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Abstract Cultural variations between communities may
impact injury rates, especially among children. We con-
ducted a retrospective study of three communities in Israel
using data from the Israel National Trauma Registry
(1998-2007). Pediatric injury hospitalization rates in urban
communities with varied levels of socio-economic status
(low, medium, and high) were compared for all injuries and
cause-specific injuries. Age-standardized and age-specific
rates were calculated. Age-standardized injury hospital-
ization rates were lowest for the low socio-economic status
(SES) community (299.7, 95% confidence interval [CI]
289.8-309.6) compared to the medium SES (658.2, 95% CI
629.1-687.3) and high SES (443.7, 95% CI 422.2-465.3)
communities. Similar rates were observed for injuries from
falls, transportation, accidental striking and intentional
causes. For example, rate ratios for falls were 149.1 (95%
CI 142.0-156.2), 340.8 (95% CI 319.5-362.1) and 245.7
(229.9-261.5) in the low, medium and high SES commu-
nities, respectively. Deviations from these overall trends
were noted, however, for pedestrian injuries and burns that
were relatively higher in the low SES community and
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injuries from motorized vehicles that were greater among
children living in the high SES community. These results
suggest that strong social capital is associated with reduced
pediatric injury risks regardless of community wealth.
However, targeted interventions for reducing injuries in
at-risk populations that rely solely on injury rates may omit
culturally distinct communities and overlook their uneven
burden to the trauma care system.

Keywords Culture - Community - Hospitalization -
Injury - Pediatric - Socio-economic status

Introduction

Childhood injuries are responsible for close to a million
deaths globally while non-fatal injuries, frequently result-
ing in hospitalizations and lifelong disabilities, affect tens
of millions of children worldwide [1, 2]. Risks of injury are
influenced by individual and contextual factors such as
demographic, social and economic characteristics [1, 3-5].
While there is substantial evidence of an inverse relation-
ship between socioeconomic status (SES) and risks of non-
fatal injury, the relationship between social capital and
injury is less clear [3, 5, 6].

The causal relationship linking SES and injury includes
psychosocial factors, access to material resources and
health behaviors [3, 7]. Similar pathways relate social
capital to injury on the community level and primarily
include societal attitudes and norms that foster healthy
behaviors, reduce emotional and behavioral stressors and
promote reciprocity [6, 8, 9]. Distinguishing between the
effects of SES and social capital on injury may not be clear
since many factors are interdependent [10]. This relation-
ship is further complicated by the intent and cause of
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injury. For example, risk of violent and self-inflicted
injuries are correlated with individuals and communities of
low SES, weak family and community ties, and high levels
of neglect, abuse and antisocial behavior [6, 11]. Injuries
such as violence are more likely to occur in or around the
home for adolescents of lower SES, while sports and rec-
reational injuries are more prevalent among those more
affluent [11, 12]. In a recent study, economic deprivation
and social fragmentation were inversely related to child-
hood injuries from motor vehicle riders; in fully adjusted
models however, no association between economic or
social factors were found with intentional injuries [5].
Safety measures and targeted interventions intended to
reduce a broad spectrum of injuries across diverse
population subgroups may have a limited effect, since
safety-related behaviors and attitudes vary by contextual
socio-economic and social attributes [5, 11, 12].

Childhood injuries are one of the leading causes of death
among children in Israel at a rate of about 5 per 1,00,000
children ages 1-14 years [13]. In 2006, traffic-related
injuries were estimated at about 233 per 1,00,000 children
ages 0—17 years [14]. Injury rates across the Israeli society
likely differ, since behaviors and attitudes towards risk-
taking and preventive behaviors vary between sub-popu-
lations [15—17]. Ethnic and religious groups in Israel have
diverse demographic, cultural and economic characteristics
and values. Often these groups, that seek to maintain tra-
ditions, retain cultural norms and offer mutual support, live
in closed neighborhoods. Examples of this type of self-
segregation are Ultra-Orthodox Jews who comprise
approximately 5% of the Israeli population [18]. Homo-
geneity of communities has been associated with increased
social capital and specifically, collective efficacy, which
has been used to explain health advantage, as opposed to
integrated communities in which health disparities have
been observed [19, 20].

