marketing campaign to: 1) increase “tween” restraint use, and 
2) increase the number of “tweens” riding in the back seat of the vehicle.  
 
Dallas County has a significantly higher rate of motor vehicle crash fatalities among children 8 to 
14 years of age, as compared to the nation (WISQARS, 2011). As one of the largest counties in 
the nation, Dallas is faced with numerous challenges including: a large immigrant population 
that is unfamiliar with traffic safety laws; increasingly congested highways and arterials; and 
overcrowded communities and neighborhoods. In order to effectively impact the rate of “tween” 
motor vehicle crash injury and fatality, it was necessary to address the aforementioned local 
issues. 
 
The area selected for the “tween” project was the Bachman Lake area, a largely Hispanic 
neighborhood near Dallas Love Field Airport in northwest Dallas.  
 
As part of the project funded by the Automotive Coalition for Traffic Safety, parents and tweens 
were surveyed before and after the intervention. More than 400 tweens in Dallas completed 
short (10-question) written surveys in school for both the pre-intervention survey (n=484) and 
the post-intervention survey (n=431). A smaller, convenience sample was taken of parents 
visiting after-school programs (n=106 for the pre-intervention; n=202 for post-intervention). 
 
Only 53% of the tweens reported they always wear their seat belt and about a third surveyed 
reported sitting in the front seat. Those front seat numbers grew with the tweens’ age. About 
half or more of the 12-year-olds (63%) reported they usually sat in the front seat. 
 
The IPC utilized focus group interviews and the 
surveys to design and implement three 
interventions  – one with middle schools in the 
area, one with community sports programs and 
one aimed at giving parents tips on how to get 
tweens buckled in back. One of the most 
important insights to emerge was that tweens 
were watching and listening – to their parents, to 
coaches and to their peers. Tween belt use and 
seating position appeared to be linked to what 
parents did, what the tweens believed “most kids” 
their age did and what parents told their tweens. 
Tweens whose parents told them where to sit 
were more likely to sit in back than those who 
decided for themselves. The most frequently chosen reason to sit in back was prompting from 
the car’s driver or a parent.  
 
Over four weeks, the IPC distributed a flyer offering five tips on how to get children buckled in a 
back seat to 500 parents in the Bachman Lake area. Additionally, the IPC worked on building a 
“buckled-in-back” norm by offering the tweens the ability to decorate “their space” as a short-
term benefit for staying in the back seat. Students made letters and symbols out of foam to write 
their names and other phrases for “their space” and imprinted pictures of themselves onto 
decorated fabric to hang by their seat. Students also designed bracelets and posters to remind 
tweens to buckle up in the back seat. Additionally, a core group of student leaders were 
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Patty, a west Dallas stakeholder and 
parent of a “tween” , has become a 
strong advocate for safety in her 
community.  “I constantly remind my 
kids and my nieces and nephews to 
buckle up, now it is just a habit! ... I find 
myself checking to see if kids are 
buckled up, just like you ladies taught 
me... I've even given signs to people 
when I'm driving when I see their kids 
not buckled to buckle them up!” 
 

identified, and the IPC held weekly sessions with these students to emphasize the importance 
of always using seat belts and riding in the back seat. These students assumed leadership in 
designing messages to convey to other students. 
 
The IPC also engaged 20 athletic coaches at schools, recreation centers and youth clubs to 
promote tweens buckling up and riding in the back seat. Each coach received a duffle bag that 
said “Buckle Up in the Back Seat.” Coaches readily agreed and served as authoritative figures 
and were trusted by this age group.  
 
In 2007, the IPC received funding from TX DOT to build upon this research and develop, 
implement and evaluate a similar “tween” occupant safety project in the Vickery Meadow area. 
The 2007 project included four sessions with the Jack Lowe Sr. Elementary School Student 
Safety Patrol.  During these sessions, students were provided education on tween occupant 
safety and provided assistance with developing “safety messages” to encourage their peers to 
ride properly restrained in the rear seat of the vehicle.  Students created posters, developed 
safety messages to be read in the mornings on the intercom, and volunteered to provide 
education outside of the school in the mornings and afternoons.   
 
To determine the effectiveness of the project, IPC staff conducted pre- and post-observational 
surveys of “tween” occupant behaviors at Jack Lowe Sr. Elementary School. There was a 22% 
increase in restraint use following the project; however, a 19% decrease in traveling in the back 
seat of the vehicle was also observed.   

 
In 2008, the IPC received additional funding 
from TX DOT to develop and implement a 
“tween” occupant safety project in west Dallas, 
utilizing the WHO Safe Communities model. 
The area of west Dallas was selected because 
the IPC already had established relationships 
with community-based organizations and the 
three schools in west Dallas (Santa Clara 
Academy– K-8; Sydney Lanier – K-5; Thomas 
Edison – 6-8).  
 
As described earlier, results from previous 
research, focus groups, and community asset assessment were utilized to develop the project 
during Year 01 of the TX DOT funding. The following two-year period was utilized to implement 
the project components.  As with other IPC initiatives, staff promoted strong community 
involvement in program implementation.  An integral component of the intervention was the 
development of a community coalition comprised of parents, youth leaders, key community 

stakeholders, and primary care providers. These 
individuals received training on “tween” occupant 
safety and served as health educators within the 
community. 
 
As part of the project, community awareness 
events were held in the west Dallas area in 2009 
and 2010. The purpose of the events, entitled 
Tweens Buckle Up in the Back Seat, was to 
engage the community in promoting “tween” 
occupant safety. Numerous local west Dallas 
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vendors participated and provided services and community resources. The Dallas Police 
Department and IPC hosted a booster car seat inspection station for children.   
 
Fact sheets specifically geared to reach “tween” parents were distributed and correct seat belt 
use was demonstrated.  Age appropriate activities emphasized “tween” safety.  Project staff 
developed a press release and 2500 flyers were distributed through community venues that 
provide places to communicate messages and locations where group events are held, as a way 
to promote community involvement.  Additionally, a local television station (Univision 23) and 
radio (KNTO AM 1440) conducted interviews to discuss “tween” occupant safety and child 
passenger safety. As part of National Child Passenger Safety Week efforts, certified child 
passenger safety technicians from the IPC also served as experts on Univision’s live televised 
phone bank to answer questions about “tween” occupant safety.   
 
In 2010, the IPC received funding from State Farm to expand the “tween” occupant safety 
project in west Dallas. IPC staff conducted 34 community meetings with parents to address 
“tween” occupant safety and child passenger safety in general.   
 
In keeping with our commitment to evaluate our efforts, the IPC contracted with Texas 
Transportation Institute (TTI) to conduct baseline and yearly seat belt observational surveys at 
the three schools (Santa Clara Academy– K-8; Sydney Lanier – K-5; Thomas Edison – 6-8) in 
west Dallas, as well as at eight schools in other areas of Dallas where no “tween” occupant 
safety activities were conducted to be used as comparison to the project area.  The purpose of 
these surveys was to monitor the prevalence of seat belt use over time and to determine 
whether there was an increase that could be attributable to the program. Baseline data has 
been collected; post-program observational surveys are currently underway.  
 
