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Organisation of this report
This report is divided into three parts. Part One contains a description of the project and
outcomes; Part Two contains the financial information and Part Three contains the annexes.
Part One begins with an Executive Summary followed by nine sections. Section 1. provides an
introduction to the project including purpose, rational, conceptual framework for the project and
background. Sections 2-8 pertain to the project objectives or deliverables. Section 2. deals with
indicators including an overview of the indicator work and specifics on mortality indicators,
socio-demographic measures, child and adolescent safety policies, availability and cost of safety
devices and leadership infrastructure and capacity. Section3 addresses the results of a study
examining the feasibility of conducting burden of injury studies for children and adolescents
conducted as part of the project. Section 4 discusses the Good Practice Guide development,
content and impact. Section 5 discusses the project communication strategy including tools and
strategies used. Sections 6-8 deal with CSAP development covering the CSAP Development
Process (Section 6), country progress (Section 7) and the impact of the project (Section 8).
Section 9 contains a biography of the references used within the report.
Part Two provides the financial overview for the project and the signed budget-by-partner forms.
Part Three is a series of annexes referred to in Part One. They are individual documents or
groups of documents numbered and ordered in the order they appear in the Main Report.
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Executive Summary
Purpose:
The overall purpose of the Child Safety Action Plan (CSAP) project is to contribute to reducing
child and adolescent injury across Europe by working with 18 countries to develop national child
and adolescent safety action plans. The aim of the action plans is to increase awareness of the
child and adolescent injury issue and implementation of effective measures by government,
industry, professionals and organisations in areas that relate to child and adolescent safety, and
families themselves.
A national Child Safety Action Plan (CSAP) was defined as a policy document that describes the
broad framework, long-term direction and priorities for injury prevention and safety promotion
for children and adolescents in a country and the specific short-term activities, organisational
responsibilities and resources required to begin to implement those priorities. In other words it
provides an exemplar for action to be taken by both government and non-government
stakeholders. The CSAPs resulting from this project were envisioned as a ‘stand alone’ policy
document or an integration of child safety content into broader initiatives such as a national
Child Environment & Health Plan (CEHAP), a national Injury Prevention Strategy addressing all
ages or a national Strategy for Child and Adolescent Health and Development.
Development of the plans is being accomplished by supporting partners from each of the
participating countries (Austria, Belgium, Czech Republic, Denmark, Estonia, France, Germany,
Greece, Hungary, Italy, Netherlands, Northern Ireland, Norway, Poland, Portugal, Scotland,
Spain, Sweden) through a facilitated planning process that takes a broad approach to injury
prevention to children and adolescents aged 0-17 years. While the focus of activities within the
CSAP project is on unintentional or accidental injury (e.g., falls, drowning), country partners
were free to decide whether to include intentional injury (e.g., child abuse, suicide) within the
scope of their national child safety action plans.
The collective, yet flexible planning process developed for the project involved the development
and use of core injury prevention tools and resources to enable national and European strategic
and action planning for safety of children and adolescents that would enhance policy and
decision making to reduce injuries in this population. The desired end-products of the process
were government endorsed comprehensive and multi-sectoral national safety action plans
addressing injury prevention and safety promotion in children and adolescents and increased
capacity amongst country partners with respect to engaging government, strategic planning and
action planning. The specific objectives were:
Objective 1: To develop and disseminate a core set of indicators addressing injury to
children and adolescents to serve as an assessment/benchmarking tool for countries,
including the assessment of current ability to examine burden of injury in this age group.
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Objective 2: To conduct a mapping exercise and directory of good practice and interventions
to serve as “Action Indicators” providing strategies to undertake that will address the injury
indicators identified in objective 1, and to provide an evidence-based approach for action
planning.
Objective 3: To develop and implement a capacity building seminar and mentoring
programme for public health practitioners focussing on injury prevention and safety
promotion which would enable countries to undertake strategic and action planning with the
use of indicators as planning, assessment and benchmark tools (objective 1), as well as the
application of good practice strategies that can serve as action indicators (objective 2).
Rationale:
This approach was adopted for four reasons:
(1) The burden of child and adolescent injury. Injury is the leading cause of death for children
and adolescents living in the European Union (EU) and the European Economic Area (EEA).
More children and adolescents die of injuries than from all other causes combined.
(2) The lack of implementation of effective measures. Although effective measures to reduce
injuries in children and adolescents exist, they are not always widely implemented by
governments, industry and parents/caregivers. Further, a lack of recognition of the issue by the
public results in minimal pressure to change the situation. When the CSAP project was
conceived, although there was country level activity to address injury among children and
adolescents and England had set out national priorities for action (Department of Health, 2002),
no country in the European Union had a coordinated and comprehensive multi-sectoral action
plan addressing the issue.
(3) The need for coordinated efforts to address child and adolescent injury. More effective
action will be undertaken at both the national and European level once priority areas and actions
are identified in each country. This will support a coordinated approach that addresses the needs
for the same level of safety for child and adolescent related products and services within and
between countries through consistency of healthy public policies within and across members
states, national and European standards, and sharing of what works to reduce injuries and
enabling transfer of good practice between settings and countries.
(4) Increasing the visibility of the issue. A large European project has advantages over smaller
national level projects. A European level project can encourage the use of standardised measures
to benchmark progress toward making Europe a safe place for children and adolescents. It can
also provide the opportunity to link to related political processes and commitments by Member
States and take advantage of inter-country learning and comparisons thereby increasing
likelihood that the final outcome of government endorsed action plans would result.
Project framework
As the CSAP project is about national level strategic planning and action planning, in its very
nature it deals with each country’s unique set of needs and issues. However by coordinating
9

national processes through the development and use of standardised assessment tools examining
core injury indicators addressing mortality and morbidity, national leadership, infrastructure and
capacity and good practice for policy action (action indicators) and a subset of indicators
exploring injury determinants and the linking of good practice strategies assessment to action
planning, the project allowed the development of a shared framework and process.
Collective movement through the process allowed for an assessment of injuries to children and
adolescents, setting of benchmarks and/or targets and current policy action to assess and select
solutions in a comprehensive way within each country, while at the same time providing
standardised measures that enable comparison between countries in Europe.
Allowing flexibility in the process acknowledged the differential starting places within each
country, the diversity and experience of the project partners who included non-government
organisations, academic institutes, professional organisations and government departments and
the resources available to the process. It also meant that each country’s CSAP could be
developed within the policy frame that best fitted their national situation. For example it could be
developed as a stand-alone policy document or integrated into other processes and plans (e.g.,
public health plan, child and adolescent health plan, child environment and health plan).
The overall country level process was seen as occurring in three broad stages - assessment,
strategic planning and action planning encompassing nine steps. Assessment involved informing
and engaging national and government partners, gathering data and information and conducting a
situational analysis to identify and explore strengths and weaknesses and opportunities and
threats. The outcome of the analysis was the identification of critical issues within the bigger
picture upon which subsequent strategic planning and action planning could take place. Strategic
planning was seen as the development of a longer-term vision (10 years) and goals, specific
objectives and actions to move toward the vision. Action planning was defined as shorter-term
specification of action with associated project lead and resources identified for the first 1-3 years
of the action plan. This action planning was seen as important to increasing the likelihood that
the plans would be implemented. The final steps in the process involve working to obtain
government endorsement of the finished plan and communicating and positioning the plan with
those who need to know to ensure it is implemented.
To support the process three complimentary areas of activity were developed: the development
and collection of baseline information of indicators using standardised tools and data collection
processes, the review of current evidence and development of a good practice guide for
unintentional injury prevention for children and adolescents and the development and
implementation of a mentoring process to build capacity and assist country partners with plan
development. Formative and process evaluation of the various pieces was built into
development, implementation and initial follow-up with partners at the end of the project.
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CSAP 9-step development process

1.
Government
Engagement

9.
Communicate
Plan
8.
Government
Endorsement
Process

7.
Action
Steps based
on Good Practice
(Years 1-3)

6.
Goals &
S.M.A.R.T
Objectives
(10 years)

2.
National
Partner
Engagement
Indicators
& Good
Practice

5.
Critical
Issues

3.
Situational
Analysis

4.
Vision
Statement
(10 years)

Results
After 30 months several countries are close to having a government endorsed CSAP (Austria,
Czech, Hungary, Italy, Poland, Scotland) and several others are at various stages of plan
development (Belgium, Netherlands, Portugal). In other countries the CSAP timetable has not
coincided with national timetables, so that in Estonia, France, Sweden and Norway, government
is proceeding on their own timetable although there will still be the opportunity for a CSAP to be
developed in 2008 or 2009. Several countries have also struggled to move forward (Denmark,
Greece and Spain) and in Germany although government was aware of the process and
participated to some degree, they have not engaged and encouraged the now complete CSAP to
go forward as an NGO led plan. Country progress through the 9 steps in the CSAP development
process are summarised in the table below.
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It is notable that all countries have made some progress; at minimum by completing assessments
designed to measure starting point for planning and monitoring progress, at maximum by
developing a CSAP through collaboration with multi-disciplinary, multi-sectoral working groups
that is now awaiting ministerial endorsement. Country partners have expressed many anticipated
and unanticipated outcomes and most have reported and/or demonstrated increased capacity as a
result of participating in the project.

Country progress through 9 steps in CSAP development process
Step completed

Step in progress

9 - Communication of
plan

8 - Government
endorsement

7 -Action steps

6 - Goals & objectives

5 - Identification of
critical issues

4 - Vision statement

2 - National partner
engagement

1 - Government
engagement

Country

3 - Situational analysis

CSAP development step #

Austria
Belgium
Czech Republic
Denmark
Estonia
France
Germany
Greece
Hungary
Italy
Netherlands
Northern Ireland*
Norway
Poland
Portugal
Scotland
Spain
Sweden
* Northern Ireland is working from pre-existing plans on home and road safety; no comprehensive plan anticipated at this
time
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Half of the 18 CSAP countries have now identified their critical issues and selected priorities for
action (Step #5). Most country coordinators reported that conducting the situational analysis,
including data collected on policy indicators and leadership, infrastructure and capacity, were
extremely helpful in identifying the critical issues and that goals clearly followed on from this.
Although there is some consistency and overlap between countries in priorities for action with
injury data and improvements in surveillance, road safety, school safety, home safety and
national coordination all coming out strongly, for others the critical issues reported related less to
sub-types of injury and more to the need for capacity and infrastructure.
As a result of the CSAP project there have been a number of impacts noted. Some of these were
anticipated, others not. The anticipated impacts that have been achieved include:
-

stronger links between national partners and governments;
stronger links between national partners within countries;
increased awareness of the child and adolescent safety issue in participating countries by
government and national stakeholders;
increased knowledge and capacity of country partner organizations and
enhanced political commitment for child and adolescent injury in counties.

There were also several unanticipated impacts including:
-

-

-

the unifying nature of the project both nationally and internationally;
an actual change in legislation in one country, the Czech Republic, to support child injury
prevention efforts;
new collaborative structures to support child injury prevention – this has included both
temporary structures as part of planning (e.g., establishment of a multi-ministerial steering
group in Hungary) and permanent structures developed as part of infrastructure and capacity
building (e.g., establishment of a National Child Safety Board in Norway);
country partnering and formal work agreements between countries on CSAP development
and implementation (e.g., agreement between Visegrad countries – Czech Republic, Hungary
Poland and Slovakia);
stronger working relationships with WHO/UNICEF/counties and experts in the field; and
expanded capacity of the Alliance through expanded capacity of Alliance members
development of a planning model for emulation by other injury areas or areas of child health

Lessons Learned
Key lessons have been learned related to facilitators and barriers to the process. These include
that:
- Countries who had a real champion who kept pushing government to engage and move
through the process appear to have been more successful than countries without such a
champion.
-

Within the context of this project we found that smaller countries had an advantage over
large countries as governments are typically smaller and it is easier to bring stakeholders
together and larger countries can also have more than one language or culture that can also be
a barrier to progress
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-

The nature and stability of the political system can be a barrier to progressing through the
CSAP development process (e.g., change of government). Decentralised or regionalised
systems create challenges for national planning, despite the fact that there is still a role and
need for coordination to ensure good information flow and decrease duplication of effort. In
addition a change in government can slow or blocks progress as a relationship with the new
new government must be developed and/or commitments made by a previous government
can be over-turned.

-

Readiness or willingness to change also impacts the planning process in that an attitude that
everything is already being done that needs to be done does not encourage progress.

-

Level of development of child and adolescent injury prevention activities at the starting point
to planning appears to be both a barrier and a facilitator. Countries who perceived they had
adequate activity, even if there were obvious gaps or untapped opportunities for collaboration
and synergy, appeared to be less likely or slower to engage than those with less well
established track records. However, countries really starting from nowhere also appeared to
face a barrier in that there did not appear to be enough presence of the issue to acquire the
necessary resources to begin to establish a CSAP development process.

-

There was no clear pattern with respect to what type of lead organisation was best, however
those countries where lead was shared between government and an NGO, government and an
academic institute or even between two government departments/ministries appeared to have
made more progress by the end of the project.

-

Engagement of government appears to be the first barrier to be overcome in an effective
CSAP development process. If a Ministry is engaged and takes a leading role, it increases
likelihood that resulting plan will be endorsed, thus having a Ministry willing to lead the
process (as long as there is a clear understanding that government endorsement is an end
goal) is a facilitator to the process. There is no evidence from the current project that it
matters which Ministry takes lead, just that the commitment needs to be followed through on.

-

The ability for the CSAP to fit with existing or evolving policy frameworks within
government was also a facilitator. The existence of policy frameworks in which child injury
could fit and an argument for integrating child safety into existing frameworks rather than
developing the CSAP as a stand-alone document seem to have met with success.

-

Having a small amount of initial seed funding for the process as part of the project funding
from the European Commission was a facilitator in that it provided the national coordinator’s
organisation with enough additional resource to allow the national coordinator to dedicate
time to the CSAP planning process. Although most indicated that the seed funds in no way
covered all the time invested in the process, it was an incentive to engage.

-

Several country partners indicated that being part of a bigger European process was also a
facilitator, particularly when engaging government or national partners. A European project
gave greater credibility to what they were trying to achieve nationally.

-

Finally several country partners indicated that having a clear step-wise process with tools and
a mentoring process designed to increase capacity were also facilitators to the process.
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Several indicated that they would not have been where they were without the guidance they
had received.
In addition to CSAP development, the preparatory analyses and research undertaken relating to
the three project objectives – child and adolescent safety indicators, feasibility of a burden of
injury study specific to children and adolescents, child safety good practice guide,
communication strategy and the CSAP development process – have each yielded key products in
their own right and are described below.
Child and Adolescent Safety Indicators
The purpose of assembling a set of indicators to support child and adolescent safety action
planning was to encourage a broader approach to planning that took into account not just current
levels of injury mortality and morbidity amongst children and adolescents, but also current
policies regarding evidence-based effective prevention measures and current leadership,
infrastructure and capacity to support child and adolescent injury prevention efforts and more
specifically, implementation of a national action plan. In addition, data on exposure to injury
hazards, demographic and socio-economic measures were explored to provide a context within
which injuries are occurring and help explain differences in injury rates between countries.
Mortality and Socio-demographic indicators
The best decisions will be made using accurate useful information and one of the challenges
facing countries trying to prevent injuries is an information gap regarding the actual burden these
events place on their society. Measuring the burden of injuries to children and young people and
understanding the relative impact of the different types of injuries will allow better decisions to
be made as to where to focus activities and allocate budget. It will also allow monitoring of
progress and evaluation of strategies put in place. At this time the most valid and reliable
measures of injury burden are mortality measures, yet socio-demographic indicators are also
important to set context as to the environment each country is working within so that these issues
can be taken into account as actions are developed. Countries with higher poverty, lower
education and fewer funds dedicated to address the health of the population will have greater
challenges in reducing child injuries in their respective country.
The injury mortality and socio-demographic indicator findings can be summarised as follows:
-

Injury remains the leading cause of death for European children over the age of one year.
Although intentional injury does account for 3.31% of all child and adolescent deaths in the
EU25, it is unintentional injuries that still account for the largest proportion of child and
adolescent deaths at 10.34%.

-

A comparison of current injury rates in the EU25 with Sweden, the country with the lowest
rate of child and adolescent injury deaths indicates that over 6700 child and adolescent deaths
could have been avoided in 2001 alone if injury rates in the rest of the EU were similar to
those in Sweden. This speaks to the huge potential to reduce this major cause of child and
adolescent death.
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-

While the distribution varies between countries, on the whole road-related injuries remain an
important cause of child and adolescent mortality and males continue to die as a result of
unintentional injuries in greater numbers than females.

-

When the impact of these deaths is explored using potential years of life lost (a partial
measure of the burden of injury), in 2001 alone, accidental injuries caused the loss of
882,000 potential years of life and contribution to society in the 18 participating countries.

-

The data presented in this section provide a look at the impact of child and adolescent
accidents in terms of fatalities. However as a measure of country progress toward reducing
child and adolescent injury they are limited when viewed on their own as they do not provide
any information to assist an understanding of why some countries’ injury death rates are so
much higher than others. Other indicators such as those examining exposure and current
policies to prevent injury are needed to help explain the differences.

-

Real differences were observed between the countries participating on a number of the sociodemographic measures explored. While there are no direct attempts to link these measures to
injury rates, it is important for countries to look at the data that are available to try and
understand socioeconomic inequalities in injury incidence and mortality and how they may
impact ability to make changes to address childhood injury more challenging.

-

Although the issue of socio-demographic and socio-economic determinants of injury is being
studied more closely, particularly as it relates to children, there remains a paucity of data to
understand the relationship between injury and the different measures of socioeconomic
status. There are few standardised measures to compare and help understand differences
between countries at the population level.

Unintentional and intentional injury death rates in children and adolescents aged 0-19
years for 18 CSAP countries and EU25, rates/100,000, most recent year of data available
Unintentional injury death rates

Intentional injury death rates
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5
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1,78
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Child Safety Policy Indicators and Leadership, Infrastructure and Capacity
Indicators assessing nine sub-types of injury (passenger safety, motor and leadership,
infrastructure and capacity to support prevention efforts were developed and to provide CSAP
countries with a baseline of where they were starting from; a means to evaluate progress on a
strategic and action planning process and an overview of current evidence based national policies
to support child and adolescent injury prevention in the EU/EEA and to inform advocacy
activities at the European level. The policies covered by the indicators have an evidence base,
have been shown to work in countries that have adopted, implemented and enforced them and
should be undertaken by all countries.
Data on the policy indicators were collected using standardised data collection tools developed
for the project. CSAP country coordinators were charged with completing the tools, which
required them to contact government ministries to get accurate and up-to-date information on
current policy adoption and implementation. Results were tabulated using a standardised method
and report cards were developed. These policy indicator results will be launched at the European
and national level on November 20, 2007 along with a European summary. Results are
summarised below:
-

None of the countries participating received a grade of excellent performance on policies
relating to nine sub-types of injury and leadership, infrastructure and capacity to support
prevention efforts (Table 1). Five countries (Denmark, France, the Netherlands, Northern
Ireland, Sweden) received an overall grade of good performance and three (Greece, Portugal,
Spain) received an overall grade of poor performance. The remainder received an overall
grade of fair performance.

-

None of the participating countries have adopted and implemented all the recommended
evidence-based policies.

-

Road safety related policies were the most likely to have been adopted and implemented with
average scores across the 18 countries participating of 3.0/5, 4.1/5, 2.8/5 and 2.8/5 for
passenger safety, moped/motor scooter safety, pedestrian safety and cycling safety,
respectively.
o All countries reported legislation requiring use of appropriate child passenger restraints
although several indicated increased enforcement was needed.
o Only Greece reported a law requiring children to remain seated rear facing until age 4
years and that law is only partially implemented or enforced.
o Five countries (Czech Republic, Greece, Poland, Portugal and Spain) reported a law
requiring children to remain seated in the back seat of the motor vehicle until age 13
years, although Portugal’s law is only partially implemented or enforced.
o All countries had a law limiting the legal age to drive a moped/motor scooter and
required use of a helmet, although helmet laws were not well enforced in Italy and
Portugal. All but two of the countries (Belgium and Germany) required minimum
qualifications and all had specific speed limits, although again Italy reported that these
laws are not well enforced.
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Cycling safety

Fall prevention

Burn & scald prevention

Poisoning prevention

Leadership

Infrastructure

Capacity

Overall score

4

3

1,5

2

1,5

1

1

2

1

4

4

27,0

Belgium

2,5

3

3,5

1,5

2,5

3

3

3,5

2,5

1

1,5

1

29,5

Czech

3,5

3

3

3

2

0,5
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1,5

2

3

4

4

31,0

Denmark
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4

4
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5

5
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Estonia
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2,5

4

2

0,5

1,5

2,5

2,5

0,5

2

3

27,0

France

3

4,5

3,5

3

2,5

3

3

3,5

3

2

2

4

37,0

Germany

3

3,5

4

4

1

1,5

2

2,5

2,5

3,5

3

5

35,5

Greece

3

4

1,5

1,5

1,5

1,5

0,5

0

1,5

0

3,5

3

21,0

Hungary

3

5

3

4

1,5

1,5

1

2,5

2

2

2,5

4

32,0

Italy

2

4

1,5

1,5

2,5

2

1

1,5

2

2

3

4

27,0

K
K
K
J
K
J
K
L
K
K

3

4,5

3,5

2,5

2

2,5

3

4

2,5

4,5

4

4

40,0

J

3

4

3,5

2,5

1,5

3

3

5

2,5

4,5

2,5

5

40,0

Norway

3,5

4

3,5

4

2

2

2,5

1,5

2,5

2

4

4

35,5

Poland

3,5

4,5

3,5

3

3

2

2

1,5

2,5

1

3,5

2

32,0

Portugal

3

3

1

1,5

0,5

0,5

0,5

1,5

0,5

1,5

2,5

3,5

20,0

Scotland

3

4

3,5

1,5

1

1

3

3

2,5

1,5

2,5

5

31,5

Spain

3,5

5

1,5

2

2

0

1,5

3,5

0,5

1

1

1

22,5

Sweden

3,5

5

1,5

5

2

2

3

4

3

2,5

4,5

4

40,0

CSAP
average

3,0

4,1

2,8

2,8

1,9

1,7

2,0

2,5

2,2

2,0

3,0

3,6

31,6

Netherland
s
N. Ireland

Overall grade

Pedestrian safety

2,5

Choking/ strangulation
prevention

Moped/motor scooter
safety

Austria

Water safety/drowning
prevention

Passenger safety

Table 1. Overall child and adolescent safety performance grade and 12 sub-area
assessment scores (out of 5 stars) for prevention policies and leadership,
infrastructure and capacity in 18 CSAP countries as of July 2006

J
K
K
L
K
L
J
K
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(õ = 49-60 stars – excellent performance, J = 37-48 stars – good performance, K = 25-36 stars
– fair performance, L = 13-24 stars – poor performance, U = 0-12 stars – unacceptable
performance)
o All countries but two (Netherlands and Portugal) have a national law requiring reduced
speed in residential areas, although in the Netherlands municipal level laws do exist. In
addition, the Czech Republic and Italy reported their national laws are only partly
implemented or enforced.
o Only Sweden and Czech Republic reported a national law requiring a use of a bicycle
helmet by all while cycling, although in Czech Republic the law is only partly
implemented or enforced.
-

Policies related to making the home environment safer were less likely to have been adopted
and implemented with all but one of the areas receiving an average score of 2/5.
o Only France and Sweden have a law that requires barrier fencing for private pools and
the law in Sweden is not well enforced. Norway has a law that requires open water on
private property to be secured to prevent childhood drowning, but swimming pools are
not specified within the law. Five countries reported laws requiring barrier fencing
around public pools (Austria, Czech Republic, Italy, Norway and Sweden).
o No country requires and enforces use of personal floatation devices (PFD) while on the
water; Estonia and Portugal have legislation but Portugal indicates it is not fully
implemented and enforced and in Estonia it is limited to open water craft smaller than 24
metres. In most other countries existing legislation requires only that the PFD be present
on the boat and does not specify that it should be worn, which does not provide adequate
protection for children.
o Every country except Spain and Estonia reported national safety standards for playground
equipment, but five others indicated that the standard was only partially implemented or
enforced (Italy, N. Ireland, Norway, Portugal and Scotland).
o Only five (Greece, Norway, Poland, Scotland and Sweden) have a national law requiring
environmental changes to prevent children from falling out of windows in buildings with
more than one storey or level; and only three of those report it is also enforced (Greece,
Scotland and Sweden).
o Of the five countries that report a national law requiring a safe pre-set temperature for all
water heaters or a building standard setting a maximum temperature for tap water in
domestic settings, only France’s law is at the recommended 50°C.
o Only Norway and Estonia requires smoke detectors in all public and private dwellings
but the legislation is only partly implemented and enforced in Norway and while the law
exists for Estonia implementation for public dwellings only began in 2007 after the
timeframe of this data collection and won’t start for private dwellings until 2009. Most
other countries have legislation that requires smoke detectors for only new buildings a
situation that does not adequately protect children.
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o All countries do have a law controlling the sale of fireworks to children, but the laws vary
widely and are not well enforced in Austria, Portugal and Spain.
o Only five countries had well-enforced laws requiring child resistant packaging of both
medications and household cleaners (Germany, N. Ireland, Scotland, Spain and Sweden);
four (Austria, Greece, Italy and Norway) have no law for either.
o All countries except Portugal and Spain have a law that enables restriction or banning of
unsafe products, but no country bans latex balloons, only five have a law that prohibits
the use of inedible materials in food products (Belgium, Estonia, France, Portugal and
Scotland) and only Czech Republic has a law regulating design and sale of blind cords.
o All countries except Estonia, Portugal and Spain have a national standard regulating safe
crib design.
-

Overall the responses for leadership, infrastructure and capacity indicate that the commitment
and resources for the child and adolescent injury issue are not commensurate with the
magnitude of the issue.
o 15 countries indicated that injury prevention has been identified as a national priority by
the government (defined as injury being listed as a priority issue within a government
document or health plan).
o At the time of the assessment only 7 countries indicated that a government led national
injury prevention strategy exists and only 3 of those had child and adolescent specific
targets; 10 others indicted they were in progress of developing a national strategy, but for
the most part these related to participation in the CSAP project.
o 7 countries reported having a government department/ministry that is responsible for
national coordination of child and adolescent safety activities, although all 18 indicated
that they had government departments/ministries with some responsibility for child and
adolescent safety activities. However only 8 indicated that a specific focal point had been
identified for child safety within each of the departments/ministries involved in the issue.
o 9 countries indicated that government departments have a dedicated budget for the
development/support of national prevention programmes related to child and adolescent
safety. 6 countries have dedicated funding for a coordinating network/organisation; 5
report dedicated funding for capacity building related to child and adolescent safety and
only 4 reported dedicated funding for either a national steering group/task force to
address national child and adolescent safety or research into child safety.
o 11 countries indicated the existence of an organisation whose mandate specifically
includes coordinating injury data and producing reports to support action and 7 of those
reported producing a regular report that includes injury deaths in children and
adolescents.
o All countries have population-based mortality data, but access, availability, coding and
coverage of hospitalisation and emergency department data varies greatly by country.
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o 15 countries have had a national report on child and adolescent injury, but these vary
greatly in content and scope.
o 6 indicated they had published a burden of injury report that included children and
adolescents, however these reports most often express injury burden in strict terms of
mortality and do not include burden of injury-related disability. Others that included
additional measures of burden did not present data separately for children and
adolescents.
o 16 countries indicated the existence of national capacity building initiatives for those
working in the area of injury prevention that are either specific to child and adolescent
injury prevention or include child and adolescent injury prevention content. However
these vary greatly in target group and content and only one of two countries reported
attempts to comprehensively address basic levels of knowledge in key groups of child
and adolescent injury stakeholders.
o 15 countries report one or more organisations whose mandate includes distributing
information on best practice and/or facilitating or encouraging uptake of best practice in
the area of injury prevention or safety promotion.
o 5 countries reported the existence of a national network to facilitate exchange of
information on injury prevention for children and adolescents and 3 reported having
either a directory of practitioners and/or researchers focussing on child and adolescent
injury prevention that would allow practitioners from public health and other sectors
relevant to injury prevention to locate one another to exchange experience and
knowledge.
o 15 countries reported hosting a regional meeting or conference in the past three years that
contained some content on child and adolescent injury. Some of these were specific to
child and adolescent injury, but most were broader events where child and adolescent
injury was included as one of many issue areas covered.
Availability and Affordability of Safety Devices
To assist countries in identifying current policy gaps as part of their situational analyses, data
were collected and a comparison was made of the availability and affordability of child and
adolescent safety devices routinely recommended to parents. Data were collected as part of the
child safety policy data collection. Availability was assessed by checking with a minimum of 10
stores for availability of devices that met current standards for rear facing car seats, forward
facing car seats, booster seats, booster cushions, bicycle helmets, child size personal floatation
devices, stair gates and smoke alarms. Affordability was calculated in factory hours of work
required to generate enough income to buy an average priced for devices that met current
standards.
-

This is the first look at availability and cost of child safety devices across a large number of
countries in Europe. While there were exceptions, availability and affordability generally
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followed the pattern from more to less available and affordable as one looked from northern
Europe to southern Europe to the new member states. There appeared to be three tiers of
affordability with items being less affordable in southern member states than northern
member states and in new member states than in southern member states reflecting hourly
wages in these three groupings
-

Not all items were available in all countries; some devices were reported as not available or
not sold that often and it is likely that this represents market demand in those countries, some
were reported as specialty items and only available in specialty shops or by special order and
some were reported as seasonal and therefore availability changes over the year.

-

Prices varied both between and within countries. Forward facing and rear facing car seats
were the most expensive safety devices and prices on these items were highest in the Nordic
countries. Bicycle helmets and smoke alarms were the least expensive.

-

It is important for individual countries to examine availability and affordability of child
safety devices within their own borders, as this will impact families’ ability to adopt
recommended behaviour, particularly amongst lower income families. However it is equally
interesting to look at the European picture to try and understand why there isn’t similar
availability of these devices and why there are such wide patterns in cost. Given the pattern
of decreased availability in new member states, it may be that something could be done at the
EU level to address the inequalities between countries.

Next steps and recommendations for indicators:
Mortality and Socio-demographic indicators
-

Countries should ensure that mortality data are annually submitted to the WHO so that as
recent as possible data are available; and that international organisations (e.g., WHO and
UNICEF) and the European Commission should encourage and support this practice.

-

Data should be made available in age classifications that match the UN definition of the
child (0-17 years) by all countries in Europe and that European databases managed by
WHO (e.g., Health For All database) and EuroStat also provide data for this age group.
At this time due to standard age groupings 15-19 year olds are grouped together and
individual years are not available, which also means data to examine injury deaths for
children and adolescents 0-17 years are not available.

-

Countries and the European Commission should make the necessary investments to
ensure that comparable injury morbidity data are collected and that consistent estimation
methods are developed and used for the existing IDB database.

-

Standard measures for socio-economic status across European Union and broader
European region to allow comparative data should be developed and used.

-

More research should be conducted to better understand the influence of sociodemographic and economic status as a determinant of child injury, particularly with
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respect to allowing international comparisons.

Child Safety Policy Indicators and Leadership, Infrastructure and Capacity
-

Countries need to work to ensure evidence-based policies to support child and adolescent
safety are adopted, implemented and enforced or in the case of current country policies
that don’t meet current evidence based good-practice, that they are modified,
implemented and enforced.

-

International organisations such as WHO and UNICEF and the European Commission
can encourage and support national government efforts in adopting and implementing
evidence-based policies to support child and adolescent safety.

-

Where appropriate the EC needs to continue to work with appropriate parties to develop
EU level policies based on proven good practice, ensure timely publication and follow-up
with countries to assess adoption and implementation within national policy frameworks.

-

Assessment of the child safety policies should be periodically repeated to allow for
measuring of progress both within country and across the EU and these policy action
indicators should be shared with countries in the broader European region to provide a
standard way off assessing progress in child safety policies across Europe.

-

Countries should consider issues relating to leadership, infrastructure and capacity when
developing national action plans and build specific actions to incorporate them into plans
to ensure the necessary leadership, infrastructure and/or capacity are available for
implementation of injury specific goals and objectives.

-

International organisations such as WHO and UNICEF and the European Commission
can encourage and support national government efforts in building leadership,
infrastructure and capacity to support child and adolescent safety. Examples of this
include WHO’s Teach VIP and recent recommendations by the European Commission
calling for improved data systems to support injury prevention.

-

Assessment of the leadership, infrastructure and capacity should be periodically repeated
to allow for measuring of progress both within country and across the EU.

-

The leadership, infrastructure and capacity indicator measures developed as part of the
CSAP project should be shared with countries in the broader European region outside of
the EU to provide a standard way of assessing progress in child safety policies across
Europe.

-

Further analyses should be done to assess whether any of the leadership, infrastructure or
capacity policy items included in the CSAP project are more strongly correlated with
mortality indicators than others to identify items that are more critical to explaining
differences between countries. Alternately a consensus meeting with experts could be
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held to discuss and rank the different policy items in each of the three areas (leadership,
infrastructure and capacity) to allow the development of crude weights that might
enhance the utility of the indicators.
-

It would facilitate communication and action requests greatly if governments would
assign a focal point from each department/ministry involved in child safety

Availability and Affordability of Safety Devices
-

Countries should take into account availability and cost of child safety products regularly
recommended to families when assessing gaps in current programming and developing
new programmes. Options such as tax allowances, special tax credits, loaner programmes
and/or giveaway programmes would all assist in addressing inequalities.

-

Simple surveys such as the one used in the CSAP project could be used to assess the
impact of national, regional or local efforts to increase availability of safety products and
the findings of those studies would be enhanced if levels of safety product use were also
assessed.

-

The differences in availability and affordability between Member States should be
explored further to assess whether there are actions at the EU level such as tax reductions
and allowances for essential safety equipment for families to reduce child injuries that
would address the inequalities between countries, particularly for new member states.

Feasibility study of national or European burden of child injury study
Burden indicators included in CSAP were limited to mortality measures as a result of data
limitations. To strengthen child safety indicators in the future a feasibility study was conducted
to provide a proposed general methodology and guidelines for national level burden of injury
studies in children and adolescents in the context of the EU. This included conducting an
inventory of accessible information on fatal and non-fatal injuries in these countries to identify
gaps in information and define the capacity of countries to perform varying levels of burden of
injury studies. The feasibility study also examined the relative importance of socioeconomic
factors in determining injury risk in children and adolescents and the application of the risk
estimates from some selected European countries across the EU 25 and children and adolescents
in the CEE.
A simple framework methodology that can be used by countries to carry out a burden of injury
study was developed following a literature review and environmental scan and then an
assessment of country capacity was conducted through an inventory of the inventory of existing
data collection systems in the EU 25 plus Norway. The data necessary to conduct a burden of
injury study are straightforward. Two measures are calculated and combined to give an overall
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measure of burden – years of life lost to injury death (YLL) and years of life lost to injury
disability (YLD). To calculate life lost to injury death one needs a count of injury deaths, age at
death, external cause of the death (e.g. motor vehicle crash, drowning) and life expectancy. To
calculate years of life lost to injury disability one needs a count of non-fatal injuries, a measure
of duration of disability, external cause of injury (e.g., scald, bicycle crash) and if available the
nature of the injury (e.g., head injury, broken leg). A complete discussion of the proposed
method can be found in Annex H of the full report.
Four countries were identified that could in 2006 conduct a full national burden of injury studies
in children and adolescents (Czech Republic, Denmark, Finland and Germany). Assuming that
the information available in these countries on the duration of disability is of good quality and
can be applied to the child and adolescent population, these four countries represent a good
starting point for a full burden of injury study in children and adolescents and initial efforts are
being made to engage them.
Another 12 countries (Austria, Cyprus, Greece, Italy, Malta, Portugal, United Kingdom,
Netherlands, Norway, Slovenia, Sweden, and Latvia) are ready for burden of injury studies
using disability information provided in the Global Burden of Disease study. These countries are
missing information on duration of disability, but all have information on the nature of injury
(which can be used to calculate injury severity). From a time and human resource point of view
it may not be feasible to collect new information and therefore it may be worthwhile to use the
duration and disability weights provided by the GBD study taking care to note the assumptions
required in using these parameters.
There were four countries (Poland, France, Estonia and Lithuania) without sufficient
information to calculate DALYs but with information on mortality. Once it is confirmed that no
information on morbidity incidence is available in these countries, advocacy work toward the
establishment of systems to measure injury incidence should be first on the agenda. Finally
there were 5 countries that did not provide any information despite multiple attempts at contact
(Hungary, Ireland, Luxembourg, Slovakia and Spain) and further follow-up is required to assess
into which of the three levels of readiness for a burden of injury these countries fall.
Next steps and recommendations for a burden of injury study for children and adolescents:
-

Work with one of the four countries with the data necessary to do child and adolescent
specific calculations of burden of injury collaboratively across child health problems,
including injury, using both the adult estimates and the proposed child specific estimates
to address the feasibility and face utility of child and adolescent specific method and
examine differences in burden given by the two models. Once method is shown to be
sound it can be used as an example to encourage other countries to collect the necessary
data to allow a burden of injury study. Future refinements could include looking at
making burden of injury formulae specific to socio-economic strata.

-

Explore indirect methods for socioeconomic risk estimates to support future work to
enhance estimates of burden of injury.
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Good Practice Guide
A Child Safety Good Practice Guide was developed to enable Member States, and in particular
CSAP country partners and their national constituencies, to examine strategy options for
unintentional child and adolescent injury, move away from what has ‘always been done’ and
move toward good investments – strategies that are known to work or have the greatest
probability of success. The guide builds on previous work by the European Child Safety Alliance
and child safety researchers from around the globe and is a step in supporting countries in
Europe to move toward evidence-based good practice. It was developed as a key resource to
inform CSAP countries of 1) the evidence-based strategies that could be adopted to address
critical issues identified in their situational analysis and 2) issues to consider in selecting
priorities from amongst critical issues and outlining specific steps as part of action planning. As
such it goes far beyond being an inventory of available strategies by including only those
strategies for which there is evidence of effectiveness and for which an evidence-based argument
for investment can be made.
The injury areas selected for the guide were passenger safety, pedestrian safety, cyclist safety,
water safety, fall prevention, burn & scald prevention, poisoning prevention and
choking/suffocation prevention. In addition two other general areas, child home safety and
community-based injury prevention were examined and the issues of leadership, infrastructure
and capacity as they related to child safety action planning at the national level were also
examined. As much has been done already to review the evidence on child and adolescent safety
it was decided early on not to duplicate work already done but to utilise the existing systematic
reviews in the published and grey literature to inform the good practice guide. Only when a
systematic review was not available or was very out of date was additional supporting literature
sought.
For the purpose of the good practice guide document and related activities ‘good practice’ in this
field was defined as:
1) a prevention strategy that has been evaluated and found to be effective (either through a

systematic review or at least one rigorous evaluation) OR
2) a prevention strategy where rigorous evaluation is difficult but expert opinion supports

the practice and data suggest it is an effective strategy (e.g., use of personal floatation
devices (PFD) to prevent drowning) OR
3) a prevention strategy where rigorous evaluation is difficult but expert opinion supports

the practice and there is a clear link between the strategy and reduced risk but a less
clear link between the strategy and reduced injuries (e.g., secure storage of poisonings)
AND
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4) the strategy in question has been implemented in a real world setting so that the

practicality of the intervention has also been examined (preferably in a European
setting).

