| ABSTRACT

Objectives. This study assessed

the effectiveness of a 4-year program
of bicycle helmet promotion that
targeted elementary school children
in one region of Quebec. The pro-
gram revolved primarily around per-
suasive communication and commu-
nity organization, combining standard
educational activities and activities to
facilitate helmet acquisition and use.

pared between more than 8000 young

Methods. Helmet use was com-

cyclists in municipalities exposed or
not exposed to the program. Factors
influencing helmet use were con-
trolled through the use of multivari-
ate analyses.

Results. Helmet use increased

from 1.3% before program imple-
mentation to 33% in 1993. The
program was clearly effective in most
cycling circumstances and for various
groups of children. However, the
benefits of the program were un-
equally distributed; the program was
one third as effective in poorer
municipalities as in “average-rich”
ones.

Conclusions. This community-

based program that combined vari-
ous types of activities appeared to be
effective. New intervention models
are needed to ensure an equitable
distribution of benefits. (4m J Public
Health. 1995:85:46-51)
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Introduction

Bicycle-related injuries are a major
public health problem in the province of
Quebec in Canada, as they are through-
out North America. About 10% of all
deaths (all causes combined) among 5- to
14-year-old children in Quebec result
from bicycle crashes.! Head injuries are
frequent, being present in 60% to 80% of
fatalities.>>

Helmet use contributes to reducing
the frequency and severity of head inju-
ries; studies report a reduction in the risk
of head injuries in the range of 45% to
85%.%8 Several evaluations of bicycle
safety helmet promotion programs have
been published® % program effectiveness
was assessed with indicators including
helmet purchase and ownership,!!-1315
evolution of helmet use,!%1317.19 apd evolu-
tion of the prevalence of bicycle-related
head injuries.>16

Evaluations of programs based on
multiple-intervention strategies involving
community and school-based activities
usually report an increase in helmet use
over time.!%1316-18 Tt should be noted,
however, that the relationship between
improved helmet use and these programs
is not always evident; either there is no
control group,'#1617 thus overlooking the
possibility of a secular trend, or, more
frequently, the analyses do not take into
account the different exogenous variables
likely to influence helmet use. Significant
associations between helmet use, age, sex,
family income, observation site, day of
week, and the presence or absence of
other cyclists wearing helmets have been
reported.!0:13.16

Some evaluations have been based
on repeated measures.!%16 Nevertheless,
there is little information about the
evolution of helmet use in relation to the

length of time the programs have been in
operation. The studies we consulted also
lacked details concerning the effects of
the programs on different categories of
children. Does the effectiveness of a
program differ depending on the age and
sex of the children? Are interventions
promoting helmet use less effective among
children in lower income areas, as sug-
gested by one Canadian study?'® Is the
effectiveness of a program independent of
the circumstances in which the cyclists are
riding, or are there greater effects for
riders on bicycle paths, on their way to
school, or simply out for a ride in their
neighborhood? From a public health
standpoint, this information is essential to
determine the specific efforts needed to
reach those groups that are more resistant
to wearing helmets so that programs can
be adequately adjusted in terms of strate-
gies and activities and program objectives
can be reached most effectively and
rapidly.

This article reports the results of an
evaluation of the effectiveness of a 4-year
program promoting bicycle helmet use
among children in the Montérégie (one of
16 administrative regions in Quebec,
located on the South Shore of Montreal,
with a population of 1.2 million living in
more than 230 municipalities).
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Bicycle Helmet Promotion
Program in the Montérégie,
1990 to 1993

The program targeted elementary
school children 5 to 12 years of age
attending French and English public
schools in the Montérégie (approximately
380 schools and 100 000 children). At the
time of the preliminary study in 1988, only
1.3% of children in this age group were
wearing a bicycle helmet. The program
objective was to bring this level up to 20%
by 1993.

