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Foreword

Message from Canada’s Chief Public Health Officer

| am pleased to introduce Child and Youth Injury in Review, 2009
Edition — Spotlight on Consumer Product Safety. This report presents
national surveillance and prevention information on unintentional
injuries to children and youth in Canada, with a focus on some important
consumer product-related injuries. The document is a collaborative
effort of the Public Health Agency of Canada, Health Canada and Safe
Kids Canada.

Child and youth injuries are a major public health challenge for Canada. While the rates of
death and hospitalization due to unintentional injury have declined considerably over the
past two decades, there is more work to be done. We hope that this report will contribute
to effective injury prevention and safety promotion policies, programs and activities for
Canada’s children and youth.

This report also contains important information and tips for parents, caregivers, and anyone
interested in helping to prevent injury among children and youth.

Dot

Dr. David Butler-dones
Chief Public Health Officer
Public Health Agency of Canada

Public Health Agency of Canada



Introduction

Unintentional injuries are the leading cause of death for
Canadian children and youth from one to 19 years of age’
Infants under one year are excluded from this statistic due to
distinct patterns of mortality for this age group. The most
common cause of death for infants under one year is immatu-
rity, followed by congenital anomalies?; however, injury-related
deaths among infants are also of concern. In 2005, a total
of 720 Canadians under the age of 20 years died as a result of
injury®. Furthermore, there were 29,142 injury hospitalizations
for this age group in the year spanning 2005/06. Injuries were
the third leading cause of hospitalizations among all children
and youth, behind respiratory and digestive disease®. Many
non-fatal injuries result in impairments and disabilities such as
blindness, spinal cord injury and intellectual deficit due to brain
injury. The economic burden of unintentional and intentional

injuries combined, for Canadians of all ages in 2004, is estimated
to be $19.7 billion, including both direct and indirect costs®.

This report, Child and Youth Injury in Review, is presented
in two parts. Injury Overview contains information based on
Public Health Agency of Canada analysis of the most current
national data available from Statistics Canada (mortality
data, 2005) and the Canadian Institute for Health Information
(hospitalization data, 2005/06). Deaths and hospitalizations
from injury and poisoning are assigned an external cause of
injury code based on the Tenth Revision of the International
Statistical Classification of Diseases and Related Health
Problems (ICD-10)%. For the purposes of this report, only
unintentional injury data were analyzed. The following external
cause of injury code groupings were used:

e All unintentional injuries, excluding adverse events (EAE):

* Motor vehicle traffic (MVT-AIl): Collisions occurring on a public highway or street, which can be further subdivided into:

o MVT - Occupant: A driver or passenger of a motor vehicle injured in a collision.

o MVT — Pedal cyclist: A pedal cyclist injured in collision with a motor vehicle.

o MVT — Pedestrian: A pedestrian injured in collision with a motor vehicle.

* Falls
e Poisonings
e Suffocation

* Fire/Hot object/substance (e.g. house fire, burned by a stove or hot liquid)

e Drowning

e Struck by/Against (e.g. hit by a puck, collision with a person)

Information on emergency department visits collected through
the Canadian Hospitals Injury Reporting and Prevention
Program (CHIRPP) are also presented. Analysis focuses
primarily on Canadians 19 years of age and younger.

The second half of the report, Spotlight on Consumer Product
Safety, increases the resolution of the information using
the high level of detail from CHIRPP, related to consumer
products. The CHIRPP injury reports and profiles are generally
descriptive in nature and provide preliminary data to inform
prevention efforts, as well as for hypothesis generation and
further study. Safe Kids Canada is raising awareness of

consumer product safety for children by focusing on this
topic in their 2009 Safe Kids Week campaign. Opportunities
for action from a consumer perspective, as well as regulatory,
compliance and enforcement activities are discussed for each
consumer product.

Injury prevention is a complex issue. This report will contribute
to our knowledge by providing both an overview of all
unintentional injuries, and detailed CHIRPP profiles focused
on a specific group of injuries related to selected consumer
products. Understanding the magnitude, trends and nature
of injury is a critical first step on the road to a safer Canada.

See Appendix A for all external cause of injury ICD-10 groupings, and Appendix B for full details on the methodology (including abbreviations).
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Executive Summary

Background

This report is intended to provide an overview of unintentional
injuries among young Canadians, with a specific focus in the
second half of the report placed on injuries associated with
consumer products.

The data presented are based on Public Health Agency of
Canada analysis of the most current national data available
from Statistics Canada (mortality, 2005), the Canadian
Institute for Health Information (hospitalizations, 2005/06)
and emergency department data collected (1990-2007)
through the Canadian Hospitals Injury Reporting and
Prevention Program (CHIRPP).

Collaboration with Safe Kids Canada and Health Canada
provided injury prevention guidelines for consumers, as well
as background on regulatory, compliance and enforcement
activities underway in Canada.

An overview of child and youth injury
in Canada:

* Unintentional injuries are the leading cause of death among
Canadian children and youth, from one to 19 years of age.

e In 2005, 720 young Canadians (19 years and younger)
died as a result of injuries: a reduction of just over 40%
since 1990, due primarily to the decline in motor vehicle
traffic collision deaths.

* In 2005/06, there were 29,142 hospitalizations for
treatment of injuries (19 years and younger): a reduction
of almost 40% since 1994/95.

e Between 1990 and 2007 more than 1.6 million injuries were
treated in the emergency departments of the 16 hospitals
participating in CHIRPP (19 years and younger).

o Inrecent years, almost half of these emergency department

visits involved consumer products (e.g. furniture, window
coverings, toys).

Consumer product-related injuries

CHIRPP data were analyzed to profile multiple types of
consumer product-related injuries in children and youth. Details
on the circumstances surrounding injuries associated with bunk
beds, magnets, baby walkers and other household products
were reported.

Bunk Beds

* Bunk beds present numerous hazards to young children
resulting in injuries such as falls and strangulations.

¢ Between 1990 and 2007, 5,403 cases of injuries associated
with bunk beds were identified.
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* Patients who sustained injuries involving a top bunk
were almost twice as likely to be admitted to the hospital
compared to the CHIRPP average (10.8% vs. 6.8%).

Magnets

* Magnet-related
recent years.

injuries have increased sharply in

* Between 1993 and 2007 there were 328 cases of
children aged 13 years or younger who sustained an injury
associated with magnets.

e Just over half of these incidents involved ingestion of
a magnet.

* About 60% of the magnets were associated with a toy and
about one-quarter involved jewellery.

Baby Walkers

* In April 2004, Health Canada acted to ban the sale,
advertisement and importation of baby walkers in Canada.

e Between 1990 and 2007 there were 2,192 baby walker
related injuries among children aged 5-14 months, accounting
for 2.6% of all injury events among this age group.

e Of the children in baby walkers who fell down stairs or fell
from a height, 88.8% sustained head injuries and 8.2%
required admission to hospital.

Other Household Products

e There are numerous hazards in and around the home
which present an injury risk to children and youth.

e Trampoline-related injuries have become increasingly
common in recent years due to the availability of relatively
low-cost backyard models. Falls from the trampoline involving
impact with the ground are the most severe, generating
almost two-thirds of all fractures and one in five patients
being admitted to hospital.

* Drownings and near-drownings can occur in association
with bath seats, in particular when a child is left unattended.

 Children playing around dangling blind or curtain cords are
exposed to a strangulation hazard.

* Furniture, televisions and large appliances are frequently
associated with injuries sustained in the home. Injury
mechanism varies by furniture type.

* Between 1990 and 2007 injury events involving furniture,
televisions and large appliances averaged about 9,000 cases
per year, 71% of which involved children less than 5 years
of age.






1 = Unintentional Injury Deaths

Injury deaths over time,
by cause (1990-2005)

In 2005, 720 children and youth died as
a result of unintentional injury, up since
2004, during which 664 deaths were
reported; however, this is a one year
increase only and not sufficient to
establish a trend. Overall, unintentional
injury deaths decreased by 46%
between 1990 and 2005 with an average
annual percentage decrease of 4.1%
(95% CI -4.6, -3.5), due primarily
to the decrease in Motor Vehicle
Traffic (MVT-AII) collision deaths (-4.5%,
95% CI -5.3, -3.7) (see Figure 1).

The rate of Motor Vehicle Traffic
deaths occurred on a magnitude
almost six times greater than any
other unintentional injury group.

Figure 2 illustrates unintentional deaths
associated with all Motor Vehicle Traffic
collisions, and expands this category
to highlight the three major sub-groups:

e MVT — Occupant
Average annual percentage decrease
of 5.4% (95% Cl -6.9,-3.9)

* MVT — Pedestrian
Average annual percentage decrease
of 7.7% (95% CI -9.5,-5.9)

* MVT — Pedal cyclist
Average annual percentage decrease
0f9.1% (95% CI -11.7,-6.5)

Figure 1. Unintentional injury deaths in Canada, 1990-2005, by selected causes,
0-19 years, both sexes combined, standardized rates/100,000 persons
(Canada 1991)
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Figure 2.

Deaths/100,000

Source: Public Health Agency of Canada analysis of Statistics Canada (mortality) data.

Unintentional injury deaths in Canada, and unintentional deaths
associated with motor vehicle traffic, 1990-2005, by cause,

0-19 years, both sexes combined, standardized rates/100,000 persons
(Canada 1991)
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Source: Public Health Agency of Canada analysis of Statistics Canada (mortality) data.
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Figure 3 shows that between 1990 and
2005, progress has been achieved in
lowering mortality rates associated with
Suffocation, Drowning and Fire/Flame
injuries, all of which displayed significant
decreases over time:

 Suffocation
Average annual percentage decrease
of 1.9% (95% ClI -3.2,-0.6)

e Drowning
Average annual percentage decrease
of 3.9% (95% CI -4.8,-3.0)

e Fire/Flame
Average annual percentage decrease
of 8.0% (95% CI -9.9,-5.9)

Mortality rates associated with Poisoning
and Falls displayed no significant change
during this time frame.

Injury deaths by age
and sex, 2005

Figure 4 demonstrates that 15 to 19 year
olds accounted for almost two-thirds
of injury deaths in 2005. There were
29 infants (less than one year) who died
as a result of injury in 2005.