Within the guide good practices are highlighted in “at-a-glance” tables, which provide referenced
evidence statements and strategy transfer and implementation points. Arranged by injury
category and the 3 E’s (engineering, enforcement and education) the tables allow readers to
quickly identify evidence-based good practice and best investments for having a real impact on
childhood injury. As such the guide also serves a tool to raise awareness and communicate those
strategies/interventions that have an evidence-base. It also provides practical advice on how to
use good practice in strategic and action planning for unintentional injury prevention and safety
promotion and stresses the importance of taking the time to address transferability issues prior to
final selection of strategies into the planning process. Further, where available, examples of ‘real
world’ success in applying the evidence-based strategies in a European setting are provided as
learning tools for those considering uptake, transfer and implementation of select strategies/
interventions.
“Child Safety Good Practice Guide; Good investments in unintentional child injury prevention
and safety promotion“ was officially launched by the European Child Safety Alliance on June
26th, 2006 at the 1st European Conference for Injury Prevention and Safety Promotion in Vienna,
Austria. Over 500 hardcopies of the guide have been distributed to over 350 practitioners, policy
makers and researchers across Europe. In addition a PDF version was distributed to over 1000
contacts working in the area of child and adolescent health and safety through WHO and
EuroSafe channels. Following the initial release Sweden, Spain and Poland independently
translated the executive summary for distribution to partners in their countries. The evidence
statements and supporting information from the Child Safety Good Practice Guide have also
been integrated into EuroSafe’s EMIP (Effective Measures in Injury Prevention) allowing online searchable access to the evidence statements.
Several countries specifically noted that they consulted the Good Practice Guide during their
CSAP development process, which was the primary intent of the document. The information was
seen as important in to educating decision makers and to the selection of interventions to address
priority areas. It is hoped that by ensuring broad awareness of evidence-based good practice
strategies, the injury prevention community can more effectively encourage policy makers to
adopt and implement these strategies.
Next steps and recommendations for the Good Practice Guide:
-

The Guide will continue to be disseminated and used by CSAP countries as they develop
their CSAPs. It will be even more valuable for the countries coming into the CSAP process
(continuation of CSAP has been funded by the EC 2008-2010), as they will have the resource
available from the beginning of their process. In addition as part of the continuation of
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CSAP, the Alliance will continue to look for new case studies for inclusion, including
looking for possible case study examples of programmes that have not been effective to try
and pass on learning from not only successes but also failures. The evidence statements will
also be reviewed and updated as needed.
-

The Good Practice Guide for Child Safety included a number of recommendations for the
players at the various levels of injury prevention in the European setting. These messages
need to be repeated and built into other documents and processes so that action begins on
them. Organisations working in the area of child safety need to give consistent messages
regarding what works and work together to support national efforts to identify, adopt,
transfer and implement only those practices that will give a reasonable return on investment
in terms of reduction of the burden of child injury. Further research is needed to better
understand transferability of good practice and success factors for implementation.

Communication Strategy
The CSAP project as conceived was broad in scope and depended upon partnerships working. It
was recognised at the outset that good communications were essential, both within the project
and outside the project.
A communication strategy was developed that aimed to create support for the Child Safety
Action Plan by making it known to key policy makers, health professionals and European
citizens and encouraging their commitment to action to reduce child injury. The objectives of the
strategy were to: 1) raise the profile of the CSAP project, the European Child Safety Alliance
and the magnitude of injury to child deaths and morbidity in countries throughout Europe and 2)
support the CSAP project in the achievement of its goals.
-

In addition to the pre-existing ECSA communication tools listed below, a series of CSAP
project specific tools were developed to support the Secretariat, Country Coordinators and
Expert Group members in communicating project progress and in sharing the project with the
broader injury prevention stakeholders in Europe and government and national stakeholders
in participating countries. Those tools included a CSAP word mark to assist the project in
developing its own profile; two project brochures (detailed and simple) to communicate the
project aims, partners, process, deliverables and contact information; a project newsletter the
CSAP Communiqué to provide project updates to project partners and the broader injury
prevention community; and a set of PowerPoint for insertion into presentations.

-

Specific communication steps were taken to link the CSAP country coordinators with their
official focal point from two different processes: the Children’s Environment and Health
Action Plan for Europe (CEHAPE) through government assigned focal points and the
Violence and Injury Prevention (VIP) focal points who are the official contact point for the
WHO from each of the countries in the WHO European Region. The degree of success in
making linkages varied by country but those who were able to make and sustain a link saw
value in the process.
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-

A Directory of Child Safety Practitioners, Policy Makers and Researchers was developed
with the assistance of country partners. The purpose is to provide practitioners, policy
makers and researchers in Europe with information on their peers in their own and other
countries to facilitate information exchange and collaboration. Response to the Project
Secretariat’s initial request to CSAP country coordinators to have national partners complete
the form and subsequent reminders has been mixed. Some countries have done extremely
well and others have yet to submit a single form. However this in part has related to the stage
they have reached in their planning process. Collection and update of information has now
been made into a routine part of Alliance activities and it is hoped that this will result in a
more complete picture of child safety stakeholders in Europe.

-

Expert Group members were also asked to act as CSAP Project ambassadors to keep the
CSAP Secretariat notified of opportunities to promote the project, identify additional key
contacts to receive either project information, link to the Alliance website and/or have brief
description of the CSAP project on their own website, strategically position the project
and/or ensure links occur where there are related projects / synergistic opportunities to try
and reduce duplication. In some cases this Ambassador Role worked extremely well and
linkages were made or maintained with several other processes / projects. However in a
number of these cases it was the Secretariat who heard about initiatives and contacted
Experts to get more information and ensure adequate linkage and where appropriate synergy
of action.

-

A number of meetings were attended and presentations made regarding the CSAP project and
its various objectives and deliverables. This occurred both at the level of the Secretariat and
country partners. The project has also been introduced at meetings at both the European and
national levels. Many of the countries have held meetings with government and national
stakeholders as part of engaging them in the CSAP process. Results of the project have been
presented at conferences within and outside Europe. These have included the 1st European
Conference on Injury Prevention and Safety Promotion in Vienna, Austria in June 2006 and
the 8th World Conference on Injury Prevention and Safety Promotion in South Africa in
March 2006.

-

Finally there have been several opportunities to report back on progress to the CEHAPE
meeting through the CEHAPE Taskforce Meetings and EEHC Meetings and the mid-term
Ministerial Report Back for CEHAPE held in Vienna in June 2007. The latter was
particularly positive as in addition to the Minister of Health for Austria mentioning the
Austrian CSAP in her opening address, many CSAP countries mentioned their CSAP
development as part of progress, two CSAP country partners presenting CSAP on behalf of
their governments, two won Good Practice Awards and the Alliance was part of an NGO
report back that allowed progress at the European level to be shared.

-

The European Commission and larger international partners (WHO, UNICEF, HEAL,
ECOSA/EuroSafe) were recognised through inclusion of their logos on all publications and
presentations made by the project secretariat during the duration of the project. In addition,
the funding of the EC was acknowledged whenever the project was introduced.
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Overall the communications strategy has been successful. Partners have been pleased with the
regular and clear communications and feedback back from beyond the project has been positive.
They have also expressed that the openness and transparency of the Project Secretariat actions,
the encouragement of 2-way communication and the processes for decision making that request
country partner input have made the project a positive experience. Challenges have included the
size of the project, the number of partners involved in the project, managing timing and
resources with respect to communications opportunities, keeping track of the many opportunities
for synergy and working to reduce potential for duplication and build successful collaborations
with related opportunities.
Next steps and recommendations for the Communications Strategy
-

Continue with current communications strategy in next phase of CSAP and maximise
exposure of current resources.

-

Launch remaining products as strategically as possible to build momentum for country
partners and European level project for policy and capacity enhancement

-

Involve Expert Group in update process to allow them greater opportunity to share
experience with country partners and to keep them better informed of project activities so
they are better able to fulfil ambassador role and expand communication network by
continuing to build partnerships such as with UNICEF for extension of CIS and CEE country
work.

Child Safety Action Plan Development Process
To support CSAP development a mentoring process was developed to ensure both specific
capacity building activities plus the availability of continuing day-to-day support for CSAP
country coordinators.
The majority of the capacity building and mentoring was done by the Project Manager, with
input and participation of the Project Leader and Expert Group members and external experts as
appropriate. Mentoring support was a day-to-day activity and included contact by phone, email,
Communiqué (electronic newsletter), meetings with secretariat, sharing with other CSAP
countries, and CSAP updates at Alliance Steering Group meetings. In addition three face-to-face
meetings were held – an orientation meeting, a capacity building workshop and an update
meeting.
The orientation meeting held in Madrid, Spain in April 2005 provided country coordinators with
an overview of the project, project roles and responsibilities and communication tools and to
orient partners to the process including proposed CSAP project activities and timetable. Country
coordinators also shared progress, challenges and solutions. The two-day capacity building
seminar held in Brussels in November 2005 covered capacity building in the areas of political
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advocacy and engaging government, the nine-step CSAP development process and specific
sessions and small group activities on creating leadership and commitment, conducting a SWOT
analysis, strategic planning, good practice and action planning. Country coordinators also
provided updates on progress and shared challenges and solutions and received orientation to the
data collection form for the policy indicators. The update meeting held in Brussels in November
2006 focussed on sharing progress and challenges.
In addition the Secretariat also made several trips to CSAP countries to support activities
including meeting with ministry representatives, national partners, facilitating planning meetings,
presenting on good practice. Trips to support CSAP country partners included:
-

Edinburgh, Scotland (December 2004; March 2007)

-

Oslo, Norway (April 2005)

-

Paris, France (September 2005)

-

Madrid, Spain (May 2005)

-

Berlin, Germany (December 2005)

-

Budapest, Hungary (June 2006)

-

Lisbon, Portugal (November 2006)

-

Prague, Czech Republic (April 2007)

The Project Leader and Project Manager also worked to assist with political positioning to
support government engagement and move toward endorsement. This involved sending letters of
support and making opportunities to speak with Ministry officials at various meetings and calling
on support of international partners like WHO to assist with challenges.
The mentoring process and processes and tools provided were viewed as essential and useful to
country coordinators, although this varied by country starting point, speed and ease with which
government and partners were engaged, partners’ experience in facilitating a large process and
resources available. One clear message was that country coordinator time together to share
progress, challenges and solutions was invaluable. The requirement to report on progress also
appeared to spur activity and in several cases progress was the result of work done just prior to
the next update.
One challenge in the process was that although regular contact was made with country
coordinators, some countries did not attend the meetings or respond to repeated requests for
update. This made tracking progress difficult and in part appeared to reflect partner commitment
to the project and issue. It may be that more frequent updates, perhaps requested quarterly and
posted on the website might provide greater incentive for all partners to both provide updates and
work to ensure continuing progress. Another challenge was that the tools were developed during
the project, which meant that they were not all available to countries at the start of the process.
As they are now available it should mean that countries going through the process in future will
have access to the guides and tools earlier.
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Recommendations for CSAP development process:
-

Continued work on the CSAP project should encourage opportunities to bring country
partners together more often, and to provide CSAP updates at Alliance meetings. As partners
indicated that hearing from countries more advanced in the CSAP process was useful ideally
this will involve country partners from first group of 18 taking on some of the mentoring role
at meetings and the workshop.

-

Guides and tools should be distributed earlier in the project and the workshop should be
organised at an earlier stage in the project to facilitate face-to-face contact with country
partners and more time should be given to small group exercises and discussion at the
workshop, suggesting it needs to be extended to a third day

-

The CSAP Secretariat and project partners should continue work to support the political
process as needed to assist countries to influence key decision makers to engage in the
process and endorse plans, providing examples, rationale and methods to do so.

Conclusions and next steps for the CSAP project as a whole:
The CSAP project involved three objectives with the desired outcomes of government endorsed
national child safety action plans and increased capacity at the national level to undertake such
activities. The three objectives involved development of a set of indicators, a good practice guide
for child safety and CSAP development and mentoring processes to facilitate country partners in
national plan development. The products of these activities have proven to be useful and will
continue to be used or enhanced as information is shared with the remainder of the EU countries
and beyond and as the 18 CSAP countries complete plans and move to implementation.
The CSAP model has proven to be successful both internally with partners and externally within
participating countries and broader international arenas (e.g., CEHAPE) and all participating
countries have made some progress towards developing a national CSAP. Strengths of the
project have been a clear vision, strong leadership, well managed organisation including
technical aspects of the project, strong two-way communication and dedicated hard working
partners. The challenges have been the size and scope of the project, the number of partners and
the disparate starting points for national action planning and obtaining government commitment.
Overall next steps for CSAP project include:
-

Finalising the launch plans for the Country Report Cards and launching maximising exposure
of the many project products.

-

Continuing support for the initial 18 countries and Cyprus (who will now join the project as a
country implementing a CSAP) as they move toward implementation.

-

Building on lessons learned work with the remaining 12 eligible EU member states and
candidate countries to develop CSAPs and explore how the Alliance can work with WHO
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and UNICEF and other partners to ensure that the lessons learned from the first 18 countries
facilitate progress in the larger European region will be taken full advantage of.
-

Review recommendations from this report and communicated to appropriate audiences using
appropriate communication mechanisms to maximise exposure of lessons learned.

-

Continued analyses of data and information gathered will occur, which will be reported in
several academic papers.
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Section 1.
1.1

Introduction

Purpose, rationale and approach

Purpose:
The overall purpose of the Child Safety Action Plan (CSAP) project is to contribute to reducing
child and adolescent injury across Europe by working with 18 countries1 to develop national
child and adolescent safety action plans. These plans aim to increase awareness of the child and
adolescent injury issue and the implementation of effective measures by government, industry,
professionals and organisations in areas that relate to child and adolescent safety, and families
themselves. This is being accomplished by taking partners from each of the participating
countries through a facilitated planning process that takes a broad approach to child and
adolescent injury prevention. This includes activities such as assessing and benchmarking
interim indicators of progress such as national leadership, infrastructure and capacity to support
prevention efforts and evidence-based policies. This approach serves to focus prevention efforts
within the government endorsed national action plans on evidence based good practices in order
to address current gaps and promote meaningful reductions in injury rates among child and
young people.
Rationale:
There are four reasons for adopting this approach: the burden of child and adolescent injury, the
lack of implementation of effective measures, the need for coordinated efforts to address child
and adolescent injury and increasing the visibility of the issue.
(1) The burden of child and adolescent injury. Injury is the leading cause of death for children
and adolescents living in the European Union (EU) and the European Economic Area (EEA).
More children and adolescents die of injuries than from all other causes combined. In addition,
for every injury death in a child or young person, it is estimated that 160 are admitted to hospital
and another 2000 receive emergency medical care (Vincenten, 2004). Further there are great
differences in rates of death among children and adolescents within and between the countries:
the death rate of Portugal for example is over three times that of the leading country of Sweden
(UNICEF 2001). One of the challenges for researchers, practitioners and policy makers is the
formulation of policy and practice so that these great discrepancies can be narrowed (Vincenten
et al. 2003)
(2) The lack of implementation of effective measures. Although effective measures to reduce
injuries in children and adolescents exist, they are not always widely implemented by
governments, industry and parents/caregivers. Further, a lack of recognition of the issue by the
public results in minimal pressure to change the situation. When the CSAP project was
conceived, although there was country level activity to address injury among children and
adolescents and England had set out national priorities for action (Department of Health, 2002),
no country in the European Union had a coordinated and comprehensive multi-sectoral action
plan addressing the issue. Yet experience from other areas demonstrates that issue areas with a
1

The 18 countries include Scotland and Northern Ireland as separate partners although they are both part of the United Kingdom
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clear strategy and articulated plan, particularly when endorsed by government, have a greater
likelihood of being implemented and resourced. Thus in order to ensure coordination and
effective investment in the prevention of injury among children and adolescents it was clear that
government endorsed national action plans that addressed the issue in a comprehensive manner
were the optimal approach.
(3) The need for coordinated efforts to address child and adolescent injury. More effective
action at the European level will be undertaken once priority areas and actions are identified in
each country. This will support a coordinated approach that addresses the needs for the same
level of safety for child and adolescent related products and services between countries through
European standards, consistency of healthy public policies across members states and sharing of
what works to reduce injuries and enabling transfer of good practice between settings and
countries. Thus a collective process serves to increase capacity to address injury among children
and adolescents at both the national and European level. Further, a standardised approach to the
assessment phase of the planning process assures a degree of comparability between countries
and mentoring through the process and sharing of experiences with other countries serves to
inform partners not only of their national picture but the broader European picture as well.
(4) Increasing the visibility of the issue. A large European project has advantages over smaller
national level projects. Multi-country projects have the potential to increase visibility of the
injury issue in children and adolescents over what would be seen in individual country efforts. A
European level project can encourage the use of standardised measures to benchmark progress
toward making Europe a safe place for children and adolescents. It can also provide the
opportunity to link to related political processes and commitments by Member States and take
advantage of inter-country learning thereby increasing likelihood that the final outcome of
government endorsed action plans would result. It also provides Member States with a specific
purpose with which to approach and engage government, thereby bringing increased awareness
to the issue and allowing the request for specific action.
Approach:
The collective, yet flexible planning process that participating countries worked through
involved the development and use of core injury prevention tools and resources to enable
national and European strategic and action planning for safety of children and adolescents that
would enhance policy and decision making to reduce injuries in this population. The desired endproducts of the process were government endorsed comprehensive and multi-sectoral national
safety action plans addressing injury prevention and safety promotion in children and adolescents
and increased capacity amongst country partners with respect to engaging government, strategic
planning and action planning. The specific objectives were:
Objective 1: To develop and disseminate a core set of indicators addressing injury to
children and adolescents to serve as an assessment/benchmarking tool for countries,
including the assessment of current ability to examine burden of injury in this age group.
Objective 2: To conduct a mapping exercise and directory of good practice and
interventions to serve as “Action Indicators” providing strategies to undertake that will
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address the injury indicators identified in objective 1, and to provide an evidence-based
approach for action planning.
Objective 3: To develop and implement a capacity building seminar and mentoring
programme for public health practitioners focussing on injury prevention and safety
promotion which would enable countries to undertake strategic and action planning with
the use of indicators as planning, assessment and benchmark tools (objective 1), as well as
the application of good practice strategies that can serve as action indicators (objective 2).
The Alliance country partners are the key to the project as initiating and guiding the national
level action planning is their responsibility. The processes, tools and mentoring process
developed to lead and support them in their efforts benefited greatly from input from an advisory
group whose membership included the WHO Europe - Rome Office, UNICEF, Health &
Environment Alliance (HEAL) and experts in indicator development and good practice in injury
prevention for children and adolescents.

1.2

The framework of the project

As the CSAP project is about national level strategic planning and action planning, in its very
nature it deals with each country’s unique set of needs and issues. However by coordinating
national processes through the development and use of standardised assessment tools examining
core injury indicators addressing mortality and morbidity, national leadership, infrastructure and
capacity and good practice for policy action (action indicators) and a subset of indicators
exploring injury determinants and the linking of good practice strategies assessment to action
planning, the project allowed the development of a shared framework and process. Collective
movement through the process allowed for an assessment of injuries to children and adolescents,
setting of benchmarks and/or targets and current policy action to assess and select solutions in a
comprehensive way within each country, while at the same time providing standardised
measures that enable comparison between countries in Europe. Allowing flexibility in the
process acknowledged the differential starting places within each country, the diversity and
experience of project partners and resources available to the process and meant that each
country’s CSAP could be developed within the policy frame that best fitted their national
situation. For example it could be developed as a stand-alone policy document or integrated into
other processes and plans (e.g., public health plan, child and adolescent health plan, child
environment and health plan).
The overall country level process was seen as occurring in three stages: assessment, strategic
planning and action planning. Assessment involved informing and engaging national and
government partners, gathering data and information and conducting a situational analysis to
identify and explore strengths and weaknesses and opportunities and threats. The outcome of the
analysis was the identification of critical issues within the bigger picture upon which subsequent
strategic planning (8-10 years) and action planning (1-3 years) could take place. Strategic
planning was seen as the development of a longer-term vision and goals, specific objectives and
actions to move toward the vision. Action planning was defined as shorter-term specification of
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action with related identification of lead roles, responsibilities and resources for the first years of
the strategic plan. This subsequent step was seen as important to increasing the likelihood that
the plans would be implemented.
To support the process three complimentary areas of activity were developed: the development
and collection of baseline information of indicators using standardised tools and data collection
processes, the review of current evidence and development of a good practice guide for
unintentional injury prevention for children and adolescents and the development and
implementation of a mentoring process to build capacity and assist country partners with plan
development (Figure 1.2.1). Formative and process evaluation of the various tools and processes
was built into development, implementation and initial follow-up with partners at the end of the
project. Further follow-up is planned as partners complete action planning and move to
implementation.
Figure 1.2.1 Overview of conceptual approach to development of child and adolescent
safety action plans
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1.3

Scope and definitions

The Child Safety Action Plan project is a large multi-partner project covering the issue of action
planning to prevent injuries to children and adolescents. It builds on the work of many previous
projects and studies from the EC, OECD and WHO as well as the previously EU funded
Balanced Scorecard (BSC) Project. Geographically it is hosted and led by the European Child
Safety Alliance, a programme of EuroSafe. At the start of the project in 2004, 24 countries were
involved in the network who’s members representatives are from diverse professional areas such
as paediatrics, surgery, public health, academia. By the end of the project the network included
27 member states including several from Central and Eastern Europe. The CSAP project is
supported by multi-disciplinary partners at the international level through participation of the
WHO, UNICEF, Health and Environment Alliance (HEAL) and academic partners from the
University of the West of England and Keele University who formed an expert advisory group
for the project (a complete list of expert group members and additional technical advisors is
included in Annex A). This diverse involvement ensured that CSAP was built on results of past
and concurrent projects (i.e. Balanced Scorecard [BSC] Project, Development of Environment
and Health Indicators for the European Union countries [ECOEHIS], Child Health Indicators of
Life and Development [CHILD], Child Environment and Health Action Plan for Europe
[CEHAPE] and Environment and Health Information System [ENHIS]).
Partners had input into the development of all aspects of the project including the injury and
action indicators, good practice guide development and action plan mentoring process by
assisting in development of a list of potential indicators, selecting the final list, reviewing draft
tools and processes, participating in piloting of data collection tools, providing feedback on tools
and processes and providing case studies of good practice.
Early decisions involved clarifying the scope of the project in terms of age group and injury
issues covered. An initial discussion and decisions with the expert advisory group were shared
and discussed with the country partners and the following project definitions were agreed upon
for the project:
Children and adolescents: In this report the definition of the UN Convention on the
Rights of the Child, Article 1, is used: “a child means every human being below the age
of 18 years.” (UN 1989).
The data presented for indicators within this project are for children and adolescents 0-19
years, conforming with standard age categories in routinely collected statistical data. At
this point in time few databases provide age categories that conform with the UN
definition.
Of note, when the Alliance applied for funding for the CSAP project the network was
focussing on children 0-14 years the project was named the Child Safety Action Plan.
With the change in scope to include children and adolescents up to age 17 years, the
name of the project remained unchanged.
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Unintentional injury: injuries and deaths that are considered accidental. Unintentional
injuries can be a result of residential fires, falls, poisoning, choking and strangulation,
motor-vehicle-related incidents and drownings.
Intentional injury: injuries and deaths that are self-inflicted or perpetrated by another
person. Intentional injuries can be caused by homicide, suicide, assault, domestic
violence, and intentional use of firearms.
Although the overall project included children 0-17 years, individual countries were free to focus
on a subset of this age range for their national child safety action plans. In addition, a decision
was made in conjunction with the expert group to limit the indicators and good practice guide to
unintentional injury as this was the focus of the majority of Alliance activities at the time and the
United Nations study on Violence Against Children was in progress and there was a desire not to
duplicate activities. However country partners were free to decide whether to include intentional
injury within the scope of their national child safety action plan.

1.4

Background

While there are a number of national programmes dedicated to child and adolescent injury
prevention throughout Europe that are making steady progress to enhance safety, injury
prevention can cross national borders. Everyday, Europe is increasingly becoming a global
community, and this has an effect on both injury and the efforts to reduce injuries at the
European level. For example, the advent of a single market in the EU suggests that the safety of
all products for children should be considered on an all-European basis rather than a single
country one (Sibert & Stone, 1998). Although the profile of injuries is different in each Member
State and is influenced by various social, economic, political and cultural factors, united efforts
across Europe around a common goal have great potential to result in enhanced impact for all in
the European Region and also to contribute to world-wide advancement for injury prevention
and safety promotion.
The European Child Safety Alliance was established in 2000 to address the issue of child safety
in Member States of the EU. It serves as the European catalyst through which national and
international networks and activities in child injury prevention are facilitated to enhance
advocacy for policy and funding changes and as a communications network through which good
practices are promoted.
In 2002 Joanne Vincenten, the Alliance Director, was involved in the 2004 Ministerial
Conference on Environment and Health, focusing on children and adolescents. Due to direct
interventions from the Alliance one of the issues addressed within the resulting Child
Environment and Action Plan for Europe (CEHAPE) Declaration was child and adolescent
injury prevention. The CEHAPE initiative complimented the Alliance business plan, which
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called for the development of national child safety action plans. Action plans would provide
Member States’ governments with an opportunity to make a stronger commitment to the injury
issue and would contribute directly to the commitments made by EU Ministers to the CEHAPE
process by providing direct deliverables to the Declaration and action plan. However it was
recognised that a comprehensive guided approach that included indicators to allow
benchmarking of progress, specific action to encourage the adoption and implementation of good
practice, and capacity building activities for Alliance partners would increase the likelihood of
success. Further, taking countries through the process collectively would provide incentive to
progress and enhanced support for coordinators leading the process as well as consistency in data
collection and planning frame. Thus the CSAP project was conceived and funding applied for
through the European Commission’s Public Health Programme.
All country members in the Alliance were invited to participate and asked to submit a letter of
intent if they wanted to participate. Of the 20 countries that indicated an initial interest, the 18
countries (listed below) were included as country partners for the project:
-

Austria
Belgium
Czech Republic
Denmark
Estonia
France

-

Germany
Greece
Hungary
Italy
Netherlands
Northern Ireland2

-

Norway
Poland
Portugal
Spain
Sweden
United Kingdom

When the project officially began in 2004, these partners reconfirmed their interest in
participating with the UK partners deciding that their efforts would focus on Scotland. In
addition, five other countries who had not managed to get letters in by the deadline or who had
become active members of the Alliance in the time between proposal and project initiation
expressed an interest in participating as observers.
A map of the participating and observer countries participating is displayed in Figure 1.2.2. The
five observer countries (Cyprus, England, Finland, Iceland and Malta) were included in all
communications with participating country partners and were able to participate in any activities
but without the benefit of seed funds from the Commission. One of these partners (Cyprus) went
through a separate planning process in 2004/2005 that resulted in a national action plan for child
and adolescent safety. A complete list of partners by country is included in Annex A.

2

The Alliance partner in Northern Ireland was included with the intent that she would engage the Republic of Ireland in the
process. However contacts in the Irish government at the beginning of the project indicated that due to extensive restructuring the
timing was not good for participation in the CSAP project. Thus a decision was made to proceed with Northern Ireland and to try
and engage Ireland at a later date. The Alliance has verbal agreement that Ireland will participate in the next round of the project
which will engage the remaining eligible countries in the EU.
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Figure 1.2.2 CSAP participating and observing Country Partners

participating (18)
observer (5)
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Section 2.
2.1

Safety Indicators for Children & Adolescents

Purpose and rationale

Purpose:
The purpose of assembling a set of indicators to support child and adolescent safety action
planning was to encourage a broader approach to planning that took into account not just current
levels of injury mortality and morbidity amongst children and adolescents, but also current
policies regarding evidence-based effective prevention measures and current leadership,
infrastructure and capacity to support child and adolescent injury prevention efforts and more
specifically, implementation of a national action plan. In addition, data on exposure to injury
hazards, demographic and socio-economic measures were explored to provide a context within
which injuries are occurring and help explain differences in injury rates between countries.
Collection of a baseline of these measures was seen as providing a strong starting point for
decision makers in the process of planning interventions to address injuries to children and
adolescents.
Rationale:
Creating positive outcomes for child and adolescent injury prevention at the country level is a
long road. Often the measurable outcomes focused upon are outcome measures such as mortality
and morbidity or at interim behavioural outcomes such as helmet use, seatbelt use, etc. But if one
thinks of the minimisation of mortality and morbidity as the ultimate destination, and the
individual and societal behavioural change measures as interim milestones towards that
destination, then in order to demonstrate ongoing progress and keep stakeholders motivated,
there is a need for ‘mini’ markers along the way. These mini markers provide shorter-term
objectives and opportunities to benchmark progress towards longer-term goals. If policy-based,
they signal ongoing commitment to an issue which can facilitate alignment of action by different
partners and increase the likelihood that the requisite resources are made available.
The indicator work done for the CSAP project builds on previous indicator work in an attempt to
identify and measure some of these ‘mini’ markers, which we are calling action indicators, in
addition to including some of the more traditional indicators such as indicators of injury
mortality. In essence, it is an attempt to balance adverse effects (injury) and related preventive
measures (action indicators) to provide a more complete picture of national level progress
towards a reduction in child and adolescent injury.

2.2

Approach to CSAP Indicator set development

The concept of indicators in public health is still a developing concept, and not least in the field
of injuries (Lyons et al., 2005; McClure et al., 2002; Rigby 2005). Within the field there is
considerable confusion about the nature of indicators and surprising little discussion. The
discussion that does exist has focussed on only aspects of the problem related to content and
presentation, and has assumed a common understanding of the purpose and usefulness of
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indicators which probably does not yet exist (Cryer et al., 1999; 2000; 2002; Cryer, 205; Lyons
et al., 2005; McClure et al., 2005). It is important that the issue of indicators has come to the fore
for injury prevention, but there is much progress still to be made before a full set of meaningful
and harmonised scientifically valid measures exists. The progress that has been made to date is
largely due to maturation of the injury prevention area and of current thinking about injury
prevention, but also to the increasing involvement of government and the increasing introduction
of national injury prevention strategies or policies by country governments.
A simple definition for an indicator is that it is something that indicates; a flag one puts on some
part of the system being worked in so any change that occurs can be observed and measured; or
which enable similar phenomena in different locations to be compared. This may be a
quantitative phenomenon such as an incidence or mortality rate or a measure of exposure to a
hazard; it may indicate a presence or absence such as legislation against a hazard; or it may be
qualitative such as the degree of compliance with a policy. Each type of indicator has its
challenges, such as data sources and definitions for quantitative indictors or the semi-subjective
nature of qualitative indicators, but when developed appropriately each indicator is seen to have
reliable value having taken into account the challenges in its compilation. For example,
indicators relating to legislation present challenges as while presence or absence of legislation is
comparatively easy to record, the degree of implementation and enforcement, which may convey
deeper meaning, are harder to compile objectively.
Indicators are therefore best put on parts of the system where it is important to observe changes,
and should have their compilation clearly defined. Indicators need to conform to key
characteristics, primarily:
-

Valid: This refers to the degree an indicator actually measures what is intended to be
measured. Some things cannot be measured directly, thus indicators are selected on
the premise that they measure some aspect of what one is interested in monitoring. A
valid indicator is one that is considered robust (e.g., cause of death statistics
attributed to injury are considered a valid indicator of injury mortality).

-

Reliable: This refers to the level of trust that can put in the indicator. If the same
indicator is measured by different people or by different data systems, it is important
that each will yield a comparable answer. Thus the precision of the definition used
becomes important to ensure the same thing is being measured and that the data
sources have similar reliability. This becomes important when indicators are used to
compare and contrast country progress as measurement systems may vary between
countries.

-

Sensitive to change: this refers to an indicator’s capacity to detect and measure a
change considered important to the purpose of the indicator and can be related to the
scale of measurement (e.g., measuring affordability of items that cost less than €100
in increments of €100 will not indicate changes smaller than that amount). A good
indicator needs to be responsive to important changes over time, and when
comparing progress between countries needs to effectively discriminate between
country differences.
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-

Available: This refers to how obtainable the data for an indicator are (e.g., are data
routinely collected, are they only available from ad hoc surveys or are they
practically not collectable). Often although an indicator can be clearly defined, the
data needed are not routinely available and countries are hesitant to take on new data
collection unless a strong case for utility can be made.

-

Accessible: This refers to the amount of effort needed to procure the data for the
indicator (e.g., an indictor that requires data that are extremely resource intensive to
obtain or considered extremely sensitive would not necessarily make a good
indicator). Some data that would support injury indicators may not be collected
because of expense or political upheaval impacting on data collecting infrastructure.
In the case of international comparisons, an indictor is only valuable if the data
needed are available for the majority of countries being compared.

-

Comparable: This refers to the necessity for indicators to be compiled similarly in
different settings or countries. For instance, injury data may be compiled from
hospital admission/discharge data, emergency room attendance, primary care
records, or emergency ambulance attendance. Moreover, different severity scales
may be used and different classifications of cause of injury. Each may be valid, but
they are not comparable, and thus an indicator is only valid if it specifies a common
technical construct (and reliability of data sources). For international comparisons
this becomes an issue for some indicators, as they are not available for all countries,
making them less effective as indicators of country variation.

While all of the above characteristics of an indicator are important, from a practical application
point of view, tradeoffs between the various characteristics are often needed. For example,
availability and accessibility often trade off with validity.
The important questions to answer prior to selecting indicators are why is one monitoring, what
is one monitoring and who is the audience for the resulting information? Answering these
questions for CSAP required a reasonable understanding of the knowledge gaps the indicators
were trying to address and, as the use of indicators entails interpretation of the meaning of
observed changes, what a change would mean from a practical sense. In addition, because an
indicator is not purely a passive entity and can in effect drive change, it was felt to be important
to identify the desired areas of focus for intervention activity so that appropriate indicators could
be developed.
The development of the indicator set for CSAP proceeded with the assumption that there are
“classic” sets of indicators that can be assembled, and that these are sets of indicators that “types
of people” (e.g., policy makers) might generally need for “similar purposes”. This approach has
been used in other areas of health monitoring looking at international comparisons, for example
the CHILD project (Rigby & Köhler, 2002; Rigby et al., 2003), and this is what was attempted
for the CSAP project. A list of all possible indicators that addressed the why, what and who of
the project was assembled, from and this each potential indicator was evaluated with respect to
each of the characteristics listed above. Finally a decision was made as to which indicators best
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met the project needs given their various limitations. Specifics on the process are provided in the
remainder of this section.
The Balanced Scorecard (BSC) Project
Past work on injury indicators has been for the most part limited to examining mortality and to a
lesser extent morbidity. The challenges with limiting indicators to these outcomes in the area of
child and adolescent injury are three-fold. First, although injuries are the leading cause of death
for children and adolescents over age one year, they are still relatively rare events and as such
indicators based on mortality data are limiting and of less utility for monitoring change and
specifically for monitoring reductions resulting from specific interventions. Second, non-fatal
injuries are much more common, there is no one standard measurement system across all
countries and those systems that do exist are often based in the healthcare system which varies
greatly within and between countries thus again limiting the utility of the data available. Finally
and perhaps most importantly, mortality and morbidity record damage (and in some cases
irreversible damage) after it has happened and there is a need to monitor determinants of injury
and preventive measures so as to mediate damage or prevent it from happening in the first place.
Thus there is a need to look beyond mortality and morbidity measures to explore other factors
that explain the current picture of injury prevention in European countries.
A previous European Child Safety Alliance led project from 2002-2003, ‘Development of a
balanced scorecard of national key indicators on childhood injuries and related prevention
measures’, made the first attempt to expand the indicators beyond mortality and morbidity using
the model and philosophy of the Balanced Scorecard (BSC) by Kaplan and Norton (Vincenten et
al, 2003). Background research for the Alliance’s BSC Project included synthesising indicator
models from environment and health such as the DPSEEA framework proposed by Corválan et al
in 1996 (Corválan, Briggs et al. 1996) and the Multiple Exposures and Multiple Effects (MEME)
model (World Health Organisation, 2003) and using the best of those models to apply the BSC
approach. The BSC was developed in the business context and looks at measuring progress
(success) in business using four domains: 1) Financial indicators, 2) Internal operations
indicators, 3) Customer indicators and 4) Learning and growth indicators.
The model was applied to the child injury issue and a set of indicators was piloted in four
countries: Austria, Greece, Netherlands and UK. In the adaptation of the model to the child
safety setting financial indicators were operationalised with data on the impact of injuries. These
included measures of injury mortality and morbidity, but also national efforts to prevent injuries,
for example: responsibilities of governments and non governmental organisations to co-ordinate
or conduct activities, existence of a national injury prevention strategy with targets; dedicated
budget for child safety programmes; cost of safety products in each country.
Internal operations indicators were operationalised as the general systems in place to operate
prevention activities. They included minimum injury data collection system; national household
survey; healthcare system network; systematic collection of best practice; funding for project
work.
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Customer indicators included behaviours/attitudes of parents; injury prevention laws; adoption
and enforcement of injury prevention strategies based on good practice; and environmental
measures examining exposure.
Learning and growth indicators included offering of national training/courses for injury
prevention; national directory of injury prevention practitioners and researchers; injury
professionals attending world injury conferences; national conferences/ meetings for child injury
prevention; journal articles published on child injury; membership of International Societies;
national network of practitioners and researchers.
In addition to the indicators in the four areas a country profile was also developed to set the
appropriate context for each of the indicator sections. The country profile provided a description
of each countries health and welfare determinants.
Lessons learned from the BSC Project
The results of the BSC pilot allowed the identification of strengths and weaknesses of the
framework, its application and the data available for the various indicators examined. These
findings are summarized below:
- The broad context that the BSC model uses takes into consideration health determinants,
economics, infrastructure, internal operations, target audience, and educational needs,
therefore providing a more balanced approach and greater utility for examining national level
progress than looking at outcomes alone as has been the case in previous injury indicator
work.
- To be useful the indicators selected need to reflect the sections of the scorecard for application
purposes of monitoring, target setting and comparisons of child injury, not only research. Thus
a pragmatic approach to indicator selection that balances the practical needs with more
rigorous scientific requirements is needed.
- The scorecard itself is only a tool to capture the results of current quantitative and qualitative
data. The details behind the results still need to be investigated and discussed to determine
what is really happening in countries, what actions can be undertaken, and in what way can we
have positive action take place. Thus a process needs to be attached to the collection of the
information or the collection needs to be developed within the context of the broader process.
- No weighting was applied to any of the indicators in the scope of the pilot and the question
remains whether all indicators should be are of equal weight. However in the absence of valid
means of weighting it is likely that this approach is a more transparent approach than using
incomplete information. However as a result, it is important to examine individual indicators
in addition to composite scores when looking at results of a given country.
- Data and information were not equally available in the four pilot countries and as the number
of countries in the CSAP project would increase, this would have to be taken into account
when selecting the final set of indicators.
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- No international standardised databases exist for injury hospital admissions/discharges or
emergency department visits. While it was felt that this could be attained in a pilot by
contacting each country, it was not seen as feasible on a large scale. Thus while it was
important to assess changes to availability and quality of morbidity data since 2002/03, it was
accepted early on in the project that morbidity indicators were still likely not feasible.
- The intent to capture data on cost of safety products within the pilot was well meaning, but the
results showed a wide range and as such it was decided that the data could not serve as an
indicator using current data collection methods as results were not seen as comparable across
countries. Thus if these data were to be included a standard methodology would have to be
found.
- The results of the Eurobarometer Survey that examined parental attitudes and selected injury
preventing behaviours were not evaluated as strong indicators as there was some indication of
challenges with some of the questions in the original survey and there did not appear to be a
consistent correlation between attitudes and exposure or injury rates (European Commission,
2003). In addition the sample size used for the survey is small, particularly when examining
differences between countries and dedicated questions are not repeated on a regular basis
thereby decreasing its utility as an indicator. Thus review by experts suggested that until such
time that the reliability and validity of the questions could be tested it was best not to use them
as an indicator.
- Attempts to measure environmental design measures such as community bicycle lanes, school
crossings, community or home zones and safer routes to school programmes were problematic
in terms of quantification and were unavailable for all countries. These are also policies that
tend to be decided locally rather than nationally and so were not included within the national
scope that CSAP policies explored.
- Attempts to measure exposure for selected issues (e.g., exposure as pedestrians or cyclists) did
provide results but the collection of data was too resource intensive to be expanded to the
European level. Further although some data were available through an OECD study (Christie
et al., 2004), the countries covered were not adequate for the purpose of the CSAP project.
However the lack of exposure measures and resulting data remains a weakness in the injury
field that needs to be addressed in the future so exposure data can be included as part of
models trying to explain differences in injury rates between countries.
- Little data on burden of injury in terms of quality adjusted life years (QALYs) or cost is
available, particularly for children. It was the initial intent to include these measures as
indicators, but in the absence of information it was decided instead to explore the feasibility of
producing such data at the country level for children living in the EU.
- For indicators requiring primary data collection at the individual country level attention needs
to be focused on very specific instructions to ensure reliability of results. Use of more
specifically defined collection tools, clear method descriptions, and training to conduct the
completion of the tools was viewed as critical. It was also recommended that the data
collection process be designed to have specific stages and components that are completed
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systematically and then integrated into final products. This greatly guided the development of
the process for collecting primary data for indicators for CSAP.
Developing a set of indicators for CSAP
The BSC provided a solid starting point for the development of the indicator set for the Child
Safety Action Plan project. In addition to the findings from the BSC project, an extensive
environmental scan was conducted on injury indicators to identify reports released since the
completion of the BSC Project and to examine the output of several European level processes
funded by the European Commission, including ECOEHIS (World Health Organisation, 2004)
and the EU CHILD project (Rigby & Köhler, 2002).
Although the BSC model provided a useful framework for identifying the broader areas to cover,
the business oriented terms used were not viewed as intuitive and easily communicated thus
although many of the same concepts were included in the CSAP framework for indicators, the
indicators themselves were grouped and labelled differently and collected at different times
taking into account the recommendations from the BSC project.
The indicators explored for CSAP therefore included: mortality and morbidity, exposure, sociodemographic measures and determinants of child and adolescent injury, national child and
adolescent safety policy, cost of safety devices and leadership, infrastructure, capacity. An initial
draft list of all possible indicators, including proposed definitions and data sources was compiled
and sent out for review by both the CSAP Expert Group and an international group of external
reviewers with an interest in the topic of injury indicators. The draft list was revised based on
feedback (Annex B). Where it was anticipated that data already existed, data availability from
the proposed sources was confirmed. For some of the indicators no data source was proposed and
this required further research to identify and confirm the existing of possible sources. In other
cases it was clear that primary data would have to be collected and data collection tools and
processes were developed and tested and are described in greater detail under their specific
sections. As a general rule, data sources were ruled out if they did not cover at least half of the
participating CSAP countries, as there was concern of having too many blanks in the results.
There were two areas in particular where data were not available for the indicators proposed.
Morbidity indicators
Results of the BSC plus an initial examination of data available at the global, European or
national levels indicated that while it is desirable to include morbidity indicators in addition to
mortality indicators and several datasets do exist for mortality data, comparable data on child and
adolescent morbidity are difficult to collect and obtain. Therefore the feasibility of morbidity
related indicators was judged as questionable early on in the process as has been debated in the
literature and previous projects (Vincenten et al., 2003, Cryer, 2005; Cryer et al., 2002;
2000;1999). For example, hospital admission and emergency department attendance data are
extremely problematic due to differences in access and service design and therefore should be
used with caution in developing indicators. Further coverage of data systems such as the Injury
Database (IDB) are limited by geography or years available using the same coding system
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However there were a few data sets (e.g., the WHO sponsored CHILD data set) that offered
potential and these were explored from a feasibility perspective but did not yield positive results
in that data were not available for half of the participating countries which was seen as the cutoff for this project. Thus the only outcome indicators included in the CSAP list were limited to
mortality.
Exposure
The BSC project had indicated that exposure data were likely not available for most child and
adolescent injuries. The areas where exposure data were most likely to be available for were road
traffic related injuries. However, an examination of potential sources indicated that either data
for children and youth could not be extracted from all age data or less than 50% of the CSAP
participating countries could be included and thus a decision was made to exclude exposure
indicators at this time. However as previously noted the lack of good exposure data remains a
critical gap for child injury prevention efforts.
Although both morbidity and exposure data were not included on the CSAP indicator list, it
should be noted that countries were encouraged to use all national level data they had available
as part of their situational analysis and planning process, and this included morbidity and
exposure data if those were available.