The program design was based on
the PRECEDE? framework and on Rog-
ers’ diffusion of innovations theory.?! A
preliminary study identified those factors
likely to influence the intention of young
cyclists to use helmets and the content of
the messages to be conveyed.??

Intervention strategies focused on
persuasive communication and commu-
nity organization. The program began in
1990, and the activities took place every
year, from April to August, through 1993.
Standard educational activities (posters,
pamphlets, association games, role play-
ing) to encourage changes in attitudes,
beliefs, and values with regard to helmets
were carried out mainly in schools in May
and June. Community-based activities
focusing on facilitating helmet acquisition
(increased product availability, discount
coupons for $5 and $10, group purchases,
offering of helmets as prizes) and reinforc-
ing helmet use (awards, guidelines and
regulations requiring helmet use) were
conducted from April to August.

An organizing committee handled
program coordination, and the activities
were conducted by a variety of people and
organizations working to promote bicycle
safety: teachers, police officers, social
clubs, sporting goods retailers, municipal
recreation departments, and organizers of
sporting events. More than 200 schools
and 250 agencies participated in the
program each year. Between 1990 and
1993, 12 214 posters, 319 944 pamphlets,
4965 educational guides, and 72 672 cou-
pons were distributed throughout the
region. More than 4600 bicycle helmets
were given out free to children.

Methods

The evaluation was based on a
quasi-experimental design with repeated
measures and nonrandom control groups.
Observation studies were conducted in
1991, 1992, and 1993 (the second, third,
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and fourth years of the program, respec-
tively) to compare helmet use between
the two groups of children. The study
group was involved in the intervention
and observation phases in all 3 years,
while the control group was involved only
in the observation phase in each of the
study years. The study group included
children 5 to 12 years of age residing in 25
municipalities in the Montérégie region,
stratified by subregion from among the
230 municipalities included in the pro-
gram. The control group included chil-
dren of the same ages residing in munici-
palities in another region about 40 km
north of Montreal that did not have a
similar program. These municipalities
were chosen for their similarities to those
in the study group in terms of distance
from Montreal, population size, and pro-
portion of the population below the
low-income threshold, as defined by Statis-
tics Canada.? Observation sites and meth-
odology were the same each year and
included routes on which children rode to
school (in June and September), use of
bicycle paths and riding in residential and
commercial streets (from June to Septem-
ber).

An observation grid was developed,
validated, and pretested for the purpose
of data collection. Observers were trained
before data collection (interrater reliabil-
ity was not assessed). Observers were
instructed to stay at a single site for no
more than 30 minutes and in one observa-
tion area for no more than 90 minutes.
Children’s ages were estimated by observ-
ers. For analysis, children were divided
into two categories according to their
probable age (5- to 8-year-olds and 9- to
12-year-olds). The proportion of the popu-
lation below the low-income threshold, as
defined by Statistics Canada,? was used
as a proxy for the variable of socioeco-
nomic level. Municipalities were divided
into two categories, “average-rich” and
“poor,” depending on whether this propor-
tion was greater than or less than 20%; all
children from any given municipality were
assigned to one category.

The data were analyzed in two
stages. We first examined the evolution of
helmet use in the Montérégie and in the
control municipalities for the entire study
period. The effect of the program was
evaluated by comparing helmet use be-
tween the groups that were exposed to the
program and those that were not. This
analysis was based on multiple logistic
regressions that allowed—through a pro-
cess similar to that of Mantel-Haenszel—
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adjustment of the relative risks in consid-
ering the effects of modifying factors.
Interaction terms permitted these models
to assess whether or not the effects of the
program differed according to year, char-
acteristics of the children observed, or
circumstances of the observation. (An
appendix of the model for calculating
relative risk is available from the authors.)

