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Abstract 
 
Injury is like a multifaceted crystal. It may be viewed from a number of different 
perspectives, each unique, each important, each contributing a different truth, but none 
sufficient in isolation to generate a comprehensive understanding of the problem. 
 
Injury Prevention has been dominated by a number of different, and at times opposing, 
paradigms: the Medical Paradigm, the Health Education Paradigm, the Public Health 
Paradigm, the Bioengineering Paradigm, the System Engineering Paradigm and more recently 
the Sociological Paradigm. Each paradigm brings a unique perspective to the injury problem. 
Progress is now limited by the cultural division between paradigms which impairs the ability 
of different professional groups to understand and appreciate the contribution of other groups.   
 
This article proposes a social ecological model as a unifying cognitive framework within 
which to develop a Safe Communities Project. To focus solely on the medical concept of 
“injury prevention” is to misunderstand the fundamental nature of the human experience, and 
hence how the positive state of “safety” is achieved. For safety is a psychological, 
environmental and sociological phenomenon, as much as it is physiological. Safety is an 
ecological concept, determined by the relationship between an individual and their physical 
and social environment. The proposed social ecological model emphasises the dynamic 
interface between these three dimensions.  
 
This ecological system provides a complex web of causation, creating a rich context for 
intervention. Looking for the most effective leverage points within the system reduces 
complexity and ensures strategic action. 
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Introduction 
 
Injury is like a multifaceted crystal. It may be viewed from a number of different 
perspectives, each unique, each important, each contributing a different truth, but none 
sufficient to generate a comprehensive understanding of the problem. 
 
The science of safety promotion has evolved through the contribution of a number of different 
injury paradigms: the Medical Paradigm, the Health Education Paradigm, the Public Health 
Paradigm, the Bioengineering Paradigm, the Systems Engineering Paradigm and the 
Sociological Paradigm. Each paradigm brings a unique perspective to the injury problem. 
Progress is now limited by the cultural division between paradigms which impairs the ability 
of different professional groups to understand and appreciate the contribution of others. Like a 
crystal, each facet of the injury problem must be studied to appreciate the whole picture, and 
thereby generate a comprehensive solution. 
 
This paper is an attempt to facilitate improved dialogue between paradigms and define 
common ground on which to build a community based safety promotion program. 
 

Safety promotion 
 
“Safety”, like “health”, is an elusive concept that defies straightforward definition. While 
safety may be hard to define and therefore to measure, it is an important determinant of 
“Quality of Life” 1.  
 
The United Nations in their 1994 report on human development4 assert safety is a 
“fundamental human right and an essential condition for the sustainable development of 
societies”. The Queensland Government lists “safer and more supportive communities” as one 
of seven key policy priorities5. 
 
According to Maslow’s Hierarchy of Needs2,3, safety is one of the basic needs of human 
beings, and a prerequisite for fulfilling higher psychological needs (Figure 1). 
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Figure 1. Maslow’s Triangle: A Hierarchy of Needs Theory 
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To focus solely on the medical concept of “injury prevention” is to misunderstand the 
fundamental nature of the human experience, and hence how the positive state of “safety” is 
achieved. For safety is a psychological, environmental and sociological phenomenon, as much 
as it is physiological.   
 
Maurice et al6 define “safety” as a “state in which hazards and conditions leading to physical, 
psychological or material harm are controlled in order to preserve the health and well being of 
individuals and the community. It is an essential resource for everyday life that an individual 
and a community need in order to realise their aspirations.”   
 
The positive state of “safety” is as much concerned with the subjective dimension – the 
perception of safety, as it is with the objective dimension – the absence of injury6. A dynamic, 
and often paradoxical relationship, exists between these two dimensions7. This is part of the 
problem! People feel inappropriately secure in dangerous situations, and fail to take 
appropriate action to minimise their risk of injury. Contrastingly, they may feel needlessly 
frightened in relatively safe situations. 
 
Sections of the community are highly fearful of the risk of unprovoked violence, yet this fear 
is not substantiated by documented epidemiological data. In Mackay, 91% of injury results 
from non-intentional injury, while only 5% of injury results from assault8. By contrast, risk 
behaviours and environments around the home are not perceived as dangerous by Mackay 
residents9, while the epidemiological data indicates 40% of injuries occur in the home8.  
 