 
Operation Installation 
 
Although the IPC tries to utilize the Public 
Health Approach in addressing the injury 
problem in Dallas for all programs, the 
efforts regarding residential fire injury 
prevention may be the best example of this 
effort. The Public Health Approach starts 
with defining the problem through 
surveillance or data collection, using the 
data to identify risk factors, then developing 
and evaluating prevention programs, and 
finally, implementing the programs in 
communities.  
 
The IPC has been tracking residential fires 
for the last 19 years. The IPC has created a residential fire database spanning from 1991 – 
2009 that links data from the Dallas Fire-Rescue Department (DFRD), Medical Examiner’s 
Office, hospital burn admission and ambulance transports to hospitals and emergency rooms.  
An analysis of the first seven years of data was published in the New England Journal of 
Medicine in 2001 (Istre, 2001). 
 
By overlaying this data set on the census data for Dallas, the IPC was able to calculate the per 
capita rate of deaths and non-fatal injuries for each of the 255 census tracts in Dallas; these per 
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“What we have now is the culmination of the 
background work. We’ve gone through all the 
steps of the public health model. We used the 
data to identify the problem, determine the risk 
factors and develop the program. Now we are 
using the data to evaluate the program. It’s like 
taking it out of the textbook in slow motion.” 
 

Greg Istre, M.D. 
IPC Research Director 

capita rates were calculated as the number of deaths and injuries per 100,000 population. 
Census tracts with lowest income had 20- to 30-fold higher per capita rates of deaths and 
injuries compared to highest income tracts, and houses with smoke alarms had 8-fold lower 
rates of deaths and injuries compared to houses without smoke alarms (Istre, 2001).   
 

Based on this local data, the IPC targeted 
the census tracts with the highest per 
capita rates of house fire-related deaths 
and injuries, for smoke alarm installations 
through a program entitled Operation 
Installation. Operation Installation is a joint 
program of the IPC, and the DFRD, and 
involves door-to-door smoke alarm 
installation, with 4 teams of fire fighters, fire 
prevention personnel with DFRD, and 
volunteers from the Dallas/Fort Worth area. 
Each team is accompanied by a fire engine 
or fire truck, going down each block of the 
census tract. This program was modeled 

after a successful program that was started in Oklahoma City in 1990 (Mallonee, 1996). 
Operation Installation began in 1999 in the census tracts with the highest rates of house fire-
related deaths and injuries, and has continued to the present. Operation Installation has 
installed more than 26,000 smoke alarms, 
providing protection to more than 42,000 
people since 1999.  

The first six years of the program, funding for 
smoke alarms was dependent on donations, 
which limited the distribution of alarms to only 
a handful of sessions each year. Since 2007, 
the program has been funded through a grant 
from the Centers for Disease Control and 
Prevention (CDC). For the past five years 
under the CDC grant, the effort has been 
expanded to include 10 sessions per year.   

The canvassing sessions are conducted on Saturday mornings. The streets and routes are pre-
determined based upon maps of the census tracts and actual drive-by counts of houses before 

the sessions. For the past five years, 300-
400 lithium powered smoke alarms are 
installed per session. Each canvassing 
session includes: 1) the installation of  
smoke alarms in homes that are not 
adequately protected; 2), testing of 
existing alarms; 3) providing educational 
information in English and Spanish 
(brochures about fires, escape 
planning/practices); and 4) completing 
surveys that document the number of 
smoke alarms installed at that address, 
number of persons who live in the house, 
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and the number who are children < 5 years or elderly > 65 years, whether there are smokers in 
the house, if burglar bars are present, etc.  During the sessions, the DFRD conducts home fire 
safety walkthroughs while educating residents about testing of smoke alarms and the 
importance of escape planning. Residents not home on the day of the installation receive a 
hang tag on their door to call DFRD and request that smoke alarms be installed. 
 
The smoke alarms are labeled so that fire inspectors can easily identify them during any follow-
up inspections. Smoke alarms are installed according to NFPA guidelines which include all 
sleeping areas. The volunteers record the number of smoke alarms and assist in completing the 
survey with residents.  
 
The impact of Operation Installation is determined by comparing pre-intervention data to post-
intervention data in the designated census tracts.  Follow-up data is collected by fire inspection 
personnel at six month, one year, and two year intervals. During the follow-up inspections, the 
officers check to ensure the smoke alarms are still present, are functioning properly, and that 
the family has a fire escape route. This data is used to determine long-term impact of the 
intervention. 
 
There has been a 
60% decrease in 
house fire death 
rates in these 
neighborhoods 
since Operation 
Installation was 
implemented, and a 
40% decrease in the 
average number of 
house fire deaths for 
all of the city of 
Dallas. 
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HIPPY 
 
Home visitation programs designed to decrease the risk of child maltreatment are well 
supported by research. However, there is a lack of research on the efficacy of home visitation 
programs conducted by lay educators.  
 
In 2008, the IPC began a partnership with the Grand Prairie Home Instruction for Parents of 
Preschool Youngsters (HIPPY) to pilot test a home safety intervention project. HIPPY is a 
school readiness program that helps parents prepare their 3, 4, and 5 year old children for 
success in school. The program is delivered by trained lay educators who are members of the 
participating communities. Lay educators meet with parents in their homes biweekly to provide 
instruction on using HIPPY educational materials. To examine if lay educators could provide 
education that impacts specific behavior changes, the IPC partnered with HIPPY to implement a 
residential fire and scald burn prevention project.  
 
The lay educators were randomly assigned into intervention and comparison groups. Pre-
intervention home assessments were conducted in both the intervention and comparison 
groups. In addition to the standard HIPPY curriculum, lay educators in the intervention group 
also provided literature and one-time verbal education on fires, scalds, smoke alarms, and 
decreasing the hot water temperature for the household. The project did not include installing 
smoke alarms in homes, but did provide parents with referral information on obtaining smoke 
alarms. Educators in the comparison group only provided written literature. Post intervention 
assessments were conducted two months following the pre-assessment. 
 
The prevalence of smoke detectors increased in both the comparison and intervention groups 
(intervention – 13% increase; comparison – 11% increase). In the intervention group, 14% 
decreased hot water temperature to at or below 120 degrees. Among the comparison group, 6% 
decreased hot water temperature to at or below 120 degrees. 
 
There were limitations in the study and a second phase is being implemented during spring of 
2011. During the second phase, the IPC is conducting the pre- and post-assessments in the 
intervention and comparison groups. 
 
Tailored Injury Prevention Program 
 
In 2008, the IPC received funding from the Texas Department of State Health Services Office of 
Title V (DSHS) to implement the Tailored Injury Prevention Program (TIPP) for a five-year 
period. The IPC applied for the grant funding because data indicated unintentional injuries are 
the leading cause of death for children 0-4 years of age in Dallas County.  
 