In order to increase the precision of
estimates and to document program effec-
tiveness across years, we analyzed pro-
gram data that included several years of
observation.!? In principle, this procedure
requires independent samples, which can-
not be guaranteed in observational stud-
ies. In this study, the risk of recounting the
same child in different years was relatively
small; approximately 2% of the total study
population was observed each year, and
the population was changing (each year,
there is roughly a 16% tumover of
children [5-year-olds entering and 12-year-
olds leaving]). We chose to include obser-
vations from the 3 years in a single
sample, introducing a “year” variable in
the analysis; in interpreting these results,
we were particularly conservative, using a
significance level of .001 and focusing on
results with particularly high (or low)
relative risks.

Helmet use was the dependent vari-
able of the model, and group (study or
control) was the independent variable
being studied. The other independent
variables were age, sex, observation site,
municipality, time of observation, period
of week, and year of observation. To
distinguish the effects of the program
according to the characteristics of the
children, observation circumstances, and
length of time the program had been
operating, we included seven interaction
terms (between the group in question and
each of the seven other independent
variables). The parameters of the model
were estimated with Egret software. The
maximum likelihood test was used in
evaluating the contribution of each of the
variables. The software allowed us to split
the ordinal variables, such as the observa-
tion site and year, into dichotomous
variables (one ordinal variable with m
values results in m — 1 dichotomous vari-
ables).

Results

Of the 8112 children observed, 6087
were in exposed municipalities. The major-
ity were boys (5106), and two thirds fell
into the 9- to 12-year age bracket (5583).
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FIGURE 1—The evolution of helmet use among children in the Montérégie and

TABLE 1—Rates of Helmet Use among Children in Municipalities Exposed
(Study Group) and Not Exposed (Control Group) to a Program of
Bicycle Helmet Promotion: 1991 and 1993

1991, % 1993, %
Study Group Control Group Study Group Control Group
(n = 1566) (n = 518) (n = 2736) (n = 1096)

Sex

Male 8.2 3.7 285 125

Female 1.9 43 38.6 17.8
Age group, y

9-12 6.6 15 243 12.2

5-8 18.9 7.7 47.7 209
Observation site

Local street 5.0 3.8 33.0 115

Path/lane 28.7 8.3 42.3 30.2

School route 9.3 26 26.5 14.7
Period of week

Weekday 8.2 43 33.0 13.6

Weekend 240 25 30.0 18.2
Time of day

Morning 4.8 4.1 32.3 17.2

Afternoon 133 3.8 333 13.8

Evening 15.4 284 114
Socioeconomic level

of municipality
Poor 3.1 4.1 25.8 15.2
Average—rich 10.9 2.8 337 11.8
All children 9.6 3.9 325 143

One third of the observations were con-
ducted in low-income municipalities
(2630). Half of the children were observed
on local streets (3999), 40% were observed
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on school routes (3208) and 11% were

observed on bicycle paths or lanes (905).
Helmet use grew steadily and sub-

stantially in the Montérégie (Figure 1).

Only 1.3% of children wore helmets
before implementation of the program.
This figure rose to 1 in 10 after the second
year of the program and more than 1 in 3
after the fourth year. The helmet use rate
also increased in the control group; it
tripled between 1991 and 1993 (1988
baseline data for the control group were
not available).

Helmet use rose from year to year
regardless of the municipality in question,
the circumstance of bicycle use, or the age
and sex of the children (Table 1). Helmets
were worn more by girls, children in the
younger age group, and those riding on
bicycle paths. In the Montérégie, helmets
were worn more in the average-rich
municipalities than in the poor ones.
Opposite results were observed in the
control group.

Preliminary regressions were carried
out to select the variables for the final
model. The time of observation and
period of week variables and their interac-
tion terms made no significant contribu-
tion and were omitted in subsequent
analyses. The coefficients assigned to the
following interaction terms were also not
significant: Study Population X Sex
(P = .4), Study Group X Age (P = .64),
and Study Group X Years (P = .53 and
P = 24). This suggested that the effects of
the program did not differ between girls
and boys, age groups, or different years.
These terms were also eliminated. The
results of the final model are shown in
Table 2.