In general, Ultra-Orthodox communities are close-knit,
clustered societies that encourage reduced contact with the
outside secular world in order to focus on spiritual rather
than material wealth [18, 21]. These communities are
hierarchical with a rabbinic leader providing guidance on
all religious and secular matters. Men assume communal
responsibilities including participation in public prayer
three times daily while women care for the home and
children. Ultra-Orthodox communities typically comprise
two-parent, large families (average 7.7 children per
woman), living in densely populated areas, with self-
limited formal secular education and low employment rates
among males [18, 21]. Adolescent boys and men through
age 40 years, are encouraged to devote themselves to
religious study, typically in religious seminaries (‘yeshiva’),
a phenomenon that all but guarantees a welfare-dependent
lifestyle or voluntary poverty [21].

As an indicator of social capital, religion reflects mutual
insurance networks, strong generalized reciprocity that
includes honesty and trust, and greater involvement in
altruistic and civic activities [17, 21, 22]. Numerous studies
have used religious affiliation to represent social capital in
order to predict morbidity and mortality [17, 23-25]. For
example, in Israel, smoking rates among religious women
are almost negligible and rates of physical activity are low
[17, 24, 26]. Jaffe et al. showed that, after accounting for
individual—and area—level SES, men and women living
in religiously affiliated areas had lower mortality rates than
those living in unaffiliated areas [25].

The present study examined pediatric injury hospital-
ization rates in low, medium and high area-SES urban
communities in Israel. Changes in the SES gradient in
injury rates were anticipated due to the cultural and social
capital differences between communities.

Methods
Data

A retrospective study was performed using data from the
Israel National Trauma Registry (ITR) from January 1,
1998 through December 31, 2007. During this study period
the ITR recorded all trauma hospital admissions, in-hos-
pital deaths or transfers to 10 of 24 trauma centers in Israel
(all six level I trauma centers and four of the largest
regional level II trauma centers). The ITR includes patient
information such as demographic characteristics, injury
details, hospital utilization and discharge information. Data
are uniformly collected by trained medical registrars at
each trauma center and electronic files are transferred to
the ITR for quality assurance.

Community Selection

Three urban communities were selected for comparison of
pediatric injury hospitalizations based on the following
criteria: (1) high coverage by the ITR, (2) representation of
each level of socio-economic status—Ilow, medium and
high, (3) similar geographic location (i.e., urban commu-
nities in central Israel), and (4) ethnic homogeneity (>93%
Israeli Jews) [27]. While the ITR covers a wide range of
the population in Israel, the availability of data for low SES
communities is limited. For example, many low SES
communities are located in areas in the periphery of Israel
where trauma hospitalization data are not recorded in the
ITR.

Identification of an Ultra-Orthodox community satisfy-
ing these criteria was based on the designation of area-level
Ultra-Orthodox homogeneity by the ICBS [18]. In Israel,
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forty-two geographic areas ranging from statistical areas of
5,000+ residents to entire towns were identified by the
ICBS as having a high degree of Ultra-Orthodox homo-
geneity [18]. Designation of these areas was based on
voting patterns from the 1996 national elections, which has
been shown to be a strong indicator of individual—and
area—level religious affiliation [25, 28, 29]. The Ultra-
Orthodox classification included demographic and socio-
economic factors such as population growth, fertility rates,
% unemployment, median age, number of children and
elderly, marital status and income, which differ substan-
tially from national averages [18].

For the purposes of the present study, the community of
Bnei B’rak was considered to have a high degree of Ultra-
Orthodox homogeneity. Of its 31 statistical areas, 17 had a
high degree of homogeneity, eight were moderately
homogenous and six had a low degree of homogeneity
[21]. Two other urban communities, Hadera and Ramat
Gan were not considered to have any degree of Ultra-
Orthodox homogeneity, but fulfilled the study criteria
(Table 1). Coverage of these three communities by the ITR