2.3
2.3.1

Mortality indicators
Purpose, rationale and methods

Purpose:
To establish one or more indicators which measure the adverse effects of child and adolescent
accidents with respect to death and non-fatal injury.
Rationale:
The link between the cause and health effect is fairly explicit, thus it is reasonable to look for
indicators of the adverse effect of child and adolescent accidents. Changes in these indicators
should be due to reduction in exposure to hazards or the hazards themselves through
improvements in environments, products or safety promoting behaviours.
Methods:
Included in the analysis of mortality data were the 25 countries of the European Union with the
addition of Norway. Cyprus is not included due to lack of mortality data. The age groups
included in the analyses are <1, 1-4, 5-9, 10-14, and 15-19. The age category 15-19 was used to
include the entire adolescent population and ensure comparability with other reports. A further
breakdown of this age group was not available from the WHO mortality database since member
states transmit the information in the defined categories named above. In addition, any further
breakdown would require extrapolations and assumptions, which would limit the validity of the
data. Where possible, data are presented by gender and overall. For trends, data are presented
from the year 1982 up to 2003 or the most recent available, which varies by country.
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The primary analysis of mortality data was taken from the online mortality database of the World
Health Organisation (WHO). The data available for download from this web site are official
national statistics in the sense that they have been transmitted to the World Health Organization
by the competent authorities of the countries concerned. The mortality statistics are derived from
national vital registration systems and coded by the national authorities] using the International
Classification of Diseases version 9 or 10 (ICD9 or ICD10). The population data used in the
analysis is also transmitted from each member state to WHO for the population covered by the
registration system and thus may differ somewhat from population data reported elsewhere.
Coverage, completeness and quality of the mortality data and vital registration systems differ
between countries. Table 2.3.1 provides details on the ICD version and years available at the
time the data were obtained and table 2.3.2 provides the list of ICD codes used.
Table 2.3.1
4010
4020
3080
4040, 4045
4050
4055
4070
4080
4085, 4090,
4100
4140
4150
4170
4180
4186
4188
4190
4200
4210
4220
4230
4240
4274
4276
4280
4290
4308
4310
4320
4330

ICD-9 and ICD-10 coding and data availability by year
COUNTRY
Austria
Belgium
Cyprus
Czech Republic
Denmark
Estonia
Finland
France
Germany

ICD9
1982-2001
1982-1997
-1982-1994
-1982-1996 (missing 1983-1984)
1987-1995
1982-1999
1982-1997

ICD10
2002, 2003
--1994-2003
1994-2000
1997-2002
1996-2003
2000, 2001
1998-2001

Greece
Hungary
Ireland
Italy
Latvia
Lithuania
Luxembourg
Malta
Netherlands
Norway
Poland
Portugal
Slovakia
Slovenia
Spain
Sweden
United Kingdom
United Kingdom, England and
Wales
United Kingdom, Northern
Ireland
United Kingdom, Scotland

1982-2002
1982-1995
1982-2001
1982-2001
1982-1995
1982-1997 (missing 1983-1984)
1982-1997
1982-1994
1982-1995
1986-1994
1982-1996 (missing 1997-1998)
1982-2001
1992-1993
1985-1996
1982-1998
1987-1996
1982-1999 (missing 2000)
1982-2000

-1996-2003
--1996-2003
1998-2003
1998-2003
1995-2003
1996-2003
1995-2002
1999,2000,2001,2002
2002
1994-2002
1997-2003
1999-2002
1997-2001
2001,2002
2001,2002

1982-2000

2001,2002

1982-1999

2000, 2001,2002
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Table 2.3.2

ICD-9 and ICD-10 Coding
ICD 9 BTL CODES

ICD-10 Code

Injuries

B47-B56 minus B560

V01-Y98
(minus Y10-Y34)

Unintentional Injuries

B47- B53

V01-X59, Y40-Y98

Motor vehicle accidents

B471

MV passenger
INCLUDES ALL TYPES

--

V01-V04, V06, V09-V80, V87,
V89, V99
V20-V28: V201,V205…
V291,295
V30-V38: V301,V306…
V391, V395
V40-V48:V401, 406…
V491, V495
V50-V58:V501, 506…
V591, V595
V60-V68:V601, 606…
V691, V695

MV driver
INCLUDES ALL TYPES

--

V70-V78:V701, 706…
V791, V795
V20-V28: V200,V204…
V290,294
V30-V38: V300,V305…
V390, V394
V40-V48:V400, 405…
V490, V494
V50-V58:V500, 505…
V590, V594
V60-V68:V600, 605…
V690, V694

Motorcycle Driver
INCLUDES MOPED AND SCOOTER
Pedestrian

--

Cycling

--

--

V70-V78:V700, 705…
V790, V794
V20-V29:V200, V204…..
V01-V06
4TH CHAR 1, 6, 9 refers to traffic
or non
V090-093, 099
V10-V19
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Cycling traffic

--

Cycling non traffic

--

Burns (contact with hot
appliances, metals, engines)
Scalds (water, fluids, steam,
gases)
Choking and strangulation

--

--

V190-193
X15-X19
3rd digit ids location
X10-X14
3rd digit ids location
W75-W84

Poisonings

B48, 480, 481, 482

X40-X49

Falls

B50

W00-W19

Fires

B51

X00-X09

Drownings

B521

W65-W74

--

V104,V105, V109
V114, V115, V119
V124, V125, V129
V134, V135, V139
V144, V145, V149
V154, V155, V159
V164, V165, V169
V174, V175, V179
V184, V185, V189
V194-196, V199
V10, V100-102
V11, V110-112
V12, V120-V122
V13, V130-132
V14, V140-142
V15, V150-152
V16, V160-162
V17, V170-172
V18, V180-182

3rd digit ids location
Other unintentional injuries

B49, B52 (minus B521), B53, B47
(minus B471)

Rest of V, W20-W64, W75-W99,
X10-X39, X50-X59, Y40-Y48

Intentional injuries

B54-B55, B56 minus B560

X60-Y09, Y35-Y36

Assault by strangulation,
choking, hanging
Self-inflicted injuries

-B54

X91
3rd digit ids location
X60-X84

Homicide

B55

X85-Y09

War

B561

Y36

Other Intentional injuries

B569

Y35

53

The files were downloaded from the WHO website in ASCII format (csv files with comma
separated values) and translated into a SAS data file using the Data Base Management System
(DBMS/Copy v8). Subsequent elaborations of the dataset were performed using SAS software,
v9.1 and Microsoft Excel. All data abstractions and analyses were conducted by project partners
the University of Udine under the guidance of the Project Secretariat and in partnership with
WHO-Europe.
The four mortality related indicators used were child and adolescent mortality due to
unintentional and intentional injury, child and adolescent mortality due to specific mechanisms
of injury, avoidable deaths due to injury and potential years of life lost attributable to injury
death amongst children and adolescents. The definitions and calculations used are presented
below.
Child and adolescent mortality due to unintentional and intentional injury
Definition: The crude death rate due to unintentional and intentional injury (separately) per
100 000 population by gender and total, in age groups <1, 1-4, 5-9, 10-14, 15-19 and 0-19.
Source(s): WHO Mortality database (latest update version March 4, 2005).
Formula:
Numerator: absolute number of deaths due to intentional/unintentional injuries in each
gender/age group
Denominator: population numbers in each age/gender group
1. Result multiplied by 100 000 to give rates per 100 000 population
2. Presented for each country and EU25+Norway.
3. Years 1982 up to most recent available data for each country including a graphic
of 3-Year moving averages for unintentional injuries by gender
Assumptions: N/A
Limitations: 1) Not all countries have data available up to the year 2003; 2) Formats for coding
age groups were variable, which required combining age groupings for some countries and some
years.
Contribution of injuries to overall child and adolescent mortality
Definition: The proportion of unintentional and intentional injury deaths (separately) out of all
deaths in children and adolescents by gender and total in age groups < 1, 1-4, 5-9, 10-14, 15-19
and 0-19.
Source(s): WHO Mortality database (latest update version March 4, 2005).
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Formula:
Numerator: absolute number of deaths due to intentional/unintentional injuries in each
age/gender group
Denominator: absolute number or deaths from all causes in each year in each
age/gender group
1. Presented for each country and EU25+Norway.
2.

Years 1982 up to most recent available data for each country

Assumptions: N/A
Limitations: 1) Not all countries have data available up to the year 2003; 2) Formats for coding
age groups were variable, which required combining age groupings for some countries and some
years.
Child and adolescent mortality due to specific mechanisms of injury:
MV passenger

Scalds

MV driver

Fires

Motorcycle driver (mopeds and scooters
included in this category)

Choking, suffocation and strangulation

Pedestrian
Cycling (traffic and non-traffic related)

Drowning
Falls
Poisoning

Burns
Definition: 2, 3 or 5-year average standardised death rate due to specific mechanism per 100 000
children and adolescents (by gender, overall and age groupings <1, 1-4, 5-9, 10-14 and 15-19 yr).
The above named specific mechanisms coded using ICD10 only for the most recent 5 years
available,
Source(s): WHO Mortality database (latest update version March 4, 2005).
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Formula:

Direct
Standardized
Rate =

å

å [ (d

i

´ ni ) ´ 100000 ] ¸ å wi

(age-specific rates × age specific standard European population weight)

å

(standard European population weights)

where di=deaths in age group; ni=population of the age group; w i = European
standard population in the age group

Rate ± (1.96 x (standard error (s.e.)Rate)
95% Confidence
Interval =

wi 2 ´d i ¸ ni

s.e.Rate =

2

where di=deaths in age group; ni=population of the age group; w i = European
standard population in the age group

1. The direct standardized rate per 100 000 population obtained was then averaged
over the latest 2, 3 or 5 year period available in each country.
Assumptions: Stable death rates over 5 year age groups
Limitations: 1) Not all countries have 5 years of data available using ICD10; 2) The formats
used for coding age groups were variable, which required combining age groupings for some
countries and some years; 3) Many countries with no deaths or very small numbers for specific
cause categories namely: burns, scalds, cycling (traffic and non traffic); 4) For some countries,
only 3 digit coding was used for motor vehicle accidents therefore it was not possible to
differentiate into motor vehicle, motorcycle or cycling causes. The countries with this coding
are: Estonia, Latvia, Lithuania, Slovakia and Slovenia.
Avoidable deaths due to injury
Definition: Difference in number of injury deaths when applying rates of death from country
with lowest mortality rate (Sweden) to each country.
Source(s): WHO Mortality database (latest update version March 4, 2005).
Formula:
Rate difference =

å( d

i

¸ ni

)x - (d i ¸ ni )s
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where di=iinjury deaths in age group; ni=population of the age group in
country (x) and Sweden (s)

Rate difference =

Avoidable deaths =

å
å

Age specific crude mortality rates country (x) –

å

Age specific

crude mortality rates in Sweden (s)
Age specific rate differences x age specific population country
(x)

1. Presented for each country and EU25+Norway.
2. The year 2001 was chosen as the reference year because it ensured the most
recent availability of data for all countries except Belgium (1997) and
Denmark (2000).
Assumptions: This measure is based on the assumption that a substantial proportion of lives lost
due to unintentional injury might be saved if countries were to achieve the lowest injury
mortality rates in the EU (Petridou et al., 2007). Sweden was selected as historically it has had
the lowest crude injury mortality rates across all age groups (although in 2001 the Netherlands
had a similar rate). Although termed avoidable deaths, it should be noted that the selection of
Sweden as the benchmark for calculation of avoidable deaths, in no way assumes that Sweden’s
level is accepted as OK and cannot be improved. As a global measure of avoidable deaths this
measure does not account for individual differences in country factors that may exist.
Limitations: 1) Not all countries have data available up to the year 2003; 2) The formats used
for coding age groups were variable, which required combining age groupings for some
countries and some years.
Potential years of life lost attributable to death amongst children and adolescents (PYLL)
Definition:
1. Unintentional and total Injury related PYLL for children and adolescents by gender in
age groups <1, 1-4, 5-9, 10-14, 15-19 and 0-19.
2. Proportion of unintentional injury and total injury related PYLL for children and
adolescents out of total PYLL in children and adolescents (0-19 yr).
Source(s): WHO Mortality database (latest update version March 4, 2005).
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Formula:
PYLL =

Males
å di (78-hi)

Females
å di (83-hi)

Life Expectancy

78

83

di=deaths in age group; hi=mid point of the age range

1. PYLL was calculated for unintentional injuries, total injuries and for all causes of
death.
2. The proportion of unintentional and total injury related PYLL out of total PYLL
was calculated by dividing the injury related PYLL for all children and
adolescents by the total PYLL for all children and adolescents.
3. Data presented for each country and EU25+Norway.
4. The year 2001 was chosen as the reference year because it ensured the most
recent availability of data for all countries except Belgium (1997) and Denmark
(2000).
Assumptions: Life expectancy for males and females uniform across all member states
Limitations: 1) Not all countries have data available up to the year 2003; 2) Formats for coding
age groups was variable, which required combining age groupings for some countries and some
years.

2.3.2

Results

Injury mortality compared to EU25
Table 2.3.3 displays the crude mortality for both unintentional and intentional injury death along
with contribution of those deaths to all child and adolescent mortality for the 18 participating
CSAP countries along with an average for the EU-25. Figures 2.3.1 and 2.3.2 display the
unintentional and intentional injury death rates graphically.
The highest unintentional death rates among the project countries occurred in Estonia and
Greece, while the lowest occurred in Sweden and the Netherlands. Unintentional injury deaths
made up 10.34% of all child and adolescent deaths for the EU25 with individual countries
ranging from 18.01% in Estonia down to 2.80% in Sweden. For intentional injury death rates, the
highest rates were Estonia and Scotland while the lowest rates were Greece and Spain.
Intentional injury deaths made up 3.31% of all child and adolescent deaths for the EU25, with
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individual countries ranging from 5.51% in Estonia down to 0.60% in Greece.

Table 2.3.3

Injury mortality compared to EU25 for children and adolescents 0-19 years
of age, most recent year available3

Country

Crude

Contribution of
unintentional

Crude

Contribution of
intentional

unintentional

injuries to all child

intentional

injuries to all child

injury death
rate/100,000

and adolescent
mortality (%)

injury death
rate/100,000

and adolescent
mortality (%)

EU-25

8.42

10.34

2.70

3.31

Austria

10.47

12.03

3.75

4.3

Belgium

21.77

14.06

3.94

2.55

Czech Republic

10.96

13.45

2.64

3.24

8.53

9.20

2.37

2.56

Estonia

25.35

18.01

7.75

5.51

France

11.92

12.37

2.23

2.31

8.47

10.43

2.30

2.84

Greece

24.77

17.90

0.80

0.60

Hungary

9.62

8.42

3.70

3.24

Denmark

Germany

Italy

17.05

12.70

1.29

0.96

Netherlands

6.26

7.05

1.56

1.75

Northern Ireland

8.03

9.26

3.01

3.47

Norway

7.47

9.38

2.89

3.62

Poland

13.19

11.56

3.76

3.30

Portugal

15.06

12.83

1.57

1.34

Scotland

7.03

7.28

3.97

4.11

Spain

9.65

11.00

1.21

1.38

Sweden

5.61

2.80

1.78

3.31

3

Most recent year of data available 2003 – EU, Austria, Czech, Hungary, Netherlands ; 2002 –
Estonia, Greece, Northern Ireland Norway, Poland, Portugal, Scotland, Spain; 2001 – France,
Germany, Italy, Sweden; 2000 – Denmark; 1997 – Belgium
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Figure 2.3.1 Unintentional injury death rates in children and adolescents aged 0-19 years
for 18 CSAP countries and EU25, rates/100,000, most recent year of data
available4
Estonia

25,35

Greece

24,77

Belgium

21,77

Italy

17,05

Portugal

15,06

Poland

13,19

France

11,92

Czech Republic

10,96

Austria

10,47

Spain

9,65

Hungary

9,62

Denmark

8,53

Germany

8,47

EU-25

8,42

Northern Ireland

8,03
7,47

Norway
Scotland

7,03

Netherlands

6,26

Sweden

5,61

0

4

5

10

15

20

25

30

Most recent year of data available 2003 – EU, Austria, Czech, Hungary, Netherlands ; 2002 –
Estonia, Greece, Northern Ireland Norway, Poland, Portugal, Scotland, Spain; 2001 – France,
Germany, Italy, Sweden; 2000 – Denmark; 1997 – Belgium
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Figure 2.3.2 Intentional injury death rates in children and adolescents aged 0-19 years for
18 CSAP countries and EU25, rates/100,000, most recent year of data
available5
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Injury mortality trend by gender for children and adolescents aged 0-19 years
The charts presented on the following pages (Figures 2.3.3-2.3.21) display child and adolescent
injury mortality trends for each country for children and adolescents 0-19 years by gender using
3-year moving averages and provide as a comparison group the rates per 100,000 for Sweden,
the country with the lowest child and adolescent injury mortality rates in 2001. In all countries
injury rates have fallen considerably in the last decade, however the comparison with Sweden
illustrates the potential life savings that are still attainable.

Figure 2.3.3 Child and adolescent injury deaths in Sweden (reference group), 3-year
moving averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.4 Child and adolescent injury deaths in Austria and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.5 Child and adolescent injury deaths in Belgium and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.6 Child and adolescent injury deaths in Czech Republic and Sweden, 3-year
moving averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.7 Child and adolescent injury deaths in Denmark and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000s
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Figure 2.3.8 Child and adolescent injury deaths in Estonia and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.9 Child and adolescent injury deaths in France and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.10 Child and adolescent injury deaths in Germany and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.11 Child and adolescent injury deaths in Greece and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.12 Child and adolescent injury deaths in Hungary and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.13 Child and adolescent injury deaths in Italy and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.14 Child and adolescent injury deaths in Netherlands and Sweden, 3-year
moving averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.15 Child and adolescent injury deaths in Northern Ireland and Sweden, 3-year
moving averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.16 Child and adolescent injury deaths in Norway and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.17 Child and adolescent injury deaths in Poland and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.18 Child and adolescent injury deaths in Portugal and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.19 Child and adolescent injury deaths in Scotland and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Figure 2.3.20 Child and adolescent injury deaths in Spain and Sweden, 3-year moving
averages, children and adolescents 0-19 years, rates/100,000
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Cause specific rates for unintentional injury
Tables 2.3.4 and 2.3.5 provide age standardised cause-specific mortality rates for unintentional
injuries in males and females aged 0-19 years of age. Road related accidents make up the bulk of
injuries although the distribution between child and adolescent passengers, pedestrians and
cyclists varies by countries. Males typically have higher rates of injuries than females although
this does vary across countries and by sub-age groups (data not presented here).

Table 2.3.4

Standardised cause-specific unintentional injury mortality for males 0-19
years of age, 5-year averages using most recent years available6

Fires

Poisoning

0.95

1.25

0.29

0.25

strangulation

Falls

0.20

Choking/

Drowning

0.70

11.5

0.17

1.32

0.62

0.57

1.47

N/A

Czech Republic

1.45

0.46

1.71

0.46

0.80

1.05

0.26

0.65

1.23

Denmark

5.94

1.28

1.76

1.40

0.97

0.25

0.40

0.44

0.07

3.77

0.68

6.97

2.15

2.29

3.34

0.81

Estonia

6.50

France

4.97

0.04

0.36

0.10

0.28

0.54

0.45

0.18

1.04

Germany

2.39

0.66

0.90

0.51

0.61

0.42

0.34

0.18

0.41

1.05

0.95

0.17

3.33

N/A

2.63

0.46

1.74

0.77

2.15

0.59

0.58

0.49

0.29

0.72

0.68

0.10

0.19

N/A

Greece
Hungary

11.98

Italy

9.16

Netherlands

1.70

1.34

0.97

1.14

0.26

0.29

0.24

0.12

0.78

Northern Ireland

4.19

0.36

1.83

0.47

0.18

0.00

0.95

0.89

0.18

Norway

4.32

0.88

1.04

0.33

0.56

0.34

0.57

0.28

0.37

Poland

1.78

0.24

2.67

0.72

2.03

0.76

0.33

0.50

0.97

1.88

0.16

0.00

1.15

0.09

0.18

1.49

Portugal

7

Cyclist

0.34

Belgium

6

driver

Motorcycle

0.71

Pedestrian

Austria

passenger

MV driver/

Road related accidents7

13.02

Scotland

3.61

0.50

1.79

0.30

0.05

0.30

0.75

0.35

0.38

Spain

3.00

1.19

1.04

0.24

1.09

0.62

0.29

0.42

0.04

Sweden

2.41

0.50

0.62

0.25

0.52

0.05

0.76

0.35

0.03

Most recent year of data available 2003 – EU, Austria, Czech, Hungary, Netherlands ; 2002 – Estonia, Greece, Northern
Ireland Norway, Poland, Portugal, Scotland, Spain; 2001 – France, Germany, Italy, Sweden; 2000 – Denmark; 1997 – Belgium
In Belgium, Greece and Italy it was not possible to break down road related accidents and an overall rate for all road related
accidents is presented. In Estonia and Portugal, it was not possible to break out motorcycle related injuries, thus all motor
vehicle injuries are reported together.
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Table 2.3.5

Standardised cause-specific unintentional injury mortality for females 0-19
years of age, 5-year averages using most recent years available8
9

Fires

Poisoning

0.21

0.26

0.09

0.11

strangulation

Falls

0.15

Choking/

Drowning

0.73

5.11

0.34

0.63

0.43

0.45

1.16

N/A

Czech Republic

0.93

0.03

1.28

0.29

0.18

0.43

0.05

0.41

0.29

Denmark

1.70

0.07

0.65

1.14

0.20

0.13

0.19

0.10

0.00

2.40

0.10

2.56

0.86

1.23

0.85

0.10

0.10

0.18

0.37

0.17

0.52

Estonia

3.81

France

0.07

0.00

0.09

0.03

Germany

1.20

0.08

0.58

0.18

Greece
Hungary

4.28
1.79

0.03

Italy

0.93

0.22

3.22

0.23

0.26

0.25

0.09

0.15

0.29

0.42

0.17

1.18

N/A

0.63

0.29

0.34

0.28

0.04

0.18

0.26

0.07

0.16

N/A

Netherlands

0.80

0.26

0.42

0.72

0.10

0.07

0.16

0.08

0.36

Northern Ireland

0.70

0.00

0.58

0.00

0.00

0.00

0.25

0.38

0.00

Norway

1.81

0.04

0.72

0.07

0.34

0.13

0.40

0.08

0.18

Poland

1.01

0.00

1.71

0.27

0.59

0.21

0.17

0.43

0.21

1.18

0.00

0.10

0.18

0.30

0.08

0.47

Portugal

9

Cyclist

0.00

Belgium

8

driver

Motorcycle

0.69

Pedestrian

Austria

passenger

MV driver/

Road related accidents

3.91

Scotland

1.13

0.00

0.97

0.17

0.12

0.17

0.86

0.28

0.11

Spain

1.63

0.14

0.58

0.02

0.39

0.20

0.12

0.21

0.02

Sweden

0.95

0.04

0.46

0.14

0.10

0.07

0.65

0.11

0.13

Most recent year of data available 2003 – EU, Austria, Czech, Hungary, Netherlands ; 2002 – Estonia, Greece, Northern
Ireland Norway, Poland, Portugal, Scotland, Spain; 2001 – France, Germany, Italy, Sweden; 2000 – Denmark; 1997 –
Belgium. Where possible because of small numbers a 5-year average was used. For Germany, Poland, Spain a 4-year average
was used; for Scotland a 3-year average; for France and N. Ireland a 2-year average and for Portugal only one year of data was
available. Comparisons between countries should take these differences into account.
In Belgium, Greece and Italy it was not possible to break down road related accidents and an overall rate for all road related
accidents is presented; for these countries choking/strangulation rates are also unavailable. In Estonia and Portugal, it was not
possible to break out motorcycle related injuries, thus all motor vehicle injuries are reported together.

73

Avoidable deaths in 2001 compared to Sweden
Using death rates in Sweden in 2001 as the reference group (country with lowest rates) the
number of avoidable deaths was calculated (Table 2.3.6). As a percentage of total injury death
rates the remaining 17 countries ranged from 0-77% of injury deaths avoidable if their country
had Sweden’s rate. This again illustrates the differences across the European region. These
avoidable deaths should be viewed as a minimum as they compare against the country with the
lowest rates rather than a country with a zero rate. However the measure does clearly indicate the
huge potential for improvements in injury rates in many countries.
Table 2.3.6 Avoidable child and adolescent injury deaths in 2001 (reference country
Sweden)
% of injury deaths
Injury Deaths

Avoidable injury

avoidable if country

deaths

had Sweden’s rate

Austria

339

204

60%

Belgium

626

467

75%

Czech Republic

325

153

47%

Denmark

138

40

29%

Estonia

115

90

78%

France

2122

1015

48%

Germany

1866

587

31%

Greece

683

509

75%

Hungary

279

106

40%

2030

1213

60%

Italy
Netherlands

289

0

0%

53

16

30%

Norway

122

35

29%

Poland

1640

855

52%

Portugal

731

560

77%

Scotland

150

62

41%

1012

388

33%

Northern Ireland

Spain
Sweden

158

(reference group)

(reference group)
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PYLL due to injury in 2001
As a measure of injury mortality, potential years of life lost (PYLL) due to premature death
provides a way of quantifying the burden of those deaths on society. PYLL for the 18 CSAP
countries in 2001 ranged from nearly 3,500 in Northern Ireland to over 140,000 in France (Table
2.3.7). In total for the 18 participating countries the 12,678 deaths in that year resulted in a loss
of over 880,000 years of potential life.
Table 2.3.7 Potential years of life lost (PYLL) to injury, 2001
Injury Deaths

PYLL

Austria

339

27,055.0

Belgium

626

42,096.0

Czech Republic

325

21,501.5

Denmark

138

9,252.5

Estonia

115

7,725.5

France

2122

141,281.0

Germany

1866

122,996.5

683

44,521.0

Greece
Hungary

279

18,723.0

2030

132,341.0

289

19,486.5

53

3,475.5

Norway

122

8,050.5

Poland

Italy
Netherlands
Northern Ireland

1640

108,072.0

Portugal

731

48,754.0

Scotland

150

9,941.0

1012

66,407.5

Spain
Sweden
Total

158

10,469.0

12678

882,145.0
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2.3.3

Discussion, limitations of data and recommendations

Discussion:
Injury remains the leading cause of death for European children over the age of one year.
Although intentional injury does account for 3.31% of all child and adolescent deaths in the
EU25, it is unintentional injuries that still account for the largest proportion of child and
adolescent deaths at 10.34%. A comparison of current injury rates in the EU25 with Sweden, the
country with the lowest rate of child and adolescent injury deaths indicates that over 6700 child
and adolescent deaths could have been avoided in 2001 alone if injury rates in the rest of the EU
were similar to those in Sweden. This speaks to the huge potential to reduce this major cause of
child and adolescent death.
While the distribution varies between countries, on the whole road-related injuries remain an
important cause of child and adolescent mortality and males continue to die as a result of
unintentional injuries in greater numbers than females.
When the impact of these deaths is explored using potential years of life lost (a partial measure
of the burden of injury), in 2001 alone, accidental injuries caused the loss of 882,000 potential
years of life and contribution to society in the 18 participating countries.
The data presented in this section provide a look at the impact of child and adolescent accidents
in terms of fatalities. However as a measure of country progress toward reducing child and
adolescent injury they are limited when viewed on their own as they do not provide any
information to assist an understanding of why some countries’ injury death rates are so much
higher than others. Other indicators such as those examining exposure and current policies to
prevent injury are needed to help explain the differences.
Limitations of the data:
-

The mortality data used were the WHO Mortality data as these data are the most accepted
data set for conducting international comparisons. However these data are limited by how
well up to date countries keep their data submissions to the WHO. As a result the most recent
year or years of data available were used depending on the indicator. While this is standard
practice for WHO and others using their data, it does mean that direct comparisons between
countries should be done with caution.

-

The mortality data presented here were analysed in 2005/2006 at which time the most recent
year of data available for countries was already 2-8 years old10. While this is reasonable for
setting a baseline of these measures against which post CSAP progress can be measured, the
timeliness of data remains an issue given the lengthy time lag.

10

Most recent year of data available 2003 – EU, Austria, Czech, Hungary, Netherlands ; 2002 –
Estonia, Greece, Northern Ireland Norway, Poland, Portugal, Scotland, Spain; 2001 – France,
Germany, Italy, Sweden; 2000 – Denmark; 1997 – Belgium
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-

While the definition of children and adolescents used for this project is the accepted United
Nations definition of under 18 years of age, the data presented here are for children and
youth 0-19 years of age because data are routinely collapsed and made available from
administrative data sets as <1, 1-4, 5-9, 10-14 and 15-19 years of age.

-

Currently there is no reliable set of data for population-based comparisons of child and
adolescent injury morbidity between countries. Within countries there are data, but even
within country service delivery differs enough that these data should be used with caution.
Two promising developments are the development of 1) the CHILD database, which contains
three indicators of child and adolescent injury morbidity albeit at this time a very limited
number of countries have participated and 2) the EC funded analysis of hospitalisation data
being developed as part of the APOLLO project. While the latter still suffers from the
challenges of differing service delivery patterns, it may be that it will provide data that will
allow calculation of the three CHILD indicators pertaining to child and adolescent injury
morbidity.

Recommendations:
-

That countries ensure that data are annually submitted to the WHO so that as recent as
possible data are available; and that international organisations (e.g., WHO and UNICEF)
and the European Commission encourage and support this practice.

-

That data be made available in age classifications that match the UN definition of the child
(0-17 years) by all countries in Europe and that European databases managed by WHO (e.g.,
Health For All database) and Eurostat also provide data for this age group.

-

That investments are made by countries and the European Commission to ensure that
comparable injury morbidity data are collected and that consistent estimation methods are
developed and used for the existing IDB database.

-

A closer link between process (action) indicators and mortality indicators would lead to
greater confidence in making comments with respect to cause and effect. For example head
injury rates and helmet use and/or legislation. This will be pursued in the coming months to
try and strengthen evidence on the utility of the action indicators.
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2.4
2.4.1

Social-demographic measures and determinants of child and
adolescent injury
Purpose, rationale and methods

Purpose:
To establish a set of indicators which measure the social determinants of child and adolescent
injury.
Rationale:
Assessing the most effective injury prevention strategies in a given setting requires an
understanding of the factors that contribute to both injury occurrence and compliance with injury
prevention measures (e.g. bicycle helmet use). The significance of the evidence on these factors
and any resulting policy decisions is becoming more apparent as injury control practitioners
debate whether injury prevention programming should target a whole population or be adapted
for a specific population of interest, such as “high-risk” groups. As this debate continues, the
need for a clearer understanding increases. (MacKay et al., 1999)
While the link between economic prosperity and child and adolescent health is very well
established (Reading, 1997), there are few examples from high-income countries where data are
available to link the risk of child and adolescent injury death with the social and economic
circumstances of the family (UNICEF, 2001). However this has been accomplished in England,
Wales and Sweden where it has been shown that injuries disproportionately affect the most
vulnerable children in society, and that health does relate to the wealth of the individual. Work
from developing countries suggests that it also relates to the wealth of the country and this has
also been suggested in work from developed countries (Vincenten et al., 2003).
What is know is that more children and adolescents are injured when families are of lower
income, have less education and are less literate, live in more crowded conditions and when
adequate funding is not provided for public health as part of healthcare (MacKay et al., 1999;
Towner et al., 2005). Thus it is important to look at these factors to help interpret a country’s
response to the child and adolescent injury problem. In addition the continued loss of children
and adolescents to injury is a critical demographic and economic issue. With birth rates dropping
some countries face a negative population growth resulting in a shrinking taxation base.
The literature abounds with differing measures to address socio-economic factors and poverty
with the most frequently used dealing with ethnicity, socio-economic status of parents,
household income, and parental educational levels (MacKay et al., 1999) In addition, other
studies have examined neighborhood characteristics and availability of resources. There is little
consistency in definition used between countries and even within countries over time, making
comparisons between countries a challenge.
Methods:
For this aspect of the project data sets containing routinely collected data on select sociodemographic measures and determinants of injury were explored. An initial list of potential
measures was developed based on previous indicator projects (CHILD, Balanced Scorecard) and
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several reports looking at the issue of socioeconomic status and its relationship to injury
(MacKay et al., 1999; Towner et al., 2005). This list was reviewed and discussed by the CSAP
expert advisory group and the same group of international experts previously mentioned. Based
on feedback a final list of potential measures selected and sources of data for the selected
measures were sought. A pragmatic approach was taken to selecting the indicators finally used.
Those that existing in a European or international database and covered at least 50% of the
CSAP countries were included.
Data for the indicators were obtained during 2005 and 2006 from existing databases managed by
several organisations including UNICEF, WHO Health for All for Europe, WHO, EuroStat and
the United Nations Development Programme. In some cases the indicators were available as
existing measures, in other cases they were calculated at the Institute of Hygiene and
Epidemiology at the University of Udine, Italy or the European Child Safety Alliance. Data
presented are for the most recent year available from the data sources at the time of data
collection. In most cases there were no individual data for Scotland and Northern Ireland
separately and as a result the data for the United Kingdom are presented.
MEASURES
Total population
Definition:
Source(s): EuroStat
Limitations: In most cases national total population for 2006 was based on estimates from most
recent censuses.
Average population density
Definition: number of inhabitants per square kilometer
Source(s): EuroStat
Limitations: In most cases national total population for 2006 was based on estimates from most
recent censuses.
Percent urbanised
Definition: % of total population living in urban areas
Source(s): European Health for all Database (latest update June 2005) –WHO Central Statistical
Office of most countries
Limitations: Not all countries have data available for all years from 1982 up to the year 2004.
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Percent population under 14 years of age
Definition: % of total population under 0-14 years from 1994 to latest available data
Estimate of the resident population on 1 July of given calendar year. Usually calculated as an
average of end-year estimate
Source(s): EuroStat
Limitations: Not all countries have data available up to 2005.
Natural population change
Definition: the difference between the number of live births and the number of deaths during the
year. A negative number means the number of deaths exceeds the number of births.
Source(s): EuroStat
Limitations: none noted
Life expectancy
Definition: Life expectancies at birth and 15 years, calculated by WHO/EURO for all countries
which report detailed mortality data to WHO, using Wiesler's method. Age disaggregation of
mortality data in 5 year age groups
Source(s): European Health for all Database (latest update June 2005) –WHO
Limitations: 1) Not all countries have data available for all years from 1982 up to the year 2004.
2) Accuracy limited by completeness of mortality data registration. Incomplete mortality data
may lead to an over estimation of life expectancy.
Adult illiteracy rate
Definition: % of people aged 15 and over who cannot with understanding read and write a short
simple statement related to their life
Source(s): European Health for all Database (latest update June 2005) –WHO UNDP, UNESCO
Limitations: Not all countries have data available for all years from 1982 up to the year 2004.
Gross domestic product (GDP)
Definition: a measure of economic activity; the value of all goods and services produced less the
value of any goods or services used in their creation. The volume index of GDP per capita in
Purchasing Power Standards (PPS) is expressed in relation to the European Union (EU-25)
average set to equal 100. If the index of a country is higher than 100 this country’s level of GDP
per head is higher than the EU average and vice versa.
Source(s): EuroStat
Limitations:
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Total health expenditures
Definition: Percentage of GDP spent on health using the OECD definition of total expenditure on
health. It includes: household health expenses, including goods and services purchased at the
consumer's own initiative and the cost-sharing part of publicly financed or supplied care;
government-supplied health services including those in schools, prisons and armed forces and
special public health programmes such as vaccination; investment in clinics, laboratories etc.;
administration costs; research and development, excluding outlays by pharmaceutical firms;
industrial medicine; outlays of voluntary and benevolent institutions.
Source(s): European Health for all Database (latest update June 2005) –WHO OECD Health
database
Limitations: Not all countries have data available for all years from 1982 up to the year 2004.
Percent at-risk-of-poverty rate after social transfers
Definition: the share of persons with an equivalised disposable income below the risk-of-poverty
threshold, which is set at 60 % of the national median equivalised disposable income (after social
transfers).
Source(s): EuroStat
Limitations: none noted
Percent children aged 0-17 living in jobless households
Definition: the share of children aged 0-17 who are living in households where no one is
working. Both the numerators and the denominators come from the EU Labour force survey.
Source(s): EuroStat
Limitations: none noted
Human development index (HDI)
Definition: A composite index measuring average achievement in three basic dimensions of
human development - a long and healthy life, knowledge and a decent standard of living.
Source(s): European Health for all Database (latest update June 2005) –WHO; UNDP
Limitations: Not all countries have data available for all years from 1982 up to the year 2004.
HDI ranking in European Economic Region
Definition: ranking of countries HDI for international comparison purposes
Usually ranking is given on a global scale; modified to European Economic Region for purposes
of CSAP project
Source(s): UNDP; UN Human Development Report 2004
Limitations: HDI ranking of 29/31 countries in European Economic Region (EEA) for which
data were available (data unavailable for Iceland and Liechtenstein)
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GINI index
Definition: a quantitative index measuring inequality over the entire distribution of income or
consumption. A value of 0 represents perfect equality, and a value of 100 perfect inequality, thus
the higher the coefficient, the higher the inequality of the income distribution
Source(s): UNDP; UN Human Development Report 2004
Limitations: GINI index for a large economically diverse country will generally result in a much
higher coefficient than each of its regions has individually.
GINI index ranking in European Economic Region
Definition: ranking of countries GINI index for international comparison purposes
Usually ranking is given on a global scale; modified to European Economic Region for purposes
of CSAP project
Source(s): UNDP; UN Human Development Report 2004
Limitations: GINI ranking of 27/31 of countries in European Economic Region for which data
were available (data unavailable for Cyprus, Liechtenstein, Malta and Iceland).