Infants (less than one year of
age, males and females combined)
experienced unintentional injury
mortality at a crude rate of
8.5/100,000 persons in 2005,
second only to the 15 to 19 year
olds at 21.0/100,000 persons
(males and females combined).

Figure 3.
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Figure 5 illustrates that 15 to 19 year old Figure 5. Unintentional injury deaths in Canada, 2005, by age group and sex,
males had the highest crude death rates crude rates/100,000 persons (0-19 years)

at 29.0/100,000 persons, almost three 30 29.0

times the rate of females in this age
group (12.6/100,000 persons). Infant

25+
females (less than one year of age)
demonstrated the second highest rate
of 9.1/100,000 persons. 20

151
Among all children and youth
(0-19 years), males experienced
unintentional injury deaths at a
higher crude rate than females
during 2005; 12.0/100,000 persons
versus 6.1/100,000 persons,
respectively.

Deaths/100,000

Average death rate (9.1/100,000)

Less than 1 yr 1-4 yrs 5-9yrs 10-14 yrs 15-19yrs
M Males M Females

Source: Public Health Agency of Canada analysis of Statistics Canada (mortality) data.

Injury deaths by age Figure 6. Unintentional injury deaths in Canada, 2005, by age group and cause,
and cause, 2005 e both sexes combined, crude rates/100,000 persons (0-19 years)

The leading cause of injury deaths
among children and youth in 2005 were 4T
Motor Vehicle Traffic collisions, followed
by Drowning and Suffocation (see
Table 1). Figure 6 illustrates unintentional
injury crude death rates by age group
and cause for both males and females
combined in 2005. The leading causes
of injuries change as children grow
into youth, and reflects their patterns of

development.' Suffocation rates among 4L

infants (e.g. choking on food, strangulation

in blind cords) were reported at a rate 2+ I
I I I || I |

Deaths/100,000
oo
1
|

of 4.4/100,000 persons, which is more
than 10 times the rate for children
and youth overall. Motor Vehicle Traffic
collision deaths among 15 to 19 year olds
reached 14.9/100,000 persons as youth * Bars related to very low injury counts were not shown.
learn to drive, compared with a rate of 5.4/
100,000 persons for all children and youth
combined. Within the 15 to 19 year age
group, males were the victims of Motor
Vehicle Traffic deaths at nearly twice
the rate of females, 19.3/100,000 persons
compared to 10.2/100,000 persons.

Less than 1 yr 1-4 yrs 5-9yrs 10-14 yrs 15-19yrs
B Drowning I Suffocation M Falls Fire/Flame B mvTC B Poisoning

Source: Public Health Agency of Canada analysis of Statistics Canada (mortality) data.
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Leading Causes of Death, 2005

Table 1. Unintentional injury deaths in Canada, 2005, by external cause, 0-19 years, both sexes combined,

crude rates/100,000 persons

0-19 Years, Both Sexes

MVT - Occupant 2.7
MVT — Pedestrian 0.4
MVT - Pedal cyclist 0.1
Drowning 0.9
Suffocation 0.4
Fire/Flame 0.3
Poisoning 0.3
Falls 0.3

* Crude death rate for other and undetermined injuries was 1.5/100,000 persons.

Summary by age group and sex:

Less than one year: For both males and females, Suffocation was the leading cause, followed by Motor Vehicle Traffic collisions.
One to four years: Drowning, followed by Motor Vehicle Traffic collisions were the leading causes for both males and females.

Five to nine years: Motor Vehicle Traffic collisions were the leading cause for both males and females, but the second leading cause

for males was Drowning and for females it was Fire/Flame.

66.5
53.0
80.0
70.8
714
43.5
56.0
80.9

10 to 14 years: Motor Vehicle Traffic collisions were the leading cause, followed by Drowning, for both males and females.

15 to 19 years: For both males and females the primary cause was Motor Vehicle Traffic collisions. For males, the second leading

cause was Drowning and for females it was Poisoning.

It should be noted than among adolescents where poisoning was ranked among the leading causes of death, in Some cases these may

be misclassifications of completed suicides.?

Source: Public Health Agency of Canada analysis of Statistics Canada (mortality) data.
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2 m Unintentional Injury Hospitalizations

Injury hospitalizations
over time, by cause
(1994/95-2005/06)

There were 29,142 hospitalizations in
2005/06 for treatment of unintentional
injuries among Canadian children
and youth. See Figure 7 for trends
in hospitalization rates overall, and for
major causes.

Over time, standardized hospi-
talization rates associated with
unintentional injuries in this age
group have decreased by
almost 40.0% overall, from 594/
100,000 persons in 1994/95 to
365/100,000 persons in 2005/06,
or by an average annual per-
centage decrease of 4.0% (95%
Cl-4.5, -3.4).

Figure 8 examines trends for the three
leading causes of unintentional injury
hospitalizations:

e Motor vehicle traffic (MVT — All)
Average annual percentage decrease
of 71% (95% CI -78, -6.3)

e Struck by/Against
Average annual percentage decrease
0f 3.3% (95% Cl -4.3,-2.1)

* Falls
Average annual percentage decrease
of 3.0% (95% CI -3.5,-2.4)

All the major external causes of
injury hospitalizations demonstrated
statistically significant average annual
percentage reductions between
1994/95 and 2005/06.

Figure 7 Unintentional injury hospitalizations in Canada, 1994/95-2005/06,
by selected causes, 0-19 years, both sexes combined, standardized
rates/100,000 persons (Canada 1991)
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Source: Public Health Agency of Canada analysis of Canadian Institute for Health Information (hospitalization) data.

Figure 8. Unintentional injury hospitalizations in Canada, 1994/95-2005/06,
by selected causes, 0-19 years, both sexes combined, standardized
rates/100,000 persons (Canada 1991)
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Figure 9 illustrates the trends for Figure 9. Unintentional injury hospitalizations in Canada, 1994/95-2005/06,
other external cause of injury groups; by selected causes, 0-19 years, both sexes combined, standardized

the following exhibited the strongest rates/100,000 persons (Canada, 1991)

declines: 601
* MVT — Pedestrian 5
Average annual percentage decrease
of 78% (95% ClI -8.2,-7.4) °
o
» Suffocation S 0T
Average annual percentage decrease %
of 74% (95% CI -9.2,-5.7) S 304
e MVT — Occupant §
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in past years'. B Drowning

Source: Public Health Agency of Canada analysis of Canadian Institute for Health Information (hospitalization) data.

Injury hospitalizations Figure 10. Unintentional injury hospitalizations in Canada, 2005/06, by age group,
by age and sex. 2005/06 both sexes combined (0-19 years)
J
15-19 years
Figure 10 illustrates that youth 15 to 3532) N = 29,142

19 years of age accounted for just over
one-third of injury hospitalizations in
2005/06. For infants (less than one year),

there were 1,237 injury hospitalizations. <14)(:/ear
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Source: Public Health Agency of Canada analysis of Canadian Institute for Health Information (hospitalization) data.
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Injury Overview

Figure 11 examines unintentional injury Figure 11. Unintentional injury hospitalizations in Canada, 2005/06, by age group

crude hospitalization rates by age group
and sex and demonstrates that in
all age groups rates were higher for
males than females. The lowest rate
was in 10 to 14 year old females, 206/
100,000 persons. The male to female
difference was smallest for infants less
than one year with a male to female
ratio of 10:8 and increased consistently
with age. The male to female ratio for
15 to 19 year olds was 10:4.

Males in the 15 to 19 year age
group had a crude hospitalization
rate for unintentional injuries of
664/100,000 persons in 2005/06 —
2.5 times that of females in this
age group.

Injury hospitalizations
by age and cause, 2005/06

Falls was the leading cause of injury
hospitalizations for children of all ages
and both sexes combined (see Table 2),
a pattern which is consistent among
each age group, with the exception of
15 to 19 year olds. Among 15 to 19 year
olds, Motor Vehicle Traffic collisions and
Falls were the two main causes of injury
hospitalizations at 110/100,000 persons
and 106/100,000 persons, respectively.
These patterns are illustrated in
Figure 12.

and sex, crude rates/100,000 persons (0-19 years)
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Figure 12. Unintentional injury hospitalizations in Canada, 2005/06, by age group,

both sexes combined, crude rates/100,000 persons (0-19 years)
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Child and Youth Injury in Review, 2009 Edition  Spotlight on Consumer Product Safety




Leading Causes of Hospitalization, 2005/06

Table 2. Unintentional injury hospitalizations in Canada, 2005/06, by external cause, 0-19 years, both sexes
combined, crude rates/100,000 persons

0-19 Years, Both Sexes

Motor vehicle traffic (MVT — All) 45 63.0
MVT - Occupant 30 59.6
MVT — Pedestrian 7 59.5
MVT — Pedal cyclist 3 77.6

Struck by/Against 41 79.6

Poisoning 20 52.3

Fire/Hot object/substance 9 64.9

Suffocation 3 60.1

Drowning 2 62.2

* Crude hospitalization rate for other and undetermined injuries was 113/100,000 persons.

Summary by age group and sex:

Less than one year: For both males and females, Falls was the leading cause, followed by Poisoning in males and Fire/Hot object/
substance for females.

One to four years: Falls, followed by Poisoning were the leading causes for both males and females.
Five to nine years: Falls followed by Struck by/Against were the leading causes for both males and females.

10 to 14 years: Falls remained the leading cause for both males and females, but the second leading cause for males was Struck by/Against,
and for females it was Motor Vehicle Traffic collisions.

15 to 19 years: For males the leading cause was Falls, followed by Motor Vehicle Traffic collisions. In females, the causes were reversed;
Motor Vehicle Traffic collisions was the leading cause, followed by Falls.