Table 1 Characteristics of three communities in Israel

Bnei Hadera Ramat
B’rak Gan
Demographic characteristics
Population size (total), thousands® 139.6  74.9 126.5
Pediatric population (0-17 years) 469 283 21.2
(%)Z\
Fertility rate per 1,000 persons (%)* 31.5 16.0 15.2
Families with 4 + children (%)* 40.9 8.5 38
Children living in single-parent 2.9 15.7 12.8
home (%)°
Socio-economic characteristics
Matriculation certificate, % of 10.0 52.5 66.1
17-18 year olds®
Average monthly income, per $372 $698 $989
capita™?
Crowding index, persons per km>® 38 829 9,310 15 483
Motorization rate, per 1,000 8.4 24.7 31.3
residents®
New motor vehicles (%)* 19.7 26.6 30.8

Socio-economic status
(low = 1 to high = 10)*

Social capital

2 (Low) 5 (Medium) 8 (High)

Religious affiliation, area
homogeneity®

High Low Low

# Data from the Israel Central Bureau of Statistics (ICBS, 2003b) [31]
® Data from the National Council for Child Safety (2004) [42]

¢ Designation according to the Israel Central Bureau of Statistics
[18, 27]

9 Data are presented in terms of United States dollars. One Israeli
shekel is approximately equal to $0.25
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was considered to be high based on data from the Ministry
of Health [30].

Socio-economic Status

Socio-economic status was calculated for each municipal-
ity by the Israel Central Bureau of Statistics [31]. This
ranking, ranging from 1 to 10 (low to high), was based on
numerous indicators of social and economic position
including financial resources, housing density and quality,
home appliances, motorization level, schooling and edu-
cation, employment and unemployment profile, depen-
dency ratio and family composition. The socioeconomic
profile of the three communities remained stable through-
out the study period: Bnei B’rak = 2 (herein ‘low SES’),
Hadera = 5 (herein ‘medium SES’) and Ramat Gan = 8
(herein ‘high SES’).

Outcome Variables

E-codes were used to categorize injuries. Unintentional
injuries were divided into five groupings: falls, transpor-
tation, accidental striking, burns and other unintentional
injuries. Falls included falls from a height (e.g., tree or
ladder, or into a pit), furniture, stairs, playground structure,
sport-related falls (e.g., while riding scooters, roller skat-
ing, playing football or running), slips, same-level falls and
other non-specific falls. Transportation injuries were cate-
gorized as pedestrian, bicycle, motorized vehicles and
other causes. Thermal burns (herein ‘burns’) were dichot-
omized into burns from flames or from a hot substance
(herein ‘flames’) or scalds and contact burns (herein
‘scalds’). Accidental striking was classified as either being
struck by a falling object or striking against or colliding
into a person or object. Other unintentional injuries inclu-
ded accidental cuts or pierces. Intentional injuries included
assault (e.g., brawl or injury inflicted by another person)
and other injuries (e.g., self-inflicted injuries, terror—and
war—related injuries). The injury severity score (ISS) was
calculated as mild (1-8), moderate (9-14), severe (16-24)
and critical (25 +).

Statistical Analysis

Age-adjusted injury rates per 1,00,000 person-years were
standardized to the Israel pediatric population for
0-17 year olds. The pediatric population size for each
community remained fairly stable throughout the study
period and therefore denominator data and distribution
according to age groups, 0—4, 5-9, 10-14 and 15-17 years,
was based on population data from 2003 [31]. Associations
were estimated using chi-square and Fisher’s exact tests
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and analysis of variance. Analyses were performed using
SAS (version 9.2) and PEPI statistical software.

Results

Over the 10 year study period 4,544 children ages
0-17 years living in a low, medium or high SES commu-
nity in Israel had injuries resulting in a hospitalization
(Table 2). Age of patients differed between communities
(P <0.001). Injury severity rates varied between

communities, with more severe and critical injuries (ISS
16+4) in the medium than in the low and high SES com-
munities (P = 0.001). Unintentional injuries were the pri-
mary cause of injury in all communities, however the
prevalence of intentional injuries was higher in the medium
SES community compared to the low or high SES com-
munities (P < 0.001).