With regard to our thresholds
(P < .001), municipality status was not
significantly associated with helmet use.
However, interaction terms were signifi-
cant, and we maintained this variable in
the model. Helmet use was significantly
and positively associated with girls, the
younger age group, bike paths, and school
roads (vs local streets). The program was
effective, since being part of the study
population was significantly associated
with helmet use (P < .001). Since the
interaction terms were significant, the
effectiveness of the program had to be
distinguished according to the type of
municipality and the observation site
considered. Table 3 gives adjusted relative
risks in each riding circumstance for poor
and average-rich municipalities (see the
Appendix for the process allowing for
calculation of relative risks in the pres-
ence of an interaction).

Table 3 demonstrates that children
in poor communities riding on local
streets in the exposed population were
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1.76 times more likely to be wearing
bicycle helmets than children riding on
local streets in poor communities in the
control population. Regardless of the
circumstances in which the children were
riding, the program was 3 times more
effective in the average-rich municipali-
ties than in the poor ones. The program
seemed to be effective in all areas of
average-rich municipalities; in poor ones,
however, it was effective only on local
streets. Regardless of municipality status,
it seemed to be more effective on local
streets than on bicycle paths and school
routes.

Discussion

As noted in other studies, helmet use
is significantly associated with age, sex,
and cycling circumstances.!%16.17 The fact
that helmets are worn less on local streets
than on bicycle paths may be due to
different factors. First, parents may per-
ceive bicycle rides around the family
home as safer and therefore requiring
helmet use less than long rides on bicycle
paths (a recent Quebec survey? found
that lack of helmet use was associated
with the use of bicycles to ride short
distances). This is similar to behaviors
associated with the use of safety belts;
because people do not perceive the risk of
accidents when driving short distances,
they tend not to use safety belts and child
restraint systems on short car rides.?26
Second, because there are no places to
store helmets in public areas, children
may wear helmets less when they are
riding around their neighborhoods. Third,
the fact that helmets are worn less on
school routes may be explained by peer
pressure. Previous studies suggest that
helmet use is associated with the presence
of helmeted companions.!°

The secular trend of increasing hel-
met use in both the study and control
populations reflects the progressive diffu-
sion of the innovation (bicycle helmet
use). A nationwide bicycle helmet promo-
tion campaign sponsored by the Canadian
Medical Association, as well as other
programs developed in Quebec and else-
where in Canada, was introduced during
the course of our program. This trend
underlines the need for a control group to
evaluate the effects of the program.

Program effectiveness was assessed
with very conservative thresholds to mini-
mize bias related to possible nonindepen-
dence of samples. The process used to
measure the effectiveness of the program
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TABLE 2—Logistic Regression Analysis of Factors Assoclated with the Use of
Helmets by 5- to 12-Year-Old Children in Two Regions of Quebec:

Bicycle Helmet Program

Municipality (vs control and/or

1991 through 1993
Odds Ratio
(.999 Confidence
Variable Coefficient SE Interval)
Constant -3.859 0.14
Exposure to program (vs non- 0.5784 0.147 1.78 (1.10, 2.89)
exposure to program)
Girls (vs boys) 0.4287 0.061 1.54 (1.26, 1.88)
5-8-year age group (vs 9—12-year 0.9658 0.0621 2.63 (2.14,3.22)
age group)
Path or bicycle lane (vs local street) 1.252 0.214 3.50 (1.73, 7.06)
School route (vs local street) 0.4949 0.181 1.64 (0.91, 2.97)
Municipality = Average—rich munici- —-0.6098 0.194 0.54 (0.29, 1.03)
pality (vs poor municipality)
1992 (vs 1991) 0.5341 0.106 1.71 (1.20, 2.42)
1993 (vs 1991) 1.398 0.0922 4.05 (2.99, 5.48)
Study Population x Path or Bicycle -0.5176 0.235 0.60 (0.28, 1.29)
Lane (vs control and/or local
street or school route)
Study Population x School Route -0.66 0.196 0.52 (0.27, 0.98)
(vs control and/or local street or
bicycle path)
Study Population x Average-Rich 1.221 0.217 3.39 (1.66, 6.91)

poor municipality)
Note. n = 8112; deviance (df = 8100) = 6815.60; maximum likelihood ratio (df = 12) = 4430.715

P < .01).