Physician counseling can positively impact behavior, (Bass, 1993) and injury prevention 
counseling is associated with reported preventive safety practices among children in the United 
States, however only a small proportion of households with young children report receiving such 
counseling (Bass, 2000). A promising approach to delivering injury prevention messages by 
health care providers is the integration of tailored education materials to families (McDonald, 

Indicator 3: Programs that target high-risk groups and promote safety for 
vulnerable groups 
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2005). Tailored health communications use individual assessment data to customize the 
message to the needs and characteristics of the recipient.  
 
The DSHS required grantees to use a specific curriculum that had only been implemented in 
pediatric clinics that predominantly served English-speaking populations. The original Request 
for Proposals from DSHS stated that funding would begin September 2008 and full 
implementation of the Safe n’ Sound curriculum was scheduled for June 2009. On the first 
grantee conference call with DSHS staff, the grantees learned the curriculum purchased by 
DSHS was only available in English. All grantees (including IPC) intended to implement the 
project in clinics that served predominantly Spanish-speaking clients (which was described in 
detail in all of the funded proposals). After much discussion, DSHS was persuaded to request 
that Saint Louis University develop a Spanish version of the curriculum. This caused significant 
delays in the implementation of the project. The English version of the curriculum was 
implemented in August 2009, and the Spanish version was implemented in January 2010.   
  
The IPC implemented the TIPP project at deHaro Saldivar Heath Center, a community oriented 
primary care clinic (COPC) of Parkland Health and Hospital System (PHHS). The clinic serves 
nearly 6,000 pediatric patients under the age of 6 annually. The long-term goal of the project 
was to improve the health status of high-risk pediatric patients at this health clinic by increasing 
the adoption of protective safety behaviors and environmental modifications.  It sought to 
change parents’ injury prevention behaviors through provider messages and the provision of 
tailored communication.  
 

As part of the project, parents of 
children 2 months-4 years of age 
completed a computer-based injury 
risk survey in the clinic waiting room 
during a well child visit. A 
personalized injury risk assessment 
was generated and provided to the 
child’s physician, who discussed 
the results with the parent and 
provided tips to increase safety 
behaviors. Three weeks after the 
well-child visit, parents received a 
follow up phone call and were 
asked to take a phone survey to 
determine impact of the injury risk 
assessment and health care 

provider counseling. Two months after the well-child visit, parents received a tailored follow-up 
mailer with a personalized letter that included their child’s risks and injury prevention tips to 
decrease age specific injury risks.  
 
To ensure the fidelity of the information being provided, IPC staff worked with the Medical 
Director of the COPC to develop a curriculum to train the COPC medical providers. To ensure 
that the health care providers were implementing the curriculum with fidelity, IPC staff 
conducted regular observations of COPC staff conducting the assessment and physicians 
providing the anticipatory guidance. Additionally, the IPC conducted quarterly meetings with 
health care providers to discuss any problems or needs for curriculum modifications. 
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Data was collected and linked to determine behavior change after the survey and physician-led 
anticipatory guidance.  
 
The project was scheduled to continue through September 2012. However, after four months of 
full implementation, the IPC received notification from DSHS that funding would end in 
September 2010. The decision was based solely on performance issues with the computer-
based assessment software and barriers that challenged the accuracy of the injury prevention 
information disseminated from the computer-based curriculum.  
 
In spite of the problems with the curriculum, the IPC was able to collect useful information. 
Seventy-one percent of the eligible population was enrolled in the intervention, and 61% 
completed the follow-up survey. Of parents completing the follow-up survey, 55% of persons 
who had at least one risk identified reported changing behavior. If a parent recalled the provider 
discussing the injury risk at the appointment, 64.8% reported changing behavior compared to 
36.2% who reported a behavior change and did not recall discussing the injury risk with the 
provider (OR: 3.3; 2.0-5.4, p<0.001). Sixty-nine percent of parents who completed the follow-up 
survey recalled the provider discussing the injury risk at the appointment. Overall, 20% did not 
complete the assessment. Verbal refusal rates were higher for Spanish speaking parents. More 
Spanish speaking parents indicated illiteracy or computer illiteracy as a reason to not take the 
assessment. The average time for English-speaking parents to complete the assessment was 6 
minutes, 29 seconds, compared to 8 minutes, 49 seconds for Spanish-speaking (P>0.001).  
 
Although DSHS funding has ended, the IPC is exploring a similar type of project with Parkland 
Health & Hospital System leadership that considers: 1) a modified bilingual injury survey; 2) 
additional computers and technology available to allow for improved clinic patient flow, and 3) 
including non-physicians as counselors.  
 
Formative evaluation conducted by IPC found that parents continually expressed their interest 
and satisfaction with the project. The physicians, nurses and other COPC staff associated with 
the project all felt the program provided parents with much needed information that was tailored 
to encourage safe behavior adoption, and that the project materials were convenient and 
relevant and directly correlated to their current individual family practices.   
 
 
Senior Fall Prevention  
 
Falls among the elderly are a significant public health issue due to the large number of injury-
related hospitalizations, associated medical complications, and substantial economic costs. 
From an individual standpoint, the impact of senior falls can be measured by a decreased 
quality of life, and an increase in required medical services.  Each year in the United States, 
more than one third of adults over the age of 65 sustain at least one fall (Hausdorff et. al, 2001).  
Furthermore, the risk of more serious medical complications following a fall increases with age 
(Stevens et al., 2005).  From a psychological standpoint, individuals often develop a fear of 
falling, thus leading to decreased mobility, physical fitness, and ultimately an increase in the risk 
of falls (Vellas et al. 1997). In 2000, more than $19 billion dollars were spent on medical 
treatment for non-fatal injuries (Stevens et. al, 2006).  
 
From 1998 to 2007, the IPC implemented a senior falls prevention home modification program. 
During this time, more than 550 homes received a home assessment, education, and minor 
environmental modifications.  Collaborating organizations on this program have included: the 
Marrilac Senior Center, Wesley-Rankin Community Center Senior program, Geriatrics program 
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of Parkland Health & Hospital System, Geriatrics program of Methodist Hospital of Dallas, 
DeHaro Health Clinic, La Voz de Anciano (a social service provider for Hispanic elders), 
National Council of Jewish Women, Temple Emmanuel, Senior Affairs Commission of the City 
of Dallas, People Helping People of the City of Dallas, Housing Resource Center, and Dallas 
County Area Agency on Aging. 
 
Although education and home modifications are important considerations in reducing the impact 
of senior falls, an analysis of interventions to prevent senior falls identifies physical exercise as 
the most effective single-factor intervention to reduce the rate of falls among the elderly 
(Gillespie et. al).  Additional literature supports the use of Tai Chi as an effective intervention in 
decreasing the rate of falls. The Atlanta FICSIT (Frailty and Injuries: Cooperative Studies of 
Intervention Techniques) study, highlighted in this report, found that a fifteen week Tai Chi 
course resulted in a forty-seven percent reduced risk for multiple falls (Wolf et. al, 1996). 
Another study by Fuzhong and colleagues had findings consistent with the FISCIT study 
showing that a Tai Chi program decreased the risk of falling by fifty-five percent (Fuzhong et. al, 
2005).  Additional literature supporting the effectiveness of Tai Chi in decreasing the incidence 
of falls includes studies conducted by Suzuki and colleagues (Suzuki et. al, 2004) and 
Voukelatos and colleagues (Voukelatos et. al, 2006).  
 