2.4.2

Results

Socio-demographic measures and determinants of injury
Table 2.4.1 illustrates the diversity of the countries participating in the CSAP project with
respect to socio-demographic measures.
Countries ranged in population from 1.3 million in Estonia to 82.4 million in Germany.
Population density ranged from 12.0 per square kilometre in Norway to 481.9 per square
kilometre in the Netherlands, with an EU average of 118.0 per square kilometre. Percent
urbanisation also varied from 55% of the population living in an urban setting in Portugal to 98%
in Belgium. The EU average was 78.3%.
The percent population under 14 years of age was less varied ranging from 14.1% in Italy to
19.7% in Norway. Interestingly, while the EU25 population increased by 381,300 in 2005
several countries had negative changes indicating that more people are dying than are being
born. The continued loss of children to injury in Czech, Estonia, Germany, Hungary, Italy and
Poland is a critical demographic and economic issue. With their already negative population
growth resulting in a shrinking taxation base every child and adolescent that dies of an injury has
an even greater impact.
When adult illiteracy was examined, all countries except for Portugal and Greece had rates at or
less than 2%.
Gross domestic product (GDP) varied from 63 in Hungary to 169 in Norway and 8/18 countries
in the CSAP project had GDP lower than the European average. Total health expenditures as a #
of GDP also varied from 6.4% in Norway and Poland to 12% in Northern Ireland, with a EU25
average of 8.9%.
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While the percent at risk of poverty was 15% for the EU25, it ranged from 8% in the Czech
Republic to 21% in Portugal. And the percent children 0-17 years living in a jobless household
ranged from 4.7% in Portugal up to 16.2% in N. Ireland, with an EU25 average of 9.5%.

EU 25

463,523,400

118.0

78.3

—

rate

Adult illiteracy

Natural

population
change

Percent

population
under 14 years

Percent

urbanised

Average

population
density

Population

Select socio-demographic measures and determinants of injury

Total
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381,300

1.5

Austria

8,265,900

99.1

68.0

16.1

3,000

1.0

Belgium

10,522,400

343.6

98.0

17.3

14,800

2.0

Czech Republic

10,251,100

132.2

75.0

14.9

-5,700

1.0

Denmark

5,427,500

125.4

85.0

18.8

9,300

1.0

Estonia

1,344,700

31.1

70.0

16.0

-3,000

0.02

France

62,886,200

97.9

76.0

18.5

275,100

1.0

Germany

82,438,000

231.1

88.0

14.5

-144,400

1.0

Greece

11,125,200

84.6

61.0

14.5

2,500

9.0

Hungary

10,076,600

108.6

65.0

15.6

-38,200

0.1

Italy

58,751,700

193.0

67.0

14.1

-34,900

1.5

Netherlands

16,334,200

481.9

90.0

18.5

51,500

1.0

Northern Ireland

60,393,100

244.3

89.6

18.2

140,600

1.0

Norway

4,640,200

12.0

76.0

19.7

15,500

1.0

Poland

38,157,100

122.1

63.0

16.7

-3,900

0.03

Portugal

10,569,600

114.1

55.0

15.6

1,900

7.5

Scotland

5,094,800

64.0

89.6

18.2

140,600

1.0

43,758,300

83.0

78.0

14.5

78,600

2.0

9,047,800

21.9

83.0

17.6

9,600

1.0

Spain
Sweden

83

—

—

Austria

123

7.5

13.0

7.2

0.944

9/29

30.0

9/27

Belgium

118

9.3

15.0

13.5

0.945

8/29

25.0

3/27

74

7.2

8.0

8.2

0.885

20/29

25.4

4/27

Czech Republic
Denmark

—

GINI index
ranking in EEA

9.5

GINI index

15.0

% children 017 yrs living in
jobless
household

8.9

Percent at risk
of poverty

100

Total health
expenditures
as % of GDP

EU 25

Gross
Domestic
Product

HDI Ranking in
EEA

Select socio-demographic measures and determinants of injury
Human
Development
Index (HDI)
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—

122

9.0

11.0

5.7

0.943

10/29

24.7

2/27

Estonia

60

7.5

18.0

8.2

0.858

24/29

37.2

21/27

France

108

10.0

14.0

9.5

0.942

11/29

32.7

17/27

Germany

110

10.9

16.0

10.5

0.932

15/29

28.3

18/27

Greece

84

9.8

20.0

3.6

0.921

16/29

35.4

21/27

Hungary

63

8.4

12.0

13.3

0.885

22/29

24.4

1/27

Italy

99

8.7

19.0

5.4

0.940

17/29

36.0

21/27

Netherlands

126

9.8

12.0

6.2

0.947

5/29

32.6

16/27

Northern Ireland

118

12.0

18.0

16.2

0.940

13/29

36.0

20/27

Norway

169

6.4

11.1

N/A

0.965

1/29

25.8

5/27

Poland

50

6.4

17.0

11.2

0.862

23/29

31.6

12/27

Portugal

68

9.8

21.0

4.7

0.904

18/29

38.5

22/27

Scotland

118

8.1

18.0

16.2

0.940

13/29

36.0

20/27

Spain
Sweden

98

7.8

20.0

5.1

0.938

14/29

32.5

15/27

115

9.5

11.0

N/A

0.951

3/29

25.0

3/27

84

2.4.3

Discussion, limitations of data and recommendations

Discussion:
Real differences were observed between the countries participating on a number of the socidemographic measures explored. While there are no direct attempts to link these measures to
injury rates, it is important for countries to look at the data that are available to try and
understand socioeconomic inequalities in injury incidence and mortality. However it is
questionable how useful the presented information will be without clearer links to mortality.
The greatest challenge to this is that the existing knowledge is scarce and inconsistent (Lenthe,
2001). This is surprising given that socioeconomic status is generally acknowledged to be such
an important determinant of mortality and morbidity and there are such high rates of injury.
There have been attempts to understand socio-demographic characteristics explain variation in
childhood injury risk and safety practices at the individual level (Hapgood et al., 2000; Kendrick
& Marsh, 2001), but little has been done to explore differences at the population level. Thus
although the issue is being studied more closely, particularly as it relates to children, there
remains a paucity of data to understand the relationship between injury and the different
measures of socioeconomic status and certainly little done in terms of standardised measures to
compare and help understand differences between countries at the population level.
Limitations of data:
Data for all measures were not available for all countries. Additionally, for several of the desired
indicators there was no European level data set with comparable data available (e.g., levels of
maternal or paternal education) thus these could not be included.
There remains a question of the direct applicability of some of the included measures to child
and adolescent injury prevention. Assessing the relationships requires additional specific
research studies, but rough comparisons could be made against injury mortality to assess crudely
assess associations to provide further guidance as to which of the measures are stronger
indicators.
Recommendations:
-

Conduct further analysis to explore relationship between socioeconomic status and
demographic measures included in the CSAP project with policy and mortality measures to
devised a more streamlined standardised set of measures for use across Europe.

-

Develop and encourage identification and use of standard measures for socio-economic
status across European Union and broader European region to allow comparative data.

-

Conduct further research to better understand the influence of socio-demographic and
economic status as a determinant of child injury, particularly with respect to allowing
international comparisons.
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2.5

Child and adolescent Safety Policies in CSAP Countries

2.5.1

Purpose, rationale and methods

Purpose:
The purpose of the assessing child and adolescent safety policies was three-fold:
1) To develop standardised measures and data collection tools to examine current
evidence based national policies to support child and adolescent safety in the European
Union and European Economic Area as part of the information necessary to support
informed national planning processes.
2) To establish a baseline of these measures nationally in the 18 countries participating in
the strategic action planning initiative that would inform their planning and provide
measures against which to assess progress and
3) To provide an overview of current evidence based national policies to support child
and adolescent injury in the EU/EEA to inform advocacy activities at the European level.
Rationale:
As mentioned in the overview on the CSAP indicators there is a need to look beyond outcome
indicators to measure mini-markers of progress along the way. These mini markers provide
shorter-term objectives and opportunities to benchmark progress towards longer-term goals of
incidence reduction. Policies have previously been explored in relation to child injury (Towner &
Towner, 2002; Vincenten et al., 2003). Policy-based mini-markers signal ongoing commitment
to an issue, which can facilitate alignment of action by different partners and increase the
likelihood that the requisite resources are made available.
The policy actions included here communicate a broader perspective to balance adverse effects
(injury) with related preventive measures (action indicators) to provide a more complete picture
of national level progress towards a reduction in child and adolescent injury. As it would be
extremely cumbersome to only examine individual policies, the assessment here also attempts to
build composite scores for sub-types of injury (e.g., drowning, burns/scalds, etc.) as well as an
overall measure. Finally, as one of the purposes of the CSAP project was to promote the
adoption and implementation of evidence-based good practice, the policy indicators included are
evidence-based.
Methods:
An English language computer-based survey tool measuring existence and implementation of
national policies to support child and adolescent safety was developed by the Project Manager
with input from the Project Leader. Items for the tool stemmed from two sources:
-

Preliminary development and pilot work done as part of the previously mentioned
BSC Project (Vincenten et al. 2003). The work addressed methods for national
reporting and comparing of child and adolescent injuries in a broader context than
mortality and morbidity alone. It used a combination of quantitative and qualitative
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data to describe a more complete picture of what may be happening in countries
regarding child and adolescent safety.
-

Current evidence of effective evidence based policies with a focus on the national
level (MacKay et al, 2006). Policy strategies know to be effective, but more likely to
be established at regional or local levels were not included, e.g., traffic calming
measures to reduce risk of pedestrian or cycling injuries.

The draft tool contained two sections pertaining to national policy. The first section had nine
items that looked at specific causes or subtypes of injury (e.g., falls, poisoning) and asked about
the existence of a national ministry/government department with a mandated responsibility, a
government approved strategy with specific targets and timelines, a national programme of child
home visits that includes education and a national media campaign in last five years. For the
purposes of the assessment the following definitions were used:
-

National ministry/government department with a mandated responsibility was
defined as at least one ministry/government department with documented
responsibility for action on the child and adolescent safety topic (e.g., documented in
a speech from the throne, ministry plan, health targets, website posting, constitution,
cross-ministerial agreement).

-

Government approved strategy with specific targets and timelines was defined as
an official written document endorsed by government and/or parliament, which
includes a set of statements and decisions defining responsibilities, principles, goals,
priorities and main directions for attaining the goals. This can be either a stand-alone
document addressing injury or a broader document where injury or the specific injury
area is covered as one of several priority areas.

-

Existence of a national programme of child home visits that includes education
was defined as a network/structure or healthcare system that can provide accident
prevention education for expectant parents and / or parents of children 0-4 years old?
For example, health workers in the UK visit parents and can provide information
about injury prevention (in addition to other health issues) and midwives in Austria
receive education on injury prevention in newborns to pass on to new parents.

-

A national media campaign at least once in the past five years was defined as a
campaign of national scope involving television, radio and/or broad distribution of
print media (posters, brochures, etc.).

The second section contained 39 items: three dealing with passenger safety, five dealing with
moped/motor scooter safety, three dealing with pedestrian safety, one dealing with cyclist safety,
ten dealing with water safety, three dealing with fall prevention, six dealing with burn/scald
prevention, two dealing with poisoning prevention and seven dealing with choking/strangulation
prevention. As policies included were limited to those with an evidence base of effectiveness the
number per area varied. Country partners were asked to assess the current situation in their
country with respect to the degree of implementation for each of the evidence based
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laws/policies described using a scale of 0 = not existing, not clearly stated; 1 = clearly stated and
partly implemented or enforced or 2 = clearly stated, implemented and enforced.
Once drafted, the CSAP Expert Advisory Group and an external group of international experts
both reviewed the tool before it was piloted in four countries: Austria, Hungary, Norway and
Portugal. The tool was revised and then a final review of the tool was done with the CSAP
Country Coordinators who would coordinate data collection to respond to any questions
regarding the questions. Data collection proceeded in the remaining 14 countries, with the pilot
countries providing additional information for items added and/or clarified after the pilot.
Although the CSAP Country Coordinators in each country coordinated the data collection,
completion of the forms required research and contact with other individuals, government
departments and organisations to ascertain correct information regarding current policies. Data
collection took place over a seven-month period, with the majority of countries completing the
assessment within three months; policy information is accurate to July 2006. A copy of the data
collection tool is included in Annex C.
Results were downloaded to Excel and reviewed for completeness before descriptive summary
tables were created. Where there was missing information or questions the country partner was
contacted to elaborate or clarify. Once information was complete items were recoded as required
to reflect the gold standard for each area. For example, a country with a 2 for having a law
requiring smoke detectors in new dwellings was recoded to a 0 as the law was not applicable to
all dwellings and similarly, a country with a law requiring a pre-set temperature on water heaters
that is above the recommended 50°C was recoded from a 2 to a 0 as the temperature was not
appropriate for scald prevention purposes.
In addition, as several country partners had indicated that if something was covered in an EU
directive it did not require a national law, the Project Manager and Leader met with an expert in
EU legislation, Mr. Robert Chantry-Price of RAM Consulting to assess the impact of EU
directives. Discussions with Mr. Chantry-Price indicated that countries were required to adopt
the directives as part of national policy and as such there should be documented evidence of a
national policy relating to the adoption and implementation of the various EU directives related
to child safety. As a result of these discussions several further changes were made to coding.
Ratings out of five stars for each of the sub-areas were then calculated by multiplying the
composite score for each area (sum of allotted points (J = 2, K = 1, L = 0) for all questions in
the sub-area (e.g., passenger safety) with no weighting of items, divided by total possible points
for that sub-area) by five and rounded off to the nearest half star. The overall safety grade was
based on a summation of the sub-area scores (õ = 49-60 stars – excellent performance, J = 3748 stars – good performance, K = 25-36 stars – fair performance, L = 13-24 stars – poor
performance, U = 0-12 stars – unacceptable performance)11. Weighting of individual items and
sub-area scores was not done as this would require data on exposure to specific injury hazards
and/or studies comparing the effectiveness of the various policies within a given area, neither of
which are available consistently across injury areas or countries involved in the CSAP project.
11

Note: the symbols used for the overall score in this report are not the symbols that will be used in the published report cards. A
set of faces showing the continuum is being developed for the publications that will be released in fall 2007.
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Country partners reviewed and commented on their scores and in some cases additional
information was sought to clarify questions before scores were finalised.

2.5.2

Results

All 18 countries completed the data collection process. Overall summary for the nine sub-areas is
provided in Table 2.5.1. None of the countries had adopted and implemented all the
recommended evidence-based policies and no country received a grade of excellent performance.
Five countries (Denmark, France the Netherlands, Northern Ireland, Sweden) received an overall
grade of good performance and three (Greece, Portugal, Spain) received an overall grade of poor
performance. The remainder received an overall grade of fair performance
Road safety related policies were the most likely to have been adopted and implemented with
average scores across the 18 countries participating of 3.0/5, 4.1/5, 2.8/5 and 2.8/5 for passenger
safety, moped/motor scooter safety, pedestrian safety and cycling safety, respectively. Policies
related to making the home environment safer (water safety, fall prevention, burn prevention,
poisoning prevention and choking/strangulation prevention) were less likely to have been
adopted and implemented than road safety related policies with the home safety areas receiving
average scores ranging from 1.7/5 to 2.4/5.
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CSAP
average

Sweden

Spain

Scotland

Portugal

Poland

Norway

N. Ireland

Netherlands

Italy

Hungary

Greece

Germany

France

Estonia

Denmark

Czech

Belgium

Overall child and adolescent safety performance grade and sub-area assessment scores (out of 5) for prevention
policies in 18 CSAP countries as of July 200612

Austria

Table 2.5.1

Overall grade

K K K J K J K L K K J J K K L K L J K

Passenger safety

2.5

2.5

3.5

3.5

2

3

3

3

3

2

3

3

3.5

3.5

3

3

3.5

3.5

3.0

Moped/motor scooter safety

4

3

3

4.5

4

4.5

3.5

4

5

4

4.5

4

4

4.5

3

4

5

5

4.1

Pedestrian safety

3

3.5

3

4

2.5

3.5

4

1.5

3

1.5

3.5

3.5

3.5

3.5

1

3.5

1.5

1.5

2.8

1.5

1.5

3

4

4

3

4

1.5

4

1.5

2.5

2.5

4

3

1.5

1.5

2

5

2.8

2

2.5

2

2

2

2.5

1

1.5

1.5

2.5

2

1.5

2

3

0.5

1

2

2

1.9

1.5

3

0.5

1.5

0.5

3

1.5

1.5

1.5

2

2.5

3

2

2

0.5

1

0

2

1.7

Burn & scald prevention

1

3

1.5

2.5

1.5

3

2

0.5

1

1

3

3

2.5

2

0.5

3

1.5

3

2.0

Poisoning prevention

1

3.5

1.5

2.5

2.5

3.5

2.5

0

2.5

1.5

4

5

1.5

1.5

1.5

3

3.5

4

2.5

2

2.5

2

2.5

2.5

3

2.5

1.5

2

2

2.5

2.5

2.5

2.5

0.5

2.5

0.5

3

2.2

27

28.5

31

39.5

27

37

35.5

21.5

32

27

40

40

35.5

32

19.5

31.5

22.5

40

31.6

Cycling safety
Water safety/drowning
prevention
Fall prevention

Choking/ strangulation
prevention
Overall score

12

Ratings out of 5 stars rounded to nearest 0.5 star; overall grade and score also include scores for leadership, infrastructure and capacity (see Section 2.7)
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2.5.3

Injury specific tables

Tables 2.5.2-2.5.10 provide an overview of the individual answers and scores out of 5 for each of
the sub areas of injury by country. Select results are highlighted below.
Passenger Safety:
All countries reported legislation requiring use of appropriate child passenger restraints although
several indicated increased enforcement was needed. All countries also reported national media
campaigns at least once in the past five years on the subject. However only Greece reported a
law requiring children to remain seated rear facing until age 4 years and that law is only partially
implemented or enforced. Five countries (Czech Republic, Greece, Poland, Portugal and Spain)
reported a law requiring children to remain seated in the back seat of the motor vehicle until age
13 years, although Portugal’s law is only partially implemented or enforced.
Motor scooter/Moped Safety:
This area of child safety had the highest scores of all the injury sub-types. All countries had a
law limiting the legal age to drive a moped/motor scooter and required use of a helmet, although
helmet laws were not well enforced in Italy and Portugal. All but two of the countries (Belgium
and Germany) required minimum qualifications and all had specific speed limits, although again
Italy reported that these laws are not well enforced.
Pedestrian Safety:
All countries but two (Netherlands and Portugal) have a national law requiring reduced speed in
residential areas, although in the Netherlands municipal level laws do exist. In addition, the
Czech Republic and Italy reported their national laws are only partly implemented or enforced.
Cyclist Safety:
Only Sweden and Czech Republic reported a national law requiring a use of a bicycle helmet
while cycling and in Czech Republic the law is only partly implemented or enforced. Spain also
reported having a law requiring use of a bicycle helmet. However as the law only applies to
intercity roads (i.e., higher speed limits) and not intra-city urban areas and as a result means most
children/adolescents are excluded because they are most often riding within city/town areas the
law was not seen as meeting current good practice.
Water Safety:
Only France and Sweden have a law that requires barrier fencing for private pools and the law in
Sweden is not well enforced. Norway has a law that requires open water on private property to
be secured to prevent childhood drowning, but swimming pools are not specified within the law.
Five countries reported laws requiring barrier fencing around public pools (Austria, Czech
Republic, Italy, Norway and Sweden).
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While 14/18 countries have some sort of standard for public swimming pools markings and
safety equipment and 13/18 have a law stating minimum number of lifeguards required, only
7/18 countries have a similar law for lifeguards on beaches or other designated areas specifically
for water leisure activities.
No country requires and enforces use of personal floatation devices (PFD) while on the water;
Estonia and Portugal have legislation but Portugal indicates it is not fully implemented and
enforced and in Estonia it is limited to open water craft smaller than 24 metres. In most other
countries existing legislation requires only that the PFD be present on the boat and does not
specify that it should be worn, which does not provide adequate protection for children.
Fall Prevention:
Every country except Estonia, Scotland and Spain reported national safety standards for
playground equipment, but four others indicated that the standard was only partially
implemented or enforced (Italy, N. Ireland, Norway, Portugal).
No country has banned baby walkers and only five (Greece, Norway, Poland, Scotland and
Sweden) have a national law requiring environmental changes to prevent children from falling
out of windows in buildings with more than one storey or level; and only three of those report it
is also enforced (Greece, Scotland and Sweden).
Burn/Scald Prevention:
Of the five countries that report a national law requiring a safe pre-set temperature for all water
heaters or a building standard setting a maximum temperature for tap water in domestic settings,
only France’s law is at the recommended 50°C. Scotland also recommends an acceptable
temperature but only for new and refurbished buildings and while Norway has a lower
requirement for schools and daycares, the law for domestic settings is 55°. The laws in Denmark
and Sweden require pre-set temperature of 65°C, over 15°C warmer than the current
recommendation by burn experts in Europe of 50°C.
Only Norway and Estonia requires smoke detectors in all public and private dwellings but the
legislation is only partly implemented and enforced in Norway and while the law exists for
Estonia implementation for public dwellings only began in 2007 after the timeframe of this data
collection and won’t start for private dwellings until 2009. Most other countries have legislation
that requires smoke detectors for only new buildings a situation, which does not adequately
protect children.
All countries do have a law controlling the sale of fireworks to children, but the laws vary widely
and are not well enforced in Austria, Portugal and Spain. At the time the data were collected
none of the countries except Belgium had translated the regulation requiring child resistant
design for cigarette lighters, but this is not surprising given that it only came into effect in March
2007. Several have since indicated that their country has translated and implemented the
regulation since the data were collected.
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Poisoning Prevention:
Only five countries had well-enforced laws requiring child resistant packaging of both
medications and household cleaners (Germany, N. Ireland, Scotland, Spain and Sweden); four
(Austria, Greece, Italy and Norway) have no law for either.
Choking/Strangulation Prevention:
All countries except Portugal and Spain have a law that enables restriction or banning of unsafe
products, but no country bans latex balloons, only five have a law that prohibits the use of
inedible materials in food products (Belgium, Estonia, France, Portugal and Scotland) and only
Czech Republic has a law regulating design and sale of blind cords. All countries except Estonia,
Portugal and Spain have a national standard regulating safe crib design.
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Comparison of current assessment of child and adolescent passenger safety policies in 18 CSAP countries as of
July 200613

Austria

Table 2.5.2

National law requiring use of appropriate
child passenger restraint

K K J J J J J J J K J J J J J J J J

National law requiring children to remain
seated in rear facing in car seats until age 4
years

L L L L L L L K L L L L L L L L L L

National law requiring children to remain
seated in the back seat of a motor vehicle
until age 13 years

L L J L L L L J L L L L L J K L J L

A national ministry/ government department
with mandated responsibility for child
passenger safety

J J J J J J J L J J J J J J J J J J

A government approved national strategy
with specific targets and timelines related to
child passenger safety

J J J J L J J J J L J J J J J J J J

A national programme of child home visits
that includes education on child passenger
safety

L L L J K L L L L L K L J L L L L J

A national media campaign at least once in
past five years targeting child passenger
safety

J J J J J J J K J J J J J J J J J J

Score (out of possible 5 stars)

2.5

13

2.5

3.5

3.5

2

3

3

3

3

2

3

3

3.5

3.5

3

3

3.5

3.5

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Comparison of child and adolescent moped/motor scooter (small engine motorcycle) safety policies in 18 CSAP
countries as of July 200614

Austria

Table 2.5.3

National law limiting legal age to drive a
moped / motor scooter (small engine
motorcycle)

J J J J J J J J J J J J J J J J J J

National law requiring a minimum
qualification for riding a moped / motor
scooter (e.g., formal exam prior to receiving
riding permit)

J L J J J J L J J K J J J J J J J J

National law limiting age or number of child
passengers on mopeds / motor scooters

J L K J J K L K J K L J J J K J J J

National law limiting speeds for mopeds /
motor scooters

J J J J J J J J J K J J J J J J J J

National law requiring compulsory use of a
helmet by moped / motor scooter riders and
passengers

J J J J J J J J J K J J J J K J J J

A national ministry/ government department
with mandated responsibility for child moped
or motor scooter safety

J J L J J J J L J J J J J J J J J J

A government approved national injury
prevention strategy with specific targets and
timelines related to child moped or motor
scooter safety

L L L J L J L J J J J L L J L L J J

A national media campaign at least once in
past five years targeting child moped or
motor scooter safety

L J L L L J L K J J J L L L L L J L

Score (out of possible 5 stars)

14

4

3

3

4.5

4

4.5

3.5

4

5

4.0

4.5

4

4

4.5

3

4

5

4.5

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Comparison of child and adolescent pedestrian safety policies in 18 CSAP countries15

Austria

Table 2.5.4

National law requiring reduced speed in
residential areas (e.g. schools and
playgrounds)

J J K J J J J J J K L J J J L J J J

National law that assumes driver
responsibility in a crash involving a child
pedestrian (e.g., places the burden of
proof on the driver)

K J L J L K J L L K J L L L L L L L

National policy providing incentives to
support vehicle redesign to reduce risk of
pedestrian injury (e.g. pedestrian friendly
bumper heights)

L L L L L L L L L L L L L L L L L L

A national ministry/ government
department with mandated responsibility
for child pedestrian safety

J J J J J J J L J J J J J J J J J J

A government approved national injury
prevention strategy with specific targets
and timelines related to child pedestrian
safety

L L J J L J J J J L J J J J L J L L

A national media campaign at least once
in past five years targeting child
pedestrian safety

J J J J J K J L J L J J J J L J L L

Score (out of possible 5 stars)

15

3

3.5

3

4

2.5

3.5

4

1.5

3

1.5

3.5

3.5

3.5

3.5

1

3.5

1.5

1.5

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Comparison of child and adolescent cycling safety policies in 18 CSAP countries as of July 200616

Austria

Table 2.5.5

National law requiring use of bicycle
helmet while cycling

L L K L L L L L L L L L L L L L K J

A national ministry/ government
department with mandated responsibility
for child cycling safety

L J J J J J J L J L J J J J J J J J

A government approved national strategy
with specific targets and timelines related
to child cycling safety

L L L J J J J J J L L L J K J L L J

A national media campaign at least once
in past five years targeting child cycling
safety

J J J J J K J L J J J J J J L L L L

Score (out of possible 5 stars)

1.5

16

2.5

3

4

4

3

4

1.5

4

1.5

2.5

2.5

4

3

2.5

1.5

2

4

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Comparison of child and adolescent water safety policies in 18 CSAP countries as of July 200617

Austria

Table 2.5.6

National law requiring barrier fencing for
public pools

J L J L L L L L L J L L J L L L L J

National law requiring barrier fencing for
private pools (domestic pools; those
associated with a residence or dwelling)

L L L L L J L L L L L L K L L L L K

National law requiring national
recertification for lifeguards on a regular
basis

L J K L L L L L L J L K L J L L L L

National law stating minimum number of
lifeguards required on beaches or other
area specifically specified for water
leisure activities

L K L L J L L J K J L L L J L L J L

National law stating minimum number of
lifeguards required at public pools

J J J K L J L J J J J L L J K L J L

National standard for public swimming
pools that mandates water depth
markings, step edges marked with
contrasting colours, onsite safety
equipment, suction outlet covers and
chemical standards

J J J J L K K K K J L K J J L K L K

National standard for water safety signs
and symbols (e.g., no diving signs, red
flag indicating ‘do not enter water’, etc.)

J L J K J K L L K L J J L J L J J K

17
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Austria

National policy governing water safety for
leisure/ recreational programming at the
community level (e.g., minimum levels of
supervision, training or safety equipment,
etc.)

L L L L L L L L K K L L L K L L J L

Policy making water safety education,
including swimming lessons, a
compulsory part of the school curriculum

J J J K J K K L L L L L K K L L L J

National law requiring mandatory use of
personal floatation device / lifejacket
while on the water (e.g., while boating,
sailing, etc.)

L L L L K L L L L L L L L L K L L L

A national ministry/ government
department with mandated responsibility
for child water safety

L J L J J J J L J J J J J J L L J L

A government approved national injury
prevention strategy with specific targets
and timelines related to child water safety

L L L L L J L L L L J L L L L L L L

A national programme of child home
visits that includes education on child
water safety

L J L J L L L L L L K L L K L L L J

A national media campaign at least once
in past five years targeting child water
safety

J J L J J J J J L J J J J J J J J J

Score (out of possible 5 stars)

2

2.5

2

2

2

2.5

1

1.5

1.5

2.5

2

1.5

2

3

0.5

1

2

2
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Comparison of child and adolescent fall prevention policies in 18 CSAP countries as of July 200618

Austria

Table 2.5.7

National safety standard for playground
equipment

J J J J L J J J J K J K K J K L L J

National law banning the marketing and
sale of baby walkers

L L L L L L L L L L L L L L L L L L

National law requiring environmental
changes to prevent children from falling
out of windows in buildings with more
than one storey/level (e.g., window
guards or locks)

L L L L L L L J L L L L K K L J L J

A national ministry/ government
department with mandated responsibility
for child fall prevention

L J L L L J J L J J J J J J L L L L

A government approved national injury
prevention strategy with specific targets
and timelines related to child fall
prevention

L L L L L J L L L L J J L L L L L L

A national programme of child home
visits that includes education on child fall
prevention

L J L J L L L L L L K J J K L L L J

18
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A national media campaign at least once
in past five years targeting child fall
prevention

J J L L J J L L L J L J L L L L L L

Score (out of possible 5 stars)

1.5

3

0.5

1.5

0.5

3

1.5

1.5

1.5

2

2.5

3

2

2

0.5

1

0

2
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Comparison of child and adolescent burn / scald prevention policies in 18 CSAP countries as of July 200619

Austria

Table 2.5.8

National law requiring a safe pre-set
temperature (50°C) for all water heaters
or a building standard setting a maximum
temperature of 50°C for tap water in
domestic settings

L L L L L J L L L L L L L L L K L L

Building codes requiring working smoke
detectors in all private dwellings

L L L L K L L L L L L L K L L L L L

Building codes requiring working smoke
detectors in all public dwellings (e.g.,
hospitals, schools and daycares)

K K J J K J K L L K J L K J K J J J

National regulation requiring child
resistant design for cigarette lighters

L K L L L L L L L L L L L L L J L L

National law requiring use of flame
retardant fabrics in children’s nightwear

L L L L L L L L L L L J J L L J L L

National law controlling the sale of
fireworks

K J J J J J J J J J J J J J K J K J

A national ministry/government
department with mandated responsibility
for child burn / scald prevention

L J L J L J J L J L J J J J L L J K

A government approved national injury
prevention strategy with specific targets
and timelines related to child burn / scald
prevention

L J L L L J L L L L J J L L L L L L

A national programme of child home
visits that includes education on child
burn / scald prevention

L J L J L L L L L L K J J K L L L J

19
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Score (out of possible 5 stars)

Sweden
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N. Ireland

Netherlands

Italy
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Greece

Germany

France

Estonia

Denmark

Czech

Belgium

Austria

A national media campaign at least once
in past five years targeting child burn /
scald prevention

J J J J J J J L L L J J L L L L L J
1

3

1.5

2.5

1.5

3

2

0.5

1

1

3

3

3

2

0.5

2.5

1.5

2.5
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National law requiring child resistant
packaging of medications
National law requiring child resistant
packaging of household cleaners
A national ministry/ government
department with mandated responsibility

Sweden
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Comparison of child and adolescent poisoning prevention policies in 18 CSAP countries as of July 200620

Austria

Table 2.5.9

L L L L L L J L L L L J L L K J J J
L J J J J J J L J L J J L K J J J J
L J J J L J J L J J J J J J L J J J

for child poisoning prevention
A government approved national injury
prevention strategy with specific targets
and timelines related to child poisoning

L L L L J J L L L L J J L L L L J L

prevention
A national programme of child home visits
that includes education on child poisoning

L J L J L L L L L L K J J K L L L J

prevention
A national media campaign at least once
in past five years targeting child poisoning

J J L L J J L L L J J J L L L L L J

safety
Score (out of possible 5 stars)

20

1

3.5

1.5

2.5

2.5

3.5

2.5

0

2.5

1.5

4

5

1.5

1.5

1.5

2.5

3.5

4

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Table 2.5.10 Comparison of child and adolescent choking / strangulation prevention policies in 18 CSAP countries21

National law that enables restriction or
banning of unsafe products

K J J J J J J J J J J J J J L J L J

National law requiring informative
warning labels on products (e.g., toys) to
prevent choking, suffocation or
strangulation

J J J J J J J J J K J J J J K J L J

National law that bans the production and
sale of latex balloons

L L L L L L L L L L L L L L L L L L

National law that prohibits the use of
inedible materials in food products

L J L L J J L L L L L L L L J K L L

National law that regulates design and
sale of blind cords

L L K L L L L L L L L L L L L L L L

National standard that regulates safe crib
design

J J J J L J J J J J J J K J L J L J

National law that prohibits the use of
drawstrings in children’s clothing

J L L L L L J L K L L K K K L J L K

A national ministry/ government
department with mandated responsibility
for child choking / strangulation
prevention

L J J J L J J L J J J J J J J L J J

A government approved national injury
prevention strategy with specific targets
and timelines related to child choking /
strangulation prevention

L L L L J J L L L L J J L L L L L L

21
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Sweden

Spain

Scotland

Portugal

Poland

Norway

N. Ireland

Netherlands

Italy

Hungary

Greece

Germany

France

Estonia

Denmark

Czech

Belgium

Austria

A national programme of child home
visits that includes education on child
choking / strangulation prevention

L J L J L L L L L L K L J K L L L J

A national media campaign at least once
in past five years targeting child choking /
strangulation prevention

J L L L J J L L L J L L L L L L L J

Score (out of possible 5 stars)

2

2.5

2

2.5

2.5

3

2.5

1.5

2

2

2.5

2.5

2.5

2.5

0.5

2

0.5

3
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2.5.4

Comparison with ENHIS

Link to the Environment and Health Information System (ENHIS) Project
Several months into indicator development, the CSAP project team learned that the WHO
Europe Office in Bonn, Germany had received funding to develop a set of indicators for the
Environment and Health Information System (ENHIS) that would include injury indicators. The
purpose of the ENHIS project was to develop a set of indicators to protect children’s health from
environmental risks and to support current and future European policy needs (Pond et al, in
press). Indicators were to directly address each of the regional priority goals in the Child Health
and Environment Action Plan for Europe (CEHAPE) and as this included injury it was likely that
there would be overlap between the two projects. The CSAP Secretariat contacted WHO-Bonn
and following discussions regarding the possible overlap, the Alliance agreed to participate in the
ENHIS process and provided WHO-Bonn with the list of proposed action indicators from the
CSAP project that included the child and adolescent safety policy items. As a result the two
indicator processes had the same starting point with respect to proposed indicators and
particularly in the area of policy items. Subsequent decisions made independently by the two
projects led to a significant reduction in the number of indicator items by the ENHIS project and
slight differences in wording of the similar specific items for the two projects. However the 24
CSAP items addressing policies for traffic-related injury include 8/10 of the policies ENHIS
included for traffic and the 47 CSAP policies for non-traffic-related injury include all 12 of the
policies ENHIS included for non-traffic. As such there was adequate overlap to allow a closer
comparison of answers to overlapping items in order to check validity of national level data and
a comparison of the two data sets was conducted. A further discussion of the comparison is
included in the sub-section on child safety policy indicators.
Data on policies were compared with ENHIS data for the 12 countries overlapping between the
two projects. Methods for collecting the ENHIS data are reported elsewhere (WHO, 2005), but
involved having contacts in the Ministries of Environment and/or Health to complete an
assessment form asking about policies. This required them to follow-up with other government
departments similar to what was done with CSAP.
Level of agreement between surveys
Comparisons were possible for 20 of the questions for 12 countries. Of the 245 resulting
comparisons made, both surveys agreed the legislation or policy was in place in 195 (78.3%) of
cases (Table 2.5.11). Absolute agreement in terms of similar answers on questions from both
surveys was lower, with 28/245 cases (11.4%) agreeing that the legislation or safety policy did
exist but not on level of implementation and/or enforcement. Agreement was somewhat higher
for the questions related to traffic safety as compared to non-traffic safety, with 86.4% and
74.6% agreement respectively on whether legislation/policy is in place; and 71.8% and 65.5%
absolute agreement respectively on actual survey answers.
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Table 2.5.11 Level of agreement between ENHIS and CSAP surveys
Is there legislation
/policy?
Agreement
Agree no legislation
Agree legislation
Disagreement

All cases
(n=245)
195
75
120
50

Traffic related
(n=103)

78.3%
48.3%
30.0%
20.8%

89
64
25
14

86.4%
62.1%
24.3%
13.6%

Non-traffic
related
(n=142)
106
74.6%
56
39.4%
50
35.2%
36
24.4%

Difference between traffic
and non-traffic
(95% confidence intervals)
0.12 (0.02-0.21)

Difference between surveys
As shown in Table 2.5.12 for the 12 countries where data were available from both projects, the
data source that was most optimistic regarding both existence and implementation of safety
legislation and policies was the ENHIS survey, which in 54.7% of the replies included in this
analysis stated that the legislation or policy that was asked about both existed and was
implemented and enforced. The CSAP survey stated that legislation or policy measure did exist
and was implemented and enforced in only in 39.7% of the responses.
Table 2.5.12

Frequency of indicator chosen by ENHIS and CSAP*

ENHIS
(n=245)
0
1
2
Total

86
22
134
245

(%)
36.3
9.0
54.7

CSAP
(n=247)

(%)

113
36
98
247

45.7
14.6
39.7

* this includes data for only countries where both projects had data

Difference between questions
No question had complete agreement between ENHIS and CSAP from all countries compared.
Only on three questions was there agreement on whether there is legislation complete: the
questions on safety belts, on helmets while bicycling and on helmets while on MC/moped. Table
2.5.13 shows the level of agreement for each question.
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Table 2.5.13 Level of agreement between ENHIS and CSAP surveys, by question
Indicator
(number of countries compared)

Legislation/
Legislation/ policy does
policy exists not exist

Disagree on
existence of
legislation

Absolute agreement
(including level of
implementation)

Child safety seats* (n=13)

12

0

1

8

Safety belts* (n=13)

13

0

0

10

Back seat until 13 years old (n=13)

5

4

4

8

Rear facing until 3 or 4 years old* (n=13)

1

9

3

9

Safety helmets while cycling (n=13)

3

10

0

12

Passengers on MC/moped (n=13)

9

2

2

8

13

0

0

11

Speed limit zones* (n=12)

8

0

4

8

Fences for public pools (n=12)

3

6

3

6

Fences for private pools (n=11)

1

9

2

10

Water safety education (n=12)

6

5

1

10

10

0

2

9

Max temp for water heaters (n=11)

0

8

3

8

Smoke detectors* (n=12)

2

6

4

7

10

0

2

8

Packaging of pharmaceuticals* (n=12)

1

4

7

5

Packaging of non-pharmaceuticals* (n=12)

8

0

4

6

10

0

2

8

Inedible materials in food (n=12)

3

4

5

7

Drawstrings (n=12)

2

8

2

9

118

75

50

167

Helmets on MC/moped (n=13)

Playgrounds safety regulations (n=12)

Fireworks (n=12)

Warning labels suffocation (n=12)

Total
* Slight differences in wording of questions between surveys

Difference between countries
On average (excluding UK) the countries agreed on whether the legislation/policy existed or not
on 15.7/20 questions (Table 2.5.14). Agreement on whether the legislation/policy existed or not
ranged from 90% of questions for the Netherlands to 70% questions for Italy.
On average (excluding UK) the countries agreed absolutely including on level of
implementation/enforcement on 13.3/20 questions (Table 2.5.14). The range of absolute
agreement ranged from 90% for the Netherlands to 45% for Italy.
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Table 2.5.14 Level of agreement between ENHIS and CSAP surveys, by country
AU

BE

CZ

FR

GR

HU

IT

NL

PL

PT

ES

SE

(n=19) (n=20) (n=20) (n=20) (n=19) (n=20) (n=20) (n=20) (n=20) (n=20) (n=20) (n=20)
Agreement
on existence
of legislation/
policy (%)
Absolute
agreement
(%)

(n=7)

15
(78.9)

18
(90.0)

14
(70.0)

15
(75.0)

13
(68.4)

15
(75.0)

14
(70.0)

18
(90.0)

17
(85.0)

16
(80.0)

17
(85.0)

16
(80.0)

7
(100.0)

11
(57.9)

14
(70.0)

12
(60.0)

14
(70.0)

12
(63.2)

14
(70.0)

9
(45.0)

18
(90.0)

16
(80.0)

10
(50.0)

16
(80.0)

14
(70.0)

7
(100.0)

*England for ENHIS, Scotland and N. Ireland for CSAP. Only data for the 7 first questions.