— I
TABLE 3—Variations in Program Effectiveness, by Type of Municipality and
Cycling Circumstances
Relative Risk (.999 Confidence Interval)
Municipality Local Street Bicycle Path School Road

Poor 1.76 (1.10, 2.78) 1.06 (0.66, 1.57) 0.92 (0.57, 1.48)
Average-rich 5.72 (3.53, 9.30) 3.28 (2.13, 4.87) 3.01 (1.83, 4.95)

type of municipality.

Note. Relative risks were adjusted for gender, age, year of observation, cycling circumstances, and

involved two fundamental advantages.
First, it allowed measurement of the
effects of the program while taking into
account factors likely to influence helmet
use. Second, the analysis of the interac-
tion terms (not conducted in the previous
studies to which we had access) allowed
assessment of effectiveness from year to
year, among different categories of chil-
dren, and in different cycling circum-
stances.

The analysis of the evolution of
helmet use rates and relative risks associ-
ated with exposure to the program sug-
gests that (1) the program was effective in
most circumstances, (2) it was just as
effective among younger as among older

children and was effective among girls as
well as boys, and (3) its effectiveness was
similar in 1991, 1992, and 1993.

The fact that program effectiveness
did not vary according to the sex and age
of the children can be regarded as a
success. As far as the circumstances of
bicycle use are concerned, we believe that
the fact that the program was effective
only on local streets cannot be considered
as a negative result. One of the unique
elements of this program was that it
placed a priority on reducing head injuries
by intervening in areas where the fre-
quency of bicycle accidents was highest
(i.e., on residential streets and in areas
close to the children’s homes?); the
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program focused on activities that pro-
moted helmet use (incentives to wear
helmets in activities run by recreation
departments all summer, rewards from
police officers for children wearing hel-
mets, organization of bicycle events or
bicycle safety days) in local neighbor-
hoods during the 2 months of summer
when the children were out of school.

Taking into account the limits set for
statistical acceptance, the association be-
tween helmet use and municipality was
not significant (P = .02) (even though the
interaction term was significant, P < .001).
This can be explained first by the fact that,
surprisingly, children residing in average
or rich municipalities in the control region
wore helmets less than their counterparts
in poor municipalities. This could be due
in part to contamination of the control
group in 1993, when 21% of this group,
including the largest poor community, was
exposed to an independent bicycle helmet
promotion campaign. The nonsignificant
association between helmet use and mu-
nicipality can also be explained by a lack
of power of the test. In fact, tests with the
municipality variable were very conserva-
tive because of the use of an indirect
measure of socioeconomic status—a
proxy—whose reliability was necessarily
limited.? Thus, we presumably underesti-
mated first, the real association between
helmet use and socioeconomic status and,
second, differences in program effective-
ness between poor municipalities and
average-rich ones.

It is unfortunate that the program
was less effective in the poorer municipali-
ties where the children were most ex-
posed to traffic accidents.?? This was true
despite the implementation of various
activities designed to promote helmet
acquisition, including $5 and $10 discount
coupons, group purchase rates, and free
helmets. Similar results were reported by
Parkin et al. in Ontario.> Comments
made by teachers and community workers
in these low-income areas confirmed this
gap between municipalities and suggest
that helmet cost may be a barrier to
acquisition. Thus, even if discount cou-
pons can “play a central role”6 in
program effectiveness, they seem to be
insufficient in the specific context of this
study, where 21% of children were mem-
bers of poor families and 11% came from
extremely poor families.*® For these fami-
lies, the purchase of a helmet, even at a
unit price of $14, is an investment that
may be out of range for their budgets.