Therefore, to promote the concept of community safety, we need to address the community’s 
perception of “safety” and “danger” while simultaneously intervening to reduce the 
behavioural, environmental and sociological factors that produce injury. 
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The Medical/Health Education Paradigm 
 
Despite a history dating back to John Snow that emphasised the importance of social systems 
to maintaining health, a pervasive ideology of individualism has colonised public health 
science10. This takes for granted a reductionist view that the individual is the basic unit of 
investigation.  Thinking has been dominated by the “Medical Model”10,11,12, which perceives 
the individual as a natural entity whose existence is unproblematically physical, and largely 
independent of social context16. 
 
Epidemiology focused on the identification of “individualised” risk factors, while health 
promotion has attempted to “prevent people from adopting high-risk lifestyles”13,14. 
Kickbusch15 observes, “the link between social change, pressure for social reform and public 
health has been lost…public health has over time lost its broad-gauged approach and moved 
into a phase of medical dominance and concern for behavioural epidemiology, preventative 
medicine and health education.” 
 
The medical education/behavioural paradigm understands a person and their injury risk in 
terms of individual behaviour, leading many to conclude that education is the major, if not the 
only tool with which one can address safety promotion issues16.  
 
A widespread societal bias toward “individual accountability” approaches injury as a 
consequence of personal failure.  This “victim blaming” approach6,16,17, allows society to 
evade its collective responsibility for injury as a sociological phenomenon. 
 
While it is true that an individual can exert some control over their behaviour and their 
immediate environment, it is also clear that they are not completely free agents. We may 
suffer injury as a consequence of the intentional or unintentional actions of others. We may 
suffer injury as a result of the physical environment in which we live, or the social 
environment in which we behave. Thus events culminating in injury can at times be outside 
an individual’s direct sphere of influence, and in this regard somewhat “unpredictable”.  This 
results in a “fatalistic” attitude to injury, “bad things happen ” and, “it is not my fault because 
events were not under my control”6,16,17.    
 
The combination of society blaming the individual, and the individual blaming fate allows 
everyone to evade responsibility for injury. With no willingness to take personal or collective 
responsibility, there is no motivation for change and in the event action is taken, it may be 
misdirected. In reality, a balance between acknowledging personal responsibility and societal 
duty is required16,18. 
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The Public Health Paradigm 
 
The pioneering work of Gordon19, De Haven20 and Haddon21 radically transformed how 
injury was conceptualised.  Significant progress has been made by the application of 
principles from the sciences of epidemiology and bioengineering21. 
 
Gordon19,21 hypothesised that epidemiological concepts of infectious disease could be 
generalised to an injury event, resulting from the interaction between a host  (human), agent  
(hazard) and the environment19,21,22,23. McGraven26 and Barry27 reasserted the strategic 
importance of taking a population (rather than an individual) approach to public health 
interventions and injury prevention. 
 
William Haddon demonstrated the application of epidemiological principles to injury21, 
developing Haddon’s Matrix21,24.  In its original form (Figure 2) it cross-tabulated a 
trichotomy of injury factors (human, vehicle, and environment) against time (pre-event, event, 
and post-event)24. A key innovation was concept of an agent of injury21,22, initially conceived 
to be the product or device that caused the injury.  Gibson25 refined the concept, proposing 
that the agent of injury is energy, and Haddon21 further developed this idea proposing the 
injury vector was the carrier (eg motor car, knife) of the agent (energy)21,23,27. This 
epidemiological framework with its emphasis on the interactions between the host, the agent, 
the vector and the environment has since dominated thinking in injury prevention.   
 

Figure 2. Haddon’s Matrix for a Motor Vehicle Accident 
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The Bioengineering Paradigm 
 
De Haven and Haddon championed a change in strategic focus away from accident prevention 
to harm minimisation through bioengineering modification to injury vectors and the 
environment21. 
 
In 1942, Hugh de Haven20 published his classic case-series of eight survivors from high falls 
(50-150 feet), concluding that energy from high force impacts can be effectively dissipated, 
thereby preventing significant injury. This key observation signalled the birth of the 
bioengineering paradigm of injury prevention. Engineering modification of the physical 
environment provided an excellent opportunity to minimize harm from an accident event. As 
de Haven later observed, “people knew more about protecting eggs in transit than they did 
about protecting heads ”20. 
 
Haddon28 contrasted passive engineering solutions which require no action on the part of the 
individual (eg automotive airbag) with active solutions which require co-operation of the 
individual requiring protection (eg seat belt). Active interventions are usually more difficult to 
maintain over extended periods of time29. Calls for structural and environmental changes 
which avoided the need to modify people’s behaviour were frequently found in the 
literature23,30.  Legislation and enforcement were seen as major tools of social manipulation. 
 