Tai Chi is a low-impact traditional Chinese exercise that improves an individual’s flexibility, 
muscle strengthening, and endurance (Adler et. al, 2006).  The FISCIT study and other 
literature suggest the use of a simplified version of Tai Chi (Wolf et. al, 1996).  This version, 
consisting of ten to twelve basic movements, is more appropriate for novice participants from an 
aging population. In addition to decreasing the rate of falls within target populations, this type of 
Tai Chi intervention has been associated with a significant reduction in the fear of falling for 
participants (Sattin et. al, 2005).  Additional documented benefits include improved psychosocial 
status (Taylor et. al, 2006), blood pressure and lipid function (Chen et. al, 2003), immune 
response (Yeh et. al, 2007), balance and strength, cardiovascular and respiratory function, 
flexibility, symptoms of arthritis, and muscular strength (Wang, et. al, 2004). 
 

In 2010, the IPC 
implemented a pilot project 
to evaluate the feasibility and 
sustainability of a Tai Chi 
exercise program in a church 
setting. The pilot project was 
implemented at Northhaven 
United Methodist church in 
Richardson, Texas, where a 
simplified Tai Chi exercise 
program had already been in 
existence. The city of 
Richardson was selected 
because the rate of 

hospitalizations due to falls in the proposed age group (individuals 75 years of age or older) was 
substantially higher than the corresponding national rate in 2004 (Wisqars Nonfatal Injury 
Report, 2004).  
 
The IPC is evaluating the feasibility of implementation and maintenance of the Tai Chi exercise 
program in the church setting. Four Northaven church congregation members were trained as 
Tai Chi Instructors and began conducting Tai Chi classes twice a week in 2010. The sessions 
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were planned for 6-week intervals. Participant attendance is voluntary. Instructors provide 
attendance and demographic information in an Excel spreadsheet quarterly to the IPC.  
Information collected includes participation dates, age, gender, and race/ethnicity. Participant 
initials are collected in order to link and analyze participation over time. Three of the instructors 
taught the classes for the first 6-week period, but are no longer teaching classes. The fourth 
instructor has continued to teach classes at the church. The IPC is monitoring the number of 
classes, number of participants in each class, and analyzing data by gender, age, and 
race/ethnicity. If the pilot project proves to be feasible and sustainable, the IPC will seek funding 
in the future for implementation in other churches. 
 
La Voz de la Familia 
 
Child maltreatment and neglect is a serious public health problem. A non child protective 
services study estimated that 1 in 5 children in the U.S. experience some form of child 
maltreatment; approximately 1 percent were victims of sexual assault; 4 percent were victims of 
child neglect; 9 percent were victims of physical abuse; and 12 percent were victims of 
emotional abuse Finkelhor, 2009). Research has highlighted the long-term effects of injuries, 
particularly child maltreatment, on overall health. In addition to the physical injuries that abused 
children often suffer, maltreatment also causes stress that can disrupt early brain development, 
and extreme stress can harm the development of the nervous and immune systems (National 
Scientific Council on the Developing Child, 2005). As a result, children who are abused or 
neglected are at higher risk for health problems as adults, including alcoholism, depression, 
drug abuse, eating disorders, obesity, high-risk sexual behaviors, smoking, suicide, and certain 
chronic diseases (Felitti, 1998) (Runyan, 2002). 

To address this issue, the IPC received funding from the Texas Department of Family Protective 
Services (TDFPS) and Dallas Women’s Foundation to implement a community-integrated child 
abuse prevention project in the Bachman Lake neighborhood from 2004 through 2009 The 
project, La Voz de la Familia (La Voz), was designed as a community partnership to prevent 
child abuse by strengthening families and encouraging parents to serve as leaders within their 
community.  

Compared to Dallas County, Bachman Lake residents are disproportionately impacted by 
poverty and crime.  More than a third of households within this primarily Hispanic community 
earn less than $25,000 annually, and over 95% of children attending public schools participate 
in the free lunch program. In 2004, the murder rate within this community was twice that of 
Dallas County and 57% of victims were less than 30 years of age. The rates of robbery and 
aggravated assault are also consistently higher than the rest of Dallas County. 
 
Prior to development of La Voz, the IPC facilitated a comprehensive community needs and 
assets assessment to gain a better understanding of this community. The assessment showed 
a high density of families with young children. Also noted was a lack of social support resources 
for families.  Based on assessment results, La Voz provided: 1) a home visitation mentoring 
program for new mothers; 2) domestic violence and child-abuse prevention educational classes; 
3) life skills workshops; and 4) family after school programs.   
 
A further description of the program and services included: 

• New Mother Home Visitation Program - volunteer “mentor moms” conducted bi-weekly 
visits with new parents. Participants received education and support on safety, child 
development, self care for the parent, and engaging activities for parent and baby.  
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• Domestic Violence Awareness Classes - provided to educate the community on 
domestic violence dynamics, the affects of domestic violence on children, and referral 
services.  

• Parenting Classes – conducted to provide parents with new ways to communicate with 
children and improve parenting skills. 

• Basic Level Computer Classes - conducted to provide basic computer skills and teach 
parents how to protect youth from on-line predators.  

• After School Programs – prior to the establishment of La Voz de la Familia there were 
few after school activities available for children. La Voz de la Familia supported a soccer 
and Creative Girls crafts program. Both programs are organized by local parents with 
minimal supervision of IPC staff.  

At the conclusion of the 5-year grant from TDFPS, La Voz de la Familia participants convened 
to identify ways to sustain the program. In conjunction with local schools and community 
stakeholders, the community has continued to offer the following services: parent education 
classes, Parents Anonymous® Support Groups, and quarterly Community Partnership 
meetings.  

The prevention of child maltreatment continues to be a priority for the IPC. Because of our 
commitment to implement only evidence-informed programs, the IPC is now partnering with the 
Child Abuse Prevention Center (CAP) and the Vickery Meadow Youth Development Foundation 
(VMYDF) to implement a 3-year program to promote healthy, stable families in the Vickery 
Meadow area. The program, entitled Bringing Families Together, utilizes a train the trainer 
model to engage families and community stakeholders in providing education and support to the 
local community to prevent child abuse.  

The program consists of the following three components: 

• Strengthening Families Community Meetings – The VMYDF conducts weekly parent meetings 
through an apartment complex in Vickery Meadow. Through these meetings, parents are able to 
receive information on topics that they request and be connected to community resources.  
Additionally, parents are trained to lead meetings and initiatives, thus empowering them to 
contribute to change in their community. Parents are recruited from the community meetings to 
receive Triple P parenting education or participate in a Parents Anonymous® Support Group. 