As far as we know, the significant
increase observed in helmet use—from
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1.3% in 1988 to 33% in 1993—constitutes
a unique result, given that the initial rate
of helmet use was exceptionally low. Like
Seattle’s study, 6 this study suggests that a
program revolving primarily around per-
suasive communication and community
organization that combines traditional
educational activities with activities rein-
forcing helmet use and improving helmet
accessibility is capable of substantially
increasing bicycle safety helmet use. In
addition, this approach seems to be
cost-effective since annual costs of the
program per targeted child were esti-
mated at $0.70. Our study does, however,
raise questions concerning the equitable
nature of this program and of health
promotion interventions in general. New
intervention models need to be developed
to further assess these issues and to
ensure an equitable distribution of the
benefits of health promotion actions. [J

Acknowledgments

Financial assistance was provided by the
Quebec Automobile Insurance Board and
Johnson and Johnson Co.

We would like to thank Helene Kaufman
for translation of the original manuscript and
Nathalie Fally for secretarial assistance with
the revision. Reviewers’ anonymous comments
were particularly helpful. Finally, the support
of school and community groups, as well as
retailers and municipalities, was essential.
Bicycle helmets were supplied by Leader
helmets.

References

1. Brown B, Farley C. The pertinence of
promoting the use of bicycle helmets for 8
to 12 year old children. Chronic Dis
Canada. 1989;10:92-96.

2. Fife D, Davis J, Tate L, Wells JK, Mohan
D, Williams A. Fatal injuries to bicyclists:
the experience of Dade County, Florida. J
Trauma. 1983;23:745-755.

3. Weiss BD. Childhood bicycle injuries: what
can we do? Am J Dis Child. 1987;77:135-
136.

4. Kraus JF, Fife D, Conroy C. Incidence,
severity, and outcomes of brain injuries
involving bicycles. Am J Public Health.
1987;77:76-78.

5. Choiniere R, Robitaille Y, Dorval D,
Sauvageau Y. Profil des traumatismes au
Québec: disparités régionales et tendances de
la mortalité (1976 a 1990) et des hospitalisa-
tions (1981 a 1991) Québec, Canada:
Gouvernement du Québec, Direction gén-
érale de la santé publique; 1993.

6. Gallagher S, Finison K, Guyer B, Good-
enough S. The incidence of injuries among
87 000 Massachusetts children and adoles-
cents: results of the 1980-1981 statewide
childhood injury prevention program sur-
veillance system. Am J Public Health.
1984;74:340-347.

7. Thompson SR, Rivara FP, Thompson DS.
A case-control study of the effectiveness of

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.
22.

24.

bicycle safety helmets. N Engl J Med.
1989;320:1361-1366.

. Dermott FT, Lane JC, Brazenor GA,

Debney EA. The effectiveness of bicycle
helmets: a study of 1710 casualties. J
Trauma. 1993;34:834-845.

. Wood T, Milne P. Head injuries to pedal

cyclists and the promotion of helmet use in
Victoria, Australia. Accident Analysis Prev.
1988;20:177-185.

DiGuiseppi CG, Rivara FP, Koepsell TD,
Polissar L. Bicycle helmet use by children.
Evaluation of a community-wide helmet
campaign. JAMA. 1989;262:2256-2261.
Cushman R, Dow J, MacMillan N, Waclaw-
ick H. Helmet promotion in the emergency
room following a bicycle injury: a random-
ized trial. Pediatrics. 1991;88:43-47.
Cushman R, James W, Waclawick H.
Physicians promoting bicycle helmets for
children: a randomized trial. Am J Public
Health. 1991;81:1044-1046.