The System Paradigm 
 
Harms-Ringdahl31 introduced the concept of Risk Analysis, which focused on addressing the 
inherent risks of a system, rather than focusing on an individual’s safety performance under 
abnormal conditions. A systems approach to safety promotion concentrates on the milieu in 
which individuals behave and attempts to strengthen system defences to avert errors or 
mitigate their effects. In this model, individuals are the inheritors rather than the instigators of 
an accident sequence32.   
 
James Reason32,33 proposes the concept of an accident trajectory, where a critical alignment of 
pre-existing “upstream” of system weaknesses (latent failures) combine with local triggering 
factors and individual behaviour (active failures) to create an accident opportunity. Latent 
failures may be environmental, organisational or social, and often have their origin in 
decisions taken by designers, builders, procedure writers, managers and politicians. These 
system flaws may lie dormant for long periods, before they are unmasked by local triggering 
events. Active failures refer to the behaviour of individuals, often in response to a local 
triggering event, which create an immediate accident opportunity. 
 
An injury event rarely occurs as a consequence of the isolated failure of an individual or 
system.  Rather it is the combination of latent system weaknesses, triggering factors, and 
behavioural errors which conspire together to create an accident opportunity. While the active 
failure of individuals may be the last and most obvious link in this chain, it does not follow 
that this is the most strategic place to act. Indeed, individual behaviour is often the hardest 
part of the system to change21,24,28,32,33. Identifying and rectifying latent weakness within the 
system has the potential to improve system defences, and thereby reduce harm to individuals. 
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The Active versus Passive Controversy 
 
The relative merits of a bioengineering/systems approach versus behaviour modification have 
been an ongoing source of debate28,29. There has recently been a re-emphasis of the 
importance of behavioural change as an injury prevention strategy. Tolsma35 comments, 
“There seems to be a curious and unproductive debate in certain public health circles. Some 
advocate bioengineering approaches, others argue for educational approaches. The debate is 
pernicious because it rests on the false premise that we must choose between these strategies, 
as though they are mutually exclusive.” 
 
Geilsen et al23 observes that “virtually no change – in structure, design, or environment – is 
achievable without changing peoples’ behaviour”. Even an archetypal passive strategy 
(automotive airbags) requires the support of active strategies (wearing of seat belts) for 
maximum protection. Enactment of passive solutions often requires political advocacy for 
behavioural and cognitive change at an organisational, political and societal level. Sleet 
asserts the need for an  “active approach to passive protection ”23,36.   
 
There is a growing appreciation that behavioural and cognitive change is necessary at many 
levels within the system. While the target audience has traditionally been the host  (the 
individual at personal risk within the system), it may be more strategic to target those with 
authority to control the structural determinants of system risk. Interestingly, those who hold 
this authority may carry little personal risk should the system fail. This, combined with the 
widespread belief in “individual accountability”, means they may be resistant to any proposal 
to reduce structural risk, particularly if there is a cost involved. Syme37 observes that health 
behaviour change “is difficult and unlikely to be successful when many forces in the social, 
cultural and physical environment conspire against such change.” 
 

The Sociological Paradigm 
 
Recently, the importance of the social environment in the aetiology of injury has been re-
emphasised6,38,39,40,41.  When John Snow removed the handle from the parish pump to control 
an epidemic of cholera in London, he was addressing a sociologically based structural 
determinant of illness10.  There is a need for Public Health to rediscover the importance of the 
sociological determinants of disease. 
 
McKinlay42 asserts “While still largely overlooked in epidemiological thinking, social system 
influences…may account for as much (if not more) of the variation in health and/or illness 
statistics as do environmental influences, or even the attributes and lifestyles of individuals.” 
 
Despite this theoretical pre-eminence of the individual and their immediate physical 
environment, there is a lot of evidence that indicates social factors have profound influence on 
injury occurrence within a community. 
 
Social indicators such as absolute income, income inequality, employment, educational 
attainment, social standing, social capital, political stability, and ethnicity have been shown to 
be important predictors of injury risk40. 
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In Australia, studies have confirmed lower socio-economic status is associated with an 
increased risk of death, hospitalisation and emergency department presentations due to 
injury38,39. Persons of lower socio-economic status were more likely to commit suicide, suffer 
death from homicide, or be injured through self-harm or assault. Those of higher socio-
economic status were more likely to suffer sporting injuries, and in old age suffer significant 
injuries after a severe fall. Those in the mid-range socio-economic groups suffered higher 
rates of transport related injury. 
 