• Triple P Parenting Program – Triple P is a multi-level system of parenting interventions based on 
need. The U.S. Triple P System Trial found an 84% reduction in substantiated abuse cases, an 
88% reduction in child out-of-home placements, and an 86% reduction in hospitalizations and 
emergency room visits for child injuries in nine study counties in South Carolina where parenting 
interventions were implemented (Prinz, 2009). 

• Parents Anonymous® Parent-led Support Groups – The Parents Anonymous® program has been 
endorsed by the National Council on Crime and Delinquency and United States Department of 
Justice, Office of Juvenile Justice and Delinquency Prevention as an effective program to 
decrease the risk of child maltreatment. Groups are co-led by parents and professional facilitators 
trained in the Parents Anonymous® model.  

 
The goal of the Bringing Families Together Program is that 50% of participating parents will 
have a decrease in parental stress by at least 5%. Additionally, it is expected that participating 
parents will have increases in protective factors against child maltreatment by at least 5%. 
Baseline and post-intervention data will be gathered on parental stress and protective factors 
against child maltreatment utilizing nationally validated survey instruments. A decrease in 
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parental stress and increase in protective factors against child maltreatment have been 
demonstrated to decrease substantiated child maltreatment. The time between baseline and 
post-intervention data will be in 3-month intervals for the Parents Anonymous® Support Groups, 
which will be an ongoing program. A protocol will be utilized to ensure that there are a minimum 
of four “dosages” before the post-intervention data is collected. The time between baseline and 
post-intervention data collection will be before and after the 6-week course for the Triple P 
Program. Instruments include the Parenting Stress Index (PSI) (California Evidence-Based 
Clearinghouse, 2010), which identifies problems and stressors at the beginning and termination 
of services and the Protective Factors Survey (FRIENDS National Resource Center for 
Community-based Child Abuse Prevention, 2010) which measures familial communication, 
parenting strategies, and social isolation. Both surveys have been validated at the national level.  
The CAP Center will gather the data and enter it into an Access Database. The data will be 
provided to the IPC for data analysis to assess the program’s impact on protective factors 
against child abuse and parental stress. Data will be reviewed on a quarterly basis to determine 
if the program is having the intended impact and if modifications are required to achieve 
program objectives.  Following the 3-year program, results of the intervention will be compiled 
into a report for dissemination throughout the community and submitted as an abstract for 
publication in a peer-reviewed journal.   

 
Pedestrian Safety  

 
Obesity is a serious health concern for children and adolescents, with an estimated 17% of 
children and adolescents ages 2-19 years classified as obese (Ogden, 2008). Obese children 
and adolescents are at risk for health problems during their youth and as adults (American 
Heart Association, 2002). Regular physical activity, fitness, and exercise are critically important 
for the health and well being of people of all ages. Regular physical activity has been shown to 
reduce the morbidity and mortality from many chronic diseases. Because physical inactivity is a 
risk factor for many diseases and conditions, making physical activity an integral part of daily life 
is crucial.  
 
Less than 30 years ago, almost half of children walked or rode their bicycles to school. Today, 
less than 16% of students ages 5 to 15 walk or bike to school, compared to 48% of these 
students 3 decades ago (EPA, 2003). In contrast, over 50% are driven to school in private 
vehicles (DOT, 2008), adding to vehicle congestion. 
 
Since walking is a major form of exercise for children, less walking may be partly responsible for 
the epidemic of obesity among children. Increasing the number of children safely walking and 
biking between home and school helps these young people to become more active and builds 
exercise into their lifestyle (CDC, 1997).  Availability of sidewalks and bicycle/pedestrian trails 
may encourage such lifestyle activities as walking and bicycling (Wang, 2004). 
 
In 2010, the Community Council of Greater Dallas received funding from the Texas Department 
of State Health Services to pilot a childhood obesity prevention program in the Vickery Meadow 
area of Dallas. Vickery Meadow is the densest community in Dallas and contains 95 multi-family 
properties, 112 businesses, five public schools, and only two single-family homes in a 3.5 
square mile area. Many of its residents are immigrants and refugees (Dallas Morning News, 
2006). Vickery Meadow's demographics changed throughout the 1990s as immigrants and 
refugees from Mexico, Central America, Bosnia, Burma, Bhutan, and parts of Africa moved into 
the apartment complexes. The infrastructure that existed was largely not designed for families 
(Dallas Morning News, 2007).  However, the neighborhood is assisted by a “critical mass” of 
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neighborhood advocates and organizations already working together through the Vickery 
Meadow Improvement District (VMID) to make Vickery Meadow a healthier, safer place to live.  
 
The IPC and Dallas Area Pedestrian Safety Coalition assisted in conducting walkability surveys 
in 2005 and 2006. These surveys noted limited safe venues for walking and bicycling. A 
redevelopment study report of the VMID released in April 2009 found that while arterial roads 
provide good access and that neighborhoods and retail are in walking distance of each other, 
the area is not pedestrian friendly (VMID, 2009). The study noted that there are high speed 
streets, a lack of sidewalks, and crime in the area.   
 
Making physical activity a regular part of one’s daily routine through “active” transportation” 
(e.g., walking and bicycling) is the most effective means of improving physical fitness (Safe 
States, 2009). 
 
The National Institute of Medicine has recommended that state and local governments help 
prevent childhood obesity by changing ordinances and planning practices to promote 
opportunities for physical activity (Koplan, 2004). However, many communities, such as Vickery 
Meadow, still lack sufficient areas for residents to walk and exercise safely. The lack of these 
necessary structural components persist despite the fact that individuals are 65% more likely to 
walk in neighborhoods that have sidewalks (Giles-Corti, 2002) and pedestrian crashes are more 
than twice as likely to occur in places that lack sidewalks (Campbell, 2004). Additionally, as the 
number of people walking and bicycling in a community increases, deaths and injuries from 
motor vehicle collisions decrease (Jacobsen, 2003). 
 
From July through October 2010, an assessment of the infrastructure and neighborhood human 
factors that contribute to or inhibit walking in the community was completed by the Injury 
Prevention Center of Greater Dallas (IPC). Walkability surveys were conducted by IPC staff on 
sunny/clear weekdays. The IPC staff utilized components from two walkability surveys to 
describe the characteristics of streets in Vickery Meadow that connect to Jack Lowe and Jill 
Stone Elementary schools, as well as Sam Tasby Middle School. Additionally, meetings were 
held with staff from City of Dallas, DART, and VMID to learn of past efforts to enhance 
walkability and bikeability in Vickery Meadow, as well future planned improvements. 
 