Source: Public Health Agency of Canada analysis of Canadian Institute for Health Information (hospitalization) data.
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3 = Emergency Department Visits: CHIRPP

CHIRPP Overview

Information on emergency department visits in this report
is based on data from the Canadian Hospitals Injury Reporting
and Prevention Program (CHIRPP). The CHIRPP database is
a unique national database collecting detailed information on
the circumstances of injuries that result in visits to hospital
emergency departments. Information in the CHIRPP database
does not represent all injuries in Canada — only those seen
at the emergency departments of the current 15 hospitals in
the CHIRPP network. Since most of the data come from the
paediatric hospitals, which are located in major cities, injuries
suffered by the following people are under-represented in the
CHIRPP database: older teenagers and adults, who are seen
at general hospitals; and people who live in rural and Northern
areas including First Nations, Métis and Inuit people. Fatal
injuries are also under-represented in the CHIRPP database
because many victims die at the scene and are not transported
to hospital. CHIRPP only records fatalities for victims who are
dead on arrival, or die during treatment in the emergency
department.

The CHIRPP database is uniquely able to serve as both a
national surveillance system, as well as a community-level
system. Numerous studies using the CHIRPP data, both
methodological and context-specific, have been published"*.
The results of methodological studies aid in the evolution
of the database as well as helping to increase data quality

CHIRPP

and capture. Studies on specific injury mechanisms
provide detailed data to inform injury prevention and
mitigation efforts.

Between 1990 and 2007, there were almost 2 million visits to
the emergency departments participating in CHIRPP. The
majority of these (84% or about 1.6 million) involved children
and youth under 20 years of age.

Table 3 illustrates the proportion of these cases that were
classified as serious injuries, based on one or both of the
following indicators:

* Treatment received in the emergency department:
Patient was either kept for prolonged observation or
admitted to hospital.

* Nature of injury: The patient was diagnosed with a closed
head injury or a fracture.

Children under five years old represent about one-third of all
cases and have a higher proportion of closed head injuries but
a lower proportion of fractures, compared to other age groups.
Teenagers 15 to 19 years old represent the smallest proportion
of cases but they are more frequently admitted to hospital or
held for prolonged observation in the emergency department.

Injuries are the most significant threat to the health of Canadian children and a leading cause of death and disability for people of all ages.
Canadians are increasingly aware of the magnitude of this problem and this has led to greater interest in injury prevention. Concerned
groups and individuals have been working together to formulate new and creative ways of reducing injuries. Those involved in promoting
safe environments and behaviours have formed partnerships and networks, and regularly share data and strategies. CHIRPP is part of
this growing partnership — an invaluable resource for those who need to know how, why, and to whom injuries are happening. By
providing such information, CHIRPP is fulfilling its aim: to contribute to the reduction in the number and severity of injuries in Canada.

Table 3. Age and sex distribution, hospital admissions, closed head injury and fracture proportions, CHIRPP, 0-19 years,
both sexes combined, 1990-2007
Age group Number of cases (%) % Male % Observed /Admitted® | % Closed Head | % Fractures
Injuries®
0-4 years 527,456 (32.7) 56.5 6.7 14.2 12.0
5-9 years 391,389 (24.3) 58.4 7.9 8.8 24.2
10-14 years 487,859 (30.2) 61.4 7.2 6.6 28.1
15-19 years 206,499 (12.8) 63.2 9.1 6.2 19.0
Total 1,613,203 (100.0) 59.3 75 9.6 20.7

a. Patients held in emergency for prolonged observation or admitted to hospital.
b. Closed Head Injury (CHI); includes minor closed head injuries, concussions and intracranial injuries.
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4 = Consumer Product-Related Injuries

The injury profiles in the following sections are based on information from the Canadian Hospitals Injury Reporting and
Prevention Program (CHIRPP). CHIRPP reports are generated from the data and are updated upon request or when there
is reason to believe the injuries or circumstances surrounding the injuries have changed over time.

CHIRPP data support injury prevention initiatives of injury prevention centres, safety organizations, consumer organizations,
and government departments engaged in injury prevention activities across the country. CHIRPP data are also frequently
used to provide evidence in support of improved product regulations, standards and compliance, and enforcement policies.

Health Canada is one of the primary users of CHIRPP information to help protect the Canadian public by assessing and
managing health risks and safety hazards associated with consumer products. Specifically, within Health Canada, Consumer
Product Safety is responsible for consumer products under the Hazardous Product Act (HPA) and related Regulations. Under
the HPA, industries are obligated to ensure that they do not sell a product that is banned in Canada and must ensure that the
products that they import, sell or advertise are safe and meet all regulatory requirements. In addition, Health Canada will
negotiate voluntary actions with companies that offer products that pose a health or safety risk to the consumer, even if they
are not subject to Regulations.

Safe Kids Canada also utilizes CHIRPP injury data as a key component of their evidence-based unintentional injury prevention
program development.

The following sections will provide an overview of consumer product-related injuries in CHIRPP, followed by reports on specific
products. Each of these reports will contain:

¢ Detailed analysis of CHIRPP data, including statistics on the circumstances and types of injuries.

¢ Recommendations for injury prevention.

* Overview of current compliance and enforcement activities and regulatory initiatives.

What the data show

Between 1990 and 1996, the proportion of product-related
injuries in CHIRPP (19 years and younger) varied from The United States Consumer Product Safety Commission (U.S.
22 to 38%. During this time period, five general hospitals were CPSC) tracks consumer product-related injuries and events
added to the system and the factor coding was modified primarily through the National Electronic Injury Surveillance
slightly during later years. From 1997 onward, the proportion ~ System (NEISS)'. In Canada, CHIRPP has a similar role to
of consumer product-related injuries has remained relatively ~ the NEISS. Since its inception in 1990, CHIRPP has collected
stable at about 46%. information on the circumstances of injuries involving consumer
products. The CHIRPP database contains a very large number
of coding categories for products and is especially interested in
including codes for products that fall under the mandate of Health
Canada (under the scope of the Hazardous Products Act). Since
the definition of a consumer product can vary, a listing follows
of the consumer product categories used in this report.

Overview and Definitions
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Classification Categories for Consumer Products in CHIRPP*

Inclusions:

Home furnishings and
accessories

Floor coverings

Window coverings
Lights and lamps
Linen/bedding

Furniture and beds
Stoves/ranges and ovens

Other major kitchen
appliances

Tableware and cookware
Knives and scissors

Kitchen gadgets and
accessories

Small kitchen appliances

Laundry/clothing care
appliances and equipment

Water heaters and water
treatment equipment

Home heating equipment
and accessories

Air cooling and air
treatment equipment

Cleaning products

Exclusions:
Incinerators, waste
compactors, garbage chutes
Garbage, rubbish, litter
Public swimming pools

Amusement rides
and structures

Food
Dentures
Orthodontic braces

* Note that not all products listed here fall under the jurisdiction of Health Canada.

Cleaning devices

Waste containers and
equipment

Home safety devices

Outdoor barbecues and
accessories

Outdoor/patio furniture

Swimming pools (private)
and accessories

Lawn mowers

Snow blowers and snow
or ice removal equipment

Other garden equipment

Garden accessories and
products

Baby articles and nursery
products

Toys
Playground equipment
Clothing

Clothing/fashion
accessories

Skin care products,
cosmetics and accessories

Dental devices and
accessories

Health and medical
devices/apparatus

Medications/drugs
Alcohol, street drugs,
other abused products

Farm equipment and
produce

The Hazardous Products Act (HPA)

The HPA prohibits the advertising, sale and importation of hazardous products. Of the consumer products profiled in this report, only
blind cords and baby walkers are regulated under the HPA. Magnets as a stand alone product are unregulated; however, small parts

(such as magnets) in toys are regulated. Please visit the following websites for more information on the HPA:

o www.healthcanada.gc.ca/cps

o laws.justice.gc.ca

Toothbrushes and oral
hygiene products

Hair products and
accessories

Eyewear and accessories

Safety gear and protective
devices

Therapeutic devices

Guns and other weapons,
ammunition and
explosives

Audio or audio visual
equipment and accessories

Optical equipment
Arts and crafts supplies

Sewing equipment and
accessories and fabrics

Smoking and smoking
accessories

Paint and painting
equipment

Ladders
Power tools
Manual tools

Industrial tools and
equipment

Logging equipment

Electrical outlets/
receptacles

Electrical wires and wiring
systems

Circuit breakers/ground
fault circuit interrupters

Public Health Agency of Canada

Workshop items
Hardware
Adhesives

Electrical cords for
appliances and lamps

Extension cords

Welding and soldering
supplies and equipment

Office/lab/school
equipment and supplies

Sporting equipment
(excluding specialized
equipment)

Aerobic exercise machines
Darts

Inline skates

Skateboards

Snowboards
Sleds/toboggans

Skis

Trampolines

General classes of
chemicals

Specific chemicals

Generators or power plants
Structural elements
Structures

Building materials
Plumbing

Windows

Doors

Animals

Hydrocarbon fuels and
storage containers

Containers

Animal equipment
and supplies

Cycles, scooters and
accessories

Off-road vehicles,
non-motorized boats,
jet skis

Automobile accessories
and products

Carts

Batteries

Camping equipment
Filters

Keys, key rings and chains
Magnets

Paper products

Rope or string, bungee
cords

Foam, sponge
Styrofoam products

Public use items

Road vehicles and parts;
motor homes and trailers
Trains, aircraft, ships

Orphaned pieces of
material of unknown
product origin



Overview of product-related
injuries

Table 4 illustrates the age and sex distri-
bution and the CHIRPP injury severity
indicators for product-related and
non-product-related incidents. Children
sustaining product-related injuries were
younger (median age 6.9 years, IQR:
2.9-11.9) compared to children with
other types of injuries (non-product;
median age 9.4 years, IQR: 4.0-13.4).

Figure 13 shows that there was a linear
decrease (R®=0.96) in the proportion
of injuries related to consumer products
as the age of the child increased.

Most frequent product categories

Table 5 highlights the proportion of
CHIRPP cases where a consumer
product was identified as being either
a direct cause of the injury or a
contributing factor. Of all the cases
involving a consumer product in children
under five years of age, the product
was a direct cause of injury in nearly
two-thirds of cases, and a contributing
factor in one-third.

Spotlight on Consumer Product Safety

Table 4.

Age and sex distribution and CHIRPP injury severity indicators,
CHIRPP, 0-19 years, both sexes combined, 1990-2007

Median age (years) 7.4 6.3 9.7 9.0 8.9 8.1
Interquartile 31-124 | 27-111 | 43-136 | 3.6-131 | 3.8-133 | 3.3-125
range (IQR)(years)?