In Queensland, the 1999 Report, “Health of Queenslanders – Status Report” identified socio-
economic disadvantage, increasing rurality and Aboriginality are associated with increased 
risk of injury43. 
 

An Eclectic Approach to Safety Promotion 
 
There is a need to be eclectic. Each injury paradigm has its own vocabulary and different 
ways of understanding reality6. Each can contribute to understanding, and different types of 
professional expertise are necessary to produce whole-of-system change. Within a problem 
driven context, all approaches are relevant within the confines of their theoretical framework. 
The challenge is to find the most strategic approach, or combination of approaches, with 
which to address the target issue29,44.   
 
Unfortunately, absence of a common cognitive thread between paradigms, may result in 
misunderstanding between professional groups and compromise the achievement of common 
goals6. There is an urgent need to synthesize key concepts from these different paradigms into 
a unified cognitive framework. 
 

An Ecological Paradigm for Safety Promotion 
 
In 1986, the First International Conference on Health Promotion held in Ottawa45 re-
emphasised the environmental and social determinants of health, redefining health promotion 
as the “process of enabling people to increase control over, and to improve, their health. To 
reach a state of complete physical, mental and social wellbeing, an individual or group must 
be able to realize aspirations, to satisfy needs, and to change or cope with the environment. 
Health is, therefore, seen as a resource for everyday life, not the objective of living.” The goal 
of Public Health is to address inequity and thereby, “reduce differences in health status and 
ensure equal opportunities and resources to enable all people to achieve their fullest 
potential.” This cannot be achieved within the health sector alone, but requires co-ordinated 
action by all concerned.  
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Figure 3. The Ottawa Charter: Five Action Areas for Safety Promotion 

 

 
Focusing down on the detail of individual injury risk within a single cognitive framework 
leaves us less able to perceive the big picture. Despite the intense scientific scrutiny of 
individual risk of injury and the factors associated with this risk, it is almost impossible to 
predict when, if, or how a specific individual is likely to sustain an injury. The individual is, 
metaphorically speaking, only the “tip of the injury iceberg”. Like an iceberg, they may 
behave in unexpected ways if interpreted out of context. 
 
By contrast, when we consider the rates of injury at a community level these trends become 
highly consistent and therefore predictable. Environmental and sociological determinants 
hidden “below the water line” impose significant constraints upon individual behaviour. Thus 
a population approach is often more enlightening and injury more effectively understood as 
an environmental and sociological phenomenon. 
 
McMichael46 observes “Modern epidemiology is thus orientated to explaining and quantifying 
the bobbing of corks on the surface waters, while largely disregarding the stronger 
undercurrents that determine where, on average the cluster of corks end up on the shoreline of 
risk.” 
 
Park and Burgess first coined the term human ecology extrapolating the theoretical paradigm 
of plant and animal ecology to the study of human communities47. Last48 defines ecology as 
“the study of relationships among living organisms and their environment”, while human 
ecology refers to the “study of human groups as influenced by environmental factors, 
including social and behavioural factors.” 47,48. 
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Green and Kreuter47 propose a social ecological model of health promotion where health and 
safety are understood in the context of the whole ecological system (Figure 3). 
 
Three dimensions to this system can be identified29,44: 

1. The individual and their behaviour; 

2. The physical environment; and 

3. The sociological environment. 

 
Each dimension can in turn be analysed across five levels17,44,49: 

1. Intrapersonal level; 

2. Interpersonal level; 

3. Organisational level; 

4. Community level; and 

5. Societal factors and public policy. 

 

Figure 4. The Injury iceberg – An Ecological Model of Injury Causation 

 
The Intrapersonal level is concerned with characteristics of the individual, their knowledge, 
skills, life experience, attitudes, and behaviours as they interface with the environment and 
society17,44. 
 
The Interpersonal level refers to the immediate physical environment and social networks in 
which an individual lives, their family, friends, peers and work mates17,44. 
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The Organizational level refers to commercial organizations, social institutions, associations 
and clubs, which have formal (and informal) structure, rules and regulations operating in the 
pursuit of specific objectives, and to the physical environment and social networks contained 
within the direct control of these organizations17,44,49,50.  
 