The walkability surveys conducted by the IPC in 2010 yielded the same results as previous 
surveys conducted in the area. There is substantial interest of stakeholders in the Vickery 
Meadow area to enhance liveability and improve safety for bicycling and walking.  
The IPC is working with the Community Council of Greater Dallas, Vickery Meadow Youth 
Development Foundation, Vickery Meadow Improvement District, and City of Dallas to initiate a 
safe and accessible environment that includes engineering, policies, and education to redesign 
the neighborhood to create a mixed-income community with health as its focus.  
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To prevent injuries and violence, we must first understand the problem. What is causing the 
problem? Who is affected? What are the circumstances in which it occurs? To answer these 
questions and others, we must collect data. The IPC collects data from the medical examiner’s 
office, local hospitals, fire departments, police departments, EMS, schools and others. The data 
is used to identify populations at risk, determine risk factors, detect emerging issues, and design 
and evaluate prevention programs. 
 
Data Available to the IPC: 
 
Medical Examiner 
 
The IPC has established a good working relationship with the Southwestern Institute of Forensic 
Sciences, which is the Medical Examiner’s Office (ME) for Dallas County. Since 1997, the ME’s 
Office has allowed IPC staff to access and collect non-identified data on deaths due to 
unintentional injuries, homicides and suicides. The IPC collects information on age, sex, race, 
manner of death, method of death, cause of death, and limited narrative information. The IPC 
now has an ME database of injury deaths in Dallas County from 1997-2009, and is continuing to 
collect data from 2010. The IPC analyzes the data for trends in injury deaths. If a trend is 
identified, the IPC seeks agreements with other data sources to obtain and link additional data 
to determine epidemiologic patterns. Examples of how the IPC has utilized ME data are 
described below.  
Pedestrian Injury Study 

 
The IPC published results of a study of pedestrian deaths in Dallas County that indicated 
that expressways are the predominate site of fatal pedestrian crashes among young 
adults in Dallas (Istre, 2007). 

• Of pedestrian deaths to people 15-59 years of age, 50% occurred on 
expressways. 

• The proportion of pedestrian deaths that occurred on expressways was 
highest among 15-29 year olds.  

• Over one-third (36%) of expressway-related pedestrian deaths were known to 
be “unintended pedestrians”- those who initially entered expressways in a 
vehicle, but exited the vehicle because it became disabled.      

 
Residential House Fire  
 
The IPC utilized the ME data in developing Operation Installation. In 1995, the IPC 
sought to define the factors associated with house fires and related injuries by analyzing 
the data from population-based surveillance. For 1991 through 1997, the IPC linked the 
following data for Dallas: records from the fire department of all house fires (including 
houses, apartments, and mobile homes), records of patients transported by ambulance, 
hospital admissions, and reports from the medical examiner of fatal injuries. Consistent 
with the results of other residential fire injury studies across the country, the IPC found 
increased rates of injury from house fires among blacks, the elderly, and those living in 
low income areas of Dallas (Istre, 2001).  
 

Indicator 4: Document the frequency and causes of injuries. 
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The data was used to develop Operation Installation, which began in 1999. 
Neighborhoods were selected to participate in the program based on the number of fire-
related injuries and deaths recorded in their census tract. Once a month, the Dallas Fire-
Rescue and IPC organize volunteers who canvass the selected neighborhoods and 
install lithium battery powered smoke alarms in the homes. Smoke alarms are installed 
according to National Fire Protection Agency (NFPA) guidelines, which include the 
sleeping areas and the kitchen area. The volunteers record the placement of the smoke 
alarms and assist in completing surveys with the residents. 
 
The data gathered is used to evaluate the effectiveness of the project to prevent fire-
related deaths and injuries in the selected areas (see Indicator 5/Evaluation).  

 

Dallas County Child Death Review Team  

Founded in 1992, the Dallas County Child Death Review Team (CDRT) was the first local team 
to review child and adolescent fatalities in the state of Texas. The Dallas County CDRT was 
facilitated by the Dallas Children’s Advocacy Center from 1992-2005. In keeping with its mission 
to create a safe community in which to live, work and play, the IPC began facilitating the CDRT 
in 2006. The purpose of a child death review team is to conduct a comprehensive, 
multidisciplinary review of child deaths 0-17 years of age. The goal is to: 1) provide accurate 
information on how and why Dallas County children are dying; 2) improve the response to child 
fatalities; and 3) reduce the number of preventable deaths. The multidisciplinary team consists 
of 30 members representing the Dallas Police Department, Child Protective Services, 
Southwestern Institute of Forensic Sciences, as well as local law enforcement agencies, 
schools, juvenile departments, courts, hospitals, epidemiologists, social service and public 
health agencies, and injury prevention programs. Each year the team reviews over 400 deaths 
to children in Dallas County. The team provides data to the Texas Child Fatality Review Team 
and makes recommendations on ways to prevent deaths and improve the CDRT process. 
Recommendations presented in past years in a state report to the Governor’s office include: 
 
• Passage of legislation that hospitals report all non-natural or unexplained deaths of children 

less than 18 years old to Child Protective Services, excluding all motor vehicle crash deaths, 
unless there is suspected substance use. 

• Study the feasibility of developing a system to identify new births to parents whose parental 
rights have been terminated or who have had a child die of unnatural causes. 

• Passage of legislation to amend the Texas Child Fatality Review Statute to include regional 
representation from local Child Death Review Teams on the State Child Fatality Review 
Team Committee.  

  
In 2010, the CDRT published a report on all Dallas County child deaths in 2006-2007. This was 
the most current years for which a complete set of death certificates were available from the 
Department of State Health Services, Texas Vital Statistics. The report reviews the deaths of 
infants, children and adolescents under the age of 18 and includes deaths classified by the 
Dallas County Medical Examiner as natural, homicide, suicide, unintentional (or accident) and 
undetermined. Deaths classified as natural are reviewed by the Dallas County CDRT if the 
child’s residence is in Dallas County.  All other child deaths are included and comprehensively 
reviewed if the injury leading to death occurred in Dallas County.  
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In 2006-2007, 891 children ages 0-17 died in Dallas County. The Dallas County CDRT reviewed 
100 percent of these deaths and determined that nearly one in five (19%) could have been 
prevented. Children ages 15-17 had the highest percentage of preventable deaths (73%). Key 
findings include: 
 
• Unintentional injury was the leading cause of death for children 1-17 years of age. 
• More than two children die each month due to violence.  
• More than half of child deaths (52%) due to sudden and unexpected infant death involved 

bed sharing.  
• African American children comprised 22% of the population but accounted for 36% of the 

child deaths.  

Bed-sharing study 

During 2008, the CDRT noticed a pattern of child deaths related to bed sharing.  Bed 
sharing in conjunction with infants sleeping on their stomachs or sleeping outside of a crib 
has been shown to have an association with unexplained infant deaths. Previous child sleep 
surveys have found varying levels of bed sharing. In an attempt to quantify the prevalence of 
bed sharing among infants less than one year of age in Dallas County and factors 
associated with infant bed sharing, the IPC began a population-based survey of parents 
regarding their infant’s sleep pattern. Surveys were conducted at a sample of small and 
large pediatric practices in Dallas County. Initial results from the survey indicate: 

� Bed sharing in the previous 24 hours is common. 
� The lack of a crib was highly associated with bed sharing. 
� Families without a crib spent more hours on average bed sharing (3.9 hours a night 

with a crib vs. 7.3 hours for those without a crib). 