% obs/admit® 74 63 79 74 77 71

% fractures 21.0 206 22.0 18.9 216 19.4
% CHIF 106 106 96 84 99 91

a. 25" to 75" percentile.
b. Patients held for prolonged observation or admitted to hospital.
c. Closed Head Injuries (CHI):minor closed head injuries, concussions and intracranial injuries.

Figure 13. Proportion of injuries which were consumer product-related by age,
CHIRPP, 0-19 years, both sexes combined, 1990-2007
50 —

N=1,613,203
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Table 5. Proportion of product-related cases where the direct cause or the
contributing factor was a consumer product?® by age group, CHIRPP,

0-19 years, both sexes combined, 1990-2007

0-4 years 62.8 33.4
5-9 years 53.3 36.9
10-14 years 54.4 33.7
15-19 years 61.2 28.3

. CHIRPP allows coding of multiple factors (contributing and direct); the calculations in this table use only the two main factor codes,
and thus rows will not sum to 100%.

. The product is the immediate cause of the injury (e.g. struck head on table).

. The product is significantly involved in the injury event sequence (e.g. fell off bed and struck head on floor. In this example, the direct
cause (the floor) is not a consumer product).

)

o o
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Table 6 details the most frequent classes
of consumer products involved by age
group. Furniture was involved at all age
levels, and sports equipment emerged
as an important factor among older
children.

References

Table 6. Three most frequent categories of consumer product involved
directly or as a contributing factor by age group, CHIRPP, 0-19 years,
both sexes combined, 1990-2007

0-4 years 1. Tables, 17.6% 1. Other furniture®, 26.3%
2. Other furniture®, 15.3% 2. Beds, 22.3%
3. Toys, 7.1% 3. Nursery products, 11.9%
5-9 years 1. Other sports equipment?, 15.4% 1. Playground equipment, 31.1%
2. Other furniture, 12.2% 2. Bicycles, 18.2%
3. Playground equipment, 8.5% 3. Sleds/toboggans, 5.4%
10-14 years | 1. Other sports equipment?, 43.9% 1. Bicycles, 22.2%
2. Other furniture®, 7.0% 2. Snowboard, 14.4%
3. Knives/scissors, 5.5% 3. Skateboard, 9.5%
15-19 years | 1. Other sports equipment?, 39.3% 1. Snowboard, 23.1%
2

w

. Knives/scissors, 11.1%
. Other furniture, 5.0%

2. Bicycles, 18.8%
3. Skateboard, 14.1%

o

o

. The product is the immediate cause of the injury (e.g. struck head on table).
. The product is significantly involved in the injury event sequence (e.g. fell off bed and struck head on floor. In this example, the direct

cause (the floor) is not a consumer product).

. All furniture excluding tables and beds.
. All sports equipment excluding bicycles, sleds/toboggans, snowboards and skateboards.

1. U.S. Consumer Product Safety Commission [Online]. [cited 2009 Feb 25].

Available from: www.cpsc.gov

2. Mack KA, Gilchrist J, Ballesteros MF. Bunk bed-related injuries sustained by
young children treated in emergency departments in the United States,
2001-2004, National Electronic Injury Surveillance System — Al Injury Program.

Inj Prev. 2007;13:137-40.

3. Vyrostek SB, Annest JL, Ryan GW. Surveillance for fatal and nonfatal

injuries-United States, 2001. MMWR Surveill Summ. 2004;53:1-57.

4. Quinlan KP, Thompson MP, Annest JL, et al. Expanding the national
electronic injury surveillance system to monitor all nonfatal injuries treated in
U.S. hospital emergency departments. Ann Emerg Med. 1999;34.637-45.

Public Health Agency of Canada




5 = Bunk Beds

Spotlight on Consumer Product Safety

Bunk beds present numerous hazards to young children. A number of studies indicate that falls from the top bunk are a common
occurrence, especially among children under 6 years of age. Injuries reported include skull fractures, concussions and injuries
to internal organs™. While falls are fairly common, there have been occasional reports of unintentional hangings due to

snagged clothing®.

Bunk bed-related injuries have been tracked in CHIRPP since 1990. The following profile provides a brief overview of the
Canadian experience of bunk bed-related injuries.

What the data show

Figure 14 shows the proportion of bunk
bed-related injuries by year for the entire
CHIRPP database (1990 to 2007, all
ages). There were a total of 5,403 bunk
bed-related cases, averaging 305 cases
per year. Because the data for 2007
were incomplete, 2007 data were not
included in the average calculation.
The dataset was separated into two
eight-year periods to analyze changes
over time. There has been a slight
reduction in the proportion of cases in
the period from 1999 to 2006 compared
to 1990 to 1998 (y?=14.47, p<0.0005).
However, during the later time period
(1999 to 2006), there was a significant
increase in the proportion of fractures
(x2=9.37, p<0.005) and closed head
injuries (x?=33.32, p<0.0001), compared
to the 1990 to 1998 period.

Circumstances of injury for
top bunk bed-related cases

A subset of the data was analyzed in
more detail. Overall, between 2002 and
2006, 1,545 injuries associated with bunk
beds were identified. These 1,545 cases
accounted for about 0.3% of all cases in
the CHIRPP database, over the same
time period. The remainder of this
analysis will focus on the 934 (60.0%)
cases involving the upper bunk.

The circumstances associated
with injuries that involved the
upper bunk were:

Figure 14. Injuries associated with bunk beds as a proportion of all CHIRPP

records, CHIRPP, all ages, both sexes combined, 1990-2007*
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* 2007 is incomplete.

* Unintentional falls — (803 cases, 86.0%) that occurred in the following
circumstances:

Playing (n = 250)

Sleeping and/or resting (n = 186)

o Getting in or out of the top bunk (n = 99)

o Reaching for an object or leaning over (n = 22)

o Sitting on the bunk bed (n = 20)

o Jumping on top bunk (n = 16)

o Standing on top bunk (n = 5)

o In 205 cases the circumstances of the fall were not specified

o

o

* Jumping off of the top bunk bed — 66 cases (7.1% )

» Overactive or inappropriate play — 18 cases (1.9%)

e Pushed or interfered with — 17 cases (1.8%)

* Struck ceiling or top bunk while jumping on a bunk — 6 cases (<1.0%)
* Hanging or strangulation — 3 cases (<1.0%)

* Body part entrapment — 2 cases (<1.0%)

e Struck against bunk bed — 1 case (<1.0%)

e Other — 18 cases (1.9%)
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Age and sex distribution

The median age was five years with an
interquartile range (25" to 75™ percen-
tiles) of three to eight years. Males
sustained 56.4% of the injuries. As a
proportion of all CHIRPP injury records
for the same time period and age range,
three to five year olds suffered injuries
related to a top bunk most frequently
(471.2/100,000 CHIRPP cases). Male
patients sustained more injuries than
female patients across all age groups
except for 14 to 17 year olds.

Figure 15 illustrates the age distribution
of children who sustained injuries
involving the upper bunk.

Figure 15. Top bunk-related injuries by age group, CHIRPP, all ages, both sexes
combined, 2002-2006
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Nature of injury

The most frequently injured body region
was the upper extremity (39.4%) followed
by the skull and brain (26.9%). CHIRPP
allows the reporting of up to three
injuries. Overall, the 934 injured persons
sustained 1,044 injuries. Figure 16 shows
the distribution of the nature of these
injuries. About 40% of all injuries were
fractures.

Figure 16. Nature of top bunk-related injuries, CHIRPP, all ages, both sexes
combined, 2002-2006

N = 1,044*

Laceration Sprain/strain
9.4% 4.3%
. . Concussion
Bruise/Abrasion 3.9%
9.7%
Other**
Soft tissue 4.9%
11.8%
X Fracture
Minor CIc_)sed 40.4%
Head Injury
15.6%

* Some patients suffered multiple injuries.

*Includes asphyxiation cases.

Treatment in the emergency
department

Figure 17 outlines the treatment that
patients received in the emergency
department for injuries involving the
upper bunk. About 11% of patients
were admitted to hospital, which is
about 1.6 times higher than the CHIRPP
average.

Figure 17. Treatment received in the emergency department, top bunk-related
injuries, CHIRPP, all ages, both sexes combined, 2002-2006

N =934
o Admitted
Observed in ED 10.8%

4.0% Left without
being seen

1.5%

Treated, medical

follow-up required Advice only

39.4% 20.1%

Treated, medical
follow-up if necessary
24.2%
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Opportunities for Action m Bunk Beds

Information for Consumers
(including parents, caregivers and professionals)

The top bunk is not safe for children under six years of age.

Allow only one person on the top bunk, and do not allow
children to play on or under bunk beds unless the area under
the bunk is designed by the manufacturer as a play area
or study centre (i.e. loft bed).

Teach children to use the ladder to get up or down. The ladder
should always be attached securely to the bed. Do not remove
it for any reason.

Never tie ropes, cords or items such as belts for bathrobes or
skipping ropes to any part of the bed.

Ensure any belts, ties or sashes on children’s bathrobes,
dressing gowns, housecoats and robes are removed or stitched
firmly to the centre back of the clothing.

Do not leave or allow a child to go to sleep with toys or other
objects on the mattress that may present a suffocation or
strangulation hazard.

Keep bunk beds away from window blinds and curtains with
cords, as children can become entangled in them and possibly
strangle.

Spotlight on Consumer Product Safety

Check regularly to make sure the frame of the bed is sturdy.

Make sure the mattress fits tightly against all four sides of
the bed.

Make sure the top bunk has guard rails on both sides of the
bed in addition to the headboard and footboard. The bed should
have all guard rails in place at all times, even if the bed is
pushed up against a wall.

When purchasing a bunk bed, make sure it meets the latest
version of the ASTM F1427 standard. The current edition is
2007. If there are no labels indicating compliance with the
latest ASTM F1427 standard, ask the store before you buy, or
contact the manufacturer for more information.

Check to ensure the bed comes with instructions for assembly
and has a label with safety warnings. Read and follow these
instructions and warnings carefully.

Carpet or padding may be placed next to the bed.

American Society for Testing and Materials (ASTM) Technical Specifications:

* The sleeping surface should be at least 127mm (5 inches) below the top of the guardrails and end panels.
» Corner posts and ladder uprights should not extend more than 5mm (0.2 inches) above the upper edge of the bed

(for example, the guardrails).