A Community may be defined in both structural and functional terms17,44,47,49. Structurally, a 
community can be defined within geographic or political boundaries.  Functionally, a 
community may share demographic, cultural, ethnic or social characteristics such that its 
members “have a sense of identity and belonging, shared values, norms, communication and 
helping patterns.” 51 

 
Societies are larger systems, often defined along political boundaries, possessing the means to 
apportion resources and control the lives and development of their constituent 
communities17,44,49. 
 
Each level is embedded within an upstream level17,29. This nested structure17 allows for 
influences vertically across levels or horizontally within levels44. Upstream levels impose 
significant constraints upon levels embedded within them. Upstream interventions can 
therefore magnify the impact of a program, impact being a function of the effectiveness, reach 
and duration of the program52. Thus, a program of moderate effectiveness, which acts on the 
whole community (increased reach) may have a greater impact than more effective programs 
which can only reach a small segment of the community. 
 
The social ecological paradigm emphasises the dynamic interface between the three 
dimensions - the individual, the physical environment and the social environment - acting at 
five levels - intrapersonal, interpersonal, organizational, community and societal. These 
impact on the individual maintaining them in their ecological context. Attempts to modify 
injury risk at one level in isolation (eg individual behaviour) will be resisted by the rest of the 
system, which will attempt to maintain its own internal stability (homeostasis). 
 
It follows that to change the risk profile of the individual it is necessary to address the 
environmental and sociological issues “hidden beneath the water line” which determine 
individual behaviour. By modifying the risk profile of the whole system and thereby 
empowering behavioural change, interventions are more likely to be successful and outcomes 
sustained. 
 
This ecological model provides a complex web of causation and creates a rich context for 
intervention. It can be used to map the key links in an accident sequence, identifying upstream 
“latent failures” along with the more obvious “active failures”. Breaking the chain at any 
point will reduce the risk of the accident sequence culminating in an injury.  Identifying the 
most strategic links (leverage points) will ensure effective action. The model also 
accommodates the often overlooked, but extremely important, positive aspect of safety 
promotion - identifying and reinforcing the protective characteristics of the ecological system 
which minimise the occurrence and adverse effects of unsafe behaviours32,33. 
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What are Safe Communities? 
 
Safe Communities is a World Health Organisation (WHO) supported approach to injury 
prevention and safety promotion41. 
 
The safe community model seeks to understand injury and intervene at a community level. By 
involving the community in finding its own solutions, it aims to be a catalyst for 
environmental, structural, sociological and political change that empowers the community, 
and ultimately individuals within the community, to change their environment and their 
behaviors to reduce the risk of injury and increase the perception of safety. It is therefore an 
ecological paradigm of injury causation and safety promotion. 
 
Communities may apply for designation as a WHO Safe Community, through the WHO 
Collaborating Center for Community Safety Promotion (based at the Karolinska Institute in 
Stockholm, Sweden). Applications are assessed on 12 criteria53 (Figure 5). However, the Safe 
Community approach is more a process than a program, and designation more a commitment 
to the ongoing process of becoming a Safe Community, than a statement of what the 
community has achieved at the time of designation. 
 
WHO designated Safe Communities are demonstration communities which others can model 
when seeking to establish their own community safety program. There are currently 63 WHO 
formally designated Safe Communities, nine of these in Australia: four in New South Wales, 
three in Victoria and one each in South Australia and Western Australia. 
 

Figure 5. WHO Criteria for Safe Communities48 

 
1. Formation of a cross sectoral group that is responsible for injury prevention. 

2. Involvement of the local community network. 

3. The program will address all ages, surroundings, and situations. 

4. The program will address the concerns of high-risk groups (such as children and the elderly), high 

risk environments and aim to ensure equity for vulnerable groups. 

5. The program should have a mechanism to document the frequency and causes of injuries. 

6. Program must be a long-term approach, not one of brief duration. 

7. The program evaluation should include indicators which show effects and provide information on 

the process as it advances. 

8. Each community will analyse its organisations and their potential for participation in the program. 

9. Participation of the health care community in both the registration of injuries and the injury 

prevention program is essential. 

10. Be prepared to involve all levels of the community in solving the injury problem. 

11. Disseminate information on the experience both nationally and internationally. 

12. Be willing to contribute to the overall network of “Safe Communities”. 
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Effectiveness of Safe Community Programs 
 
Since its inception in Sweden the Safe Community approach has been internationally shown 
to be an effective means of reducing injury41.  
 