Having this local information offers the potential for a targeted community-based 
intervention, such as a program to increase crib use to maximize safe sleeping 
environments.  

Other Data Sources 
 
As described in previous sections, the IPC also uses other data sources to obtain quantitative 
as well as qualitative data, including focus groups, observational surveys (child passenger 
safety, seat belt), prevalence surveys (smoke alarms), and hospital clinic data.  
 
In 2010, the Patient Safety Net Site Administrator for Parkland Health & Hospital System 
contacted the IPC to report that a number of clinics were reporting injuries due to infants falling 
out of infant carriers. The IPC convened a work group of representatives from the clinics to 
discuss the issue and develop a plan of action. The work group reviewed literature/studies on 
the issue. The group recommended that IPC develop and pilot test a survey to be conducted at 
the clinics among parents of infants between the ages of 0-12 months. The pre-survey was 
conducted in September 2010. The results were inconclusive. Based on those results, a more 
thorough survey was developed. The IPC will conduct one-on-one interviews with parents using 
the revised tool beginning in the spring of 2011. The IPC will analyze the survey results and 
present the results at the following work group meeting. The results will be utilized to develop, 
implement and evaluate a prevention program at the clinics. 
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The IPC utilizes several evaluation methods, including formative, process, impact/outcome to 
determine and document program effectiveness. These methods were described in detail in 
previous sections when describing specific projects.  
 
Formative Evaluation  
 
The IPC utilizes formative evaluation to test program plans, messages, materials, and 
strategies, before the program is designed and implemented. Formative evaluation ensures that 
program activities and materials are of the highest quality, properly directed, culturally 
appropriate, and have the greatest chance of reaching the most people in the intended 
audience. Examples include conducting focus groups to determine knowledge/attitudes/beliefs 
regarding sobriety checkpoints, child passenger safety, “tween” occupant protection, and infant 
falls from carriers.   
 
Process Evaluation 
 
The IPC utilizes process evaluation to determine whether the program is reaching the 
population it planned to serve and assure consistency/fidelity across locations. Examples 
include how the IPC staff worked with the Medical Director of the deHaro Saldivar COPC to 
implement a curriculum to train the COPC medical providers on how to conduct the Tailored 
Injury Prevention Project. To ensure that the health care providers were implementing the 
curriculum with fidelity, IPC staff conducted regular observations of COPC staff conducting the 
assessment and physicians providing the anticipatory guidance. Additionally, the IPC conducted 
quarterly meetings with health care providers to discuss any problems or needs for curriculum 
modifications. 
 
Impact/Outcome Evaluation 
 
The IPC utilizes impact/outcome evaluation, such as child passenger safety and tween seat belt 
use observational surveys, smoke alarm prevalence surveys, to measure the immediate and 
long-term changes brought about by the program in the intended population. As described in the 
Operation Installation section, the IPC has utilized morbidity and mortality data to assess 
changes in deaths and injuries related to residential house fires.   
 
  

Indicator 5: Evaluation 
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The IPC has participated in numerous international and national Safe Communities networks, 
as well as contributed to other injury and violence prevention networks. From 1995-2007, IPC 
staff participated in the following study visits and Safe Communities Conferences. 
 
Study visits: 

• Edmonton (1995) 
• Stockholm (1996) 
• Amsterdam (1998) 
• Rotterdam (1998) 

 
Safe Communities Conferences: 

• Australia (1996) 
• Dallas (Hosted 1996) 
• Rotterdam (1998) 
• Prague/Vienna (1999) 
• Bergen (2005) 
• South Africa (2006) 

 
In November 2008, current IPC staff 
attended the Safe Communities Canada 
Conference in Winnipeg, Manitoba. 
Carrie Nie, IPC Associate Director, and Shelli Stephens Stidham, IPC Director, completed 
qualifying certification to serve as peer reviewers for applicants to the International Safe 
Communities Network. During 2008-2009, IPC Director Shelli Stephens Stidham served as 
President of the Safe States Alliance (formerly State and Territorial Injury Prevention Directors 
Association). During that time, she facilitated the 2008 and 2009 Joint Annual Meetings of Safe 
States and the CDC Core State Injury Grantees. She also participated in numerous meetings 
with the Centers for Disease Control and Prevention, as well as with the Affiliate Safe 
Community Support Center at the University of North Carolina Injury Prevention Research 
Center.   
 
Following is a summary of IPC participation in Safe Communities study visits and conferences 
since 2008, as well as contributions to other injury and violence prevention networks. 
 
Study visits: 

• Madison/Dane County, WI (2009) 
• Shawnee, OK (2009) 
• Erie, PA (2010) 

 
Safe Communities Conferences: 

• Safe Communities Canada (Winnipeg, Manitoba 2008) 
• Safe Communities America (Chicago, Illinois 2010) 
• Safe Communities Canada (Toronto, Ottawa 2010) 

 
World Injury Conferences: 

• Merida, Mexico (2008) 

Indicator 6: Participation in National and International Safe 
Communities Networks 
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• London, England (2010) 
 

 
Scientific Presentations at National and International Conferences: 
 
Yuma-Guerrero P, Lawson KA, Stephens-Stidham S. “Assessing the Training Needs of the 
Texas Injury & Violence Prevention Workforce.” Annual American Public Health Association 
Meeting and Exposition, Denver, Colorado, November 6-10, 2010. 
 
Istre GR, Stowe M, McCoy MA, Moore 
BJ, Culica D, Womack KN, Anderson RJ.  
“A Controlled Evaluation of a Community-
based Approach to Increase Child 
Restraint Use in Motor Vehicle”.   10th 
World Conference on Injury Prevention 
and Safety Promotion, Safety 2010 World 
Conference, London, UK, September 21-
24 , 2010 (poster) 
 
Stephens-Stidham S, Trudeau J, Istre G, 
Weir C, Johnson U, Anderson R. “Using 
Lay Home Educators to Provide Safety 
Messages in Dallas, TX, USA.” Safety 
2010 World Conference, London, UK, 
September 21-24, 2010 (poster). 
 
Nie C, Bailey A, Istre GR. “Population-based Survey of Infant Bed Sharing.”  Safety 2010 
World Conference, London, UK, September 21-24, 2010 (poster). 
 
Mello MJ, Pressely J, Stephens-Stidham S, Annest JL, Fingerhut LA. “Global Injury 
Surveillance Opportunities and Challenges.” Safety 2010 World Conference, London, UK, 
September 21-24, 2010 (oral). 
 
Stephens-Stidham S, Stowe M, McCoy M, Anderson R, Boumulian P, Istre GR. “15 Years of 
Safe Community Activities in Dallas, TX, USA: Has it Made a Difference?” Safety 2010 World 
Conference, London, UK, September 21-24, 2010 (poster). 
 