Compliance and Enforcement

Health Canada is encouraging industry to meet the current ASTM Standard — recently updated to include requirements to reduce the

risk of strangulation when clothing is caught on parts of the bunk bed.

Regulatory Initiatives

Bunk beds remain an unregulated product under the Hazardous Products Act.
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6 = Magnets

Since 2006, several global voluntary recalls of magnetic building toys and magnetic play sets have been undertaken by
well-recognized toy manufacturers. In the United States, the death of a 20-month old child, and several cases of severe
injuries requiring emergency surgery, raised awareness of a new product safety concern and prompted these toy recalls.
When more than one powerful magnet, or one magnet and a magnetic object, is swallowed over a short period of time, the
objects can attract one another while traveling through the intestines. The magnets can then twist the intestines and create
a blockage and/or slowly tear through the intestinal walls, causing perforations. The results can be very serious and even
fatal. Surgery is often required to remove the objects. In June and November of 2006, and again in September of 2008,
Health Canada issued advisories to raise public awareness of this new hazard. Governments around the world are taking
action to restrict the use of specific types and sizes of magnets in children’s toys.

Magnet ingestions by children have been reported in the literature (e.g.®).This report reviews data from CHIRPP to describe
the Canadian experience of the hazards of small magnets in toys and other consumer products. It contains information on
ingestion of magnets and other situations of potential harm.

What the data show Figure 18. Injuries associated with magnets as a proportion of all CHIRPP

records for children aged 13 years and younger, CHIRPP,
Overall, between 1993 and 2007 there both sexes combined, 1993-2007

were 328 CHIRPP cases of children
aged 13 years or younger who
sustained an injury associated with
magnets. These cases represent less
than 1% of all CHIRPP cases in the
same age group and over the same
time period. Figure 18 illustrates a
sharp increase in the proportion of
cases associated with magnets over
time, as measured by the number of
cases per 100,000 CHIRPP records.

80 T
N =328
70 +—

60 +—

50 +—

30 +—
Circumstances of injury

Overall, 75% of injuries associated
with magnets occurred in the child’s
own home. There were 161 injuries 10 -
where the source of the magnet was

identified; 33% were parts from plastic 01— t t t t t t t t t t t t t t
toys (e.g. alphabet magnets), 24% 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

20 +—

# of cases/100 000 CHIRPP cases

were from magnetic earrings or nose
rings, 28% were parts of other toys * Ingestion of magnet — 178 cases (54.3%)
(e.g. toy building sets, travel games), « Magnet inserted up nose — 109 cases (33.2%)

and 15% were other magnet types.
o 42% of these were children 10 to 13 years

It should be noted that the CHIRPP  The circumstances of age (e.g. magnetic nose rings)

cases do not typically provide details  |eading to these External injury due to magnet, no ingestion —
regarding the magnet characteristics, injuries were: 18 cases (5.5%)
such as strength, and provide limited
information on the number of magnets
involved.

Possible ingestion of magnet — 16 cases (4.9%)

Magnet inserted into ear — 5 cases (1.5%)

Other or unknown — 2 cases (<1.0%)
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Age and sex distribution Figure 19. Injuries associated with ingestion of magnets, by sex and age, CHIRPP,

Figure 19 provides a summary of the age 13 years of age and under, both sexes combined, 1993-2007

and sex distribution of the 178 children 70 T
who ingested magnets; nearly 40% N=178
of ingestions occurred in children two 60 1

to four years old, followed by nearly
30% in older children aged five to
nine years.

Nature of Injury

Overall, 85% of all cases involved the
magnet as a foreign body; 51% of these
were in the abdomen, and 38% were
in the nose.

# of cases

Multiple Ingestions

Of the 178 magnet ingestions,

there were 18 cases which involved <1 Years 1 Year 2-4 Years 5-9 Years 10-13 Years

ingestion of more than 1 magnet. B Males M Females
Treatment in the emergency Figure 20. Injuries associated with magnets, treatment in emergency department,
department CHIRPP, 13 years of age or younger, both sexes combined, 1993-2007
Figure 20 describes the treatment
received in the emergency department Treated, medical N =328
for injuries associated with magnets. o follow-up required

. . 0,

The proportion of admitted cases (2.7%) fo”T(;ijtjd'i ;?\?eill:;ar 11.6%
was about half of the CHIRPP average 5ps 7% y

Admitted to hospital
2.7%

of 5.0% for the same age group and
time period.

Left without
being seen
1.5%

Advice only
28.5%
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Opportunities for Action m Magnets

Information for Consumers
(including parents, caregivers and professionals)

» Swallowed magnets can attract one another across the
intestines and cause serious injury or death. Small powerful
magnets used in toys, jewellery and other household items
may pose a hazard if the item containing the magnet, or
the magnet itself, is small enough to be swallowed.

 Teach children of all ages that small magnets or small items
that contain magnets should never be placed in their mouths.
Carefully supervise children around products containing
magnets.

e Keep products with small magnets out of the reach of
children of any age if they still tend to put non-food items
in their mouths.

Compliance and Enforcement

Spotlight on Consumer Product Safety

¢ Seek immediate medical care for any child who has swallowed,
or is suspected of having swallowed, one or more magnets.

e Check toys and consumer products often to make sure
they are in good condition. Look for magnets that may have
detached from toys or other products and immediately
remove any loose magnets from the play area.

 Follow the safety warnings and manufacturer’s age recom-
mendations on children’s toys. Keep toys intended for older
children out of the reach of younger children.

Health Canada regularly tests toys for compliance with the legislated toy safety requirements under the Hazardous Products Act.
A compliance and enforcement project targeting magnetic toys for children who are less than three years of age is currently underway.
Additionally, Health Canada investigates incidents and complaints on toy safety issues and provides timely information to advise the
public of known hazards.

Regulatory Initiatives

The Hazardous Products Act requires that toys for children under three years of age must be above a minimum overall size and must
not be easily broken into small components that could pose an ingestion, aspiration or choking hazard. Therefore, the Act provides
protection to young children with respect to small magnets in toys. The use of small powerful magnets in toys for older children is
presently unregulated; however, in the near future Health Canada expects to issue a proposal for the restriction of small magnets in
toys for children of all ages. In the meantime, Health Canada continues to inform and educate the public on this new toy safety issue
through release of advisories, information bulletins and distribution of posters to medical facilities.
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7 m Baby Walkers

Studies involving baby walker injuries have been reported in the literature for over 20 years (e.g. *°). During this time, Health
Canada has issued warnings about the hazards posed by baby walkers on wheels. Following these warnings, the Canadian
Juvenile Products Association adopted a voluntary ban on retail sales of baby walkers in 1989. When the Association ceased to
exist in 1997, retail sales of baby walkers started to increase. In April 2004, Health Canada acted to ban the sale, advertisement,
and importation of baby walkers in Canada. A call for this ban had long been advocated by paediatricians and injury prevention
experts who recognized the risks involved. In order to establish the dangers posed by baby walkers on wheels, Health Canada
scientists gathered evidence from a variety of sources including the database of CHIRPP.

CHIRPP data revealed many serious injuries involving baby walkers including head injuries to infants who toppled down
stairs and burns to infants who used baby walkers to access containers of hot liquids. The number of baby walker injuries in
CHIRPP has declined over the past decade. These injuries have not yet been eliminated, in spite of the ongoing efforts of
Health Canada and organizations such as Safe Kids Canada to inform consumers and increase public awareness. Most
recent injuries have been traced to second-hand baby walkers and illegal importations. The CHIRPP program will continue
to monitor injuries and trends.

Original Report (1990-2003, N =2,018): Updated Report (1990-2007, N = 2,192):

A thorough search of the entire CHIRPP database An updated search of the CHIRPP database was conducted in December 2008
for injuries involving baby walkers resulted in using the same search criteria. The updated search identified an additional
2,018 records for children aged five to 14 months 182 records resulting in an updated total of 2,192 cases of injuries associated
inclusive, between 1990 and 2003. with baby walkers for children between the ages of five and 14 months for

the years 1990 to 2007.

Injuries over time
Figure 21. Injuries associated with baby walkers as a percentage of all

Updated Report CHIRPP records for children aged 5-14 months, CHIRPP,
(1990-2007,N = 2,192) both sexes combined, 1990*-2007

Figure 21 illustrates injuries involving 7%

baby walkers as a percentage of all B |n 2004 Health Canada imposed a ban on N=2,192
CHIRPP records for children aged 6% the importation, advertisement, and sale

of baby walkers.

five to 14 months between April 1990
and 2007 Injuries associated with 59 4
baby walkers accounted for 2.6% of
all injuries among five to 14 month
old children during this 18-year period.
The percentage of baby walker inju-
ries among all CHIRPP injuries fell
from 6.5% in 1990 to 1.9% in 2000.
Percentages remained stable until
2002 and dropped to their lowest
level of 0.6% in 2004, the year that
Health Canada imposed a ban on O
importation and sales of baby walkers. 19901991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 200
Following 2004, no clear trend has
been established, with percentages
of 0.7% in 2006 and 0.6% in 2007.

4% +

3% T

% of all CHIRPP cases

2% T

1% 1~

* Data for 1990 includes only April — December.
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What the data show

Summary of the original report
(1990-2003, N = 2,018)

Baby walker injuries were most frequent
among very young children aged seven
to 10 months, who experienced three-
quarters of the baby walker injuries.
More than half of the injured children
were male (57.1%). Almost all of the
injuries, 93.0%, occurred in the child’s
own home. Most of the circumstances,
85.5%, were the result of a child in a
baby walker falling down stairs. Injuries
to the head accounted for most of the
injuries suffered by children who fell down
stairs. The percentage of children who
were admitted to hospital with injuries
involving baby walkers was 8.2%.

Circumstances of injury

The circumstances leading to
injuries were:

Age and sex distribution

Children aged eight to nine months
experienced 43% of the injuries involving
baby walkers. The majority of injuries
involving baby walkers, 57%, were
sustained by young boys. Figure 22
illustrates the distribution by age and sex.

Baby Walkers

have been banned in Canada
since 2004.