2.5.5
Discussion:

UK

Discussion, limitations of data and recommendations

None of the participating countries have adopted and implemented all of the recommended good
practice policies at the national level examined as part of the CSAP project. Only four countries
received an overall grade of good, indicating the potential for improvement across the
participating countries.
When issue specific policies were examined there were very few of the longstanding evidencebased solutions that had 100% adoption and enforcement across the CSAP countries. Not
unexpectedly given the focus on road safety in most countries in the past 20+ years, the policies
related to road safety are more likely to have been adopted and implemented than those relating
to the home environment, however there were only two countries with a bicycle helmet law.
More concerning are the issues around water safety relating to barrier fencing for public and
private pools and enforced use of personal floatation devices by children while on the water and
burn prevention relating to safe tap water temperatures and smoke detectors in all dwellings.
The results of this assessment suggest that there is much that can be done in the policy realm to
continue to reduce child and adolescent injury. Yet this is an area where there is great reluctance
to act and timeframes for change are long. A missing piece for governments is often impact
statements that express lives or dollars saved if a particular policy is put in place. But while this
assessment provides a picture of current policies in place, it does not directly link these policies
with injury mortality measures and this will be an important next step.
The process under which policy is formed and implemented and maintained over periods of time
also needs further examination in countries to give more clarity to determine when and why
policies are effective, and it may be that in the absence of rigorous evaluation studies, time trend
analyses examining injury incidence and mortality trends in relation to timing of policy
introduction within a country would better evidence to support these links.
It is also important to note that in a number of cases countries did have policies in place that
addressed the issue but those policies were not up-to-date meeting current evidence-based good
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practice standards. For example, although both Denmark and Sweden have policies relating to
water temperature in domestic settings, the standards indicate temperatures above 60° that do not
meet the current recommendation of burn prevention experts in Europe of 50°.
The comparison of CSAP data with ENHIS data was valuable in providing a degree of
confirmation of policy responses. Where disagreement occurred some of it can be explained by
the slight differences in wording between questions, and this is particularly true for speed limits,
smoke detectors and child resistant packaging. Additionally, it may be that the ENHIS project
respondents just reported whether legislation existed and not that it reflected current evidencebased good practice standards, which was how CSAP data were coded. Finally, whereas the
CSAP source was often an NGO or autonomous body working in the area of injury prevention
who although going to the appropriate Ministry source would be more likely to be aware of gaps
in implementation or enforcement, the ENHIS source was the relevant Ministry, which is likely
to give a more optimistic view either because it knows about legislation and regulations, or
assumes that there existence means they are effectively implemented. This difference comes
down to the fact that when it comes to policy and enforcement, governments have a trend to
emphasise what they have done, the public to emphasise weaknesses of government.
Limitations of the data:
These indicators suffer from the limitation of all policy (action) indicators. The semi-quantitative
definitions and difficulties of precise assessment of actual implementation / coverage of policies
and programmes introduces the potential for error. However the measures individually and
collectively provide a general measure of the national policy response to the issue of child and
adolescent injury.
While useful for the purposes of advocacy the overall grade and scores by injury sub-type need
to be interpreted with care since they are the sum of many different components. Countries with
the same overall or injury sub-type indicator scores do not necessarily have the same profile in
terms or exposure or incidence or the same level of resources to put towards the problem.
In addition, by giving each policy equal weight the assessment assumes that each policy is of
equal importance related to similar volumes or impacts of accidents. While this is probably not
the case, currently neither the data on exposure to specific injury hazards and/or studies
comparing the effectiveness of the various policies within a given area necessary to develop such
weightings are available consistently across injury areas or countries involved in the CSAP
project. Thus when examining these results it is equally important to examine the indicator
components in addition to summary scores before drawing conclusions.
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Recommendations:
-

Countries need to work to ensure evidence-based policies to support child and adolescent
safety are adopted and implemented or in the case of current policies that don’t meet current
evidence based good-practice, modify and implement.

-

International organisations such as WHO and UNICEF and the European Commission can
encourage and support national government efforts in adopting and implementing evidencebased policies to support child and adolescent safety.

-

Where appropriate the EC needs to continue to work with appropriate parties to develop EU
level policies, ensure timely publication and follow-up with countries to assess adoption and
implementation within national policy frameworks.

-

Assessment of the child safety policies should be periodically repeated to allow for
measuring of progress both within country and across the EU.

-

Action indicators should be shared with countries in the broader European region to provide
a standard way off assessing progress in child safety policies across Europe.

-

Further research analyses need to be conducted to assess whether certain policy items are
more strongly correlated with mortality indicators as this might identify items that are more
critical than others to explaining differences between countries. Alternately it might be
possible to have a consensus meeting with experts to try and rank policy items within a subarea based on existing evidence to allow the development of crude weights that might
enhance the utility of the indicators.

-

The Alliance needs to follow-up with countries that have collected these data as part of
CSAP development to assess the impact of an assessment like this on planning.

2.6
2.6.1

Availability and cost of safety devices in CSAP Countries
Purpose, rationale and methods

Purpose:
To assist countries in identifying current policy gaps as part of their situational data were
collected and a comparison was made of the availability and affordability of child and adolescent
safety devices routinely recommended to parents.
Rationale:
Practitioners routinely recommend select child and adolescent safety devices to parents and
caregivers as part of injury prevention activities and it is encouraged that this practice be
included as part of the educational response to child and adolescent injury prevention. As studies
have shown that availability and cost of these safety devices can impact on their adoption it was
felt to be important to assess these potential barriers as part of the situational analyses completed
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as part of the CSAP planning process. If countries could identify barriers at that point in the
planning process then possible solutions could be explored as part of planning.
Methods:
The BSC pilot suggested that information on availability and cost would be useful but thought
the methods used were problematic. Thus the methods used for the CSAP project were adapted
from the 18-country global comparison of child and family safety device affordability (Hendrie
at al., 2004). Information on safety device availability and average and minimum retail prices
was collected in a convenience sample of urban areas represented by country partners in the
Child Safety Action Plan Project. Like Hendrie at al. (2004) this study sought to identify a
competitive retail price for local buyers; however in addition to competitive retail price, it also
sought to identify minimum prices at which safety devices were available to try and identify a
bottom end to affordability. The organisations that collected availability and price data are
members of the European Child Safety Alliance and have expertise on child and adolescent
safety and safety devices. Data on availability and affordability were collected as part of a larger
data collection form (see Annex C) examining child and adolescent safety in participating
countries. Written instructions were provided for both availability and affordability. Availability
was assessed by checking with a minimum of 10 stores for availability of devices that met
current standards for rear facing car seats, forward facing car seats, booster seats, booster
cushions, bicycle helmets, child size personal floatation devices, stair gates and smoke alarms.
For affordability data collectors sought prices for a typical model [a mid-priced model within
store’s range] and least expensive model [lowest-priced model within store’s range] for devices
that met current standards for rear facing car seats, forward facing car seats, booster seats,
booster cushions, bicycle helmets, child size personal floatation devices, stair gates and smoke
alarms at a minimum of five different stores. Prices were converted to Euro using the current
national exchange rate (Universal Currency Converter). Average price and minimum price were
calculated by taking the average of the prices collected for each country for typical models and
least expensive models, respectively.
Affordability was calculated in factory hours of work required to generate enough income to buy
each device using the methods of Hendrie et al. (2004). This involved converting a measure of
factory wages per hour (including supplements) in US dollars into Euros and then dividing
device price by the wage amount in Euros. The wage data were extracted from published sources
(Bureau of Labour Statistics, Baltic Business News, Greek source). The rationale for using
‘hours of work’ is available in Hendrie et al. (2004).

2.6.2

Results

Availability:
The estimates of device availability varied between countries and not all items were available in
all countries (Table 2.6.1). Booster cushions were reported as not available or not sold that often
in Austria, Belgium and Czech Republic and it is likely that this represents market demand in
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these countries. Some items were reported as specialty items and only available in specialty
shops or by special order. This was the case for personal floatation devices in Belgium, Germany
and Italy, bicycle helmets in Belgium, Italy and Poland and stair gates in Czech Republic,
Hungary and Poland. In addition, some items are viewed as seasonal and therefore availability
changes over the year. This is the case for personal floatation devices, which were reported as
only available in summer in Greece and Spain. Availability of smoke alarms varied greatly
depending on the type of smoke alarm in question – in some countries the simple battery
operated versions were reported as available in 100% of stores and in others only expensive
smoke alarm systems intended for industrial were available.
Price and affordability:
Table 2.6.2 compares average prices of safety devices and provides the range of prices found in
2005 Euros. Prices varied both between and within countries. Forward facing and rear facing car
seats were the most expensive safety devices and prices on these items were highest in the
Nordic countries. Bicycle helmets and smoke alarms were the least expensive.
The affordability of safety devices in hours of factory work needed to pay for them is presented
in Table 2.6.3. While the average number of hours to purchase a rear facing or forward facing car
seat were 13,1 and 16,0 hours respectively, this ranged greatly from 4,2 in Germany to 41,9
hours in Estonia for rear facing seats and from 4,9 in Germany and Scotland to 57,4 hours in
Estonia for forward facing seats. Similarly for bicycle helmets and stair gates, the average
number of hours were 2,7 and 5,6 respectively but ranged from 1,0 in Scotland to 12,1 in Estonia
for bicycle helmets and from 1,5 in Scotland to 12,1 in Portugal and 16,4 in Hungary for stair
gates. Thus it appears that there are three tiers of affordability with items being less affordable in
southern member states than northern member states and in new member states than in southern
member states reflecting hourly wages in these three groupings. Table 2.6.4 further demonstrates
this, where rankings of wages and hours of factory work needed to buy the child and adolescent
safety devices by country show an inverse relationship between these two measures.

2.6.3

Discussion, limitations of data and recommendations

Discussion:
This is the first look at availability and cost of child safety devices in a large number of countries
in Europe. While there were exceptions, availability and affordability generally followed the
pattern from more to less available and affordable as one looked from northern Europe to
southern Europe to the new member states.
It is important for individual countries to examine availability and affordability of child safety
devices within their own borders, as this will impact families’ ability to adopt recommended
behaviour, particularly amongst lower income families. Options such as tax breaks, special tax
credits, loaner programmes and/or giveaway programmes would all assist in addressing
inequalities.
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However it is equally interesting to look at the European picture to try and understand why there
isn’t similar availability of these devices and why there are such wide patterns in cost. Given the
pattern of decreased availability in new member states, it may be that something could be done at
the EU level to address the inequalities between countries.
A missing piece that would compliment these findings would be surveys examining levels of use
of these safety devices, as it may be that there is no demand and therefore no reason for retailers
to carry them. This would require a different response on the part of injury prevention
programmes in the form of activities to increase use.
Regardless, given that most countries have activities designed to increase the proportion of
families who obtain and use the safety devices in question, the information gathered is useful
information for countries to have as they examine the current situation and develop action plans,
and essential for the development of effective programmes.
Limitations of data:
-

The information presented is based on a convenience sample of stores contacted for prices.
Further the minimum number of stores that country partners was requested to check prices at
was decreased from 20 to 10 for availability and from 10 to five for affordability following
the pilot as partners indicated the process was too time consuming. Thus the estimates
presented are likely less rigorous that they would have been had the original minimum
number of stores been checked.

-

As a result of the BSC pilot we spent more time piloting and checking that the partners
collecting the data understood the instructions. Despite this, there may have been differences
in how the information was collected that may have introduced biases that are not
immediately evident. It would be good to do a test to check reliability of methods and one
possibility would be to send two people into the same store to do the same task and compare
results.

-

The price data on smoke detectors is likely less reliable than other issues as there was some
confusion in stores as there are both inexpensive battery operated or hard wired units in
addition to expensive complex hard wired packages and prices are very different for these
items.

Recommendations:
- Countries should take into account availability and cost of child safety products regularly
recommended to families when assessing gaps in current programming and developing new
programmes.
-

Simple surveys such as this one could be used to assess the impact of national, regional or
local efforts to increase availability of safety products
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-

Studies of safety product use, and preferably observational studies rather than self-report,
would compliment these data
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Table 2.6.1

Availability of safety devices (% stores checked who carry items), 18 countries, 2006
Bicycle helmet

Personal
floatation
device*

Stair gate

Smoke
alarm

100
40
60
60
10
100
100
100
100
71

100
80
80
80
60
100
100
100
100
89

60
55
60
15
40
100
100
100
60
66

80
80
100
60
100
100
100
100
100
91

80
100
80
70
100
100
100
100
80
90

60
100
100
85
100
89

20
0
80
95
100
59

100
100
100
55
100
91

40
100
100
50
100
78

60
80
40
65
100
69

40
10
0
55
0
21

92
40
76
83
73

75
40
44
33
48

0
33
54
50
34

100
44
71
17
58

58
38
50
0
36

17
29
26
40
28

0
31
43
33
27

89

80

61

83

63

71

57

Rear facing
car seat

Forward
facing
car seat

Northern European
Austria
Belgium
Denmark
Germany
Netherlands
N. Ireland
Norway
Scotland
Sweden
N. Europe mean

100
100
90
60
100
100
100
100
100
94

Southern European
France
Greece
Italy
Portugal
Spain
S. Europe mean

Booster seat

Booster
cushion

100
93
100
60
100
100
100
100
100
95

100
87
70
50
100
100
100
100
100
90

60
100
100
85
100
89

80
100
100
80
100
92

New member states
Czech
Estonia
Hungary
Poland
New MS mean

92
47
27
83
62

Overall mean

86

* Seasonal item – availability indicated is only for summer in Spain and Greece
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Table 2.6.2 Average prices of safety devices in Euros, 18 countries, 2006
Average price (Euro)
Rear facing
car seat

Forward facing
car seat

Booster seat

Booster
Cushion

Bicycle helmet

Northern Europe
Austria
Belgium
Denmark
Germany
Netherlands
N. Ireland
Norway
Scotland
Sweden
N. Europe mean

100
141
129
105
106
140
330
85
243
160

119
194
212
121
104
156
318
94
298
180

114
149
142
138
63
114
186
51
109
119

25
37
48
26
20
22
52
20
28
31

42
39
32
33
22
26
45
20
26
32

Southern Europe
France
Greece
Italy
Portugal
Spain
S. Europe mean

234
71
86
138
163
139

212
82
116
218
126
151

66
31
76
130
N/A
76

35
N/A
26
31
N/A
31

New member states
Czech
Estonia
Hungary
Poland
New MS mean

121
106
122
56
101

164
145
156
43
127

22
115
34
79
62

Overall mean

138

160

95

Personal
floatation
device

Stair gate

Smoke
alarm

50
37
51
97
44
50
83
32
39
54

64
61
53
59
42
49
47
29
54
51

28
24
27
13
19
28
40
18
17
24

68
15
19
20
40
32

57
140
44
43
52
67

82
25
51
67
86
62

41
28
N/A
56
N/A
42

N/A
26
23
15
21

16
31
21
12
20

30
32
35
N/A
32

54
41
75
23
48

35
12
61
13
30

29

29

54

53

27

N/A, not available
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TABLE 2.6.3 Hourly factory wage in 2005 in Euros and factory hours of work needed to pay for safety devices, 18 countries, 2006
Factory hours of work needed to pay for safety devices
Hourly
wage

Rear facing car
seat

Forward
facing car seat

Booster seat

Bicycle helmet

Personal
floatation
device

Stair gate

Smoke
alarm

Northern Europe
Austria
Belgium
Denmark
Germany
Netherlands
N. Ireland
Norway
Scotland
Sweden
N. Europe mean

22,06
23,09
26,60
24,75
19,24
23,85
29,35
19,24
21,54
23,30

4,5
6,1
4,8
4,2
5,5
5,9
11,3
4,4
11,3
6,5

5,4
8,4
8,0
4,9
5,4
6,6
10,8
4,9
13,8
7,6

5,1
6,5
5,3
5,6
3,3
4,8
6,3
2,7
5,1
5,0

1,9
1,7
1,2
1,3
1,1
1,1
1,5
1,0
1,2
1,3

2,2
1,6
1,9
3,9
2,3
2,1
2,8
1,7
1,8
2,3

2,9
2,6
2,0
2,4
2,2
2,0
1,6
1,5
2,5
2,2

1,3
1,1
1,0
0,5
1,0
1,2
1,4
0,9
0,8
1,0

Southern Europe
France
Greece
Italy
Portugal
Spain
S. Europe mean

18,47
5,00
15,78
5,50
13,33
10,62

12,7
14,2
5,5
25,1
12,3
13,9

11,5
16,4
7,3
39,7
9,5
17,0

3,6
6,2
4,8
23,7
N/A
16,3

3,7
3,0
1,2
3,6
3,0
2,9

3,1
28,0
2,8
7,8
3,9
4,4

4,4
5,0
3,2
12,1
6,5
6,6

2,2
5,7
N/A
10,1
N/A
6,2

4,58
3,38
4,55
3,40
3,98

26,4
41,9
26,9
16,5
27,9

35,8
57,4
34,3
12,6
35,0

4,8
45,6
7,5
23,1
20,3

3,5
12,1
4,7
3,4
5,9

6,6
12,6
7,6
N/A
8,9

11,8
16,1
16,4
6,8
12,8

7,7
4,7
13,5
3,8
7,4

15,76

13,3

16,3

9,1

2,8

5,2

5,7

3,2

New member states
Czech
Estonia
Hungary
Poland
New MS mean
Overall mean
N/A, not available
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Table 2.6.4 Rank order of wages per hour of factory work and of hours of work needed to pay for safety devices, 18 countries,
2006
Rank order of factory hours of work needed to pay for safety devices

Bicycle helmet

Personal
floatation
device

Stair gate

Smoke
alarm

5
9
6
7
2
4
8
1
5

7
6
3
4
2
2
5
1
3

6
1
4
10
5
7
8
2
3

8
7
3
5
3
4
2
1
6

7
5
4
1
6
4
8
3
2

9
12
4
15
7

3
N/A
4
12
N/A

12
8
3
11
8

9
15
8
13
10

10
11
9
15
12

9
12
N/A
14
N/A

14
16
13
10

4
13
10
11

10
14
13
9

11
14
12
N/A

14
16
17
13

13
11
15
10

Rank order of
hourly wage

Rear facing
car seat

Forward facing
car seat

Booster seat

Northern Europe
Austria
Belgium
Denmark
Germany
Netherlands
N. Ireland
Norway
Scotland
Sweden

6
5
2
3
4
8
1
8
7

2
7
4
1
6
5
8
3
8

2
6
5
1
3
2
8
1
11

Southern Europe
France
Greece
Italy
Portugal
Spain

9
13
10
12
11

10
11
4
13
9

New member states
Czech
Estonia
Hungary
Poland

14
17
15
16

14
16
15
12

Wages ranked from highest to lowest, hours of factory work from lowest to highest. Equal ranks represent ties.
N/A, not available
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2.7
2.7.1

Leadership, infrastructure and capacity for Child and
adolescent Safety in CSAP Countries
Purpose, rationale and methods

Purpose:
The purpose of the Leadership, Infrastructure and Capacity (LIC) assessment was three-fold:
1) To develop standardised measures and data collection tools to examine national
leadership, infrastructure and capacity to support child and adolescent safety in the
European Union and European Economic Area as part of the information necessary to
support informed national planning processes.
2) To establish a baseline of these measures nationally in the 18 countries participating in
the strategic action planning initiative that would inform their planning and provide
measures against which to assess progress and
3) At a European level to provide an overview of current commitment and resources for
child and adolescent injury in the EU/EEA.
Rationale:
Leadership, infrastructure and capacity are seen as important to supporting child and adolescent
safety prevention and promotion efforts at a national level and while they have not been
extensively documented in the area of child and adolescent injury, they have been well used in
other areas including the business world and community development, and are acknowledged as
prerequisite operational foundations for effective strategic planning and implementation
(Vincenten et al., 2003).
Leadership: Demonstrated national leadership, infrastructure and capacity were seen as
important mini-markers towards reducing child and adolescent injury. Commitment of
top political leaders is critical to ensuring establishment of injury as a priority issue and
the allocation of requisite resources. National leadership is important to sustaining initial
efforts and achieving successful partnerships and service delivery at regional and local
levels. Examples of leadership measures examined include existence of government
support, policy addressing the child and adolescent injury issue, funding for prevention
activities including networking and capacity building.
Infrastructure: Basic tools like adequate data to describe the issue and organisations
with a clear mandate to support prevention efforts are necessary to ensure effective use of
scarce resources. The creation of infrastructure will also require concerted capacity
building efforts to ensure the expertise to analyse and report data in useful formats for
decision making. Examples of infrastructure measures examined include existence of
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organisations coordinating data and information systems, availability of data, existing
data systems, regular reporting, etc.
Capacity: A knowledgeable and connected group of stakeholders are necessary to carry
out effective planning, implementation and evaluation of prevention strategies, to ensure
exchange of knowledge on what works and coordinated efforts between national, regional
and local levels. Capacity was defined as the development, fostering and support of
resources and relationships at individual, organisational, inter-organisational and systems
levels. This included activities designed to increase the ability and skills of individuals,
groups, and organisations to plan, undertake, and manage initiatives. Examples of
capacity measures examined included capacity building initiatives for stakeholders in the
field and supports such as directories, networks, etc.
Methods:
An English language computer-based survey tool measuring aspects of leadership, infrastructure
and capacity related to child and adolescent safety was developed by the Programme Manager
with input from the Programme Leader. Items for the tool stemmed from two sources:
-

Preliminary development and pilot work done as part of the previously mentioned
BSC Project (Vincenten et al. 2003) addressing methods for national reporting and
comparing of child and adolescent injuries in a broader context of mortality and
morbidity that looked at using a combination of quantitative and qualitative data to
describe a more complete picture of what may be happening in countries regarding
child and adolescent safety.

-

The European Violence and Injury Prevention Capacity Survey, which was developed
by the WHO and was being conducted by the WHO – European Office around the
same time to assess national capacity in all ages violence and injury prevention. In
order to make information as comparable as possible while still ensuring child
specific questions, wording of several questions from the initial draft of the LIC were
reworded to be more consistent with the WHO tool.

The draft tool contained 26 items: 11 dealing with leadership, nine with infrastructure and six
with capacity. Once drafted the tool was reviewed by both the CSAP Expert Advisory Group and
an external group of international experts before being piloted in three countries: Austria, Italy
and Portugal. The tool was revised and then a final review of the tool was done with the CSAP
Country Coordinators who would coordinate data collection to respond to any questions
regarding the questions. Data collection proceeded in the remaining 15 countries, with the pilot
countries providing additional information for items added and/or clarified after the pilot.
Although the CSAP Country Coordinators in each country coordinated the data collection,
completion of the forms required research and contact with other individuals and organisations.
Data collection took place over an 11-month period, with the majority of countries completing
the assessment within 4 months. A copy of the assessment form is included as Annex D.
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Results were downloaded to Excel and reviewed for completeness before descriptive summary
tables were created. Where there was missing information or questions the country partner was
contacted. Ratings out of five stars for each of the area (leadership, infrastructure and capacity)
were then calculated by multiplying the composite score for each area (sum of allotted points (J
= 2, K = 1, L = 0) for all questions in the sub-area with no weighting of items, divided by total
possible points for that sub-area) by five and rounded off to the nearest half star. The three subscorers for leadership, infrastructure and capacity were also added to the scores for the injury
specific sub-scores to create the overall safety grade. Weighting of individual items and sub-area
scores was not done as this would require studies comparing the effectiveness of the various
leadership, infrastructure and capacity items. Country partners reviewed and commented on their
scores and in some cases additional information was sought to clarify questions before scores
were finalised.

2.7.2

Results

Results were received from all 18 participating countries and one observer country. The results
presented here represent the 18 official partners of the project. Overall the responses indicate that
the commitment and resources for the child and adolescent injury issue are not commensurate
with the magnitude of the issue.
Leadership:
Results for Leadership are summarised in Table 2.7.1
-

Fifteen countries indicated that injury prevention has been identified as a national priority by
the government (defined as injury being listed as a priority issue within a government
document or health plan).

-

Only seven countries indicated that a government led national injury prevention strategy
exists and only three of those have child and adolescent specific targets. Ten others indicted
they were in progress of developing a national strategy, but for the most part these related to
participation in the CSAP project.

-

Only six countries reported having a lead government department/ministry that is responsible
for national coordination of child and adolescent safety activities and one other, France,
reported that two ministries share this responsibility. All 18 countries indicated that they had
government departments/ministries with some responsibility for child and adolescent safety
activities. However only eight indicated that a specific focal point had been identified for
child safety within each of the departments/ministries involved in the issue.

-

Nine countries indicated that government departments have a dedicated budget for the
development/support of national prevention programmes related to child and adolescent
safety.
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-

Six countries have dedicated funding for a coordinating network/organisation.

-

Only four countries reported dedicated funding for either a national steering group/task force
to address national child and adolescent safety or research

-

Only five reported dedicated funding for capacity building related to child and adolescent
safety.

Infrastructure:
-

Over half of the countries (11) indicate the existence of an organisation whose mandate
specifically includes coordinating injury data and producing reports to support action and
seven of those reported producing a regular report that includes injury deaths in children and
adolescents. However all but two indicated that a report that included that information on
child and adolescent deaths, including injury deaths, is available on a regular basis.

-

Fifteen countries have had a national report on child and adolescent injury, but these vary
greatly in content and scope. Only six indicated they had published a burden of injury report
that included children and adolescents, however these reports most often express injury
burden in strict terms of mortality. Others that included additional measures of burden did
not present data separately for children and adolescents. Only four of the countries currently
have all of the information necessary to do a burden report specifically on children and
adolescents without using estimates of disability from the Global Burden of Disease Study.

-

Over half (10) reported studies done in their countries to explore risks and determinants of
child injury.

-

All countries have population-based fatality data, but access, availability, coding and
coverage of hospitalisation and emergency department data varies greatly by country.

Capacity:
-

All countries except Belgium and Poland indicate the existence of national capacity building
initiatives for those working in the area of injury prevention that are either specific to child
and adolescent injury prevention or include child and adolescent injury prevention content.
However these vary greatly in target group and content and only one of two countries
reported attempts to comprehensively address basic levels of knowledge in key groups of
child and adolescent injury stakeholders.

-

Fifteen countries report one or more organisations whose mandate includes distributing
information on best practice and/or facilitating or encouraging uptake of best practice in the
area of injury prevention or safety promotion.

-

Only five reported the existence of a national network to facilitate exchange of information
on injury prevention for children and adolescents and only three reported having either a
directory of practitioners and/or researchers focussing on child and adolescent injury
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prevention that would allow practitioners from public health and other sectors relevant to
injury prevention to locate one another to exchange experience and knowledge.
-

Almost all of the countries (15) report hosting a regional meeting or conference in the past
three years that contained some content on child and adolescent injury. Some of these were
specific to child and adolescent injury, but most were broader events where child and
adolescent injury was included as one of many issue areas covered.
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Comparison of leadership to support child and adolescent safety in 18 CSAP countries to July 200622

Czech

Table 2.7.1

Belgium

LIC Tables

Austria

2.7.3

Country has a leading government
department / ministry that is responsible
for national coordination of child safety
activities

L L J L L K J L L L J J K J L L L J

A specific contact or focal point been
identified for child safety for each of the
departments / ministries involved in child
safety (e.g., individual identified as
contact point for child safety in each of
the departments of health, traffic,
education, etc.)

L L J J L J J L J J L J L L L L J L

Injury prevention been identified as a
national priority by the government (e.g.,
is it listed as a priority issue within a
government document or health plan)

J J J J L J J L J J J J J J J J J L

Country has a government led national
injury prevention strategy with specific
targets relating to child safety

J K K K L K L L K K J J K L K K L L

Government department(s) have a
dedicated budget for the
development/support of national
prevention programmes related to child
safety

L K K L L J J L K J J J J L L L L L

22

For the purpose of this project Scotland and Northern Ireland were considered as separate states

126

Sweden

Spain

Scotland

Portugal

Poland

Norway

N. Ireland

Netherlands

Italy

Hungary

Greece

Germany

France

Estonia

Denmark

Czech

Belgium

Austria

Government department(s) have a
dedicated budget for the
development/support of research related
to child safety

L L J J L L L L K L J L L L L L L L

Government department(s) have a
dedicated budget for the
development/support of capacity building
related to child safety

L L K L L J J L L L J J L L L L L J

Government department(s) have a
dedicated budget for the
development/support of a national
steering group / task force to address
national child safety

L L L L J L L L L L J J L L L L L J

Government department(s) have a
dedicated budget for the
development/support of a network /
organisation to coordinate national child
safety activities

L L L J L L J L L L J J L L L J L J

Country has an organisation that is
responsible for national coordination of
child safety activities

L L L K L L J L L K J J L L J L L J

Score (out of possible 5 stars)

1

1

3

2.5

0.5

2.5

3.5

0

2

2

4.5

4.5

2

1

1.5

1.5

1

2.5
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Comparison of infrastructure to support child and adolescent safety in 18 CSAP countries to July 200623

Austria

Table 2.7.2

Country has an organisation (e.g.,
government department, NGO or other
agency) whose mandate specifically
includes coordinating injury data and
producing reports to support action

J L J J L J L J L J J J J K J J L J

An annual or biannual report that
includes minimum information on all child
injury deaths is regularly produced

J K J J J J J J J J J J J J J J L J

Studies have been conducted to explore
links between the risk of child injury
death with the social and economic
circumstances of the family, rural/urban
residence or any other factors (e.g.,
teenage parenthood or drug and alcohol
use)

L L J J L L J J J J L L L J L J J J

Country has published a burden of injury
report that includes data on children

J L L J J L L L L L J L J J L L L J

Country has necessary data to perform
an analysis of the burden of child injury
(e.g., mortality data, estimates of duration
of disability, etc.)

K L J J L L J L L L K L K K L L L K

Data for children’s (0-17 years) accidents
and injuries are reasonably available at
the national level (e.g., mortality and
morbidity data)

J J J J K K K J J K J J J J J L L J

Score (out of possible 5 stars)

23

4

1.5

4

5

2

2

3

3.5

2.5

3

4

2.5

4

3.5

2.5

2.5

1

4.5

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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Comparison of capacity building to support child and adolescent safety in 18 CSAP countries to July 200624

Austria

Table 2.7.3

Country has one or more organisations
(e.g., government department, NGO or
other agency) whose mandate includes
distributing information on best practice
and/or facilitating or encouraging uptake
of good practice in the area of injury
prevention or safety promotion

J L J J J J J J J J J J J L J J L J

Country has a network/structure or
healthcare system that can facilitate
accident prevention education for
expectant parents and / or parents of
children 0-4 years old and uses it for that
purpose

J J J J J L J L J J J J J J K J L J

Country has national capacity building
initiatives for those working in the area of
injury prevention that are either specific
to injury prevention or include injury
prevention content

J L J J J J J J J J J J J L J J J J

Country has a network for child injury
prevention practitioners and researchers

L L L J L J J L L L L J L L L J L L

Country hosts (or it has hosted in the
past) a national conference or regional
meeting on child injury prevention or a
national conference where child injury is
part of a larger agenda

J L J J L J J J J J J J J J J J L J

Score (out of possible 5 stars)

24

4

1

4

5

3

4

5

3

4

4

4

5

4

2

3.5

5

1

4

For the purpose of this project Scotland and Northern Ireland were considered as separate states
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2.7.4

Discussion, limitations and recommendations

Discussion:
The information generated by the LIC assessment provides a baseline of where CSAP countries
are starting from and a means to evaluate progress on a strategic and action planning process.
The measures examined will also allow a means of measuring and monitoring progress as
countries move from planning to implementation. In fact it has been noted since the assessments
were completed that there have already been changes in some of the measures as a direct result
of the project. For example, focal points have been identified in government ministries, several
child safety networks have been formed, national or regional meetings on child and adolescent
injury have been held and several countries have produced reports on child injury.
All of the Country Coordinators found it an informative and learning process to assess (and in
some cases re-assess) the commitment and resources being put toward the issue of child and
adolescent safety in their countries through the LIC. The LIC assessment was viewed as useful
and is being used at almost every stage of the development process. Country partners reported
that the process of collecting the information assisted them in assessing current government
support and in identifying potential national partners to involve in the process. They also
reported that the information was critical for the situational analyses. The information also
provided a picture of current commitment and resources for child and adolescent injury at the
national level vital to informing the development of a vision statement, critical issues, goals &
objectives, action steps and the longer term process of gaining endorsement of the plans at the
level of government departments and the states themselves and several CSAPs include specific
actions to enhance leadership, infrastructure and/or capacity.
The information from the LIC is included as part of the CSAP country report cards that will be
released in November 2007 as an advocacy tool to encourage further progress through the
planning process towards implementation. At the European level, the results of the LIC provide a
partial overview of current commitment and resources for child and adolescent injury in the
European Union that is serving to inform the European Child Safety Alliance’s strategic
planning for child and adolescent safety for the future. The information has been used to report
back to governments and larger European processes.
Overall the responses indicate that the commitment and resources for the child and adolescent
injury issue are not commensurate with the magnitude of the issue. It is hoped that the increased
awareness that the CSAP project and CEHAPE process are producing will result in increased
investment in all three of these areas as leadership, infrastructure and capacity are all necessary
to support policy and programming.
Limitations:
-

As a first attempt to measure the concepts of leadership, infrastructure and capacity as they
relate to national child safety it may be that coverage was not as comprehensive as it could
have been, but it is hoped that future evaluation of the CSAP process will provide additional
information regarding other measures of these concepts that may be important to address.
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-

The analysis of results has brought to light problems with interpretation of a few of the
questions in the assessment form that could be improved upon in subsequent versions.

-

The responses are as reported by Country Partners so there is the chance that there was
variable reporting. However this is the first time to our knowledge that this type of
information has been used to establish a baseline for monitoring of an international level
project in the area of public health in Europe, and certainly the first time it has been focussed
on child and adolescent safety promotion, and as such it represents an important step that can
be built upon with additional and/or more refined measures as we evaluate examine country
progress and the ability of these initial measures to reflect progress.

Recommendations:
-

Countries should consider issues relating to leadership, infrastructure and capacity when
developing national action plans and build specific actions to strengthen them into plans to
ensure the necessary leadership, infrastructure and/or capacity are available for
implementation of injury specific goals and objectives.

-

International organisations such as WHO and UNICEF and the European Commission can
encourage and support national government efforts in building leadership, infrastructure and
capacity to support child and adolescent safety. Examples of this include WHO’s Teach VIP
and recent recommendations by the European Commission calling for improved data systems
to support injury prevention.

-

Assessment of the leadership, infrastructure and capacity should be periodically repeated to
allow for measuring of progress both within country and across the EU.

-

Leadership, infrastructure and capacity indicators should be shared with countries in the
broader European region to provide a standard way of assessing progress in child safety
policies across Europe.

-

Similar to action indicators, further research analyses need to be conducted to assess whether
certain leadership, infrastructure or capacity policy items are more strongly correlated with
mortality indicators as this might identify items that are more critical than others to
explaining differences between countries. Alternately it might be possible to have a
consensus meeting with experts to try and rank policy items within a sub-area based on
existing evidence to allow the development of crude weights that might enhance the utility of
the indicators.

-

The Alliance needs to follow-up with countries that have collected these data as part of
CSAP development to assess the impact of an assessment like this on planning.