The Falkoping Accident Prevention Program41,54 was the first evaluated community-based 
safety promotion program addressing all types of injuries, in all agents and all environments. 
An injury register was commenced in the city of Falkoping in 1978 followed by the 
intervention program the next year. After three years, total injuries had fallen by 23%, home 
injuries by 27%, occupational injuries by 28% and traffic injuries by 28%. Injury incidence 
was 113 reports per 1,000 prior to the commencement of the program in 1978, compared with 
95 reports per 1,000 in 1983. 
 
The program ceased in 1982. While the number of injuries treated in ambulatory setting 
remained stable, there was a rebound in injuries requiring hospital admissions, showing an 
increase of 8.7% for females and 4.9% for males compared with 2.3% for females and 0.5% 
for the rest of Sweden. The program was re-established in 1992.  
 
In Australia, the Latrobe Valley Better Health Injury Prevention Program41,55 was a 
community based injury prevention program in regional south east Victoria (population of 
75,000), targeting injuries in the home, sport and playground, and alcohol misuse in youth. 
Effectiveness of the program was monitored using a quasi-experimental design based on pre 
and post evaluation of five years of Emergency Department injury surveillance data collected 
in the Latrobe Valley. Age standardised Emergency Department presentation rate per 100,000 
persons for all targeted injury fell from 6,594 in the first year of the program to 4,821 in the 
final year. There were significant reductions in home injuries, playground injuries, sporting 
injuries and in the number of assaults among 10-24 year olds.  The direct program cost per 
injury prevented was $272. 
 

Mackay/Whitsunday Safe Communities Project 
 
A community needs analysis conducted by the Mackay Division of General Practice in 1998 
made the sentinel observation that age standardised hospital separation rates for injury and 
poisoning were high in the Mackay Region56. A subsequent review by the Tropical Public 
Health Unit of Queensland Health confirmed that age standardised injury separation rates 
were more than double those observed for other Queenslanders57. 
 
The Mackay Injury Surveillance Network was established in 1998 as part of the Queensland 
Injury Surveillance Unit’s Emergency Department injury surveillance network58. This 
network has confirmed that Emergency Department injury presentations in the Mackay 
Region occur at double the rate observed in South Brisbane58. 
 
The Mackay/Whitsunday Safe Communities Project was launched in February 2000 in 
response to the excessive rates of injury observed in the region57. The WHO Safe  
Communities Model was considered to be the most strategic approach to the injury problem 
in the region. The project aims to co-ordinate a systematic, inter-sectorial, sustained response 
to injury within the region57,59. It seeks to build the Mackay/Whitsunday community’s 
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capacity to address its injury problem from within its own resources, strengthening the 
resilience of the community system against harm through injury and creating an environment 
that empowers individuals to behave safely. 
 

Conclusions 
 
The pervasive ideology of individualism has colonised public health science, which has taken 
for granted a reductionist view that the individual is the basic unit of investigation. Even 
bioengineering with its emphasis on the interface between an individual and their 
environment has seen the individual as a pre-eminent source of system failure. This reinforces 
a societal bias of “individual accountability” allowing society to evade its collective 
responsibility for injury.   
 
There has recently been a rediscovery of the need to view the individual as just one part of a 
system. Any attempt to understand an individual in isolation from their physical and social 
environment is only seeing the “tip of the injury iceberg”. 
 
The social ecological paradigm of safety promotion emphasises the dynamic interface 
between three dimensions: the individual, the physical environment and the social 
environment. These act at five levels: intrapersonal, interpersonal, organizational, community 
and societal. Attempts to modify individual risk in isolation will be resisted by the system, 
which will try to maintain its own internal homeostasis. It follows that the most effective way 
to reduce an individual’s risk profile is to systematically address the environmental and 
sociological issues “hidden beneath the water line”, thereby modifying the risk profile of the 
whole system. 
 
This paradigm provides a complex web of causation, creating a rich milieu for intervention.  
Looking for the most effective leverage points within the system reduces complexity and 
ensures strategic action. Lomas14 observes, “This is not ‘new public health’, it is a return to 
the ‘old public health’ of John Snow that recognised social systems as integral to public 
health”.   
 
The Mackay/Whitsunday Safe Communities Project aims to understand injury and intervene 
at a community level. By involving key community stakeholders in finding their own 
solutions, it hopes to be a catalyst for structural, sociological and political change that 
empowers the community, and ultimately the individuals within the community, to change 
their environment and their behaviour to reduce the risk of injury and increase the perception 
of safety. 
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