Age-adjusted injury hospitalization rates for each com-
munity according to injury type are presented in Table 3.
Age-standardized rates per 100,000 person-years were 300,
658 and 444 for the low, medium and high SES

Table 2 Characteristics of injury hospitalizations, Israel Trauma Registry, 1998-2007*

Low SES
Bnei B’rak (N = 1,967)

Age, years, mean (SD)

Male

Injury severity score (ISS)
Mild (ISS 1-8)
Moderate (ISS 9-14)
Severe (ISS 16-24)
Critical (ISS 25 +)

Intent of injury
Unintentional

Intentional

6.6 (4.8)
1,412 (71.8%)

1,613 (82.4%)

254 (13.0%)
64 (3.3%)
26 (1.3%)

1,941 (98.7%)
26 (1.3%)

Type of injury

Fall
Furniture 469 (47.8%)
Sports 211 (21.5%)
Stairs 111 (11.3%)
Other, same level 64 (6.5%)
Playground 63 (6.4%)
Building, tree, ladder, other height 63 (6.5%)
Transportation
Pedestrian 283 (58.6%)
Bicycle 150 (31.1%)
Motorized vehicle 45 (9.3%)
Other transportation 5 (1.0%)
Burn
Flame 13 (7.5%)

Scald or contact burn 160 (92.5%)
Struck, accidental
45 (30.8%)

101 (69.2%)

Falling object
Collision with or other

Other unintentional

Accidental cut or pierce 98 (61.6%)

Other 61 (38.4%)
Intentional

Assault 21 (84.0%)

Other 4 (16.0%)

Medium SES High SES P value
Hadera (N = 1,376) Ramat Gan (N = 1,201)

7.8 (5.4) 7.0 (54) <0.001
963 (70.0%) 803 (66.9%) 0.014
1,056 (77.0%) 994 (83.0%) <0.001

231 (16.8%) 165 (13.8%)

58 (4.2%) 28 (2.3%)

26 (1.9%) 11 (0.9%)

1,303 (94.7%) 1,181 (98.3%) <0.001

73 (5.3%) 20 (1.7%)

215 (30.8%) 277 (41.5%) <0.001

213 (30.5%) 212 (31.7%)

58 (8.3%) 44 (6.6%)

132 (18.9%) 57 (8.5%)

55 (7.9%) 45 (6.7%)

25 (3.6%) 33 (5.0%)

115 (39.8%) 87 (33.1%) <0.001
97 (33.6%) 74 (28.1%)

63 (21.8%) 81 (30.8%)
14 (4.8%) 21 (8.0%)
18 (23.1%) 4 (7.3%) 0.002
60 (76.9%) 51 (92.7%)

41 (33.1%) 22 (21.2%) 0.105
83 (66.9%) 82 (78.8%)

65 (57.0%) 51 (56.7%) 0.744
43 (43.0%) 39 (43.3%)

59 (80.8%) 19 (90.5%) 0.691
14 (19.2%) 2 (9.5%)

? Chi-square or Fisher’s exact test comparing equal distribution of groups
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Table 3 Age-standardized rates per 1,00,000 person-years and relative risks for injury hospitalization among children ages 0-17 years by
community characteristics, Israel Trauma Registry, 1998-2007

Injury type

Low SES Bnei B’rak

Rate (95% CI)

Medium SES Hadera

Rate (95% CI)

High SES Ramat Gan

Rate (95% CI)

Rate ratio for area SES

Low:high
RR (95% CI)

Moderate:high
RR (95% CI)

Total injuries
Unintentional
Fall
Transportation
Pedestrian
Bicycle
Motorized vehicle

Other transportation

Burn
Struck, accidental
Other®

Intentional

299.7 (289.8-309.6)

149.1 (142.0-156.2)
73.8 (69.1-78.6)
43.2 (40.0-46.4)
22.7 (20.0-25.4)
7.1 (5.3-9.0)

0.8 (0.1-1.5)

26.3 (23.7-28.9)
22.3 (19.4-25.1)
24.4 (21.5-27.2)
3.9 (2.5-5.2)

658.2 (629.1-687.3)

340.8 (319.5-362.1)
134.4 (121.2-147.6)
55.3 (46.4-64.2)
44.5 (37.2-51.9)
28.1 (22.5-33.7)
6.4 (3.7-9.1)

38.6 (14.5-31.1)
58.4 (50.0-66.9)
53.6 (45.4-61.8)
32.2 (27.6-36.9)

443.7 (422.2-465.3)

