
costs. On a cumulative basis since
1975, safety belt use is credited with
saving more than 135,000 lives, pre-
venting an estimated 3.8 million non-
fatal injuries, and saving $585 billion
in costs. However, despite a steady
rise in seatbelt use over the past
decade, nonuse remains an issue. If
everyone had been wearing seat
belts in 2000, 9,238 people would not
have died on US roads that year,
143,000 injuries would have been
avoided, and $25.8 billion in costs
would have been saved.

The study reports that, instead of
the culpable driver, it is society as a
whole that is forced to bear the brunt
of the economic consequences of
motor vehicle crashes. Private insur-
ers pay approximately 50% of all
costs. Approximately 9% of the total
costs are paid from public revenues
(6% Federal and 3% state and locali-
ties). Third parties, such as unin-
volved motorists delayed in traffic,
charities, and health care providers,
pay about 14%. Overall, those not
directly involved in crashes pay for
nearly three quarters of all crash
costs through insurance premiums,
taxes, and travel delay. In 2000, these
costs totaled more than $170 billion.

For a complete copy of “The
Economic Impact of Motor Vehicle
Crashes 2000,” DOT HS 809 446 (May
2002), please send a fax request to
202-366-2559, or send a written
request to Cost Report Request,
National Highway Traffic Safety
Administration, 400 – 7th Street SW
(NPP-20), Washington, DC 20590.

Commentary:
Understanding and Using
the New Estimates on the
Economic Impact of
Motor Vehicle Crashes

[Segui-Gomez M, MacKenzie EJ. Com-
mentary: Understanding and using the new
estimates on the economic impact of motor

medical costs and emergency ser-
vices, as well as workplace and
household productivity losses.
Non–health-related (or non–injury-
related) costs include property
losses, workplace costs, travel costs
to other motorists affected by the
crash, administrative and legal costs
related to the process of claims, and
the delivery of legal services. As
users of these data, keeping track of
which cost categories are included
in the calculations is particularly
important, because, for example,
these “non–health-related” costs
amount to $115.3 billion, or slightly
more than 50% of the total lifetime
figure of $230.6 billion presented in
the report as the economic impact of
motor vehicle crashes in 2000. 

Important as noninjury costs are,
we will focus this discussion on the
health-related costs because we
believe that these are more rele-
vant to clinicians and public health
professionals. Lifetime costs
related to the direct medical treat-
ment of injuries resulting from
motor vehicle crashes in 2000
amount to $32.6 billion; emergency
services–related costs (eg, police,
firemen) are $1.5 billion; and work-
place and household productivity
losses constitute $61 and $20.2 bil-
lion, respectively. These figures are
57% higher than the 1994 estimates.
This increase is partly a result of
the rising costs of medical care, the
higher values for productivity
losses used in this 2000 report, and
inflation, but are not a result of
increases in incidence because the
figures of fatal and nonfatal victims
have remained relatively stable
over the past years. 

Other health-related costs, such
as those associated with pain and
suffering, are presented in Appendix
A of the report. These estimates rep-
resent a helpful addition because
they are typically not included in

I N J U R Y  P R E V E N T I O N / N H T S A  N O T E S

vehicle crashes. Ann Emerg Med.
2002;40:430-432.]

The impact of motor vehicle crashes
on the health of individuals and popu-
lations is well recognized. They con-
stitute the leading cause of death
between ages 1 and 34 years (over
infectious diseases, cancer, cardio-
vascular disease, or other types of
injury) and the eighth cause of death
across all age groups.1 For every
motor vehicle fatality, approximately
79 individuals require medical atten-
tion in emergency departments.2 In
fact, motor vehicle injuries represent
4.2% of all visits to EDs.3

At times, even these numbers are
not adequate to fully quantify the
magnitude and the burden of motor
vehicle crash–related injuries. In
these instances, summary mea-
sures, such as economic costs or
quality-adjusted life years that inte-
grate both the incidence and conse-
quences of fatal and nonfatal out-
comes into one metric, may be very
helpful. These summary measures
are also critical to evaluate the bene-
fits accrued with the implementation
of preventive policies or programs
aimed at reducing the incidence and
consequences of injuries. 

The recently released National
Highway Traffic Safety Administra-
tion (NHTSA) report, “The Economic
Impact of Motor Vehicle Crashes,
2000,” is a welcome revision to one
such integrated measure, the life-
time costs associated with motor
vehicle crash–related victims.4 The
report updates the agency’s last pub-
lished 1994 figures on the lifetime
consequences of crashes and their
injuries to occupants and pedestri-
ans.5 The new report presents esti-
mates of both health-related and
non–health-related costs. Health-
related (or injury-related) costs are
the costs associated with injuries
sustained in the crash and include
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other cost reports. On average, pain
and suffering represent an additional
$18,806 per injured person, although
this ranges from $4,455 for an individ-
ual with a low-level injury scoring at
1 on the Maximum Abbreviated Injury
Scale (MAIS) to $2.4 million for some-
one who dies.

The report also contains break-
downs of all injury-related costs
according to a number of parame-
ters, such as MAIS for the injured
individual (Tables 1 and 2), body
region (Appendix H), blood alcohol
level (Tables 11 through 14), and
whether the crashed vehicles were
speeding (Table 16). However, the
reader will not find costs reported
according to vehicle type, occupant
seating location, or age or sex, a few
of other categorizations that might
have been very helpful. Age-based
estimates, for example, would have
been a great contribution to im-
proved understanding of the growing
fatality trends for elderly occupants
in crashes.6

In addition to presenting the up-
dated costs, the report does a re-
markable job in explaining the meth-
ods used to derive such figures. As
educated readers, it should be our
goal to understand the origin of the
cost figures, as well as to under-
stand the origin of epidemiologic
data. The figures combine the fre-
quency of crashes and injuries with
the cost per crash or injured person.
To compute the frequency of crashes
and injuries, NHTSA continues to use
the incidence-based method, that is,
every new injury case (or incident
case) that occurred within a given
time period is counted. The inci-
dence figures are primarily derived
from real cases collected through
several NHTSA-maintained data-
bases: the Fatal Analysis Reporting
System (FARS), the National Auto-
motive Sampling System Crash-
worthiness Data System (NASS

and marketplace productivity losses.
These 2 latter estimates had to be
derived from the scant literature on
the subject.

Overall, and considering the multi-
plicity of data sources and the uncer-
tainty surrounding some of the
parameters used, it would have been
appropriate to generate some sensi-
tivity analysis around the costs per
injured case figures.

Nevertheless, the task of putting
together this report is formidable,
and NHTSA should be commended
for it. Now, it is our duty as health pro-
fessionals, whether clinicians or re-
searchers, to understand well the
released data and put them to good
use. Researchers may use these data
to evaluate the cost-effectiveness of
preventive measures. One such
example from the 1994 estimates is
the evaluation of the cost-effective-
ness of air bags.7 Other professionals
will find great use of these figures in
their advocacy efforts to support
implementation of effective interven-
tions (eg, safety belt primary laws,
lower blood alcohol concentration
levels, driving while intoxicated
laws). Others may choose to include
these data in their educational out-
reach with other professionals,
including lawmakers. In particular,
these data would be very helpful to
those emergency physicians who
use the jointly sponsored ACEP–
NHTSA Vehicle Injury Prevention
program.*

Incorporating these new numbers
into those presentations provides a
new and more powerful incentive to
support injury intervention.
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