Parkin P, Spence L, Hu X, Kranz K, Short
L, Wesson D. Evaluation of promotional
strategy to increase bicycle helmet use by
children. Pediatrics. 1993;91:772-777.
Schneider M, Ituarte P, Stokols D. Evalua-
tion of a community bicycle helmet promot-
ing campaign: what works and why. Am J
Health Promotion. 1993;7:281-287.
Dannenberg AL, Gielen AC, Beilenson
PL, Wilson MH, Joffe A. Bicycle helmet
laws and educational campaigns: an evalu-
ation of strategies to increase children’s
helmet use. Am J Public Health. 1993;83:
667-674.

Rivara FP, Thomson DC, Thompson RS,
et al. The Seattle children’s bicycle helmet
campaign: changes in helmet use and head
injury admissions. Pediatrics. 1994;93:567-
569.

Heiman L. Bicycle Helmet Usage Surveys of
Primary and Secondary School Children,
Adults, Commuter and Recreational Cyclists,
1983-1987. Victoria, Australia: Road Traf-
fic Authority; 1987. Report 0-7306-0255-9.
Morris BA, Trimble NE. Promotion of
bicycle helmet use among schoolchildren: a
randomized clinical trial. Can J Public
Health. 1991;82:92-94.

Coté TR, Sacks JJ, Lambert-Huber DA, et
al. Bicycle helmet use among Maryland
children: effect of legislation and educa-
tion. Pediatrics. 1992;89:1216-1220.

Green LW, Kreuter M, Deed S, Partridge
K. Health Education Planning: A Diagnostic
Approach. Palo Alto, Calif: Mayfield Pub-
lishing Co; 1980.

Rogers EM. Diffusion of Innovations. 3rd
ed. New York, NY: Free Press; 1983.

Otis J, Lesage D, Godin G, Brown B,
Farley C, Lambert J. Predicting and rein-
forcing children’s intentions to wear protec-
tive helmets while bicycling. Public Health
Rep. 1992;107:283-289.

. Profil de la pauvreté, 1980 a 1990. Rapport

du Conseil national du bien-étre social.
Ottawa, Ontario, Canada: Statistics
Canada; 1992.

Evaluation de la campagne ‘vélo 93.”
Québec, Canada: Société de I’assurance
automobile du Québec; 1993.

. Webb GR, Fisher-Sanson W, Bowman JA.

Psychosocial factors related to parental
restraint of pre-school children in motor

January 1996, Vol. 86, No. 1



Bicycle Helmet Program

vehicles. Accident Analysis Prev. 1988;20:87— direction de G. Beaulne. Québec, Canada: road accidents in childhood. Am J Public
94. Les publications du Québec; 1991:101-106. Health. 1987;77:358-360.

26. Wagenaar AC, Molnar LJ, Margolis LH. 28. Fleiss JL. Statistical Methods for Rates and 30. Leduc F. Connaissance de la population de
Characteristics of child safety seat users. Proportions. 2nd ed. New York, NY: John la Montérégie, recueil de données du recence-
Accident Analysis Prev. 1988;20:311-322. Wiley & Sons Inc; 1981. ment canadien 1986. Valleyfield, Québec,

27. Dussault C. Les cyclistes in Traumatismes 29. Pless B, Verreault R, Arsenault L, Frap- Canada: Département de santé communau-
comprendre pour prévenir. In: Sous la pier JY, Stulginskas J. The epidemiology of taire; 1990.

Congress of the International Association of Health Policy to Be

Held in Montréal

The Université de Montréal will be hosting the 9th
Congress of the International Association of Health Policy
(IAHP) from Thursday, June 13, to Sunday, June 16, 1996, in
Montréal, Canada.

The conference theme will be “Beyond Medical Care:
Policies for Health.” Topics will include the social determi-

nants of health, the market and the state, the central and the
local, the role of civil society, and international aid.

For information contact the Bureau de consultation et
d’organisation de congres, C.P. 6128, Succursale Centre-ville,
Montréal, PQ, Canada H3C 3J7; tel (514) 343-6492; fax (514)
343-6544; e-mail congres@ere.umontreal.ca.
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