-

It would facilitate communication greatly if governments would assign a focal point from
each department/ministry involved in child safety
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2.8

Communicating indicator results using CSAP Country Report
Cards and Country Profiles

The concept of a child safety report card (something modelled on the Greenpeace or World
Watch Environmental Report Cards) was one of the future products envisioned in the BSC
Project. The CSAP project provides a larger number of countries to allow comparisons than the
BSC Project did and thus a greater media advocacy opportunity. Thus while the indicator results
are useful to country partners as part of the assessment stage of planning, the assessment of
policies to support child safety also presented a strong advocacy opportunity.
A concept for a Child Safety Report Card and a supporting profile containing contextual
information to support interpretation of the Child Safety Report Card were developed and
reviewed by the CSAP Expert Advisory Group and several other experts in the area of policy
advocacy. Content was revised and finalised. A Report Card and Profile were developed for each
of the 18 participating countries that had completed all assessment tools. Country partners
reviewed drafts before content was finalised. Final drafts of the 18 report cards and profiles are
included as Annex E and final copies of the final printed documents will be sent to the
Commission following the official launch in November 2007.
The Project Secretariat had initially anticipated releasing the documents at the CEHAPE report
back meeting in Vienna in June 2007, however as the event got closer it became evident that this
would not be an ideal time. On the advice of the Expert Group the Project Leader and Project
Manager met with the UNICEF Innocenti Research Centre in Florence, Italy who have
successfully launched several report card type documents in the past. The communications team
at the Centre agreed to assist the Alliance in developing a stronger communications strategy
specifically for the Report Cards but indicated they would need 3-4 months lead-time. CSAP
country coordinators have been consulted regarding ideas for the launch and the fall increased
the likelihood that some of them would have endorsement of their CSAPs so the launch could be
used as an ‘issue’ – ‘response’ opportunity; a second group saw the launch as an opportunity to
further encourage government to endorse a CSAP which would help address the gaps
demonstrated in the report card and a third group who have been unable to engage government
see the Report Card launch as more argument for the need for a CSAP.
After careful discussions it was decided to move the launch of the report cards to late autumn to
coincide with to the international day of the child, which celebrates the day of the signing of the
United Nations Charter on the Rights of the Child. Ensuring safety is inherent in ensuring
children’s rights and the Rights of the Child approach provides a broader umbrella for all other
commitments that the national CSAPs contribute towards (e.g. CEHAPE, Millenium
Development Goals, WHO Resolution on Injury Prevention, WHO Resolution on Child and
Adolescent Health and European Commission Recommendation on Injury Prevention).
The plan is to do a European launch with parallel national launches for country partners. The
target for the launch is politicians and decision makers who can influence policy decisions. The
proposed key messages for the launch are 1) injuries are the leading cause of death in children
and youth; 2) there are known effective policies that can greatly decrease the number of child
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and adolescent deaths; 3) no country is currently getting top marks for their policy response to
the issue of child and adolescent injury. A draft communications strategy for the launch is
included as Annex F.
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Section 3. Feasibility study of national or European burden
of child injury study
3.1

Purpose, rationale and methods

Purpose:
The feasibility study was designed to provide (i) a proposal for a general methodology and
guidelines to be followed in designing a national level burden of injury study in children and
youth set in the context of the EU 25 plus Norway; (ii) an inventory of accessible information on
fatal and non-fatal injuries in these countries to identify gaps in information and define the
capacity of countries to perform varying levels of burden of injury studies and (iii) an assessment
of the relative importance of socioeconomic factors in determining injury risk in children and
adolescents and the application of the risk estimates from some selected European countries
across the EU 25 and children and adolescents in the CEE.
Rationale:
According to the most recent World Heath Organisation estimates for the European region in
2002, injuries are the leading cause of death among children aged 1–14 years, accounting for
36% of all deaths. Some 28 000 children under 15 years of age die each year as a result of injury,
an average of about 76 deaths per day. There are also clear socioeconomic gradients in risk of
injury with some groups of children and adolescents experiencing much higher rates than others.
This emphasizes the need for a clear understanding of the distribution, severity and impact of
injuries on child and adolescent populations at a national level. The best decisions will be made
using accurate useful information and one of the challenges facing countries trying to prevent
injuries is an information gap regarding the actual burden these events place on their society.
Measuring the burden of injuries to children and adolescents and understanding the relative
impact of the different types of injuries will allow better decisions to be made as to where to
focus activities and allocate budget. It will also allow monitoring of progress and evaluation of
strategies put in place. A national burden of injury study focusing on children and adolescents is
a tool that will allow decision makers to truly quantify the impact of both fatal and non-fatal
injuries to children and adolescents in their own country, to prioritize interventions, and to
monitor critical outcomes after the implementation.
To date there have been no national burden of injury studies focusing specifically on children
and adolescents performed in the EU25 including Norway. A number of countries including
Denmark, Austria, Sweden, Scotland, Norway, Netherlands, Hungary and France have published
reports or have data available online on injuries specifically addressing children and adolescents.
However these reports most often express injury burden in strict terms of mortality and some
with incidence. Specific burden metrics such as Disability Adjusted Life Years (DALYS),
Potential Years of Life Lost (PYLL), injury severity measures (e.g. Abbreviated Injury Scale) are
rarely reported. On a global scale, burden of disease and injury studies have been performed in
several countries including New Zealand, Australia and the US. These studies however have
been performed on whole populations without a specific focus on children and adolescents
and/or injuries.
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The initial intent within the CSAP project had been to carry out a child burden of injury study,
however early discussions suggested this the necessary data to do a country-level analyses were
likely not available, let alone something at the EU level. However as carrying out a burden of
injury study at a national level is a complex and time consuming task and the process can be
streamlined if all the needed data elements at the national level are available before embarking
upon the study it was decided that an essential and useful first step would be an in-depth analysis
of individual country capacity for carrying out a burden of injury study in children and youth.
The feasibility study and resulting report were designed to aid government policymakers,
researchers, international organisations and non-governmental organisations to better understand
the elements necessary and available to carry out a burden of injury study at the national level in
25 countries of the European Union plus Norway. The study was carried out by the University of
Udine under the guidance of the Alliance in partnership with WHO-Europe.
Methods:
The first step was to develop a simple framework methodology that can be used by countries to
carry out a burden of injury study. A literature review and environmental scan were conducted to
identify the most important data and information elements needed for a burden of injury study
and a framework was developed.
Next an assessment of country capacity was conducted through an inventory of the inventory of
existing data collection systems in the EU 25 plus Norway. A preliminary listing of data systems
that collect information on injuries in the EU25 plus Norway was obtained through review of
previous inventories and the results of questions in the CSAP Leadership Infrastructure and
Capacity Assessment. Contact was then made with country partners in the CSAP project and/or
WHO injury focal points in the countries for contact information on the systems identified. The
preliminary listing of data collection systems was then updated as information was received from
contacts. A survey tool was designed as adapted from a similar inventory carried out on national
systems in the US in 1994. A cover letter explaining the purpose of the inventory and asking for
cooperation in completing the survey and submitting any relevant information was sent by email
to all contacts. After a period of about 2-3 weeks, email reminders were sent to those contact
persons who had not yet submitted a completed survey. Telephone follow-up was also necessary
in some cases when email follow up was not successful. An initial draft of this report was
distributed to all countries that responded to the initial survey in July 2006 with the preliminary
results of the first survey including the executive summary of the report. Countries were asked to
make comments or corrections to the information if necessary. It is important to note that not all
countries responded to our requests for information after several attempts. Therefore, for some
countries no narrative and/or data collection system information is available or some countries
may not have all data systems included. Information on the data systems available in each
country (even those for which we have no information) is available upon request.
Data systems were included in this inventory if they obtained information on injury events or
injury-related data and if they were an ongoing or continuous surveillance system or a
periodically conducted survey. Systems that were no longer in operation were also included if
the latest available data was within the last 5 years. All countries were asked for information on
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hospital attendance and mortality as minimum datasets. The inventory was conducted during the
winter and early spring of 2005/2006. A ranking scale was developed to rate country readiness
for carrying out the burden of injury and finally a methodology for analysing the socioeconomic
risk gradient based on information from 2 European countries, the UK and Sweden, was
proposed. Following the completion of the study discussions occurred as to how best to
communicate the overall and country specific results and what the logical next steps would be. It
was decided to use the technical report as the main document and to design country specific
‘readiness assessments’ that summarised the findings and made recommendations to decision
makers as to improvements to existing data collection systems that would allow burden studies to
be carried out in the future.
Concurrent with the inventory a review of European literature on socioeconomic factors and
child and adolescent injuries was conducted. As the scientific publications that regard children
and adolescents specifically are fewer, especially those with estimates of the association between
the risk of injury and particular socioeconomic factors, the review focussed on two countries, the
United Kingdom and Sweden, where some linkage is possible between injury data and
socioeconomic information. Studies in these countries have contributed to the majority of the
literature on socio-economic factors and child and adolescent injuries. The search focussed on
the main results of studies performed in the UK and Sweden and published in the last 10 years,
assessing the effect of socio-economic factors on the incidence of injuries or on mortality from
injuries. For the literature review, the Medline (Pubmed) database was searched. The following
terms were used: child*, injury*, accident*, social, socio-demographic, socioeconomic.
Additional studies were identified through hand searching of reference lists in articles identified
in the literature search. The results were based on studies published between 1995 and 2006,
reporting odds ratios (OR), relative risks (RR), incidence rate ratios (IRR), or values of risk or
incidence among the exposed and among the unexposed.

3.2

Summary of results

While a summary of the results follows below, the complete report of the Feasibility study is
available as Annex H.
General methodology and guidelines:
The framework methodology for conducting a burden of injury study for children and
adolescents is outlined in Figure 2.3.1. The data necessary to conduct a burden of injury study
are straightforward. Two measures are calculated and combined to give an overall measure of
burden – years of life lost to injury death (YLL) and years of life lost to injury disability (YLD).
The simplest component to calculate is YLL, which combines death counts from injuries with
life expectancy. To calculate life lost to injury death one needs a count of injury deaths, age at
death, external cause of the death (e.g. motor vehicle crash, drowning) and life expectancy. This
information most often comes from national vital registration systems and though often these
systems contain information at a national level, the quality of the coding for injuries is highly
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variable between countries. Life expectancies are standard calculations available in all European
countries and therefore are not limiting factors in the calculations of DALYs.

Figure 3.2.1 Flow chart for performing national burden of injury studies for children and
adolescents
Collect hospital admission and
emergency room data data1:
- sex
- age
- injury cause
- injury nature
- severity of disability
- treatment proportion
- duration of disability
- SES

Collect mortality data1
(by: sex
age
injury cause
SES)
If hospital admission and
emergency room data not
available, estimate YLD
by multiplying local YLL
by YLD-to-YLL ratios of
relevant region from GBD

Calculate YLL by sex,
age, injury cause, (SES)

Note: check for double counts

Calculate YLD by sex,
age, injury cause, (SES)

Add YLL and YLD by sex, age,
injury cause, (SES), to obtain DALYs

1

Items in bold are necessary; items in italics are desirable for valid estimates of the burden of injury but if
they are not available data from other studies they can be used to obtain approximate estimates (see
Chapters 3 and 4) after checking for assumptions.
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YLD is the second component that must be calculated. It incorporates data elements of disability
in order to give an estimate of the quantity of life spent in disability. In contrast to YLL, YLD is
a complex term requiring three data components not always readily available: injury incidence (a
count of non-fatal injuries preferably coded by external cause of injury (e.g., scald, bicycle crash)
and the nature of the injury (e.g., head injury, broken leg), duration of disability and a weight
factor indicating the severity of disability (disability weight).
Ideally incidence data is obtainable at a national level and over a continuous period of time. The
duration of disability is also ideally obtainable at a national level and specifically calculated for
children and adolescents. It is ideal if local estimates for disability weights, treatment proportion
and duration are available or can be accurately developed, as the results of the burden of injury
study will likely be more valid. However, estimates for disability weights, treatment proportion,
and duration from other studies (e.g. the GBD Study) can be used if local estimates cannot be
produced. If one decides to use estimates from other studies, one must either validate those
estimates for local use, or be aware of the assumptions being made. For example, adapting
estimates from other studies to a study of burden of injury among children and adolescents
implies assuming that disability duration of a certain disease remains the same regardless of the
age of the injured person. It is certainly true for certain conditions, i.e. amputations (they are
lifelong, regardless of age), but it may not be true for other conditions, such as fractures, that
could determine a longer disability in some age groups (e.g., the elderly) than in others. For this
reason, it would be important to assess the duration of disability specifically among children and
adolescents, perhaps investigating alternative sources of information, such as school, sports
teams and paediatric records. Similarly, using disability weights from other studies, e.g. the
GBD, would assume that the value given to certain disabling conditions is the same for children
and adolescents as for adults. Therefore, ideally, disability weights should be developed for
specific use studies on children and adolescents. Given the complexity of the process of
developing a set of disability weights, this would be hardly feasible, though it would be an
interesting experiment to explore how groups of children and young adults would value
disabilities.
Unfortunately most countries lack the resources and/or skills to develop local disability
measures. Therefore most burden of injury studies have relied on the disability weights
developed through consensus projects in Europe and internationally. Since these disability
weights have been developed through consensus of several European countries, they can be
considered valid measures. However, in certain countries, namely those of the Newly
Independent states in Eastern Europe, differences in cultural practices and perceptions may be
significant enough to change the values associated with health and disability to a degree that
affects validity of using these estimates in these countries. For these reasons, it may be more
appropriate to concentrate on developing local weights in these countries where feasible.
Once data are secured YLD and YLD should be calculated using standard formulas along with
sensitivity analyses, based on different choices of discounting, disability weights, durations, etc.,
to give an idea of the degree of influence of the various assumptions made on the results. In
addition to overall results, it is desirable to show results at a high level of dis-aggregation,
illustrating the burden of injury by sex and age category, and by injury cause. For example, a
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breakdown of motor vehicle accidents into subtypes (pedestrian, bicycle, moped, car occupant,
etc.) would be extremely useful for prevention purposes. Similarly, a breakdown of certain types
of injuries by location (e.g. home, school, farm, sports area, etc.) would help prevention efforts.
Information on motor vehicle accident subtype is available in both ICD-9 codes (fourth digit)
and ICD-10 codes (specific 3-digit V codes); information on accident location is only available
in ICD-10 codes (fourth digit).
Finally, it would be of interest to present burden of injury data by subgroups of the population,
such as rural/urban population, low/high socioeconomic status (SES), etc., to evaluate the
proportion of the burden that could be potentially avoidable with social interventions.
Unfortunately typically socioeconomic information is not included in the injury/hospital
databases for children and adolescents, since variables such as patients’ occupation and/or
educational level that are often included in hospital databases, are not likely to be collected for
children and adolescents. At a national level, information on the SES of an injured child or youth
could be obtained only if in the country an identifier exists that allows the linkage between health
data on the child or youth with information on the household income. If this is not the case, only
rough estimates of the proportion of the burden of injury at different socioeconomic levels can be
attempted, making assumptions based on general estimates of the differential injury risk at
different socioeconomic levels and on the national distribution of children by SES.
Inventory of accessible information on fatal and non-fatal injuries:
Requests for information were sent to 73 systems in 26 countries and received responses (or
were able to retrieve information) from 82 systems in 21 countries (only Hungary, Ireland,
Luxembourg, Slovakia and Spain failed to respond to multiple contact attempts). Some countries
submitted completed surveys on systems not in our original inventory and therefore these were
added. There was a wide variation in the scope and availability of data across the European
Union.
Overall, based on the available information, four countries with an already existing capacity for a
full burden of injury study using national data were identified: the Czech Republic, Denmark,
Finland and Germany. Another 12 countries (Austria, Cyprus, Greece, Italy, Malta, Portugal,
United Kingdom, Netherlands, Norway, Slovenia, Sweden, and Latvia) were identified as having
enough information to perform a burden of injury study using estimates for duration of disability
from the GBD study and 4 countries (Poland, France, Estonia and Lithuania) only had sufficient
information on injury mortality.
Socio-economic factors and child and adolescent injuries: literature review for selected
countries and development of a proposed methodology for estimating the burden of injury by
socioeconomic level:
Families living in poverty are especially vulnerable to injuries because of their higher exposure
to risky situations, unsafe environments and risky behaviour. As a result, there is a wide
literature on the association between injuries in children and adolescents and social deprivation.
However, at the surveillance level, this information is very rarely linked to injury data on an
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individual in a single database. In fact, the inventory of data sources found that socioeconomic
information (e.g. education, income, occupation) was collected in less than one-half of the data
systems. Further, those databases with this information were more often periodic surveys with
little information on external causes of injuries. Therefore, a methodology that could be used to
extrapolate risk estimates from studies done in select countries was explored. The UK and
Sweden have been able to thoroughly study socioeconomic risk data in relation to injuries
because they have the capacity to link their morbidity and mortality databases with
socioeconomic information through unique identification numbers or census tract codes thus
permitting the analysis of data by SES. The 12 studies performed in the UK and Sweden in the
last 10 years identify reported odds ratios (OR), relative risks (RR), incidence rate ratios (IRR),
or values of risk or incidence among the exposed and among the unexposed. Based on the results
of these studies, an indirect method for estimating the burden of injuries, applying an attributable
fraction to existing mortality or incidence data, is proposed (details available in the full report in
Annex H). This method clearly has several limitations, in the sense that assumptions must be
made on the direction in which socioeconomic status affects injury risk in countries differing on
many levels. Thus criteria to use in selecting which RR estimates to use in extrapolating to an
individual country are discussed and ideally serious efforts to first identify any studies performed
within the country that may perhaps shed some light on how socioeconomic determinants may
affect the given population are recommended. As a result of these limitations it is also
recommended that countries work to address this gap in information by either including more
socioeconomic information in injury databases and/or developing a system for linking these two
types of information. Providing evidence that socioeconomic inequalities exist in injury
incidence is an important tool that can be used to focus prevention efforts on specific
underprivileged populations and in determining where current prevention efforts fail.

3.3

Country readiness assessments

The technical report was seen as too complex to communicate the messages from the feasibility
study and in addition to needing a simpler delivery format there was also perceived usefulness in
developing specific feedback for each country. The concept of country readiness assessments
was developed. These assessments are brief summaries designed to identify countries readiness
to conduct a burden of child and adolescent injury study and provide specific recommendations
as to improvements to existing data systems at the national level that would enhance child and
adolescent burden of injury studies. An example of the content of the country readiness
assessments is included as Annex I. These assessments will be completed, formatted to
compliment the Child Safety Report Cards and communicated to partners in 2008.

3.4

Discussion, next steps and recommendations

Discussion:
As a tool for policy makers and researchers, this work has tried to systematically examine the
potential feasibility of conducting national studies of burden of injury in children and adolescents
in the countries of the EU 25 + Norway. A potential methodology is proposed and the most
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important elements needed to conduct a valid and comprehensive country study are identified.
The data capacity of countries with respect to studies of burden of injury in children and
adolescents has been assessed through an exhaustive inventory of data collection systems and
recommendations as to next steps for countries have been developed. Finally a methodology for
applying measures of socioeconomic risk to injuries in order to provide a more complete picture
of the socioeconomic determinants that may influence the burden of injuries in children and
adolescents has been proposed.
Of note, although the aim was to focus on the feasibility of performing a burden of injury study
on children and adolescents, the methods and assessment provided can be applied across the
entire age range. In essence, there are no significant differences in the methods to be used in the
child and adolescent population versus the adult population, however, in order to maintain the
most validity, the assumptions made and the weights used in the calculations should be specific
for this younger age group. For example, the risk estimates to be used in determining the
socioeconomic gradient in injuries should at the very least come from studies performed in
children and adolescents.
As the validity of the results of a burden of injury study is influenced by the quality of the
information included it is important to have a good system of data registration available before
starting the burden of injury study. Characteristics of a good system include high coverage,
timeliness of information, completeness of data, high level of detail and accuracy of coding.
Most importantly, there is a need to ensure that the quality of data in the databases is sufficient to
guarantee accuracy in the numbers of deaths from specific injuries. This requires that coding
systems be consistently used across all data collection agencies and hospitals. Coders should be
thoroughly trained in the principles underlying the coding of external causes of injuries and the
importance of accuracy should always be stressed.
In addition to questions around quality of mortality data, several other limitations were noted in
the review of data systems. There is a great need for more emergency room based systems since
the majority of injuries are not admitted to the in-patient wards, which therefore limits the
validity of hospital admission and discharge registers. For an accurate representation of
incidence, these systems should ideally be present in all hospitals in a country or at least in a
significant number of hospitals to cover a large proportion of the population that can be
considered representative.
Information on disability was very poor. Very few countries have this information at a national
level. While estimates from previous studies can be used they introduce assumptions that impact
the validity of results. Thus duration of disability and disability weights should be developed at a
local level to ensure the most validity and these measures should be determined specifically for
children and adolescents. The need for a common coding system for injuries across all countries
cannot be stressed enough. A variety of systems are currently being used in various countries and
there is a great deal of overlap and confusion in the use of terms such as “mechanism of injury”,
“type of injury”, “and external cause of injury”. This severely limits comparability across
countries. There is a need for an intuitive, commonly accepted and comprehensive injury coding
system that can be used in all European countries. The further development, acceptance and
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institutionalisation by member states of the International Classification on External Causes of
Injuries (ICECI) may be a step in the right direction.
There is a lack of information on socioeconomic factors linked to the injured child or youth as
well as behavioural risk factors in Europe, despite the evidence that there are important
socioeconomic gradients in injury risk. As described in Section 2.4, this type of information is
key to allowing policy makers to focus child and adolescent injury prevention planning more
effectively and thus this gap should be addressed. As the socioeconomic gradient exists for other
areas of public health an investment in this area should have broad payoff.
Finally, in addition to the overall report, the country specific readiness assessments should
provide a useful advocacy tool to stakeholders by detailing the degree to which each country’s
current injury data infrastructure is capable of supporting a burden of injury study and providing
specific recommendations as to improvements that would increase readiness to conduct a
national study of the burden of injury in children and adolescents.
Next steps and recommendations:
- The summary of data collection systems and ranking of country readiness provided in the
overall report is not final. There are still a number of countries that have not yet submitted
information and/or there is still a need to confirm the responses from some countries. For
some surveys not completed correctly or with missing or inconsistent information, telephone
follow up was made but for others this remains to be done. Therefore the information
presented should be viewed as a preliminary and as yet incomplete assessment for some
countries. It will be important in the coming months in addition to confirming the accuracy
of responses and seeking other contact points for countries who did not submit information,
to continuously update this inventory with new developments in the data collection systems.
A regular inventory of injury data collection systems, including a specific focus on child and
adolescent related data, would be a useful tool in assessing progress made in injury
surveillance in Europe.
-

As a starting point for all countries, the indirect methods proposed for socioeconomic risk
estimates could be used to enhance estimates of burden of injury in terms of mortality that
were done as part of the CSAP project indicators already presented.

-

Four countries that at this point in time could be considered ready for full national burden of
injury studies in children and adolescents were identified. Assuming that the information
available in these countries on the duration of disability is of good quality and can be applied
to the child and adolescent population, these four countries represent a good starting point
for a full burden of injury study in children and adolescents and initial efforts are being made
to engage them. Initial steps would include establishing collaborations with national
government statistics and public health agencies and institutions managing injury registers
(as a national burden of injury should ideally be carried out from inside the country but since
it is a very resource intensive task many countries may not be able to sustain these efforts)
and conducting more in depth reviews of the quality of data contained in the datasets in these
countries to ensure they will support the necessary analyses.
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-

Another 12 countries are ready for burden of injury studies using disability information
provided in the GBD study. These countries are missing information on duration of
disability, but all have information on the nature of injury (which can be used to calculate
injury severity). Therefore, depending on where feasible, the duration of disability could be
calculated. Ad hoc studies could be performed in children and adolescents to determine local
disability weights while hospital record reviews could be performed to determine treatment
proportion. From a time and human resource point of view this may not be feasible and
therefore it may be worthwhile to use the duration and disability weights provided by the
GBD study taking care to note the assumptions required in using these parameters.

-

There were four countries without sufficient information to calculate DALYs but with
information on mortality. Once it is confirmed that no information on morbidity incidence is
available in these countries, advocacy work toward the establishment of systems to measure
injury incidence should be first on the agenda.

-

Health Interview Surveys (HIS) are important tools that can be used to collect information
on disability and risk factors. While many countries have performed these surveys, not all of
them include sufficient and useful information on injuries. In addition, the results of these
surveys cannot not often be linked to injury/ED or hospital registers. Changes to data
collection process to allow this would be a positive step, as would the development of a
specific set of HIS survey questions on injury that could be used in European countries.

-

All of these steps require support by government, thus there is a need to ensure decision
makers are aware of the value of these efforts and data needs. This will require advocacy at
the European and national levels.

-

In addition, it will be important to follow-up with countries to assess what if any impact the
country readiness assessments have had.
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Section 4.
4.1

Good Practice Guide

Purpose, rationale and approach

Purpose:
The purpose of the Good Practice Guide was to develop a user-friendly tool that enabled
Member States (and particular CSAP country partners and their national constituencies and
partners) to examine strategy options for unintentional child and adolescent injury, move away
from what has ‘always been done’ and move toward good investments – strategies that are
known to work or have the greatest probability of success.
Rationale:
Injuries to children and adolescents could be reduced if proven safety strategies were adopted
and implemented across all European countries. If the injury prevention community is to make
the best use of limited resources and have the greatest impact on the lives of European children
and adolescents, action and commitment is required on many levels. Action and commitment to
ensure good practices are the focus of current and future investments is needed by a broad
continuum of actors including international organisations, the European Commission and
national governments and injury researchers and practitioners focussing on injury prevention
themselves. Good use of evidence is central to achieving this action and knowing ‘what works’ is
at the heart of developing good policy and programmes.
With so much to do to address the safety of European children and adolescents and so little time
and limited resources, there is a need to focus on good investments, those strategies that are most
likely to reduce child and adolescent unintentional injuries. But few of the stakeholders who
need this information have the time to adequately research what works and thus many ineffective
programmes and policies are perpetuated. A common question from stakeholder and policymakers alike is ‘what works?’ They are looking for an easier answer than conducting hours of
research to gather existing evidence. While several syntheses of the evidence exist, they were not
comprehensive across child injury, were several years old and did not provide simple statements
that would facilitate planning. Thus in order to support the CSAP participating countries as they
moved through their planning processes it was viewed as critically important to provide guidance
on good practices in a summary form that facilitate use of the information best evidence. In
addition it was envisioned that CSAP country coordinators (and potentially their national
constituencies and partners) would be acting as advocates and educators as they worked to
influence the planning process to ensure selection of good practice as part of CSAP
development. Thus the resource developed also needed to discuss the need for good practice,
provide some guidance on issues relating to transfer and implementation and discuss why there
wasn’t more good practice.
Approach:
This development of the resource involved gathering existing evidence and the approach was to
use existing systematic reviews as much as possible so not to duplicate work already done. The
process began with meetings between the Project Manager and an expert in best evidence for
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child and adolescent safety (Professor Elizabeth Towner), both of whom have published
systematic reviews in the area of child and adolescent injury and are reasonably up to date on the
literature. Pivotal to the development of the resource was the definition of good practice, as this
would provide the scope for the remaining activities. A search was made for a published
definition of good practice but nothing could be found so an initial conceptualisation was
developed and discussed with the expert advisory group, country partners and other external
experts. From the outset it was clear that published evidence of effectiveness was important but
also that that information while critical was not enough. Thus consensus was reached the most
useful concept of good practice would combine the best available research evidence with the
practical expertise of professionals in the ‘real world’ and for the purpose of the good practice
guide document and related activities ‘good practice’ in this field was defined as:
5) a prevention strategy that has been evaluated and found to be effective (either through a

systematic review or at least one rigorous evaluation) OR
6) a prevention strategy where rigorous evaluation is difficult but expert opinion supports

the practice and data suggest it is an effective strategy (e.g., use of personal floatation
devices (PFD) to prevent drowning) OR
7) a prevention strategy where rigorous evaluation is difficult but expert opinion supports
the practice and there is a clear link between the strategy and reduced risk but a less
clear link between the strategy and reduced injuries (e.g., secure storage of poisonings)
AND
8) the strategy in question has been implemented in a real world setting so that the
practicality of the intervention has also been examined (preferably in a European
setting).
However it was recognised that many of the evaluations of known effective strategies did not
take place in the European setting. Thus it was seen to be important to seek out and share
examples of effective strategies in action in the European setting in a format that provided more
information that would guide adoption and implementation than the ‘typical’ academic article.
So the concept of case study examples was added to the synthesis of current best evidence. Also
discussed was the importance of sharing lessons from failed projects and while there was
consensus that this would be useful, given the existing resources it was thought that the initial
focus should be on examples of successful implementation of good practice.

4.2

Methods

The first was to outline the scope of the project using the agreed upon definition of good
practice. A further decision was made to limit the injury areas and interventions examined to
priority issues in unintentional injury for child and adolescent safety within Europe (based on
injury burden using mortality data). Intentional injury was excluded because of the large amount
of work done already by the WHO as part of their global violence prevention initiative and the
anticipated release of the United Nations World Report on Violence Against Child in 2006.
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The injury areas selected for the guide were:
-

Passenger safety

-

Pedestrian safety

-

Cyclist safety

-

Water safety

-

Fall prevention

-

Burn & scald prevention

-

Poisoning prevention

-

Choking/suffocation prevention

In addition because several systematic reviews done in the area of child and adolescent safety
had been more general or focused on more than one type of injury, two other areas, general child
home safety and community-based child and adolescent injury prevention were also examined.
Finally because of the nature of the CSAP project, which the Good Practice Guide was to
support, the issues of leadership, infrastructure and capacity as they related to child safety action
planning at the national level were also examined.
Once the scope had been set an overall process for the development of the guide was set out.
This included developing:
1) a matrix of issues and potential interventions including identifying those with existing
systematic reviews and those where additional literature would have to be sought;
2) an outline of the information to be included in the good practice guide and
3) a template and process for gathering good practice case examples for Europe.
As noted earlier, as much has been done already to review the evidence on child and adolescent
safety it was decided early on not to duplicate work already done but to utilise the existing
systematic reviews in the published and grey literature to inform the good practice guide. Only
when a systematic review was not available or was very out of date was additional supporting
literature sought. The draft matrix based on child and adolescent injury experts’ knowledge of
existing literature and systematic reviews and the process for developing the Good Practice
Guide were distributed to the CSAP Expert Group and participating members of the European
Child Safety network for comment.
The final matrix identified 34 areas for which it was felt that evidence statements regarding good
practice using the criteria developed for the project could be developed from evidence in already
identified literature. Important to the list but not critical was also the likelihood that a European
example of the strategy in action might be found. The strategies included are:
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-

Legislation around safe child and adolescent passenger restraint

-

Education / advocacy around safe child and adolescent passenger restraint

-

Other strategies relating to child and adolescent passenger safety (e.g., loaner program)

-

Legislation around seat belt use in older children and youth

-

General road safety strategies

-

Legislation / policy reducing vehicle speeds in residential areas

-

Enforcement of legislation / policy reducing vehicle speeds in residential areas

-

Area wide engineering solutions to reduce pedestrian risk (including pedestrian facilities
and/or traffic calming infrastructure)

-

Pedestrian skills training

-

Legislation of bicycle helmets

-

Education / advocacy around child and adolescent helmet wearing

-

Area wide engineering solutions to reduce cyclist risk (including cycling lanes and
pathways)

-

Cycling skills training

-

Legislation of pool fencing around domestic pools

-

Legislation of personal floatation device (PFD) use

-

Education / advocacy around PFD use

-

Water safety skills (including swimming lessons)

-

Home safety checks (addressing issues such as using window bars, stair gates, other
home safety equipment and not using baby walkers, bath seats and other injury hazard
producing equipment)

-

Supportive visiting to provide education regarding issues such as using window bars,
stair gates, other home safety equipment and not using baby walkers, bath seats and other
injury hazard producing equipment

-

School based education of children and adolescents on injury prevention

-

Standards for playground equipment

-

Legislation of pre-set water heater

-

Legislation of smoke detectors

-

Smoke detector distribution programmes

-

Legislation of flame retardant fabrics in children’s wear

-

Legislation of fireworks purchase / use by children
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-

Education / advocacy around fireworks

-

Fire safety skills

-

Legislation of child resistant packaging

-

Inedible material in food products

-

Legislation of drawstrings in children's clothing

-

Capacity building

-

National leadership

-

Data infrastructure

In addition, there were 13 other practices where evidence was less clear and further research
would be required to establish an evidence statement.
-

Driver liability in pedestrian injury cases

-

Pedestrian/cyclist safe car front design

-

Lifeguard certification/management

-

Water safety sign standard

-

Swimming pool standards

-

Use of window bars

-

Banning of baby walkers

-

Child resistant cigarette lighters

-

Warning labels on products

-

Banning of latex balloons

-

Safe crib design

-

Use of stair gates

-

Secured storage for poison

Literature to support good practice evidence statements was then researched and collected for the
areas listed above from several sources including:
-

the Cochrane Collaboration systematic review database

-

the Wales Evidence Observatory website which maintains an up-to-date listing of
systematic reviews relating to injury
(http://www.wales.nhs.uk/sites3/page.cfm?orgid=368&pid=18566)

-

the Harborview Injury Research and Prevention Center Best Practices website
http://depts.washington.edu/hiprc/practices/ref.html#rev_overview
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-

the Future of Children Unintentional Injuries in Childhood, VOLUME 10, NUMBER 1 –
SPRING/SUMMER 2000 - http://www.futureofchildren.org/pubs-info2825/pubsinfo_show.htm?doc_id=69724

-

SafetyLit

-

Medline

-

Consultation with child and adolescent injury experts from around the world regarding
grey literature to support specific evidence statements

In addition to examining the literature for evidence statements, we also looked for information to
support the issues of transferability and implementation. It was agreed that some of the concepts
would be quite generic and could be discussed together in the body of the document while others
would be more specific to an individual evidence statement and would have to be included in the
final evidence-at-a-glance tables. Evidence statements were developed from the literature and the
at-a-glance tables drafted along with the supporting information as outlined above.
Case studies: Case studies were sought and selected based on the following criteria:
-

Example programme addresses issues of priority within Europe (based on injury burden).

-

Example programme met our definition of good practice.

-

Example programme corresponds with one of the good practices identified.

-

Example programme has been implemented and evaluated (both process and outcome
evaluations completed) in a European setting and found to be effective.

In addition to the selection criteria, whenever possible case study examples were also selected to
be reflective of a range of resource intensities (e.g., a range of costs to implement) and
implementation levels (e.g., national, regional or local). Case studies were also selected to try
and reflect the efforts from as many areas of Europe as possible. Case study examples were
sought in a snowball approach through various sources including members of the European
Child Safety Alliance and other child and adolescent injury prevention and safety promotion
experts. In addition, Internet searches and selective reviews of the recent literature were used to
identify additional potential case studies.
For each potential case study selected, a contact person was identified and a research associate
contacted him or her to ascertain that the potential case study met the inclusion criteria. Once this
was established, available documentation was examined and a standardised interview was
conducted that sought and summarised the following information:
-

Implementation level (at what level was the strategy focussed – national, regional or
local?)

-

Strategy approach (which of the 3 E’s was used – education, engineering, enforcement or
a combination?)
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-

Setting of intervention (where did the intervention take place?)

-

Target audience for the intervention (at who was the intervention aimed?)

-

Resource intensity – an indication of the resource intensity required [€ = up to
€20.000/year, €€ = €20-90.000/year, €€€ = €100-299.000/year, €€€€ = €300999.000/year, €€€€€ = €1.000.000 plus/year25]

-

Background for the initiative (including rationale, driving force, timeframe and major
partners)

-

Aim & objectives of intervention

-

Key steps / actions in intervention

-

Evaluation of intervention

While the intent at the beginning of the case study process was to provides case studies to
illustrate implementation examples of all good practice strategies including a more detailed
analysis of lessons learned to assist those considering transferring and implementing the strategy
in their own setting, the reality was that many programmes have not been examined with respect
to their effectiveness. It is even less likely that they will have been evaluated using a rigorous
research design that includes a comparison group and a look at behavioural and injury outcomes.
As a result many programmes could not be included as case studies in the initial version of the
Good Practice Guide, but it is anticipated that as more programmes receive adequate evaluation
additional examples can be added, particularly in light of the development of the EuroSafe
Effective Measures in Injury Prevention (EMIP) on-line searchable database which in future
years may expand to include case studies of effective measures in practice in Europe.
The research associate wrote-up each case study including giving the resource intensity ranking
based on the information gathered. Once drafted case studies were sent the project contact for
verification.
Document development and review: The Guide Project Manager wrote the Guide with input
from the Project Leader, the research associate and the expert in best evidence for child and
adolescent safety. Members of the European Child Safety Alliance and the CSAP Expert
Advisory Group reviewed and discussed a draft evidence tables-at-a-glance and the first two case
study examples completed. Revisions were made to both content and format of the tables and the
case studies based on those discussions. The final draft guide including the case study examples
was reviewed by the CSAP Expert Advisory Group before being revised, finalised and published
in hardcopy and in PDF format (included as Annex J).

25

The resource implications provided should be interpreted carefully. First they do not include in-kind support, which in many
cases far outweighs the actual budget spent on the implementation of a strategy. Second although the resource intensity
estimates provided come from the project personnel themselves, it is important to remember that costs vary by country for
many things such as people’s time, printing of resources, etc. As a result the resources required when looking at transferring a
strategy from one setting to another may vary from what is reported here.
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4.3

Summary of document

The Child Safety Good Practice Guide begins by defining good practice and discussing what is
known about good practice approaches to preventing unintentional injury including a discussion
on why practitioners should focus on good practice and why more good practice is not
implemented. The guide then goes on to provide information on strategies that are known to
work or have the greatest probability of success. These strategies are in the broad approaches of
environmental and product modification; legislation, regulation and enforcement; promoting use
of safety devices; supportive home visits; community based interventions; and education and
skills development. These are highlighted in “at-a-glance” tables, which provide referenced
evidence statements and strategy transfer and implementation points (see summary below).
Arranged by injury category and the 3 E’s (engineering, enforcement and education) the tables
allow readers to quickly identify evidence-based good practice and best investments for having a
real impact on child and adolescent injury. As such the guide also serves a tool to raise
awareness and communicate those strategies/interventions that have an evidence-base.

Figure 4.3.1 Cover of Child Safety Good Practice Guide

Reference: MacKay M, Vincenten J, Brussoni M, Towner L. Child Safety Good Practice Guide:
Good investments in unintentional child injury prevention and safety promotion. Amsterdam:
European Child Safety Alliance, EuroSafe; 2006.
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What is good practice?
For the purpose of the Child Safety Good Practice Guide ‘good practice’ is defined as:
1) A prevention strategy that has been evaluated and found to be effective (either
through a systematic review or at least one rigorous evaluation) OR
2) A prevention strategy where rigorous evaluation is difficult but expert opinion
supports the practice and data suggest it is an effective strategy (e.g., use of personal
floatation devices (PFD) to prevent drowning) OR
3) A prevention strategy where rigorous evaluation is difficult but expert opinion
supports the practice and there is a clear link between the strategy and reduced risk
but a less clear link between the strategy and reduced injuries (e.g., secure storage of
poisonings) AND
4) The strategy in question has been implemented in a real world setting so that the
practicality of the intervention has also been examined.
Why do we not implement good practice?
There are several reasons why as a field the injury prevention community fails to select and
implement good practice. The most common challenges are discussed: resistance to change from
what is currently being done; competing priorities; failure to plan solutions effectively; lack of
capacity or expertise; and a lack of time or resources to undertake the proven good practice.
Recommended Good Practice Strategies for Child and adolescent Safety
The following table provides an overview of the good practice strategies supported by current
evidence and recommended within the Good Practice Guide. Adoption and implementation of
these strategies will provide the best investments for reduction of the leading cause of death and
greatest health and environmental burden to children in Europe. The strategies are colour coded
to provide an indication of which of the 3 E’s of injury prevention is the focus – ¨ Engineering
(modification of a product/environment), ¨ Enforcement (policy/legislation and measures to
ensure compliance), or ¨ Education (education/behaviour change strategies).