245.7 (229.9-261.5)
98.0 (87.8-108.2)
32.4 (26.3-38.5)
27.5 (22.0-33.0)
30.3 (25.2-35.3)
7.8 (5.5-10.1)

20.1 (15.3-25.0)
38.6 (32.2-44.9)
33.4 (27.4-39.4)
7.9 (4.8-11.0)

0.68 (0.64-0.72)

0.61 (0.56-0.66)
0.75 (0.67-0.85)
1.33 (1.09-1.63)
0.83 (0.66-1.04)
0.23 (0.17-0.32)
0.10 (0.04-0.25)
1.31 (1.01-1.70)
0.58 (0.47-0.71)
0.73 (0.59-0.91)
0.49 (0.30-0.82)

1.48 (1.39-1.58)

1.39 (1.27-1.52)
1.37 (1.19-1.58)
1.71 (1.33-2.19)
1.62 (1.25-2.10)
0.93 (0.72-1.20)
0.82 (0.50-1.35)
1.92 (1.41-2.62)
1.51 (1.22-1.88)
1.60 (1.27-2.03)
4.08 (2.71-6.14)

4 Other unintentional injuries include cuts and pierces

communities, respectively. Rate ratios relative to the high
SES community followed a similar pattern for most
childhood injuries whereby higher rates were observed in
the medium SES community (RR = 148, 95% CI
1.39-1.58) and lower rates were seen in the low SES
community (RR = 0.68, 95% CI 0.64-0.72).

Falls

Ninety-seven percent of fall-related injuries occurred to
boys and were mild or moderate in severity. Cause of falls
differed between communities (P < 0.05). Injury hospi-
talization rates in each community decreased with age
(Fig. 1a). Rate ratios showed a protective effect for chil-
dren living in the low SES community (RR = 0.61, 95%
CI 0.56-0.66) and detrimental effect of the medium SES
community (RR = 1.39, 95% CI 1.27-1.52) when com-
pared to the high SES community.

Transportation

More pedestrian and fewer motorized vehicle injuries
occurred in the low SES community than in the other two
communities. Injuries were primarily mild and moderate in
severity (92%), however, in the medium SES community
there was a substantially higher prevalence of severe to
critical injuries—13% compared to 6—7% in the low and high
SES communities, respectively (P < 0.001). Injury rates by
age group are presented in Fig. 1b. Rate ratios showed that
children living in the low or medium SES communities
compared to those in the high SES community were more
likely to sustain pedestrian injuries (RRow sgs = 1.33,95%
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CI 1.09-1.63; RRypedium ses = 1.71, 95% CI 1.33-2.19).
Rate ratios for motorized vehicles were lower in the low and
medium SES communities compared to the high SES com-
munity, although only significant in the former.

Burns

Burns represented a higher percentage of pediatric injury
hospitalizations for the low SES community compared to
the other communities (9 vs. 5-6%, respectively). Burn
injuries were slightly more prevalent among girls in the
low SES community than in the other communities (40 vs.
29%, respectively), although differences were not statisti-
cally significant. Cause of burn (flames vs. scalds) differed
significantly by community (P < 0.001). Age-specific rates
were relatively high for 0—4 year olds and decreased with
age (Fig. 1c). Rate ratios showed an increased rate of
injury among low (RR = 1.31, 95% CI 1.01-1.70) and
medium (RR = 1.92, 95% CI 1.41-2.62) SES communi-
ties compared with the high SES community.

Struck, Accidental

Approximately 70% of all accidental striking were from
collisions with a person or object. Injuries from an acci-
dental striking were more prevalent among boys than girls
(76 vs. 24%, respectively). Injury rates for each community
remained relatively stable across age groups (Fig. 1d). Rate
ratios revealed that in comparison to children living in the
high SES community, injuries from accidental striking
were less likely among children living in the low SES
community (RR = 0.58, 95% CI 0.47-0.71) and more
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Fig. 1 Rates of hospitalization from childhood injuries per 1,00,000 person-years by cause and community characteristics

likely among those in the medium SES community
(RR = 1.51, 95% CI 1.22-1.88).