Bailey A, Nie C. Istre GR. “Population-based Survey of Infant Bed Sharing.”  2009 Joint Annual 
Meeting of State and Territorial Injury Prevention Directors Association and the CDC Core State 
Injury Grantees, National Harbor, Maryland, February 2009 (poster). 
 
Nie C, Bailey A, Istre GR. “Population-based Survey of Infant Bed Sharing.” 2009 National 
Injury and Violence Prevention Research Conference, Atlanta, Georgia, March 2009 (poster). 
 
Istre GR, Stowe M, Mubasher M, McCoy MA, Culica D, Womack KN, Anderson RJ. 
“Evaluation of a Community -based Approach to Increase Child Restraint in Motor Vehicles.” 
9th World Conference on Injury Prevention and Safety Promotion, Merida, Mexico March 15-
18, 2008 (poster)  
 
Stephens Stidham S., Hardman S, Williams A. “Strengthening Injury and Violence Prevention 
Practice and Improving Efficiency Through Professional Association.” 9th World Injury 
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Conference on Injury Prevention and Safety Promotion, Merida, Mexico, March 15-18, 2008. 
(oral)  
 
Alberson B, Stephens Stidham S, Williams A. “Lessons Learned and Promising Practices in 
Collaborating to Prevent Injuries and Promote Health Through Land Use Policies and 
Community Design.” ASTHO-NACCHO Joint Conference, Sacramento, California, September 
9-12, 2008. 
 
Hardman S, Stephens Stidham S, Williams A. “Keeping Older Adults Living Independently 
Longer: Reducing the Risk of Falls.” 2008 Society of Public Health Education Annual Meeting, 
San Diego, California, October 23-25, 2008 (poster). 
 
Stephens Stidham S, Williams A, Hardman S. “Changing the Environment to Change 
Behavior.” 2008 Society of Public Health Education Annual Meeting, San Diego, California, 
October 23-25, 2008 (oral). 
 
Publications: 
 
Istre GR, Stowe M, McCoy MA, Moore BJ, Culica D, Womack KN, Anderson RJ.  A Controlled 
evaluation of WHO Safe Communities model approach to injury prevention: increasing child 
restraint use in motor vehicles. Injury Prevention (2010). doi:10.1136/ip.2010.027011 (online 
publication) 
 
Songer T, Stephens Stidham S, Peek-Asa C, Bou-Sada I, Hunter W, Lindermer K, Runyan 
CW. Core Competencies for Injury and Violence Prevention. American Journal of Public Health, 
April 2009; 99 (4); 600-606. 
 
Runyan CW, Stephens-Stidham S, Core Competencies for Injury and Violence Prevention. 
Injury Prevention, 2009; 15:141 
 
Runyan CW, Villaveces A, Stephens Stidham S. Improving Infrastructure for Injury and 
Violence Control: a call for policy action. Injury Prevention 2008 14: 272-273.  
 
Barber CW, Azrael D, Hemenway D, Olson LM, Nie C, Schaechter J, Walsh S. Suicides and 
suicide attempts following homicide: Victim suspect relationship, weapon type, and presence of 
antidepressants. Homicide Studies 2008; 12(3);285-297. 
 
Istre G, McCoy M, Stowe M, Barnard J, Moore B, Anderson R. The “unintended pedestrian” on 
expressways. Traffic Injury Prevention 2007:8:398-402. 
 
Other Oral Presentations (selected): 
 
“Overview of Child Deaths in Dallas County” presented by Carrie Nie at the 3rd Annual Infant 
Mortality Awareness Summit, Dallas Texas, September 2010. 
 
 “Setting the Stage for a Safe Dallas” presented by Shelli Stephens Stidham at 2010 Texas 
Traffic Safety Conference, Texas Transportation Institute, Dallas, Texas, March 31, 2010. 
 
“What’s the Story Behind the Numbers? Gathering Information for Sobriety Checkpoints” 
presented by Shelli Stephens Stidham at 2010 Texas Traffic Safety Conference, Texas 
Transportation Institute, Dallas, Texas, March 31, 2010. 
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“Engaging Partners to Keep Kids Safe” presented by Marissa Rodriguez at the 2010 Traffic 
Safety Conference, Texas Transportation Institute, Dallas, Texas, March 31, 2010. 
 
“Innovative Approaches to Community Engagement and Child Abuse Prevention: The La Voz 
de la Familia Community Partnership” presented by Marissa Rodriguez (IPC), Kris Herwig 
(IPC), and Jessica Trudeau (Child Abuse Prevention Center) at the 2010 International 
Conference on Parent Education and Parenting, February 19, 2010. 

 
 “Research and Practice Collaboration” presented by Shelli Stephens Stidham (IPC), Carol 
Runyan (University of North Carolina), John Lundell (University of Iowa), and Susan Hardman 
(New York Department of Health) for the 2009 National Injury & Violence Research Conference 
From Discovery to Practice: Innovative Translational Approaches to Injury Prevention and Care. 
Atlanta, Georgia, March 5-6, 2009. 
 
“Dallas County Child Death Review Bedsharing Presentation” Presented by Carrie Nie and Amy 
Bailey at Child Fatality Review Regional Workshop in Fort Worth, Texas, August 2009. 
 
“Using the Safe Communities Approach to Prevent Injuries and Deaths” presented by Shelli 
Stephens Stidham at the American Medical Writers Association Conference. Dallas, Texas, 
October 23, 2009. 
 
“Dallas County Child Death Review Bedsharing Presentation” Presented by Amy Bailey at 
Texas Department of Family and Protective Services Meeting, October 2009. 
 
 “Addressing Traffic Safety Through the Safe Communities Model” Presented by Jessica 
Trudeau at TexITE Winter Meeting, Irving, TX, January 2008. 
 
“From Data to Action: Child Safety and Window Sill Height” Presented by Greg Istre at 2008 
Joint Annual Meeting of STIPDA & CDC Core State Injury Grantees, Oklahoma City, OK, April 
2008. 
 
“Using local data to drive prevention” Presented by Greg Istre at UTSW School of Public Health 
(Dallas campus), March 2008. 
 
“Finding Common Ground: Building Collaborations with Trust,” Presented by Shelli Stephens 
Stidham at Iowa Child and Youth Injury Prevention Conference: Keeping Kids Safe (invited key 
note), Des Moines, Iowa, September 2008. 
 
“Showcase of Child Fatality Review Team Successes” Presented by Amy McSpadden at 
Protecting Texas Children, Houston, TX, October 2008. 
 
“Dallas Children Safe and Secure: A Tween Occupant Protection Intervention,” Presented by 
Shelli Stephens Stidham and Jessica Trudeau at 2008 Safe Kids Worldwide Conference, 
Washington, DC, October 2008. 
 
“Primary Prevention of Family Violence” Presented by Shelli Stephens Stidham at The Cutting 
Edge: Innovative Approaches to Family Violence Conference, Dallas, TX, November 2008. 
 
“Unintended Pedestrian deaths on Expressways in Dallas” Presented by Greg Istre at Traffic 
Safety Statewide Meeting, Houston, TX, November 2008. 
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