Good practice for passenger safety
Child passenger restraints
Legislation of safe child passenger restraints
Community-based interventions combining information dissemination on child passenger restraint safety with
enhanced enforcement campaigns
Community-based interventions combining child passenger restraint distribution, loaner programmes or incentives
with education programmes
Seat belts
Legislation requiring seat belt use in older children
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Good practice for pedestrian safety
Area wide engineering solutions to reduce pedestrian risk (including pedestrian facilities and/or traffic calming
infrastructure)
Vehicular modifications to reduce the risk of pedestrian fatalities.
Legislation / policy reducing vehicle speeds in residential areas
Enforcement of legislation / policy reducing vehicle speeds in residential areas
Community-based education / advocacy programmes to prevent pedestrian injuries in children 0-14 years
Pedestrian skills training to improve child pedestrian road crossing skills.
National implementation plans which comprise a wide range of measures: low speed limits, speed reduction
measures, promotion of secondary safety and publicity aimed at both children and their parents and drivers.
Good practice for cyclist safety
Use of bicycle helmets
Area wide engineering solutions and traffic calming measures (e.g., speed reduction zones)
Area wide engineering solutions to reduce cyclist risk (including cycling lanes and pathways)
Legislation of bicycle helmets
Community-based education / advocacy programmes around child helmet wearing
Cycling skills training to increase knowledge and riding skills in the children
Good practice for water safety
Use of a personal floatation devices (PFD) for boating and other water recreational activities
Signage regarding safe behaviours around water displayed using clear and simple signs
Legislation requiring isolation fencing with secure, self-latching gates for all pools, public, semi-public and private
including both newly constructed and existing pools
Safety standards for swimming pools
Lifeguards (adequately staffed, qualified, trained and equipped)
Community-based education / advocacy to increase PFD use
Water safety skills training (including swimming lessons) to improve swimming performance.
Good practice for fall prevention
Window safety mechanisms to prevent children from opening windows, such as bars and position locking devices.
Stair gates at the top of stairs in households with small children.
Surfacing materials such as sand or wood chips to a depth of 23-31 cm (9-12 inches) under playground
equipment. Optimal equipment height to reduce risk of head injury is 1.5 m (5 feet).
Legislation banning baby walkers OR requiring product modification to remove the mobility issue
Enforcement of standards requiring safe depth of specified types of surfacing materials under playground
equipment and regular maintenance of those materials
Educational programmes encouraging use of fall prevention safety devices such as window safety mechanisms
to prevent children from opening windows and down stairs
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Good practice for burn & scald prevention
Product modification, specifically child resistant cigarette lighters and self-extinguishing cigarettes
Legislation requiring a safe pre-set temperature (50ºC) for all water heaters
Legislation requiring installation of smoke detectors in new and existing housing combined with multi-factorial
community campaigns and reduced price coupons
Legislation regulating flammability of sleepwear
Legislation banning the manufacture and sale of fireworks combined with enforcement
Smoke detector give away programmes targeting high-risk neighbourhoods and multi-faceted community
campaigns with specific objective of installation of working smoke detectors.
Education / advocacy campaigns around fireworks are useful as supplemental efforts and can be used to build
support for legislation.
Fire safety skills training to increase knowledge and behaviour of both children and parents.
Good practice for poisoning prevention
Secure storage for poisons
Legislation of child resistant packaging
Poison control centres with education of public regarding the use of centre.
Good practice for choking / strangulation prevention
Product modification of existing entrapment hazards such as crib/cot design and enforcement through legislation
Product banning of unsafe products through legislation
Legislation requiring product warning labels to include an explanation of the specific hazard
Good practice for general child home safety
Home safety counselling (addressing issues such as using window bars, stair gates, other home safety
equipment and not using baby walkers, bath seats and other injury hazard producing equipment)
Home based social support, such as home visiting programmes for new mothers
Individual-level education/counselling on unintentional childhood injury prevention in the clinical setting
Good practice for general community-based child and adolescent injury prevention
School based injury prevention education to increase safety-related knowledge and behaviour
Interactive education and training approaches for children
Good practice for country leadership, infrastructure and capacity to support child injury prevention
Capacity building activities, such as conferences, workshops and continuing education programmes
National leadership to establish direction and develop a vision of the future, develop change strategies, align
people, inspire, energise.
The collection and dissemination of data to support monitoring and evaluation of injury prevention programmes
and the development of policy and practice.
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Following the evidence at-a-glance tables there is a section providing practical advice on how to
use good practice in strategic and action planning for unintentional injury prevention and safety
promotion and stresses the importance of taking the time to address transferability issues prior to
final selection of strategies.
How do we implement what works?
Experts acknowledge that knowing what worked in one setting is not enough. There are in
fact three areas of information to be considered when selecting strategies during strategic and
action planning
#1 – Is there evidence that the approach has been effective elsewhere
#2 – Is the current political and social environment ready and able to take on the injury
prevention strategy?
#3 – Is there a realistic and clear understanding of the process required to undertake the
injury prevention strategy?
The transfer and implementation points and European case studies included in this Guide are
there as information to consider when looking into these three areas and as illustrations of
good practice in action. It is hoped that the information will begin to provide initial thoughts
on why a strategy worked and provide some guidance for transfer to new settings. More work
is needed to understand all the factors that influence the success of a strategy that is
transferred from one setting to another.
What else can be done to support a culture of good practice in child and adolescent
injury prevention and safety promotion?
It is hoped that by ensuring awareness of effective strategies the injury prevention
community can better encourage policy makers to adopt evidence-based good practice into
their setting and begin work to implement those changes. However, if the injury prevention
community is to make the best use of limited resources and have the greatest impact on the
lives of European children and adolescents, action and commitment is required on many
levels. Thus in closing the action and commitment needed by international organisations, the
European Commission and national governments, injury researchers and practitioners
focussing on injury prevention themselves is summarised.
International organisations can:
-

Encourage and facilitate national governments and organizations to systematically
exchange information on good practice and transferability issues for child and
adolescent injury prevention programmes.

-

Assist countries and regions in building capacity to address child and adolescent
injury using good practice.

-

Work cooperatively with other international agencies to promote good practice in
child and adolescent injury prevention and safety promotion.
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-

Encourage evaluation of all child and adolescent injury prevention initiatives in
order to identify new examples of good practice and facilitate exchange of
information on good practice between stakeholders.

National governments and the European Commission can:
-

Support and fund good practice injury prevention measures that reduce child and
adolescent injury deaths and serious injury in a combined approach of education,
engineering and enforcement of standards and regulations, specifically through 1)
the exchange of information on good practice and transferability issues regarding
child and adolescent injury prevention programmes; 2) enhanced development and
increased enforcement of child and adolescent safety standards and other safety
legislation; 3) supporting a culture of good practice and ensuring evaluation of all
child and adolescent injury prevention initiatives and 4) making and following
through on commitments to adopt good practices.

-

Integrate good practice strategies for child and adolescent injury prevention into
European and national public health programmes and prepare and implement a
European and national strategy on child and adolescent injury prevention with
appropriate good practice-based action plans and dedicated resources.

Injury researchers can:
-

Conduct research to better understand the processes by which strategies/
interventions are identified, adopted, transferred, implemented and maintained and
the facilitators and barriers of transferring good practice between settings.

-

Evaluate the child and adolescent injury prevention strategies that have not been
proven effective or ineffective in order to build our knowledge of what is good
practice.

-

Conduct cost effectiveness studies to provide decision makers with more
information to assist in making decisions between good practices.

-

Help translate research results into easily understood key evidence statements

-

Disseminate these evidence statements and take a more active role in advocating for
policy choices that result in the implementation of good practice.

Practitioners focussing on injury prevention can:
-

Communicate the evidence/facts of what really works and show the examples of
this success.

-

Build and extend networks of collaboration with other NGO’s with an interest in
safety and with major stakeholders in business, government and academia in order
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to promote and facilitate the adoption of a culture of good practice in child and
adolescent injury prevention.
-

Provide expertise in the field of child and adolescent injury prevention on what
works and on the implementation of effective good practice, standards and
regulations in various settings and cultures.

-

Act as advocates with government and industry for the implementation and
evaluation of good practice in child and adolescent injury prevention across all
sectors.

-

Evaluate all NGO led child and adolescent injury prevention initiatives in order to
identify new good practice and facilitate exchange of information on good practice
between stakeholders.

Finally fifteen case studies are included at the end of the document as available examples of ‘real
world’ success in at least one setting in Europe to serve as learning tools for those considering
uptake, transfer and implementation of select strategies/interventions. They include:
Child Passenger Safety
1.
Safe Road to School in Faro, Portugal
2.
Car Safety Seat Loaner Programme, Austria
Child Pedestrian Safety
3. Kerbcraft, Scotland
4. Road Safety Strategy, France
Child Cyclist Safety
5. Bicycle Helmet Initiative Trust, United Kingdom
6. Bicycle Helmet Campaign, Denmark
Child Water Safety
7. Pool Safety, France
8. Drowning Prevention, Iceland
9. Drowning Prevention Campaign, Greece
Fall Prevention in Children
10. Child Safety Box, Austria
Poison Prevention in Children
11. Child Resistant Packaging for Chemicals, Netherlands
General Child Home Safety
12. Paediatrician Injury Prevention Counseling Child Safety Tips, Austria
General Community-based injury prevention
13. Risk Watch, Scotland
14. Lifeskills – Learning for Living, United Kingdom
Country leadership infrastructure and capacity in preventing child injuries
15. All Wales Injury Surveillance System (AWISS), Wales
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4.4

Communication/Dissemination

The “Child Safety Good Practice Guide; Good investments in unintentional child injury
prevention and safety promotion“ was officially launched by the European Child Safety Alliance
on June 26th, 2006 at the 1st European Conference for Injury Prevention and Safety Promotion in
Vienna, Austria. Following the launch at which approximately 75 copies were distributed,
hardcopies of the guide were distributed to over 350 practitioners, policy makers and researchers
across Europe (distribution list included in Annex K). In addition a PDF version was distributed
to over 1000 contacts working in the area of child and adolescent health and safety through
WHO and EuroSafe channels. Notification of the Guide’s launch was made in the EuroSafe
Alert in July 2006 including the URL for viewing content on-line or downloading the PDF of the
document on the Alliance website.
In addition to the actual distribution, a communications package including an executive
summary, press release, interview questions and newsletter article was distributed to all partners
(included in Annex K). While media attention was for the most part focused in Austria where the
actual launch occurred, several partners included information on the guide in newsletters in their
own country and news was also distributed through European level partner websites (e.g.,
EPHA) and newsletters (e.g., Safe Communities News, no. 17-2006).
Following the initial release Sweden, Spain and Poland independently translated the executive
summary for distribution to partners in their countries. The translated versions of the executive
summary are also available on the Alliance website.

4.5

On-line version

At the time an on-line searchable version of the Good Practice Guide was proposed as a
deliverable for the CSAP project, EuroSafe did not exist and there were no plans for a broader
European database examining good practice. However such a database was proposed as part of
the EuroSafe (formerly ECOSA) led and EC funded SafeStrat Project, which was funded in
2005, thus rather than duplicating effort, a decision was made to integrate the evidence
statements and supporting information from the Child Safety Good Practice Guide into the larger
database.
In the year between the official launch of the Good Practice Guide and EuroSafe’s EMIP
(Effective Measures in Injury Prevention) going live, a PDF of the whole guide plus web-based
sections were made available on the Alliance website following the official launch. The CSAP
Project Manager joined the EMIP development team and was asked to sit on the EMIP Steering
Committee to help shape the vision and develop the database and on-line interface. The resulting
EMIP database was launched in July 2007. It is designed to be a searchable database on effective
measures (good practices) across all areas of intentional and unintentional injury and the initial
launch includes the evidence-based strategies identified in the Child Safety Good Practice Guide
in addition to two other areas. Plans are underway to continue to add to and enhance the
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information included in the database. Thus integration of the Good Practice Guide content meets
the deliverable described in the CSAP project proposal.

4.6

Feedback

Feedback on the Guide has been extremely positive. Partners have distributed it to members of
their CSAP development committees and government advocating for good practice within the
CSAPs developed. The at-a-glance evidence tables, case studies and discussion on why focus on
good practice have been sited as being useful to the child safety action planning process by
country partners. The Alliance has also received feedback that the tool has been downloaded and
is in use in Australia and Canada and is also being used as a resource by SafeKids Worldwide.
In addition, two countries that had examples included in the case studies section of the guide
(Portugal and Austria) found that this provided increased awareness and attention at the national
level. Both of these partners subsequently submitted the case study projects for consideration for
CEHAPE awards at the mid-term report back meeting in Vienna in June 2007 and were selected
amongst the top three entries for projects addressing Regional Priority Goal #2, which addresses
injury.
Several countries specifically noted that they consulted the Good Practice Guide during their
CSAP development process which was the primary intent of the document. Partners indicated it
was particularly useful during the situational analyses to assess how evidence-based current
activities are and to identify evidence-based solutions for the priority areas for action that were
selected. Others have indicated they will use it when they begin doing the more detailed action
planning. Others who have not yet reached managed to engage government have be using and
distributing the tool to encourage increased attention to the child injury issue.

4.7

Discussion, next steps and recommendations

Discussion:
The Good Practice Guide has been extremely well received and has been used as intended to
support child safety action planning. The information was seen as important in to educating
decision makers and to the selection of interventions to address priority areas. It is hoped that by
ensuring broad awareness of evidence-based good practice strategies, the injury prevention
community can more effectively encourage policy makers to adopt and implement these
strategies.
While the Good Practice Guide is a good start to support the application of evidence-based
strategies at the national level, it will need to be periodically updated to include emerging
evidence. The development of the on-line database allows for this and the Alliance through its
association with EMIP and other initiatives looking at good practice in child safety is working to
coordinate efforts so that duplication is decreased. For example, WHO Europe is currently
working on updating evidence tables for the CEHAPE process and the Alliance is working with
EuroSafe, WHO and its CEHAPE project partners to ensure best use of available resources by
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not duplicating work already done and looking for ways to enhance the available information and
in particular to focus efforts on evaluating evidence in those areas where there are few studies.
Based on feedback from country partners, the Guide would have been even stronger and more
useful if more examples of good practice in action could have been found in Europe. Attempts
made to identify programmes that met the selection criteria and could serve as case studies
turned up relatively few examples of evidence based programmes in practice and perhaps more
importantly even fewer that were being adequately evaluated so that the real impact was being
measured. There are a lot of examples of educational strategies being implemented in isolation of
other strategies (e.g., environmental or product modification, development and enforcement of
policy) and this is an approach that has not been found to be effective in reducing injuries. Most
concerning is that a lot of activities being conducted in the name of injury prevention are merely
the distribution of written materials, and while this may raise awareness of the issue it has been
shown that there are much more effective ways to address the issue. The more comprehensive
approach often requires more resources and a longer time frame and is thus not as ‘easy’ to
implement. Changing this will require a change in the policy and practice to support a culture of
good practice for child safety and as outlined in the Guide recommendations this action is needed
at several levels.
Among the few examples of evidence-based practice in action in Europe that were identified the
evaluations that were being done dealt with measuring the reach of a programme and/or client
satisfaction with the programme offered. Thus not only is there a need to continue to promote
adoption and implementation of evidence-based good practice, but more effort needs to be made
to collect baseline and follow-up measures that can address the impact of the programme in
terms of interim and outcome measures such as increased awareness and knowledge, changes in
behaviour and/or the physical or policy environment to reduce or modify the hazards and if
possible reduce the incidence of injury. However challenges in making this happen appear to be
a lack of capacity to conduct reasonably rigorous evaluations and an environment that does not
encourage, facilitate, support or reward good evaluation beyond process measures. Thus in
addition to the recommendations made at the end of the Guide to create a culture of good
practice in child safety there is also a need to build capacity amongst injury prevention
stakeholders in the area of evaluation, or to make those resources available to those developing
and implementing programmes. Stronger evaluations would allow better decisions on how and
where to invest the limited resources countries have at their disposal to address the injury issue.
Given that the search for case study examples was unable to identify more examples in each of
the child safety issue areas, the cases included are considered a ‘first round’. It is hoped that as
time goes on and more evidence-based practice is applied in the European setting more examples
will be identified and can be written up as case studies to assist countries in their selection,
adoption and implementation of strategies. The Alliance will continue to monitor partners’
activities to identify such opportunities.
Although a number of good practices were identified, there are still gaps in what is known. For
some injuries effective prevention strategies have not been identified, and for others effective
strategies exist but the challenge is how to ensure uptake at the population level or to ensure
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strategies address specific groups at higher risk such as children living in low-income families.
The answers to these questions will require new research and to be most effective, the
development and implementation of that research should involve policy makers and practitioners
in addition to researchers to ensure that the results of studies are as applicable to the real practice
setting as possible. Other gaps include a lack of understanding the processes by which strategies/
interventions are identified, adopted, transferred, implemented and maintained and the
facilitators and barriers of transferring good practice between settings. This is a relatively new
area of inquiry, but one that could really benefit the field in the long run.
Next steps and recommendations:
-

The Guide continues to be disseminated and used by CSAP countries as they develop their
CSAPs. It will be even more valuable for the countries coming into the CSAP process
(continuation of CSAP has been funded by the EC 2008-2010), as they will have the resource
available from the beginning of their process. In addition as part of the continuation the
Alliance will continue to look for new case studies for inclusion, including looking for
possible case study examples of programmes that have not been effective to try and pass on
learning from not only successes but also failures. The evidence statements will also be
reviewed and updated as needed.

-

The Good Practice Guide for Child Safety included a number of recommendations for the
players at the various levels of injury prevention in the European setting. These messages
need to be repeated and built into other documents and processes so that action begins on
them. Organisations working in the area of child safety need to give consistent messages
regarding what works and work together to support national efforts to identify, adopt,
transfer and implement only those practices that will give a reasonable return on investment
in terms of reduction of the burden of child injury and further research is needed to better
understand transferability of good practice and success factors for implementation.
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Section 5.
5.1

Communication Strategy

Purpose and rationale

The CSAP project as conceived was broad in scope and depended upon partnerships working. It
was recognised at the outset that good communications were essential, both within the project
and outside the project and this topic was discussed with the Expert Group at each of the expert
meetings. The key issues identified were increasing awareness of the project at the European and
national levels, identifying possible opportunities for linkages and/or synergy and collaboration
with other opportunities arising in child and adolescent safety or related areas, keeping all
partners and the broader injury prevention field aware of progress, building capacity amongst
country partners.
A communication strategy was developed that aimed to create support for the Child Safety
Action Plan by making it known to key policy makers, health professionals and European
citizens and encouraging their commitment to action to reduce child injury. The objectives of the
strategy were to: 1) raise the profile of the CSAP project, the European Child Safety Alliance
and the magnitude of injury to child deaths and morbidity in countries throughout Europe and 2)
support the CSAP project in the achievement of its goals.

5.2

Approach

The initial intention was to develop a communications strategy and working plan that took into
account the various needs for the duration of the project, but it quickly became clear that beyond
developing the broad strategy and a series of tools to facilitate communications the constantly
changing nature of communication opportunities meant that opportunities were going to have to
be evaluated as they were identified. Further as so many of the messages complimented other
areas of ongoing Alliance advocacy work it also made sense to develop a communication
strategy that was broader than the CSAP project alone so that some tools could have dual
purpose.
Thus a strategy was developed to:
-

increase policy makers’ commitment for action on child injury in Europe

-

increase stakeholders’ recognition and support for CSAP

-

stimulate positive media interest in child injury and the available solutions

-

support the capacity of members of the European Child Safety Alliance (ECSA) network in
their task of encouraging national support for plans and implementation among policy
makers, health professionals and the public.

Audience: Decision-makers and policy-makers with a role in improving the safety of children in
Europe. Specifically:
-

European health policy makers, including WHO, UNICEF, European and national policy
makers involved in children’s health, including the European Environment and Health
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Committee (EEHC) and health and environment ministers, Members of European Parliament
and relevant representatives of the European Commission and national ministries of health,
environment and consumer affairs and potentially transport, education, social services,
European Public Health Alliance, including the professional associations represented, EPHA
Environment Network (EEN) and EuroSafe.
-

Partner organisations and their national constituencies and partners.

-

The media, including the European policy media (EC publications, EPHA and EEN
newsletters, communications of health professional organisations and consumer groups) and,
in collaboration with partners, national injury, health, medical, health and consumer affairs’
publications and the general media.

The plan laid out six main areas of focus:
-

Developing health messages and targets for policy makers

-

Improving the use, dissemination and quality of ECSA/CSAP tools

-

Increasing coverage of child injury issues in European policy, specialist, professional, and
public media

-

Providing materials to support partner organisations in communication at national level

-

Creating partnerships and/or synergies with other initiatives where objectives aligned

-

Proactively seeking out communications opportunities and evaluating them against existing
resources and potential impact for the project

5.3

Tools

In addition to the pre-existing ECSA communication tools listed below, a series of CSAP project
specific tools were developed to support the Secretariat, Country Coordinators and Expert Group
members in communicating project progress and in sharing the project with the broader injury
prevention stakeholders in Europe and government and national stakeholders in participating
countries. Those tools are described in 5.3.1-5.3.5. Further to these tools/resources additional
pieces were developed for address the need for specific opportunities (e.g., press releases,
conference inserts, presentations) when and if required and as resources allowed, as already
detailed for the launch of the Good Practice Guide (section 4.4).
Existing ECSA communication tools:
-

ECSA logo

-

E-mailings to network providing preparation for meetings, other information and
opportunities for consultation

-

Website
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-

Press releases and distribution list (to be set up in advance)

-

Policy documents (White Book, A Guide to Child Safety Regulations and Standards in
Europe, Children as Agents of Change, Stockholm Manifesto)

-

Survey results: Parents’ Perceptions of Child Safety – A 14 country study; Eurobarometer
Survey 2003 reporting parental attitudes and behaviours related to safety

-

Campaign materials: Drowning - “Be Water Wise” and anticipated Home Safety resources
(2006-2008)

-

ECSA published articles

5.3.1 CSAP word-mark
Given the size and scope of the CSAP project and the number of partners involved, it was felt
that the project would benefit from having its own profile. However as an initiative of the
European Child Safety Alliance a decision was made not to go for a separate logo, but instead to
develop a word-mark using the Alliance colours that could be included in presentations and
publications. The word-mark was also made available to country partners but they were given
the choice of using it or the Alliance logo for publications stemming from the CSAP project.
This choice depended on whether they had decided to label their planning process as Child
Safety Action Plan. In addition to the word-mark national partners were also provided with
copies of the Alliance logo to use in combination with their own logo.
Figure 4.4.1 CSAP Word-mark

5.3.2 CSAP brochures and introductory pieces
Two brochures describing the project were developed (copies enclosed in Annex L): a detailed
version professionally printed in colour and a simple photocopy/office printer friendly version
available in colour or black and white. Content covered the project aims, partners, process,
deliverables and contact information for the project secretariat, expert group and technical
advisors and the country partners.
The Project Manager developed brochure content with input from the Project Leader before it
was reviewed for comment by the Expert Group and Country Partners. Comments were
incorporated and the versions were finalised and the detailed version printed.
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Each partner initially received electronic copies of the simple versions (colour and black &
white) and 50 copies of the detailed printed version. Additional copies were made available on
request. Copies were also strategically sent to each of the WHO Violence and Injury
Government Focal Points and the Child Health and Environment Action Plan for Europe
(CEHAPE) Focal Points to ensure they were aware of the project. The detailed brochure was also
distributed at WPAI meetings, global, European and national conferences as appropriate. In
addition to the brochures a short introductory piece inviting interested parties to request a
brochure was developed for country partners to use in introductory letters sent out to national
partners or use in newsletters (enclosed as part of Annex L).
Electronic versions of the brochure were posted on the Alliance website in the CSAP section and
these versions were updated throughout the project as contact people for the participating
countries were added and/or changed.
Feedback on the brochures was positive. Comments indicated that it clearly and simply
communicated the purpose and rationale for the project along with describing its scope and
providing contact information for participating countries. It was also judged to be eye-catching.

5.3.3 CSAP Communiqué and other newsletters
A project newsletter was developed for the project to share progress and resources with project
partners and communicate the project to a wider audience. Initially envisioned as a quarterly
newsletter, project developments were such that it became a biannual publication with four
editions developed and distributed between 2005 and 2006 (copies of the Communiqué are
included in Annex M).
The initial edition focused on introducing the project with sections on who was involved, what
the project aimed to accomplish and where and when it would take place. It also outlined the
partner roles & responsibilities and discussed the broad steps Country Partners would be
expected to take and provided a rationale as to the importance of the project. The first edition
also introduced some standard features such as ‘Learning through sharing’ which highlighted
lessons learned by partners that were felt to be of value to the other countries and a ‘Work Plan’
section which highlighted the major steps in six month increments.
Subsequent editions covered progress on the three main components of the project – the
indicators including the Leadership, Infrastructure and Capacity Assessment and the Action
Indicators, good practice guide development and CSAP development and mentoring and other
aspects of the project like the Directory of Child Safety Practitioners, Researchers and Policy
Makers and the Feasibility Study examining Child Burden of Injury Studies. In addition, changes
in the political environment such as the WHO Regional Resolution on Injury Prevention and the
Commission Communication on Injury Prevention.
The Communiqué was shared in electronic format, either sent directly via email or an email was
sent notifying that the newest version was available on the Alliance website. The distribution list
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included project partners and the broader Alliance membership and child and adolescent safety
stakeholders across Europe, members of the WPAI and the Commission.
Feedback on the Communiqué was positive and it was felt that it was an excellent tool for
communicating progress in the project beyond the immediate partners and country partner
feedback indicated it was useful in updating between opportunities for face-to-face meetings and
that they had also used it to communicate progress with their partners including government.

5.3.4 CSAP PowerPoint slides
A set of PowerPoint slides was developed at the beginning of the project and distributed to
members of the Expert Group for insertion into presentations as appropriate as part of the
Ambassador Role. In addition, an electronic copy of the introductory PowerPoint presentation on
CSAP made at the country partner orientation meeting was shared with country partners to be
used to introduce the project to national partners and/or present the country’s activities related to
CSAP. Feedback indicated that the PowerPoint slide presentation, in particular the one shared
with the country partners, was extremely useful.

5.4

Linkages to CEHAPE and WHO focal points

Specific communication steps were taken to link the CSAP country coordinators with their
official focal point from two different processes.
The first was the Children’s Environment and Health Action Plan for Europe (CEHAPE) focal
points, who are the official contact point for the WHO from each of the countries in the WHO
European Region. These focal points were either from the Ministry of Health or Environment (or
in some cases both) and were responsible for coordination of activities with technical
counterparts in their countries in relation to the CEHAPE commitments. As injury was included
in Regional Priority Goal II it was viewed as important that a link be made. Initially the WHO
sent information on behalf of the project to the focal points and the Project Manager provided
contact information on focal points to the country partners with a suggestion that they make
initial contact. Subsequent to the initial contact, country coordinators were encouraged by the
Project Manager to periodically update the focal points on progress. These suggestions were
made to ensure focal points could include up-to-date information on the CSAP initiative in their
country on the CEHAPE website and for discussion at their semi-annual CEHAPE Taskforce
Meetings, including the mid-term Ministerial report back for the CEHAPE in Vienna in June
2007 where Ministries from each country were asked to report back on progress toward
commitments.
The second were the Violence and Injury Prevention (VIP) focal points who are the official
contact point for the WHO from each of the countries in the WHO European Region. These focal
points are from the Ministry of Health and together form a network of European national focal
points for violence and injury prevention whose purpose is to increase collaboration between
them and WHO. The Network is meant to be a knowledge repository that individual members
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could access in their work in preventing injuries and violence. Initial contact was done by the
WHO, who sent information about the CSAP project to the focal points, and the Project Manager
provided contact information on focal points to the country partners with a suggestion that they
make initial contact. In a few cases the VIP focal point was also the CSAP country coordinator,
but for the most part these focal points provided an additional contact within the Ministry. The
Project Leader and Coordinator also attended the first meeting of the VIP focal points held in the
Netherlands in November 2005 where they were able to speak to the CSAP project and make
personal contact with those VIP focal points that attended. CSAP country coordinators were
encouraged to involve their VIP focal point in the process of CSAP development or at least keep
them up-to-date on progress.
The degree of success in making linkages varied by country but those who were able to make
and sustain a link saw value in the process. From the project’s perspective, those links and the
updating that occurred helped build the profile of the project which in turn assisted countries
having difficulty in engaging government and national partners by providing a stronger identity
for a European level project and examples of how the process was working in other countries.

5.5

Directory of Child Safety Practitioners, Policy Makers and
Researchers

Experience from other countries has shown there is value in creating a directory of those
working in child safety so that peers can easily identify one another for the purposes of
information exchange and collaboration. However printed directories are expensive and have a
limited life due to changes in contact information. Therefore for the CSAP project a decision was
made to develop an electronic directory to be accessible on-line from the Alliance’s website.
The purpose of the Directory of Child Safety Practitioners, Policy Makers and Researchers is to
provide practitioners, policy makers and researchers in Europe with information on their peers in
their own and other countries to facilitate information exchange and collaboration.
CSAP country coordinators were provided with a draft of the Directory form for comment and
following revisions were sent an electronic copy of the final form for use during their CSAP
development process. They were asked to have their national contacts complete the form in hard
or electronic format as they engaged them and to send in completed forms for entry by the CSAP
Secretariat. The form informs those completing the form that they are giving the European Child
Safety Alliance and its parent organisation, EuroSafe, permission to post the information in the
on-line Directory of European Child Safety Practitioners, Policy Makers and Researchers (a copy
of the form is included as Annex N).
The form collects the following information:
-

Name

-

Affiliation

-

Address

168

-

Phone/fax/email

-

Specific sub-age groups of children their work focuses on (0-4, 5-9, 10-14, 15-19),

-

Areas of interest (motor vehicle passenger safety, moped/motorcycle safety, home
safety, pedestrian safety, cyclist safety, product safety, drowning prevention,
burn/scald prevention, home safety, fall prevention, poisoning prevention,
choking/strangulation prevention, suicide prevention, violence prevention),

-

Type of child safety related activity they are involved in (surveillance/injury data,
safer environments, programme development, programme implementation,
programme evaluation, policy development, policy implementation, policy
evaluation, advocacy, injury research, risk assessment, safety standards, good
practice)

-

Brief text description of the focus of their child safety related activities for the current
year (e.g., developing and implementing a 3-year national home safety campaign
targeting 0-4 year child and their parents/caregivers; advocating for changes to child
product safety legislation)

Once entered in the directory, individuals will receive an automated request for any changes by
email on an annual basis so the information stays reasonably up-to-date.
The first version of the electronic directory was limited to a list by country under the map in the
Child Safety in Europe section of the Alliance website. However modifications to the website in
summer 2007 will provide a searchable directory that allows individuals to search by country,
age group, areas of interest and type of child safety related activity as well as an open text
search.
Response to the Project Secretariat’s initial request to CSAP country coordinators to have
national partners complete the form and subsequent reminders has been mixed. Some countries
have done extremely well. For example the CSAP country coordinator in Belgium translated the
form into French and Flemish and had all participants in their CSAP planning process complete
the form. Others have yet to submit a single form. However this in part has related to the stage
they have reached in their planning process.
The initiative was started with countries participating in the CSAP project, but in June 2007 a
change was made to include all members of the European Child Safety Alliance. Members were
asked to identify practitioners, policy makers and researchers in their country during their injury
prevention and safety promotion activities and ask them to complete the Directory form and
forward it to the Secretariat. Alternately the form can be downloaded from the website,
completed and sent in. It is hoped that more forms will be submitted now that the request has
been made a more routine request for all Alliance members with semi-annual reminders as part
of Alliance Steering Committee Meetings.
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5.6

Expert Group Ambassador role

At the first meeting of the Expert Group members discussed the potential for the Experts to act
as CSAP Project ambassadors and it was proposed that as ambassadors they would:
-

Keep the CSAP Secretariat notified of opportunities to promote project.

-

Identify additional key contacts to receive either the detailed or non-technical CSAP
brochures

-

Utilise the CSAP word mark as appropriate in respective website, publications, etc.

-

Link to the Alliance website and/or have brief description of the CSAP project on their
own website

-

Mention the CSAP project in different forums to ensure people are aware of project and
try as appropriate to make connections for the CSAP Secretariat and/or country partners

-

Strategically position the project and/or ensure links occur where there are related
projects / synergistic opportunities to try and reduce duplication and

-

Add brief description of CSAP project to presentations (2 or 3 slides) when describing
activities in Europe that relate / can be related to child and adolescent injury

To support the Ambassador Actions the CSAP Secretariat provided the previously mentioned
PowerPoint slides summarising the project, made additional copies of the project brochures
available for key meetings and for distribution to key contacts, made the CSAP wordmark
available for use by Expert Group members and provided a brief announcement regarding
project for use in newsletters and journals.
In some cases the Ambassador Role worked extremely well and linkages were made or
maintained with several other processes / projects including:
-

Environment & Health Information System (ENHIS) managed by WHO-Bonn Office

-

Child & Adolescent Health Strategy managed by WHO-Copenhagen Office

-

Violence & Injury Prevention National Focal Points managed by WHO-Rome Office

-

CEHAPE National Focal Points managed by WHO-Copenhagen/Rome Offices

-

CEHAPE related activities with NGOs managed by Health and Environment Alliance
(HEAL)

-

CEHAPE update to action tables managed by WHO-Rome

However in a number of these cases it was the Secretariat who heard about initiatives and
contacted Experts to get more information and ensure adequate linkage and where
appropriate synergy of action.

5.7

Meetings / presentations

A number of meetings were attended and presentations made regarding the CSAP project and its
various objectives and deliverables. This occurred both at the level of the Secretariat and country
partners.
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Results of the project have been presented at conferences within and outside Europe. These have
included the 1st European Conference on Injury Prevention and Safety Promotion in Vienna,
Austria in June 2006 and the 8th World Conference on Injury Prevention and Safety Promotion in
South Africa in March 2006.
The project has also been introduced at meetings at both the European and national levels. Many
of the countries have held meetings with government and national stakeholders as part of
engaging them in the CSAP process. The project has also been mentioned in all
Finally there have been several opportunities to report back on progress to the CEHAPE meeting
through the CEHAPE Taskforce Meetings and EEHC Meetings and the mid-term Ministerial
Report Back for CEHAPE held in Vienna in June 2007. The latter was particularly positive as in
addition to the Minister of Health for Austria mentioning the Austrian CSAP in her opening
address, many CSAP countries mentioned their CSAP development as part of progress, two
CSAP country partners presenting CSAP on behalf of their governments, two won Good Practice
Awards and the Alliance was part of an NGO report back that allowed progress at the European
level to be shared. In addition, one of the country partners from Hungary presented the CSAP
project on behalf of the Secretariat at the NGO meeting in Vienna, Austria that immediately
preceded the mid-term Ministerial Report Back for CEHAPE.
A list of presentations by both the Secretariat and country partners is included as Annex O.

5.8

Partner and sponsorship recognition

The European Commission and larger international partners (WHO, UNICEF, HEAL,
ECOSA/EuroSafe) were recognised through inclusion of their logos on all publications and
presentations made by the project secretariat during the duration of the project. In addition, the
funding of the EC was acknowledged whenever the project was introduced.
A list of resources where European Commission and larger international partners (WHO,
UNICEF, HEAL, ECOSA/EuroSafe) were or will be cited is listed below; presentations made by
the Secretariat are listed in Annex O.
-

CSAP brochures (Annex L)
Child Safety Good Practice Guide (Annex J)
Executive Summary of the Child Safety Good Practice Guide (Annex K)
Child Safety Report Cards (Annex E; formatted version with logos pending)
Child Safety Profiles (Annex E; formatted version with logos pending)
CSAP Communiqués (Annex M)
CSAP page on Alliance website
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5.9

Discussion and recommendations

Discussion:
Overall the communications strategy has been successful. Partners have been pleased with the
regular and clear communications and feedback back from beyond the project has been positive.
They have also expressed that the openness and transparency of the Project Secretariat actions,
the encouragement of 2-way communication and the processes for decision making that request
country partner input have made the project a positive experience.
The extremely positive input and response received at the CEHAPE Report back in June 2007
was a good indicator of success. The fact that we now have partners able to go out and present
on our behalf means we have succeeded in increasing capacity and expands our resources and
therefore opportunities.
Challenges have included the size of the project, the number of partners involved in the project,
managing timing and resources with respect to communications opportunities, keeping track of
the many opportunities for synergy and working to reduce potential for duplication and build
successful collaborations with related opportunities.
Recommendations:
-

Continue with current communications strategy in next phase of CSAP and maximise
exposure of current resources.

-

Launch remaining products as strategically as possible to build momentum for country
partners and European level project

-

Involve Expert Group in update process to allow them greater opportunity to share
experience with country partners and to keep them better informed of project activities so
they are better able to fulfil ambassador role and expand communication network by
continuing to build partnerships such as with UNICEF for extension of CIS and CEE country
work.
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Section 6.
6.1

Child Safety Action Plan Development Process

Purpose, rationale and approach

Purpose:
The purpose was to develop and implement a capacity building mentoring programme including
a seminar which would provide guidance and support to enable CSAP country coordinators to
undertake, and lead, a national strategic planning and action planning process leading to the
development of a government endorsed action plan for child safety, including collection of
indicator data and a focus on the importance of good practice.
Rationale:
While some of the partners had been involved with planning in the past, many had no experience
with strategic planning, particularly on the scale required by the CSAP project. In addition the
project called for engagement of government and national partners, which again was new for
many of the partners. Thus some guidance and capacity building was needed to provide at least a
similar basic level of knowledge on the steps in the process.
The project also required CSAP country coordinators to collect information to support the
indicators that would make up part of their assessment process and it was important that they
receive orientation to the data collection process and tools. The project also focused on the
importance of good practice and in addition to distribution of the good practice guide it was felt
that country coordinators would benefit from an in-service on the topic.
Thus ideally capacity building needed to include learning skills to implement methods for
developing a strategy/policy, gather data, and develop successful interventions in the individual
countries and the mentoring component needed to provide practical assistance from experts to
assist partners with the process of leading (and/or facilitating) the development their national
Child Safety Action Plan.
Approach:
Collective movement through a facilitated process was seen as allowing for a similar frame to be
set for assessment of child and adolescent injuries, thereby ensuring that the issue was examined
comprehensively before individual strategic direction was set. A parallel process with similar
steps for all would also make it easier for the different countries to share their progress,
challenges and solutions.
However at the same time, as the CSAP project is about national level strategic planning and
action planning, in its very nature it deals with each countries unique set of needs and issues.
Thus while some of the support and mentoring could be done at the collective level, there was
also a need to support countries as they moved at their own pace through the individual
challenges they came across. Thus it was acknowledged that there would also need to be
flexibility in the process because of the different starting points within each country, the diversity
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and experience of project partners and resources available to the process. Further each country
was encouraged to develop their CSAP within the policy framework that best fitted their national
situation. For example it could be developed as a stand-alone policy document or integrated into
other processes and plans (e.g., public health plan, child and adolescent health plan, child
environment and health plan).
While initially it was anticipated that the process would be structured, the reality of the disparate
starting points, and the varying rates of progress meant that more flexibility needed to be built in.
The final approach adopted was a mix of reactive and proactive activity to support the partners
going through the process.

6.2

CSAP development overview

The Project Manager coordinated the CSAP development process. Initial work included research
into strategic planning and action planning, particularly with reference to national level planning.
This included examining both general processes from business models and community
development, injury specific approaches from other countries and non-injury approaches in the
health and environment sector. Following a synthesis of the research conducted, a framework for
the development process was developed with input from the Project Leader.
A national Child Safety Action Plan (CSAP) was defined as a policy document that describes the
broad framework, long-term direction and priorities for injury prevention and safety promotion
for children and adolescents in a country and the specific short-term activities, organisational
responsibilities and resources required to begin to implement those priorities. In other words it
provides an exemplar for action to be taken by both government and non-government
stakeholders. The resulting CSAP could be a ‘stand alone’ policy document or could be
integrated into broader initiatives such as a national Child Environment & Health Plan (CEHAP),
a national Injury Prevention Strategy addressing all ages or a national Strategy for Child and
Adolescent Health and Development.
The process of developing a CSAP was viewed in many ways as important as the final document
itself. By engaging government and non-government stakeholders from multiple sectors in the
planning process partner organisations and their national constituencies and partners would be
increasing awareness of the child safety issue and building capacity by creating a common
understanding of the injury issue, encouraging alignment of priorities (all stakeholders
committed to the same direction regardless of their actual role in implementation) and defining
leadership and other roles and responsibilities of both government and non-government
stakeholders. Perhaps most importantly the process increases stakeholders’ buy-in to and
investment in the CSAP that should facilitate its eventual implementation.
The CSAP Planning Process developed provided standardised tools to take country partners
through the generic planning cycle. As previously described, although each country has its
unique differences and the process in each was anticipated to differ slightly, the basic steps
would be similar and the use of standardised tools would both facilitate and support the country-
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level process and assist in planning at the European level to support national activities in CSAP
countries.
A successful strategic planning process was viewed as:
-

Leading to action

-

Building a shared vision that is grounded in the reality of what can and cannot be
accomplished

-

Being an inclusive, participatory process in which stakeholders involved take on a shared
ownership

-

Being externally focused and sensitive to the environment in which it is occurring

-

Being based on good quality data and information

-

Requiring an analysis of the current situation and honest acknowledgement of both the good
and the bad

-

Addressing underlying leadership, infrastructure, capacity and communication issues to
support implementation

The overall country level process was seen as occurring in three stages: assessment, strategic
planning and action planning. Assessment involved informing and engaging national and
government partners, gathering data and information and conducting a situational analysis to
identify and explore strengths and weaknesses and opportunities and threats. The outcome of the
analysis was the identification of critical issues within the bigger picture upon which subsequent
strategic planning and action planning could take place. Strategic planning was seen as the
development of a longer-term vision (10 years) and goals, specific objectives and actions to
move toward the vision. Action planning was defined as shorter-term specification of action with
associated project lead and resources identified for the first 1-3 years of the action plan. This
action planning was seen as important to increasing the likelihood that the plans would be
implemented.
Overall within the three stages there were nine different steps that country partners were asked to
consider as they developed their child safety action plan (Figure 6.2.1). The indicators and good
practice aspects of the project were viewed as feeding into the overall process at nearly all
stages. It was anticipated that countries would need to move through all steps in some form or
another, however the speed would vary with the starting point of the country, speed with which
government and partners engaged, experience in facilitating a large process and resources
available.
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Figure 6.2.1 9-step development process for CSAP

1.
Government
Engagement

9.
Communicate
Plan
8.
Government
Endorsement
Process

7.
Action
Steps based
on Good Practice
(Years 1-3)

6.
Goals &
S.M.A.R.T
Objectives
(10 years)

2.
National
Partner
Engagement
Indicators
& Good
Practice

5.
Critical
Issues

3.
Situational
Analysis

4.
Vision
Statement
(10 years)

Thus the process entails:
1. Engaging government in the process
2. Identifying key multi-sector national partners and engaging them in the process
3. Conducting an assessment or situational analysis of where a country is starting from
including a SWOT (strengths, weaknesses, opportunities, threats) analysis
4. Developing a vision for child injury prevention and safety promotion for the country (10 year
timeframe)
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5. Using the results of the situational analysis to set out the scope of the CSAP by examining
the critical issues that will be the focus of the Child Safety Action Plan
6. Setting realistic long-term goals and S.M.A.R.T. objectives (10 year timeframe) to provide
direction and evaluation parameters
7. Exploring and selecting the best approaches to meet goals and objectives (good practice)
and setting out action steps to meet objectives which includes setting priorities for action
planning, initiating the government and state endorsement process and setting out activities
with identified responsibilities, timeframes & resources for implementation and evaluation in
the short-term (3 year timeframe)
8. Working to obtain government endorsement of the finished plan
9. Communicating and positioning the plan to those who need to know
As there were obviously as many ways to go through this process as there are countries
participating, while no requirements were set, some recommendations were made to assist
countries in moving successfully work through the planning process. The following were seen as
useful steps:
-

Develop a multi-sectoral CSAP Planning Committee to assist in leading the national planning
process.