Spotlight on Consumer Product Safety

e Child in a baby walker fell down stairs — 1,726 cases (85.5%)

Child in a baby walker falls from a height (e.g. fall off decks or porches) —
4 cases (<1.0%)

* Child in a walker falls on the same level — 145 cases (7.2%)

Among children injured in falls on the same level, 52.4% fell from a baby
walker onto the floor.

 Child in walker was able to reach a hazardous object or to pull something
down on him or herself — 98 cases (4.9%)

e Other circumstances — 34 cases (1.7%)

This category included events such as walker collapse leading to pinched
fingers; falls by young children outside a walker but pushing it or leaning
on it for support; climbing on a baby walker; falls from a walker being
carried by another person, either because the walker broke or because
the other person fell; and injuries that occurred while being placed in the
walker or pushed in the walker by another person.

e Unclear — 11 cases (<1.0%)

Figure 22. Injuries involving baby walkers by age and sex, CHIRPP,
children aged 5-14 months, 1990-2003
300 -
N=2,018
252
250 A

200 1

# of cases
v
o
.

100 1

50 1
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B Females
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Nature of injury Figure 23. Injuries sustained by children who fell in or from baby walkers
Of the 1,730 children in walkers who fell down stairs or from a height, CHIRPP, children aged 5-14 months,

both sexes combined, 1990-2003
down stairs or fell from a height, 88.8%

sustained injuries to the head or face o N=1,730
(including eye and dental injuries grouped No '“1”5“'6;3‘)0”9‘1 Minor closed head injury
as “Other injury”) (see Figure 23). The 27 34.9%

corresponding percentage of head or

face injuries to children who fell in or

from a walker on the level was 85.5%.  Otherinjury
Among children who had falls that 10.5%

were not related to walkers 76.5% of the Concussion
injuries affected the head or face area. = 4.1%
Other )

Intracranial injury was reported for fracture Intracranial
16 children (0.9%) who fell down stairs 2.2% injury

. 0.9%
or from a height. The percentage appears
low but these very serious injuries
occurred more than four times more

- . Skull fracture
frequently among falls involving baby 7.5%
walkers than among other types of falls Eacial
in the CHIRPP database (not related raclal
. abrasion/laceration
to baby walkers) for children of the 34.3%
same age.
Treatment in the emergency Figure 24. Treatment received in the emergency department by children who
department fell in or from baby walkers down stairs or from a height*, CHIRPP,
) ) ) children aged 5-14 months, both sexes combined, 1990-2003
The proportion of children admitted )
to hospital after falls down stairs or Adénz'ged
£L7/0

from a height (n = 1,730) while in baby N=1,729
walkers was 8.2% (see Figure 24). This
percentage was more than double that

for children who fell from a walker on Observed in ED

Advice only

4.8%
the same level (3.4%). ? 45.1%
Treated,
medical follow-up
required
9.6%
Treated, medical
follow-up
if necessary
* Information on treatment missing in one case. 32.3%
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Opportunities for Action m Baby Walkers

Information for Consumers
(including parents, caregivers and professionals)

e Baby walkers are banned in Canada. It is a criminal offence
to sell, advertise, or import new or used baby walkers, even for
your own use. It is also a criminal offence to give them away.

* Anyone with a baby walker is advised to destroy and discard
it so that it cannot be used.

Compliance and Enforcement

* Health Canada inspectors work with the Canada Border
Services Agency to identify and refuse personal importation
of baby walkers at the border.

e Health Canada inspectors also work with many of the
Canadian internet sales websites to prevent the posting of
notices offering baby walkers for sale or trade.

Regulatory Initiatives

Spotlight on Consumer Product Safety

 This prohibition also applies to the sale of baby walkers as
second-hand items. Baby walkers may not be sold at flea
markets or garage sales.

 Consumer education continues throughout the year, particularly
during garage sale season, to ensure that vendors are aware
of the prohibition.

¢ Compliance and enforcement efforts include cyclical inspections
at second-hand stores to identify and remove any baby walkers
for sale and to arrange for their destruction and disposal.

On March 22, 2004 a ban on the sale, advertisement, and importation of baby walkers became law and was followed by a formal
announcement on April 7, 2004 when the law was published in Part Il of the Canada Gazette.

On May 21, 2004, a distributor of baby walkers requested the Minister of Health to refer the governmental order banning baby walkers
for review. On June 2, 2006, as required by law, the Minister of Health established the Board of Review to conduct an inquiry into the
nature and characteristics of baby walkers and to submit a report and recommendations. The Board of Review unanimously agreed
that the ban implemented by the Government of Canada on the advertising, sale, and importation of baby walkers was justified on the

basis of the available evidence.
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8 m Other Household Products

There are numerous products in and around the home that present an injury risk to infants, children, and youth. Some are
“hidden” hazards (e.g. televisions, blind cords) and others are more apparent (e.g. backyard trampolines, bunk beds). Some
hazards are frequent, others rare, but with potentially severe injury consequences. The following sections present CHIRPP injury
profiles related to:

¢ Furniture, televisions and appliances
e Trampolines
e Bath seats

e Drapery and blind cords

Furniture, televisions and appliances

With the exception of beds (see Section 5 — bunk beds) and televisions (TVs) *®, there is sparse literature on other furniture
and appliance related injuries (e.g. %°). As was displayed in Table 6 (Section 4), furniture is a frequent factor in injuries suffered
by children and youth of all ages. Furniture, beds, televisions and large appliances are ubiquitous in domestic settings. Thus,
children and youth are highly exposed to such products, and related injury patterns are useful to inform prevention and mitigation
efforts. Different types of furniture will present specific injury mechanisms that may be reflected in the injury severity. Some
pieces of furniture/appliances have a propensity to tip (e.g. TVs, bookcases, dressers, wall units, water coolers), while others
are more likely to be run into (e.qg. tables, washers and dryers), while still others are associated with jumps and falls (e.g. bunk
beds, chairs, sofas). Furniture with glass presents an additional layer of hazard.

The purpose of this broad overview is to profile the Canadian experience with regards to furniture, television and large
appliance-related injuries and to identify specific issues for further study.

What the data show

Table 7 presents a detailed breakdown of household furniture-,
television-, and appliance-related injuries among children and
youth under 20 years of age. In CHIRPP, such injuries were
fairly stable year-over-year, averaging about 9,000 cases
annually, and representing 23.7% of all injuries which occurred

Nature of injury

Compared to all domestic incidents in CHIRPP, furniture/
appliance-related cases had a higher proportion of closed head
injuries (p<0.0001) but a lower proportion of patients were
admitted to hospital (p<0.005). Beds, tables, and chairs account

in and around the home. Overall, about 71% of all furniture/
appliance-related incidents involved children under five years
old (but this varied somewhat by age) and the male to female
ratio was 10:8.

Glass furniture

Glass furniture was involved in 4.2% of all cases (where glass
construction was possible). Glass involvement accounted for
8.4% of all wall unit-related cases, 7.8% of all cabinet-related
incidents and 5.3% of all table-related events.

for a large proportion (72.2%) of all furniture/appliance-related
injuries. Bunk beds and sofas/couches accounted for the
largest proportion of fractures, and bunk bed-related injuries
resulted in the largest proportion of hospital admissions.

Minor injuries

Overall, 38% of all injuries were minor (bruises/abrasions,
lacerations). Minor injuries accounted for 67% of all table-
related injuries, 51% of all chair-related cases, 41% of all
bed-related incidents, and 32% of all sofa/couch events.

Public Health Agency of Canada
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Serious injuries

Serious injuries accounted for about 1% of all injuries: there  with tables. Of the traumatic amputations, 40.7% involved
were a total of 1,072 skull fractures, 211 traumatic amputa- chairs, and 14.7% were associated with tables. Conventional
tions (mostly toes and fingers), 167 intracranial injuries, and  beds accounted for 43% of all intracranial injuries, and sofas/
76 internal injuries. Of all the skull fractures, 39% were couches, 13.2%. Chairs and conventional beds accounted
related to conventional beds* and 19.7% were associated for approximately half (25% each) of all internal injuries.

Classification

The CHIRPP database (1990 to 2007) was searched (using CHIRPP product codes) for injuries related to furniture, beds, TVs, and
large appliances occurring in a private residence among children and youth less than 20 years of age. Extensive bilingual narrative
analysis was used to refine the results of the preliminary search.

In many cases multiple pieces of furniture were involved in an injury event. Incidents were classified according to the piece of furniture
most responsible for the injury. For example “FELL OFF CHAIR, HIT HEAD ON TABLE” would be classified as a table-related incident.
“FELL OFF BUNK BED, HIT HEAD ON NIGHT TABLE” would be classified as a bunk bed-related injury (due to the fall height). The exception
to this rule is for TV’s —e.g. “CHILD CLIMBING ON TV, FELL OFF AND STRUCK HEAD ON TABLE” would be classified as a TV-related
case (since it is a possible near-miss to a potentially more serious TV tip-over).

Exclusions

Due to the specialized nature and narrow age range, nursery furniture (high chairs, playpens, change tables, bouncy/booster/car seats,
cribs and bassinets) is excluded. Other exclusions are detailed in the Table 7 footnotes.

Television and Appliance Hazards

Whereas beds, tables and chairs and other furniture usually involve familiar injury mechanisms (impact, jump/fall), appliances and
televisions often present an additional layer of hazards (beyond the electrical hazard which is common to all appliances). Stoves involve
burns, entrapments, and tip-overs (e.g. “CHILD STANDS ON OPEN QVEN DOOR). Fridges present item fall-out scenarios (e.g. “CHILD OPENS
FREEZER DOOR, FROZEN TURKEY FALLS QUT AND STRIKES HIM ON THE HEAD”) and provide accessibility to magnets (ingestions).
Dishwashers expose children to knives as they assist their parents in emptying the unit. A well-known hazard (to emergency department
physicians) involving TVs, are tip-overs. These situations often involve very serious head injuries and some cases have been fatal.
Approximately 60% of all TV-related incidents were tip-overs and many of the other 40% as well as the television stand impacts could
be seen as “near-miss” cases of TVs toppling.

* It must be kept in mind that although conventional beds represent a large percentage of cases of
serious injuries, when expressed as a proportion of all bed-type cases, bunk beds are associated

with more severe injuries.
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Table 7.