Other Unintentional

Accidental cuts or pierces represented 59% of all other
unintentional injuries. While boys were more likely to be
hospitalized with unintentional injuries than girls (69 vs.
31%, respectively), the male-to-female ratio varied for
each community (P = 0.009): low SES = 3.2:1; medium
SES = 2.3:1; and high SES = 1.3:1. Most injuries (>97%)
were mild to moderate in severity. Other unintentional
injury hospitalization rates for each community were fairly
stable across age-groups (Fig. le). Rate ratios showed that
in comparison to the high SES community there was a

protective effect of low SES and detrimental effect of
medium SES on injuries.

Intentional

Intentional injuries comprised less than 3% of all pediatric
trauma hospitalizations. Boys were more likely than girls to
be hospitalized from an intentional injury (82 vs. 18%,
respectively) and injuries were more prevalent among
children 10+ years, but varied substantially by community
(P = 0.010). Ninety-two percent of all hospitalizations for
intentional injuries were mild to moderate injuries. Inten-
tional injury rates were relatively low for the low and high
communities compared with the medium SES community
(Fig. 1f). Age-adjusted rates varied substantially across
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communities with four injuries per 100,000 in the low SES
community, 32 injuries per 100,000 in the medium
SES community and 8 injuries per 100,000 in the high SES
community. Rate ratios showed a substantial protective
effect of low SES (RR = 0.49, 95% CI 0.30-0.82) and
detrimental effect of medium SES compared to high SES
(RR = 4.08, 95% CI 2.71-6.14).

Discussion

We found no evidence of a socio-economic gradient in
injury hospitalization rates likely due to the influence of
cultural and social capital differences between communi-
ties. Injury hospitalization rates among children 0—17 years
differed by cause of injury according to individual and area
characteristics. Children living in the low SES community
had consistently and significantly lower injury hospital-
ization rates than those living in communities with higher
SES. Lower injury rates among children in the low SES
area likely reflect communal characteristics unique to the
community’s religious affiliation. Deviations from these
overall trends were noted for pedestrian injuries and burns
that were relatively higher in the low SES community and
injuries from motorized vehicles that were greater among
children living in the high SES community. These obser-
vations may be explained by cultural and social attributes
of the low SES community. In particular, the strong social
capital that the Ultra-Orthodox community possesses may
mediate the influence of SES on injury.

Two of the major preventive strategies for childhood
injuries include improved supervision and a safe environ-
ment [1]. Socio-economic conditions and the disruption of
social networks may directly and indirectly affect these
factors [1, 32]. In disadvantaged families, for example,
children may not only be left unsupervised, but find
themselves acting as caregivers to younger siblings [1, 32].
Although we did not measure supervision, strong social
capital within the Ultra-Orthodox community, such as
reciprocity (rule adherence), self organization or the col-
lective efficacy (assuming a part in the collective), and safe
environments (responsibility to social resources) may have
provided the protective influence of a supervising adult on
injuries that occur outside of the home, namely falls,
transportation injuries and intentional injuries [33]. In
addition to these preventative measures, cultural attitudes
may affect injury rates. The Amish community may be a
useful comparison group to the Ultra-Orthodox since they
are a conservative, private community with emphasis on
large families and strong social networks [34, 35]. One
study of childhood injuries in that community showed that
injuries often occur when children are given farm jobs that
they are physically or mentally unable to perform [35]. It
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may well be that in the Ultra-Orthodox communities older
children have care-giving responsibilities and are unable to
judge potential risks that lead to scalds during bath time or
pedestrian injuries when accompanying a younger sibling
across the street.

Hospitalization rates are likely affected by risk expo-
sures that vary by community according to SES and cul-
ture. For example, individuals from low SES communities
may have increased exposure to pedestrian injuries since
resources such as sidewalks and private motor vehicles are
limited. The positive association between motor vehicle
injuries and area SES may reflect increased access to cars
among those in wealthier areas [5, 31]. In a recent study,
pediatric injuries varied by ethnicity regardless of area
deprivation [7]. It may well be that exposure risks are
affected by the cultural norms of the Ultra-Orthodox
community. The reduced rate of transportation injuries and
relatively increased rates of burns in this community may
be attributed in part to the religious observance of the
Sabbath. The Sabbath laws prohibit “work” during a
25-hour period—from approximately sunset on Friday to
sunset on Saturday. The work prohibition includes trans-
portation via motorized vehicles and cooking. In practice,
the Ultra-Orthodox community benefits from a one-seventh
risk reduction from transportation exposure especially on
weekends when traffic injury risks are increased. An
increased exposure risk to burns may be due to increased
exposure to electric hot plates and urns used to warm food
and water on the Sabbath (instead of cooking) [36, 37].
This ‘Sabbath’ theory has been proposed previously to
explain the reduced risk of cardiovascular disease due to
smoking among religious versus secular Jewish kibbutz
members [24].