Domestic furniture, television and large appliance-related injuries, CHIRPP, 0-19 years, both sexes combined, 1990-2007

Beds® 54,826 (33.8)

conventional 50,097 (30.9) 19.0 18.1 5.0 3.1 1.6 5.5
bunk, loft 4,729 (2.9) 18.6 32.0 11.6 5.2 3.3 7.8
Tables® 34,982 (21.6) 13.8 6.3 2.4 2.8 1.6 4.7
Chairs, other seating' 27,298 (16.8) 15.0 18.0 4.4 2.9 1.7 5.3
Couch, sofa® 20,407 (12.6) 16.5 25.0 5.4 2.9 1.7 5.2
Dressers, hureaus" 5,014 (3.1) 13.5 9.5 3.2 3.8 2.3 6.5
TVs & stands 3,461 (2.1) 13.8 10.3 4.1 2.8 1.8 4.8
TV 2,162 (1.3) 14.2 14.0 5.8 3.0 1.8 5.2
TV stand’ 1,299 (0.8) 13.0 4.0 1.4 2.5 1.5 43
Cabinets, cupboards* 3,021 (1.9) 111 5.7 1.8 3.8 1.8 7.7
Bookcases, shelves' 2,610 (1.6) 12.9 7.5 2.4 3.8 2.1 6.8
Desks™ 1,839 (1.1) 115 8.7 1.5 4.8 2.5 8.9
Refrigerators, freezers" 1,259 (<1.0) 1.2 11.8 4.0 5.7 2.4 10.8
Fridge, freezer 1212 (<1.0)

magnets 47

Washers, dishwashers, dryers® | 971 (<1.0) 12.0 10.9 7.6 3.5 1.5 8.2
Wall, entertainment units? 783 (<1.0) 13.9 33 1.7 2.6 1.6 4.6
Stove, oven? 686 (<1.0) 10.1 6.1 7.0 341 1.5 8.3
Filing cabinets’ 108 (<1.0) 5.6 6.5 2.8 45 1.7 8.8
Computer monitors® 16 (<1.0) 0.0 18.8 6.3 5.5 2.3 10.5
Water coolers! 14 (<1.0) 14.3 71 0.0 34 1.8 114
Other furniture® 5,038 (3.1) 9.8 9.5 2.2 3.6 1.9 7.2
Total 162,333 (100.0) 15.4 4.3 3.1 1.7 5.5

. Closed head injuries (minor closed head injuries, concussions, intracranial).

. Percentage of all cases that are fractures.

. Percentage of cases admitted to hospital or held in emergency for prolonged observation.

. Conventional beds: Includes frames, mattresses; Excludes water and other special beds. Bunk beds:
Includes loft beds and ladder-related cases.

e. Tables: Includes coffee tables, end tables, glass tables, night tables, “TV” tables (i.e. TV food trays),

kitchen tables, dining room tables. Excludes TV stands and carts and TV tip-over cases, picnic tables,

ping pong tables, pool tables, toy/play tables.

Chairs: Includes kitchen/dining, armchairs, upholstered chairs, hard wood chairs, benches (excluding

TV tip-overs), stools, ottomans, hassocks, foot rests. Excludes: bean bag chairs, children’s

chairs, infant chairs, foot step (2-3 step ladder); Using chair to get to another hazard (poisonings,

stove burns).

g. Includes chesterfields and love seats.

h. Includes chest of drawers. Excludes TV tip-overs.

i. TV:Includes tip-overs (with the associated furniture), falls, drops, struck against, climbing onto (and

falling), objects falling off of, tripping on TV wires/cable and electrical incidents. Excludes Impacts

with TV stands and carts that did not result in a TV tip-over; antennas and remote controls.

oo oo

—

k.

S+ vw oD oS3

<

TV stands and carts: It is not always explicit in the narrative whether a TV was on the stand/cart
when the impact occurred. Nevertheless, these cases provide an indication of potential “near-misses”
of TV tip-overs.

Includes microwave stands, armoires, storage cabinets, pantries. Excludes TV tip-over cases, filing
cabinets, medicine cabinets, kitchen cabinets/cupboards (secured to the house structure).
Bookcases/shelves: Excludes TV tip-over cases.

. Office desks, computer desks; excludes TV tip-overs and computer monitor tip-overs.

. Includes struck by items falling out upon opening of door and magnet accessibility.

. Includes modern and old-style (wringer) washing machines, both top loading and front loading.
. Wall/Entertainment units: Includes stereo cabinets. Excludes TV tip-over cases.

. Excludes microwave ovens.

Steel construction, two or more drawers.

. Includes tip-overs, impacts and electrical.

Includes tip-overs, impacts and electrical.

. Other furniture: Includes chests and trunks, shoe and other specialized racks, standing floor speakers,

pianos, furniture (not further specified) and drawers and other furniture components of unknown origin.

. Domestic refers to all injuries occuring in and around a private residence.

Public Health Agency of Canada



Spotlight on Consumer Product Safety

Opportunities for Action m Furniture, Televisions and Appliances

Information for Consumers
(including parents, caregivers and professionals)

General Household Hazards

Always supervise children in the home and teach them not
to climb on or hang from furniture.

Choose storage furniture, such as bookcases, cabinets, tele-
vision stands, and dressers, with a wide and stable base that
sits directly on the floor. Models with legs or wheels are more
likely to tip over.

Attach furniture to the wall using angle braces, anchors, or
safety straps. If these items come with the product, follow
the manufacturer’s instructions for installation. Secure to a
dry-wall stud if possible.

Place televisions far back on low stable furniture that is
designed to hold the weight and size of the television. Attach
the television to the stand if possible.

Keep electric cords behind furniture where children cannot
reach them.

Do not place items that may appeal to a child, such as toys,
plants and remote controls, on top of a television or tall
furniture.

Compliance and Enforcement

Dressers

Children may climb dressers because the drawers can be opened
and used as steps. Opened drawers make a dresser unstable,
which increases the chance of it tipping over.

Do not place televisions on dressers. They are not designed
to hold televisions.

Open only one drawer at a time and close all drawers when
not in use.

Install locking devices on each drawer.
Place heavier items, such as books, in lower drawers.

When buying a dresser, look for one that meets the require-
ments of the current ASTM International Standard Safety
Specification.

Health Canada is encouraging industry to meet the current ASTM Standard for Chests, Door Chests, and Dressers.

Regulatory Initiatives

Furniture remains an unregulated product under the Hazardous Products Act.
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Trampolines

Trampoline-related injuries have become increasingly common in recent years due to the availability of relatively low-cost
backyard models. Lack of supervision and the potential for high impact scenarios and neurotrauma has resulted in this
activity gaining the attention of injury researchers (e.g. ).

Surveillance of these injuries is ongoing, and CHIRPP is showing an increase in the proportion of cases in recent

years (p<0.0001).

What the data show

Currently (1990-2007) 8,658 cases (all
ages) have been identified in CHIRPP
with an average annual percent
increase of 15.4% (p<0.0001).

A five-year sub-sample (1999 to 2003;
n = 2,705) of cases from CHIRPP (only
cases where a large trampoline on the
grounds of a private residence was
reported) revealed a median age of
10.1 years (interquartile range: seven
to 12.8 years) and a male-to-female
ratio of 10:9.

Table 8 details the direct cause of
the trampoline injury. In over half of the
cases, the trampoline itself was the
immediate cause of the injury. Table 9
details the CHIRPP injury severity
indicators (fractures, closed head
injuries, and hospital admissions) for
the four most frequent direct causes.
Surface impacts (surrounding the
trampoline) were the most severe,
generating almost two-thirds of the
fractures and one in five patients
admitted to hospital.

Table 8. Backyard trampoline-related injuries, direct cause of injury, CHIRPP,
all ages, both sexes combined, 1999-2003

Trampoline® 1,418 (52.4)
Surface® 781 (28.9)
Other person®
Injured person®
Structure'
Other?
Unknown

. Direct cause of the injury is the structure, person, or other factor that caused the injury.
. These include cases where the patients overexerted themselves (e.g. ankle sprains, bad landings), or landed on the mat, frame, springs, etc.
. Other than trampoline mat (i.e. ground, cement, patio stones, gravel, grass).
. Impact with other person while multiple people jumping on the trampoline.
. E.g. patients kneed themselves in the mouth while jumping on trampoline.
Includes balconies, fences, sheds and lawn furniture.
. Includes toys on the trampoline or ground, jumping with popsicle sticks in mouth-fell, pieces of metal on the ground.

Qo a0 o

Table 9. Backyard trampoline injuries, proportion of fractures, closed head
injuries and hospital admissions for the main direct causes of injury,
CHIRPP, all ages, both sexes combined, 1999-2003

Trampoline 1,418 1.7 2.0 9.9
Surface 781 64.7 2.9 19.7
Other person 386 415 44 7.7
Injured person 73 16.4 0.0 8.2

a. Closed head injury includes minor closed head injury, concussion, intracranial.
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Spotlight on Consumer Product Safety

Opportunities for Action m Trampolines

Information for Consumers
(including parents, caregivers and professionals)

Carefully read and follow the manufacturer’s assembly and
safety instructions.

Only one child should be on a trampoline at a time.
Always supervise the child who is using a trampoline.
Do not let children less than six years of age use a trampoline.

Trampoline enclosures, such as safety netting, can never
replace proper supervision.

Only try somersaults, flips, or tricks under the supervision
of a certified trampoline instructor in a proper facility.

Compliance and Enforcement

Never wear jewellery or clothing that may catch on a
trampoline.

Always jump in the centre of a trampoline.

When purchasing a trampoline, look for a model that meets the
current ASTM International safety standard for trampolines.
Check that the manufacturer’s name and safety warnings are
printed on the trampoline.

The trampoline should be set up on level ground, and
surrounded with an impact-absorbing surface material such
as loose fill or sand.

Complaints and incidents will continue to be monitored by Health Canada and information and awareness efforts will continue.

Regulatory Initiatives

Trampolines remain unregulated under the Hazardous Products Act.
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Bath Seats

Concerns regarding the danger of bath seats have been reported in the literature ''°. Bath seat incidents (drownings and
near-drownings) are a relatively rare event in CHIRPP, occurring an average of 0.63 cases per year (children 0-23 months).
The surveillance in CHIRPP, which is ongoing, suggests that there has been an increase in recent years since five of the

10 cases have occurred since 2003.

What the data show

A search of the CHIRPP database for cases of drowning/
near-drowning in a bathtub was conducted (children under
24 months, 1990 to 2005). Of the 88 cases identified,
10 were bath seat-related. Bathtub only incidents peaked in
children zero to two months old while bath seat cases peaked

Opportunities for Action m Bath Seats

Information for Consumers
(including parents, caregivers and professionals)

e Carefully watch young children in the bath at all times. Always
keep them in sight and within arm’s reach.

e When bathing a young child, if you have to leave the room
for any reason, ALWAYS TAKE YOUR CHILD WITH YOU.

* Never leave a young child in the bath under the care of an
older child.

Compliance and Enforcement

Infant bath seats are currently unregulated; however, there
was public consultation in order to solicit feedback from
affected parties regarding a proposal to introduce control
measures to address the safety of infant bath seats and
bath rings that are advertised, sold or imported in Canada.
Based on the consultations, Health Canada is considering
two options:

o The establishment of a total prohibition on the advertise-
ment, sale, and importation into Canada of all infant bath
seats and bath rings, and

Regulatory Initiatives

in six to nine month old infants. Of the incidents occurring in
the bathtub only, 62% were admitted to hospital while 50%
of the bath seat-related cases were admitted. Six of the
10 cases involved the parent or caregiver leaving the child
alone for a short time.

e |f you choose to use an infant bath seat or bath ring, know
that THE PRODUCT WILL NEVER KEEP AN UNSUPERVISED
BABY SAFE, even for a few seconds. Keep your baby in sight

and within arm’s reach AT ALL TIMES.

o The establishment of a prohibition on the advertisement,
sale, and importation into Canada of all infant bath seats
and bath rings that do not meet the requirements of a
referenced technical standard.

e Complaints and incidents will continue to be monitored by the
program and information and awareness efforts will continue.

* Health Canada recommends that owners of second-hand stores
take bath seats or bath rings that have suction cups that are
worn out or that are missing warning labels/instructions off
the market since they are unsafe.

The consultation period was completed in July, 2007 and the final report will be available May, 2009 on Health Canada’s website.

Public Health Agency of Canada



Spotlight on Consumer Product Safety

Drapery and Blind Cords

Children playing around dangling blind or curtain cords are exposed to a strangulation hazard 2022, Young children who get
tangled in blind cords may not have the motor skills to disentangle themselves.

What the data show

Such cases are also rare in CHIRPP, currently averaging and nine were admitted to hospital. Of the 17 cases, 12 involved
about 1.2 per year. A search of the CHIRPP database between blind cords (Venetian, mini-), four were related to curtain
1990 and 2003 for unintentional cases of asphyxia related cords and one was associated with bead curtains. Seven
to blind/drapery cords identified 17 incidents. Twelve of the (41%) of the children were on an elevated structure (bed,
17 patients were three to five years old. There was one fatality ~ crib, table, box) when the incident occurred.

Opportunities for Action m Drapery and Blind Cords

Information for Consumers
(including parents, caregivers and professionals)

* Keep the cords high and out of the reach of children. Whether * In homes where children live or where children visit, consider
the blind is up or down or the curtain is open or closed, make replacing corded window coverings with cordless versions.

S G TIREID R R TGOS, * Never put a crib, bed, high chair, or playpen near a window or

e When the blind or curtain is fully down or fully closed, all a patio door where a child can reach a blind or curtain cord.

ISt pul =ges el e Uit slor & pusslole, See Health Canada www.healthcanada.gc.ca/blindcords for

¢ Use tension devices with blinds or curtains with looped bead- advice on how to modify blind cords to reduce the strangulation
chains to secure the bead-chain flush to the wall, making it taut. and entrapment hazards they may present.

Compliance and Enforcement

Compliance and enforcement of the Regulations will follow established Health Canada policies and procedures.

Regulatory Initiatives

On April 15" 2009, Health Canada introduced regulations for corded window coverings, by publishing the regulations in the Canada
Gazette, Part 1l. The regulations reference the standard CAN/CSA-Z600, Safety of Corded Window Covering Products, published by the
Canadian Standards Association (CSA). This standard is adopted, with Canadian modifications, from the U.S. voluntary industry
safety standard of the same name, by the Window Covering Manufacturer’s Association (WCMA) and published by the American National
Standards Institute (ANSI).

The standard specifies design, performance, labelling, and product instruction requirements, designed to reduce the risk of strangulation
to young children on pull cords and inner cords of corded window coverings.

Health Canada is currently developing test methods in order to assess compliance of products to the requirements.
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Emerging Hazard — Roman Shades

The inner cords at the back of some roman shades pose a
strangulation hazard because:

 The cords pass through rings or slots that are spaced widely
apart, typically more than 20 cm (8 inches). This allows
space for a child to insert his/her head and neck between the
length of cord and the fabric of the shade.

e The roman shade does not have a cord-locking mechanism
in the headrail, or inner cord stops on the operating cords
(pull cords), to limit the inner cords from being pulled out to
form a loop.

e The fabric and

bottom rail qf the ~~ headal
shade are light- _

. inner cord
weight  enough fing
that they rise as
the inner cord is

. - - cord length

pulled, allowing between rings
more inner cord e cor
to be pulled out. o
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Appendix

Appendix A = External Cause of Injury Groupings

Based on the International Statistical Classification of Diseases and Related Health Problems, 10" Revision (ICD-10)'

All Injuries V01-Y89
Unintentional Injuries V01-X59, Y85-Y86
(excluding adverse effects)
Motor Vehicle Traffic (MVT - All) V02-V04 (.1), V02-V04 (.9), V09.2, V12-V14 (.3-.9), V19 (.4-.6), V20-V28 (.3-.9), V29 (.4-.9),
(Occurring on a public highway or street) V30-V79 (.4-.9), V80 (.3-.5), v81-V82 (.1), V83-V86 (.0-.3), V87 (.0-.8), V89.2
MVT - Occupant V30-V79 (.4-.9),v83-V86 (.0-.3)
MVT - Pedal cyclist V12-V14 (.3-.9), V19 (.4-.6)
MVT — Pedestrian V02-V04 (.1, .9), V09.2
Falls WO00-W19
Poisonings X40-X49
Suffacation W75-W84
Fire/Hot object/substance X00-X09, X10-X19
Fire/Flame X00-X09
Drowning W65-W74
Struck by/Against W20-W22, W50-W52
Adverse effects Y40-Y84, Y88
Self-inflicted X60-X84, Y87.0
Assault X85-Y09, Y87.1
Undetermined intent Y10-Y34,Y87.2,Y89.9
Legal intervention/war Y35-Y36, Y89 (.0-.1)
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Appendix B = Report Methodology

Confidence interval (Cl)

A range of values, calculated from the sample observations,
that are believed, with a particular probability, to contain the
true parameter value. A 95% confidence interval, for example,
implies that were the estimation process repeated again and
again, then 95% of the calculated intervals would be expected
to contain the true parameter value. Note that the stated
probability level refers to properties of the interval and not to the
parameter itself which is not considered a random variable™2.

Emergency Department Data

Canadian Hospitals Injury Reporting and Prevention
Program (CHIRPP) is an emergency department based injury
surveillance program operated by the Public Health Agency
of Canada in which there are currently 11 children’s and four
general hospitals. Data collection began in April 1990 at the
paediatric hospitals and between 1991 and 1995 in the general
hospitals. Since then, almost two million records have been
collected nationally, more than 80% of which involve children
and youth 19 years of age and younger. Three CHIRPP
narrative fields allow a detailed level of classification and
identification of very specific injury circumstances. CHIRPP
records are identified using CHIRPP codes and extensive
bilingual (English and French) narrative searches.

For additional information on CHIRPP data, please visit:
www.phac-aspc.gc.ca/injury-bles/chirpp/index-eng.php

Hospitalization Data

It should be noted that the hospitalization data represent the
number of hospitalizations for treatment of disease or injury
at acute care hospitals only — not the number of diseases
and injuries requiring hospitalization or the number of injured
or ill people admitted to hospital.

All data, except hospitalization data from the province of
Quebec, were classified using the International Classification
of Diseases, 10" Revision (ICD-10)3. Quebec was still using
the International Classification of Diseases, 9" Revision
(ICD-9)* for this purpose in 2004-05; therefore ICD-9 codes
were converted to ICD-10 based on a transition matrix
developed by the Injury and Child Maltreatment Section,
Public Health Agency of Canada, which can be found at:
dsol-smed.phac-aspc.gc.ca/dsol-smed/is-sb/chirpp/
ICD10-ICD9TransitionMatrixISOL.pdf

ICD-9 groupings were used for hospitalization data for the
years before 2001/2002.

Hospitalization data in Canada is only available beginning
in 1994/95.

Adverse effects occurring in medical care were excluded from
the counts of unintentional injuries in this report in accordance
with the Injury and Child Maltreatment Section practice. These
conditions differ from most injuries, both in their nature and
in the types of measures that might be considered appropriate
to prevent them.

They include the following conditions from ICD-10:

Y40-Y84  Complications of medical and surgical care

Y88 Sequelae with surgical and medical care

For additional information on record identification, please
see: www.statcan.gc.ca/pub/11-522-x/2006001/article/
10448-eng.pdf

For additional information on data limitations and interpretation,
please visit our website at: dsol-smed.phac-aspc.gc.ca/
dsol-smed/is-sb/help_e.html

Interquartile Range (IQR)

A measure of spread given by the difference between
the first and third quartiles (or 25" and 75" percentiles)
of a sample.

In this report, the values of the quartiles are given rather than
the value of the difference.

Mortality Data

Mortality data from Statistics Canada have been classified
using ICD-10 beginning in calendar year 2000. ICD-9 groupings
were used for mortality data for the years before 2000. A
description of the ICD code groupings used and information on
the implementation of ICD-10 can be found in Table 1 and at:
dsol-smed.phac-aspc.gc.ca/dsol-smed/is-sb/icd10_e.html
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