As already noted, intentional injuries are associated with
low SES. [3, 6, 11] In addition, decreased social connect-
edness and low levels of mutual trust are correlated with
increased anxiety and depression, higher levels of firearm
ownership and aggressive behaviors [6, 38]. Many studies
have shown that church or synagogue attendance is a key
indicator of strong social networks that benefits one’s
mental health [8, 25]. Kark et al. (1996b) showed that
religious compared with secular kibbutz members had a
greater sense of coherence and less hostility [39]. The strict
communal requirements among adolescent boys and men
may enhance their sense of belonging and mutual respon-
sibility while reducing loneliness and depression—factors
that are associated with violent behaviors. In the present
study, children living in the low SES community had
substantially lower rates of intentional injuries and those
living in the medium SES community had substantially
higher rates of intentional injuries compared to the high
SES community. The low rates in the low SES community
may also be affected by the cultural norm within the
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Ultra-Orthodox culture of sending high-school boys to
dormitory ‘yeshiva’ schools with strict learning schedules
for many hours each day and a devotion to religious
practice that may limit their exposure to risky behaviors
and intentional injuries [21]. In addition, the aggressive
behavior associated with poverty may not be applicable to
the Ultra-Orthodox population, as their lifestyle is by
choice. Berman notes that present in this poor Ultra-
Orthodox community are extraordinarily high degrees of
mutual insurance and charity [21]. Thus, communities
created by choice may represent a model of strong social
capital that represents an effective pathway for injury
prevention regardless of material wealth.

Estimations of community-specific hospitalization rates
are useful for identifying at-risk groups and designing
prevention strategies. The Ultra-Orthodox community of
Bnei B’rak had surprisingly low childhood injury rates but
substantially high numbers of injuries relative to the other
two communities. Thus, while the high social capital
belonging to the Ultra-Orthodox society may have pro-
vided a protective effect on injury risks, the positive cul-
tural attitude toward larger families increased exposure
risks and resulted in greater absolute numbers of cases.
Targeted interventions for reducing injuries in at-risk
populations that rely solely on injury rates may omit this
low SES Ultra-Orthodox community and overlook its
uneven burden to the trauma care system.

Strengths and Limitations

In the present study, hospitalization and injury rates for
injuries and distribution according to etiology, age group
and gender were consistent with previous studies from
Israel and other Western countries thus adding to the
external validity of the study [1, 4, 16, 40, 41]. We note
that the ecological design of this study allows for hypoth-
esis generating only and not for establishing causality. In
addition, social capital was not directly measured, rather
religious affiliation was used as a proxy, though this vari-
able has been used previously and is supported in the lit-
erature [21, 23, 25, 39]. Access to hospital trauma care was
considered to be similar between communities since Israel
maintains a universal medical care system whereby all
residents have access to basic medical care. Patients were
identified according to residence and not place of injury,
thereby increasing the likelihood of identifying all trauma
injuries. Injury rates for children who were admitted to a
clinic or to an emergency room and were not hospitalized
were not included in this study. While minor injuries are
not accounted for, we expect the data to include all mod-
erate and severe injuries where medical attention was
needed. Ideally, the inclusion of a low social capital/low
SES community would have strengthened the results;

however data for this community-type was not available in
the ITR.

Conclusion

The influence of SES on injury rates is not straightforward
and poverty alone does not predict injury. Community
differences in pediatric injury rates are likely the influence
of strong cultural and community traits, in addition to area
SES. In the challenge to reduce childhood injuries, atten-
tion to cultural variability and social capital must be con-
sidered as pathways to reducing and preventing injuries.
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