-

Begin working with government on the strategy for government and state endorsement as
soon as possible so the strategy is set out prior to development of the CSAP.

-

Develop a work plan for how the CSAP will be developed in your country including the prework necessary to conduct a situational analysis, consult with stakeholders and obtain
feedback.

-

Conduct a situational analysis (this may be easier in a smaller group) but ensure opportunities
for input and feedback to ensure you have a comprehensive picture of current strengths,
weaknesses, opportunities and threats.

-

Hold one or more Strategic Planning Meetings to collectively develop vision, goals and
objectives with national multi-sectoral partners.

-

Have a smaller CSAP writing group to take input from Strategic Planning Meeting and
develop a draft plan from which initial priorities for action planning can be identified. (This
can be done at the same time as the Strategic Planning Meeting with the larger planning
group if the meeting will be longer than one day).

-

Set-up a feedback process for stakeholders to review and comment on the overall strategic
plan and priorities.

-

Hold one or more Action Planning Meetings to collectively develop the specific action steps
for the first three years of the plan (this can be done at the same time as the Strategic
Planning Meeting if the meeting will be longer than one day).
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-

Develop a communication plan to communicate the specifics of the final CSAP plan to those
who will be involved in implementing the action plan and monitoring / evaluating progress
and influence its positioning in the political environment to enhance its opportunity for
implementation.

6.3

Country mentoring process and support

Once the development process and main proposed steps were established, a mentoring process
was developed to ensure both specific capacity building activities plus the availability of
continuing day-to-day support for CSAP country coordinators.
Country partners were taken through the process in a staged approach to try and minimise
confusion and to avoid partners feeling overwhelmed. Thus the first stage of mentoring focussed
on engagement of government and national partners and preparing partners to collection data to
assist in their situational analysis. Once countries had engaged in the first stage the details of the
remaining stages were shared along with resources and tools.
The majority of the capacity building and mentoring was done by the Project Manager, with
input and participation of the Project Leader and Expert Group members and external experts as
appropriate. Mentoring support (phone, email, Communiqué, meetings with secretariat, sharing
with other CSAP countries, meeting updates)

6.3.1 Contact with Project Manager
The first contact involved an email to all country partners regarding the project to confirm who
would be the designated country coordinator in each country and to begin to familiarise them
with the project and expectations with respect to project deliverables and payment schedule for
the seed funds from the European Commission. After the first contact, subsequent contact with
the Project Manager was two-way.
Contacts originating from the project included project updates, reminders, requests for
information or country updates on progress, suggestions, ideas and tips were sent out proactively
to country coordinators on both a collective (all countries at once) and individual (country
specific) basis on an ongoing basis throughout the project. Early communications involved
encouraged partners to begin to engage government and national partners by making them aware
of the initiative and inviting them to participate in the process.
Country coordinators were also invited to contact the Project Manager, Project Leader or Project
Secretariat (generic email) on a reactive basis if they had questions or challenges. In this way,
mentoring assistance was essentially available to country coordinators on demand via phone,
email and in some cases face-to-face meetings throughout the project. Problem solving involved
discussing issues arising, sharing experience of other countries and developing solutions.
The degree of mentoring and support requested or supplied varied and reflected those factors that
influenced a country’s progress through the 9-step process: starting point, speed and ease with
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which government and partners engaged, experience in facilitating a large process and resources
available.

6.3.2 Orientation meeting
A face-to-face orientation meeting was held in Madrid, Spain in April 2005. The meeting was
held in conjunction with an Alliance Steering Group meeting and Spain was selected as a
location as initial assessment suggested the partner who was working to engage government
would benefit in hosting the meeting from exposure of government officials to the project and
the Alliance.
The first half of the meeting agenda covered an overview of the project including providing a
summary of proposed CSAP project activities and timetable, reviewing the project roles and
responsibilities, funding and funding documentation, discussing Communication Tools including
proposed uses for the CSAP Brochure and providing an opportunity for questions. In addition,
country partners were asked to give an update that included an assessment of where they felt they
were starting from in their country, what they had done since the beginning of the project in late
2004 and what their current challenges were. Updates and subsequent discussions were guided
by three questions distributed before the meeting and written copies of the updates were
requested using a standard form containing those questions. However, not all country
coordinators completed the forms despite several reminders.
The second half of the meeting covered the first steps in the situational analysis and indicators
through a review and discussion of the Leadership, Capacity and Infrastructure Assessment form
(which had been piloted by three of the countries) and the guidance instructions and expectations
for its completion. The intention was to have country coordinators adequately oriented and
prepared to begin to complete the assessment form once final edits based on the meeting
discussions were completed. Country coordinators also reviewed and discussed the proposed list
of indicators. The process for the development of the good practice guide was presented, an early
draft of a case study example was reviewed and the type of case study examples being sought
was discussed to assist in identification of potential examples for inclusion in the report. The
final discussion was around the proposed workshop to be held the following autumn and on what
would be most useful to country partners in terms of capacity building for the implementation of
the CSAP developmental process. A copy of meeting agenda and minutes are included in
Annexes P.

6.3.3 Planning workshop and planning guide
In November 2005 a second meeting took place. The meeting was again planned to be held in
conjunction with an Alliance Steering Group meeting and Brussels was selected as one of the
events during the two days of meetings was a was a workshop on political advocacy and
engaging government politicians and/or senior officials for both CSAP country coordinators and
Alliance Steering Group members. This afternoon workshop followed a hearing on aspects of
child safety with members of the European Parliament before which CSAP country coordinators
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had had the opportunity to meet members of the European Parliament to discuss child safety
issues. The political advocacy session included an update on WHO injury-related, EU injury
related, UNICEF and CEHAPE activities that might have a bearing on country CSAP
development. In there was to have been a presentation by Cyprus who had independent of the
CSAP project developed their child safety action plan. Due to last minute schedule conflicts this
was cancelled and instead two of the CSAP countries that were further ahead in the process
(Scotland and Northern Ireland) made presentations. A policy officer from the Health and
Environment Alliance (HEAL) closed the session with an animated presentation providing
specific insight and suggestions for meeting with government politicians and/or senior officials.
The agenda and minutes of the first day were covered as part of the Alliance Steering Group
meeting and are included Annex Q.
On the second day the morning consisted of the business portion of the CSAP meeting and in the
afternoon the workshop activities continued with a focus on strategic and action planning. The
agenda and minutes of the meeting are included in Annex Q. The morning agenda introduced the
feasibility study examining readiness to conduct Child Burden of Injury studies and outlined
CSAP country coordinators roles within the project, a question and answer session regarding
project payments and reimbursements, discussion on CSAP guidelines for presentation and
publication related to the project, a review and discussion of the Country Partner Data Collection
Form to assess policy action and availability and affordability of protective devices (which had
been piloted by six of the countries in early fall) and the guidance instructions and expectations
for its completion and a country update roundtable and discussion again guided by three
questions asking for progress since last update, specific challenges faced and whether there was
anything that the Secretariat could do to support efforts.
The afternoon consisted of an overview of the more detailed nine-step CSAP development
process and then specific sessions and small group activities involving a discussion on creating
leadership and commitment which built on the previous days activities related to political
advocacy, conducting a SWOT analysis, Strategic Planning, using the Good Practice Guide as a
tool in the planning process, and going from strategic planning priorities to action.
To facilitate country coordinators working through the planning process a series of guides and
worksheets (Table 6.3.1) on each of the stages in the process was developed and shared, with
specific aspects highlighted during the various presentations and small group work. In addition,
both the CSAP Project Leader and Project Manager who have extensive experience with
strategic planning and group facilitation indicated they were available to discuss the process with
country coordinators as they began to develop and implement their work plan for the
development of their Country CSAP and at any stage of implementation.
Evaluation of the workshop, guide and tools took place on two occasions: immediately following
the workshop and at the official end of project funding. Findings of the evaluation were that the
workshop, guide and tools were all of value to the country partners, but had the most usefulness
as partners moved to a given step. Suggestions for improvement included sharing guides and
tools earlier in the process, providing more time for small group activities at the workshop and
providing more opportunities to meet and exchange experience between countries.
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A copy of workshop presentations, the CSAP development guides and tools and evaluation form
can be found in Annex Q.
Table 6.3.1
Step #

Guides and associated tools for CSAP Development Process
Description

Worksheet

Government Engagement and Endorsement

Government Engagement / Endorsement Worksheet

2

National Partner Engagement

National Partner Engagement Worksheet

3

Situational Analysis

SWOT Analysis Worksheet

4

Developing a Vision Statement

Vision Statement Worksheet

5

Setting Out the Critical Issues

Critical Issues Worksheet

6

Setting Goals & SMART Objectives

Action Planning Worksheet #1

7

Selecting Best Approaches to Meet Goals &

Action Planning Worksheets #2A and #2B (and

Objectives and setting out Action Steps to

Child Safety Good Practice Guide as resource)

1&8

Meet Objectives
9

Communicating the CSAP

CSAP Summary Template Draft

6.3.4 Other opportunities for updates
Although there were only two official CSAP meetings (orientation and workshop) for the CSAP
country coordinators, their feedback that interaction was extremely valuable lead to attempts to
identify additional opportunities. Time was provided at each of the subsequent Alliance Steering
Group Meetings for a brief CSAP update from the Secretariat followed by a round table update
and discussion by CSAP country coordinators (or their country’s Steering Group member if the
representative was not same for both). These meetings occurred in June 2006 in Budapest,
Hungary in November 2006 in Brussels, Belgium and June 2006 in Graz, Austria. At each
meeting similar questions were posed, asking for progress since the last meeting, current
challenges faced and finding out how best the project Secretariat could assist. Copies of hard
copy updates received and sections of minutes from those meetings are attached as Annex R.
In addition to the Steering Group meetings a session on Child Safety Action Planning was
organised at the 1st European Conference on Injury Prevention and Safety Promotion held in
Vienna, Austria in late June 2006. This afforded the opportunity to promote the project and to
report on progress in two countries (Scotland and Portugal) with the broader injury prevention
audience. The session led to a lively discussion with participation from several other countries
involved in the project, which again allowed for challenges and solutions to be shared. The
presentations from the conference workshop session are included as Annex S.
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6.3.5 Additional tools and linkages
As mentioned in the section on Communications, several tools and linkages were also developed
to assist countries in moving through the process. These included the Brochures, Communiqué,
presentations and linkages to WHO CEHAPE and VIP focal points. Feedback from country
coordinators indicated that these tools had been useful and used both to assist their efforts and in
many cases shared with other partners within their country to either try and engage government
or national partners, or provide updates on progress.
On several occasions country partners were offered the opportunity to have a letter from the
Project Secretariat go out to government or national partners if it was seen as useful to assist in
moving the process ahead. Several countries took advantage of the opportunity and letters of
support were written for Czech Republic, Spain, Belgium, and Portugal.
In addition the Secretariat also made several trips to CSAP countries to support activities
including meeting with ministry representatives, national partners, facilitating planning meetings,
presenting on good practice. Trips to support CSAP country partners included:
- Edinburgh, Scotland (December 2004; March 2007)
- Oslo, Norway (April 2005)
- Paris, France (September 2005)
- Madrid, Spain (May 2005)
- Berlin, Germany (December 2005)
- Budapest, Hungary (June 2006)
- Lisbon, Portugal (November 2006)
- Prague, Czech Republic (April 2007)
The Project Leader and Project Manager also worked to assist with political positioning to
support government engagement and move toward endorsement. This involved making
opportunities to speak with Ministry officials at various meetings and calling on support of
international partners like WHO to assist.
In addition to the previously mentioned tools, to assist partners in writing up their CSAP and in
reporting to the Secretariat (as it was anticipated that most plans would be in mother tongue not
English) a CSAP Summary Reporting Form and draft outline of what should be included in a
CSAP were also developed and shared with partners (included as Annex T). Country partners
were asked to complete as much of the CSAP Summary Report Form as they were able to at the
official end of the EC project funding and submit it to the Alliance along with any drafts of
CSAP available.
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6.4

Discussion and recommendations

Discussion:
The mentoring process and processes and tools provided were viewed as essential and useful to
country coordinators, although this varied by country starting point, speed and ease with which
government and partners were engaged, partners’ experience in facilitating a large process and
resources available. One clear message was that country coordinator time together to share
progress, challenges and solutions was invaluable. For example, when the Portuguese country
coordinator shared during a meeting that she was having difficulties engaging government, the
Czech country coordinator shared her experiences and gave some suggestions. In other cases
sharing was just an opportunity to share frustration with challenges or lack of progress with
others who understood the project. The requirement to report on progress also appeared to spur
activity. In several cases progress was the result of work done just prior to the next update and
often countries that had made no progress since last report would essentially apologise for lack
of progress.
Although tools were useful, the fact that they were being developed during the project itself
meant that they were not all available to countries at the start of the process. The fact that they
are now available will mean subsequent countries going through the process will have access to
the guides and tools earlier.
Although regular contact was made with country coordinators, some countries did not attend the
meetings or respond to repeated requests for update. This made tracking progress difficult and in
part appeared to reflect partner commitment to the project an issue, which is discussed in greater
detail in next section. However, it may be that more frequent updates, perhaps requested
quarterly and posted on the website might provide greater incentive for all partners to both
provide updates and work to ensure continuing progress.
Recommendations:
-

Continued work on the CSAP project should encourage opportunities to bring country
partners together more often, and to provide CSAP updates at Alliance meetings.

-

Guides and tools should be distributed earlier in the project and the workshop should be
organised at an earlier stage in the project to facilitate face-to-face contact with country
partners.

-

More time should be given to small group exercises and discussion at the workshop,
suggesting it needs to be extended to a third day

-

Partners indicated that hearing from countries more advanced in the CSAP process was
useful. Continued work on CSAP should provide more opportunity for countries to share
their experiences with others; ideally this will involve country partners from first group of 18
taking on some of the mentoring role at meetings and the workshop.
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-

The CSAP Secretariat and project partners should continue work to support the political
process as needed to assist countries to influence key decision makers to engage in the
process and endorse plans, providing examples, rationale and methods to do so.
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Section 7.
7.1

Country progress

Initial assessment of CSAP countries and country partners

Table 7.1.1 provides an overview of the starting point of CSAP countries. The information was
collected to provide baseline information on where each of the CSAP countries and country
partner organisations were starting from at the beginning of the CSAP project in fall 2004. It is
based on both historical assessment of country partner organisations by the Project Secretariat
and also the initial assessment that partners were asked to do at the beginning of the project in
terms of where they and their country were starting from. Information comes from observation,
the initial partner update and discussions with project coordinator and project leader and thus is
subjective in nature.
As the table illustrates, of the 18 initial partners from the participating countries four were
government departments or agencies, five were academic institutions and 9 were NGOs (some of
these receive funding from government). At the start of the project the Project Secretariat
evaluated the partners’ strengths using knowledge and experience of the partners that eight were
considered to be ‘strong’ partners either coming from countries with good track records or
having demonstrated an ability to strategically build forward, four more were considered to be
technically strong partners who would do well but would benefit from a partnership with
government or another partner with advocacy experience, one country had the potential to be
challenged by being led by two organisations with a history of not always working well together,
one partner was very keen but inexperienced and lacked resources and needed both a strong
political connection and additional human resource and two were unknown commodities as new
partners to the Alliance.
Several challenges were apparent at the project’s starting point. Some partners were from a
specific sector and were going to have to step out of ‘comfort zones’ to engage the broad multisector stakeholders desired for the project, some were dealing with decentralisation or
regionalisation of responsibility for injury prevention which would present challenges for
development of a national strategy, some came from large countries with multiple political
regions, languages and cultures and some had been trying for years to engage government in the
child injury issue to no avail. In fact at the beginning of the project other than those partners that
were government, only six had previous working relationships with government and none of
those were specific to CSAP. Thus for many the initial challenge of engaging government meant
breaking new ground.
The initial assessment also looked at the existence of a strong support (government or champion)
and did not identify many countries with such supports at the outset, but some did emerge as the
process continued. Most countries had abundant activities going on, the biggest issues appeared
to be lack of coordination and gaps. None of them had an existing comprehensive plan
addressing child injury at the start of the project, although Austria was looking to develop an all
ages plan that would include children.
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Table 7.1.1 Initial assessment of CSAP country and country partners (assessed in fall 2004)

Country

Austria

Primary contacts

Mathilde Sector
Kuratorium für Verkehrssicherheit
(formerly known as Kuratorium für
Schutz und Sicherheit)

Type of organisation

Initial evaluation of strength of
lead partner(s) for CSAP as it
relates to national level action
and experience of both
organisation and country
coordinator

Initial national level
challenges identified

Initiated contact with government
re: action on child safety

NGO & a hospital-based
NGO

Strong

Two organisations sharing
leadership

Yes due to plans for national injury
prevention plan

Gudula Brandmayr`
Grosse schützen Kleine / Safe Kids
Austria
Belgium

Carine Renard
OIVO-CRIOC

Foundation of Public
Interest

Unknown; historically limited
action at Alliance table

3 regions and 3 distinct
communities with different
languages and cultures

Not at beginning of project

Czech
Republic

Veronika Benesova
Charles University

Academic institute

Strong

Political changes

Yes but not specific to CSAP

Denmark

Hanna Moller
National Institute of Public Health

Academic institute

Technically strong from
academic perspective but need
for political connection

Decentralisation of many
health related activities

Yes but not specific to CSAP

Estonia

Liis Roovali
Ministry of Social Affairs

Government department

Unknown, new to Alliance

Large size; change in
government

Yes; partner is government

France

Helen Bourdessol
Institut National de Prévention et
d'Education pour la Santé (INPES)

Government department

Strong – initiative already within
government

Large size; change in
government

Yes; partner is government

NGO receiving some
funds from Government

Strong

Large size

Yes but not specific to CSAP

Academic institute

Strong but need for political
connection

History of lack of government
engagement

Not at beginning of project

Germany

Greece

Thomas Altgeld
Bundesarbeitsgemeinschaft (BAG)
Mehr Sicherheit für Kinder e.V.
(SafeKids Germany)
Agis Terzidis
Center for Research and Prevention
of Injuries among the young
(C.E.RE.PR.I)
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Country

Hungary

Primary contacts

Eva Zentai
General Inspectorate for Consumer
Protection

Type of organisation

Initial evaluation of strength of
lead partner(s) for CSAP as it
relates to national level action
and experience of both
organisation and country
coordinator

Initial national level
challenges identified

Initiated contact with government
re: action on child safety

Government department

Unknown, new to Alliance

Initial partner from single area
(product safety)

Not at beginning of project

Academic institute

Technically strong from
academic perspective but need
for political connection

Decentralisation of many
health related activities

Not at beginning of project

Arms length government
funded NGO

Strong

None

Yes but not specific to CSAP

NGO

Strong

Limited links to Republic of
Ireland

Yes but not specific to CSAP

Gabriella Pall
National Institute of Child Health
Italy

Netherlands
Northern
Ireland

Francesca Valent, D’Anna Little &
Fabio Barbone
University of Udine
Reineke Dekker, Sabine van Eck,
Stichting Consument en Veiligheid
Janice Bisp,
Royal Society for the Prevention of
Accidents, RoSPA

Norway

Johan Lund
Norwegian Safety Forum

NGO

Strong

None

Yes but not specific to CSAP

Poland

Marta Malinowska-Cieslik
Jagiellonian University

Academic institute

Technically strong from
academic perspective but need
for political connection

Political changes, lack of
leadership

Not at beginning of project

Portugal

Elsa Rocha
APSI-Portuguese Association for
Child Safety and Injury Control

NGO

Strong

History of lack of government
engagement

Yes but not specific to CSAP

NGO
Government

Strong with partnership between
NGO and government from
beginning

None

Yes; government one of partners

NGO

Keen but inexperienced and
limited resources to draw on;
need for political connection

Regionalisation with
challenges of politics,
language and culture

Not at beginning of project

Elizabeth Lumsden
RoSPA
Scotland
Celia Gardiner
NHS Scotland

Spain

Jorge Parise
Sociedad Española de Cirugía
Infantil
Teresa Robledo de Dios
Ministerio de Sanidad y Consumo
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Country

Primary contacts

Type of organisation

Initial evaluation of strength of
lead partner(s) for CSAP as it
relates to national level action
and experience of both
organisation and country
coordinator

Lotten Strindberg, Swedish
Consumer Agency
Sweden

Richard Svanegård,
Swedish Rescue Services Agency/
Räddningsverket

Table 7.1.1 cont’d

Country

Government funded
agencies

Strong

Initiated contact with government
re: action on child safety

Initial national level
challenges identified

Injury portfolio up in the air
and will likely move to another
partner

Yes but not specific to CSAP

Initial assessment of CSAP country and country partners (assessed in fall 2004)

Government support (government
already on board) &/or strong
champion already in place (someone
already working to initiate change)

Injury prevention activity as identified by country
coordinator in initial update and observed in
historical relationship with Alliance

Participation level at
Alliance Steering Group
and in Alliance activities
(participates in
discussions, provides
feedback on documents,
participates in
campaigns)

Existing comprehensive plan
addressing child injury

Austria

Yes

Abundant activity; strong data systems

High

No

Belgium

No

Activity but little coordination or cooperation between
regions and communities; limited data systems

Medium

Czech Republic

Yes

Activity but little coordination or cooperation between
regions

High

No

Denmark

No

Activity but little coordination or cooperation at
national level

Medium

No

Estonia

No

Some activity; details unknown

New country

No

France

Yes

Some activity but limited coordination or cooperation
at national level

High

No

Germany

No

Some NGO activity but little coordination and
cooperation between stakeholders

High

No

Greece

No

Some activity

Medium

No

No
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Country

Government support (government
already on board) &/or strong
champion already in place (someone
already working to initiate change)

Injury prevention activity as identified by country
coordinator in initial update and observed in
historical relationship with Alliance

Participation level at
Alliance Steering Group
and in Alliance activities
(participates in
discussions, provides
feedback on documents,
participates in
campaigns)

Existing comprehensive plan
addressing child injury

Hungary

No

Some activity but limited coordination or cooperation
at national level

New country

No

Italy

No

Some activity but limited coordination or cooperation
at national level

Low

No

Netherlands

No

Abundant activity; strong data systems

High

No

Northern Ireland

Yes

Abundant activity in N. Ireland; Ireland unknown

Medium

No

Norway

No

Abundant activity; strong data systems

Medium

No

Poland

No

Some activity but limited coordination or cooperation
at national level

Low

No

Portugal

Somewhat

Abundant activity

High

No

Scotland

Yes

Abundant activity but limited coordination or
cooperation at national level

N/A (UK participation high,
Scotland new country)

No

Spain

Yes (federally only)

Some activity but limited coordination or cooperation
at national level

Low

No

Sweden

No

Abundant activity but limited coordination or
cooperation at national level

High

No
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7.2

Summary of progress in CSAP development process

Table 7.2.1 provides an overview of progress in CSAP development, while Table 7.2.2
provides more detail on each of the development steps. The information is taken from
Country Partner Updates and the CSAP Summary Reporting Form completed by each
country coordinator. It is notable that all countries have made some progress; at minimum by
completing assessments designed to measure starting point for planning and monitoring
progress, at maximum by developing a CSAP through collaboration with multi-disciplinary,
multi-sectoral working groups that is now awaiting ministerial endorsement.
Table 7.2.1

Country progress through 9 steps in CSAP development process
Step completed

Step in progress

9 - Communication
of plan

8 - Government
endorsement

7 - Action steps

6 - Goals and
objectives

4 - Vision statement

3 - Situational
analysis

2 - National partner
engagement

1 - Government
engagement

5 - Identification of
critical issues

CSAP development step #
Country

Austria
Belgium
Czech Republic
Denmark
Estonia
France
Germany
Greece
Hungary
Italy
Netherlands
Northern Ireland*
Norway
Poland
Portugal
Scotland
Spain
Sweden
* Northern Ireland is working from pre-existing plans on home and road safety; no comprehensive plan anticipated at
this time
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It has been interesting to note the different ways development has progressed in countries and
how this differed from the originally anticipated path. After 30 months several countries are
close to having a government endorsed CSAP (Austria, Czech, Hungary, Italy, Poland,
Scotland) and several others are at various stages of plan development (Belgium,
Netherlands, Portugal).
In a number of countries, including Hungary and Scotland, government endorsement is being
sought mid-plan for the strategic plans (vision, goals and sometimes objectives) prior to
moving to specific action planning. In Italy due to decentralisation of injury prevention to
regional government, the CSAP that has been put forward to government focuses at the
national level only and looks to make progress on things that cannot be addressed regionally.
In Germany although government is aware of the process and has participated to some degree
they have not engaged and have encouraged the plan to go forward as an NGO led plan. As
such Germany’s CSAP is complete and unless the government changes its mind it will
remain an NGO led plan. However it is encouraging to note that the government is providing
some funds for child safety, which will be used to begin to implement the German plan. In
contrast, Denmark one of the stronger partners has not only been unable to engage
government, but the Ministry of Health discouraged any further development of a plan
without their input. Given that they were not prepared to participate in the CSAP process, this
essentially disabled the country partner from moving forward with plan development unless
another arm of government was will to engage.
In other countries the CSAP timetable has not coincided with national timetables, so that in
both Sweden and Norway government is proceeding on their own timetable although there
will still be the opportunity for a CSAP to be developed in 2008 and 2009, respectively.
Another interesting observation is the speed at which things can move. The biggest barrier
appears to be government engagement. Once that is achieved, planning can proceed fairly
quickly depending on the method and degree of consultation with national stakeholders.
Portugal made great progress once the Ministry of Health was engaged and is currently
working on drafting their CSAP.
And government engagement also seems to be influenced by how the CSAP could be placed
within available policy frameworks. For example, in Hungary there were two opportunities
to embed aspects of child safety into other programmes and so the Hungary CSAP is being
integrated into both a national injury prevention programme addressing all ages and a
national Infant and Child Health Programme. In Greece government is finally showing
interest now that they have announced a National Child Health Plan within which child injury
prevention fits.
Also interesting has been that two of the countries where the partner comes from the
government sector are two who have shown the least progress. Both Estonia and France had
not seemed to have made any progress until very late in the project, and for France this was
despite the fact there was a previous comprehensive plan drafted that was abandoned
following a change in government. Reasons given were the complexity of bringing the
various government and non-government stakeholders together and competing priorities. In
both cases however, government has initiated discussions to develop all age injury strategies
and it is now likely that their CSAP will be developed as part of these proposed all ages
national injury prevention strategies.
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Additionally the lack of progress in the Netherlands, Norway and Denmark, three countries
with low injury rates and a lot of pre-existing experience has been interesting to observe.
These countries have various plans and strategies addressing aspects of child and adolescent
safety, but no unified action plan that is part of any government endorsed action. For these
countries the suggestion was to do the situational analysis including looking at existing
strategies to identify any gaps as a starting point to engage partners. As there was pre-existing
work the anticipated result was not necessarily a brand new stand alone action plan, but rather
a careful analysis that allowed for a clear description of why, what and how child injury was
being addressed in those countries and strategic planning and action planning to address
identified gaps.
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Table 7.2.2 Summary of progress in CSAP development process (to July 2007)
Country

Step #1 - Engage government

Step #2 - Engage national
partners

Step #3 - Situational
analysis

Step #4 - Vision
statement

Step #5 - Critical
issues

Timeframe of CSAP

Austria

Yes; Ministry of Heath

Yes; consultation workshop

Yes; consultation
workshop

Yes; working
group

Yes; working group

2007-2014

Belgium

Multiple attempts to engage lead;
several ministries participating in
process

Yes; > 100 informed; > 50
involved in developing plan

Yes; questionnaire to
partners; multiple drafts

Yes; working
group

Yes; done with large
working group

10 years

Czech
Republic

Yes; Ministry of Health assigned lead
but multiple Ministries involved

Yes; interdisciplinary working
group from government,
academia and NGO

Yes; working group

Yes; working
group

Yes; working group

2007-2017

Denmark

Multiple attempts to engage lead;
discouragement of non-government lead
process by Ministry of Health

Yes; plans put on hold by
Ministry of Health response

No; did complete both
CSAP assessment
forms

No

No

N/A

Estonia

Despite project partner being
government limited response from
partner; in spring 2006 Ministry of Social
Affairs made injury issue a priority but
further progress was constantly
postponed due to lack of human
resources and fluctuating priority due to
several changes in government

Yes; interdisciplinary working
group from government,
university and NGO to
prepare a National Health
Strategy which will be
umbrella for National Injury
Prevention Strategy which
will include children

Done as part of
preparation for the
National Health
Strategy; did complete
both CSAP assessment
forms

No

No

N/A

France

Despite project partner being
government little progress made during
CSAP project; the largest challenge was
the number of partners involved in child
safety prevention at a national level. The
national coordinator indicated the
timeframe of the project was too short to
allow engagement of all partners.
However France has recently begun to
focus on the development of a National
Injury Prevention Plan and while the
plan will focus on the whole population,
specific objectives related to child
safety are anticipated.

Not specific to CSAP,
however, initiation of National
Injury Prevention Plan has
resulted in involvement of all
ministries concerned by the
subject and it is anticipated
that input from broader
stakeholders will occur.

Not formerly; preexisting work and did
complete both CSAP
assessment forms

No

No

No

Germany

Multiple attempts to engage lead;
Ministry of Health aware of CSAP but
was not willing to take on as government
initiative, thus plan prepared as NGO
national plan with continued liaison with
government

Yes; lead agency has broad
network expanded further for
purposes of CSAP
development

Yes

Yes

Yes

2007-2012
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Country

Step #1 - Engage government

Step #2 - Engage national
partners

Step #3 - Situational
analysis

Step #4 - Vision
statement

Step #5 - Critical issues

Timeframe of
CSAP

Greece

Multiple attempts to engage Ministry of
Health; finally in June 2007 child health
plan announced and likely child injury
will be part of that and that CSAP
partner organisation will be link to injury
prevention for that initiative and that this
will provide an opportunity to develop a
CSAP

Yes; existing network
consulted and initial ideas
pulled together although
Ministry not yet engaged

In progress; did
complete both CSAP
assessment forms

In progress; likely
will be modified as
part of anticipated
process in 2008

In progress; likely will be
modified as part of
anticipated process in
2008

3 years

Hungary

Yes; Ministry of Health who established
a consultation between other ministries
including Economy, Transportation,
Interior and Education); drafting an
injury national plan for all ages to be
integrated into the National Public
Health Program was tasked to the
National Public Health Institute in 2005
and the CSAP was seen as falling
within this framework; the Ministry also
announced a National Infant and Child
Health Program in the same year, which
provided a second opportunity to
integrate child injury prevention.

Yes; interdisciplinary working
groups from government,
academia and NGOs were
formed to begin to address
the two programs to be
developed with participation
by CSAP coordinators in both
allowing coordination and
guidance to ensure chid
safety was positioned within
both.

Yes; publication on
state of affairs for child
safety an outcome of
project (Childhood
Injuries in Hungary –
included as part of
Annex U)

Yes

Yes

2005-2013

Yes; due to
regionalisation and
regional plans, restricted
to areas still under
national level jurisdiction

2008-2010

N/A

Italy

Yes; Ministry of health through newly
developed Centre for Disease and
Injury Prevention

Yes; Ministerial Committee
and Regional consultation
lead by Centre for Disease &
Injury Prevention

Not formerly; preexisting work and did
complete both CSAP
assessment forms

Yes; due to
regionalisation
and regional
plans, restricted to
areas still under
national level
jurisdiction

Netherlands

Yes; Ministry of Health however due to
various reasons process did not move
forward until summer 2006

Yes; initial contacts made but
due to delays meeting of
stakeholders planned for fall
2007

In progress; did
complete both CSAP
assessment forms

No

No

Northern
Ireland

Initial attempts to engage government
in Republic of Ireland failed because of
major reorganisations; from that point
on N. Ireland work focussed on N.
Ireland and enhancing existing activities
and synergies between two pre-existing
strategies, one addressing road traffic
safety and the other home safety

Yes; pre-existing working
group enhanced with new
members

Not specific to CSAP;
did complete both
CSAP assessment
forms

Yes; but preexisting related to
home safety and
road traffic safety

Yes; but pre-existing
related to home safety
and road traffic safety
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Step #1 - Engage government

Step #2 - Engage national
partners

Norway

Initial attempts to engage government
for CSAP failed as there is an existing
injury prevention strategy (all injuries)
that runs until 2007 (this despite fact
that plan does not specifically target or
address children); CSAP will be
pursued within new planning cycle

Yes; formation of National
Child Safety Board made up
of multi-disciplinary partners;
additionally opportunity to
participate in creation of
Norway CEHAP that does
include injury

No; did complete both
CSAP assessment
forms

Poland

Multiple attempts to engage lead;
initially Ministry of Interior and
Children’s Ombudsman agreed to lead
and work was started; this stalled with
elections in 2006. In 2007 new process
started under Ministry of Health

Yes; interdisciplinary working
group from government,
academia and NGOs

Portugal

Yes; Ministry of Health has National
Health Plan with injury as priority area
and engaged to do national injury
prevention all ages plan through High
Commissiarat for Health and CSAP will
be developed within; conference
regarding plan development was hosted
by Ministry of Health in 2006

Scotland

Spain

Country

Step #3 - Situational
analysis

Step #4 - Vision
statement

Step #5 - Critical issues

Timeframe of
CSAP

No

No

CEHAP – 10 years;
new injury
prevention plan to
be developed in
2008 will cover 10
years

Yes; initial work from
first process enhanced
for second process

Yes; initial work
from first process
enhanced for
second process

Yes; initial work from first
process enhanced for
second process

2007-2015

Yes; inter-ministerial meeting
with representation from
government, academia and
NGOs and CSAP has a
planning committee

Yes

Yes

Yes

2007-2010

Yes; National Health Services and
Scottish Executive engaged from early
on in initiative

Yes; broad cross-country
consultation with over 150
participants from 70+
organisations

Yes; pre-existing work
augmented by
information from CSAP
assessment forms

Yes

Yes

Not specified in first
document

Multiple attempts to engage Ministry of
Health in process have had mixed
results; biggest challenge is someone
resourced to take lead and this has not
been forthcoming; political situation in
Spain makes an initiative like this very
difficult and it is likely that a better
approach would be regional plans that
could then be examined for
opportunities for national level action

Limited to national network of
paediatricians at this time

No; did complete both
CSAP assessment
forms

No

No

N/A
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Country

Sweden

Step #1 - Engage government

Step #2 - Engage national
partners

Step #3 - Situational
analysis

Step #4 - Vision
statement

Step #5 - Critical issues

Timeframe of
CSAP

Yes; responsibility for child injury
prevention switched to the Swedish
Rescue Services Agency in 2005 but no
action was taken until 2006 when a 2stage process was developed 1) a
guidance document to be completed in
2007 and a plan to be completed in
2008

Yes; Child Safety Council,
interdisciplinary working group
from government, academia
and NGOs established in
2006

In progress as part of
Guidance document
development; did
complete both CSAP
assessment forms

In progress as
part of Guidance
document
development

In progress as part of
Guidance document
development

N/A

Table 7.2.2 cont’d

Summary of progress in CSAP development process (to July 2007)

Step #6 - Goals and S.M.A.R.T.
objectives26

Country

Step #7 - Actions planning

Step #8 - Government endorsement

Step #9 - Communication of plan

Austria

Yes; working group

Yes; working group

Process initiated but awaiting feedback
on plan before submitting final version for
endorsement

Draft plan sent to broad group of
stakeholders for input; additional work will
be required once plan endorsed

Belgium

Yes; planning group per critical issue

Yes; planning per critical issue

No

No

Czech
Republic

Yes; working group with different sectors
leading planning for their area (e.g.,
Ministry of Transport developing transport
related goals, objectives, etc.)

Yes; working group with different sectors
leading planning for their area (e.g.,
Ministry of Transport leading action
planning for transport related goals,
objectives, etc.)

In progress; changes in government have
challenged movement through this stage

In progress; Ministry of Health, WHO and
CSAP project co-funded seminar for
Vrisgraad countries (Czech, Hungary,
Poland & Slovakia) in April 2007 to share
progress and in particular for Czech to
share their CSAP; additional work will be
required once plan endorsed

Denmark

No

No

No

No

Estonia

No

No

No

No

France

Not specific to a CSAP; however goals
are currently being proposed for the
National Injury Prevention Plan and some
of these specifically target child safety.

Not specific to a CSAP; however actions
are currently being proposed for the
National Injury Prevention Plan and some
of these specifically target child safety.

No

No

26

Not all objectives listed can be considered S.M.A.R.T.; additionally some countries are pursuing endorsement of initial plan with vision and goals prior to detailing objectives and actions
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Step #6 - Goals and S.M.A.R.T.
objectives27

Country

Step #7 - Actions planning

Step #8 - Government endorsement

Step #9 - Communication of plan
Yes; plan has been circulated and was
presented to all partners at fall meeting
2006; a revised and updated version was
printed in July 2007; distribution of printed
plan to 300 key stakeholders will take
place in August 2007

Germany

Yes

Yes

No; at this time Ministry of Health will not
consider a government endorsed plan but
has encouraged SafeKids Germany to
continue with planning and
implementation of an NGO endorsed
CSAP; some funding is provided to
SafeKids Germany for injury prevention
activities

Greece

In progress; likely will be modified as part
of anticipated process in 2008

In progress; likely will be modified as part
of anticipated process in 2008

No

No

Hungary

In progress; drafted but going through
consultation

No; pending government endorsement of
drafted strategic direction a broad
consultation will be done to develop
actions and identify roles and
responsibilities, etc.

In progress; awaiting government
endorsement of proposed strategic
direction prior to detailing plan further;
changes in government and competing
priorities have challenged movement
through this stage

Yes; country partners have published a
document outlining the scope of the issue
in Hungary and what can be done to
address the issue in an attempt to raise
awareness so that once strategic
direction is endorsed broader consultation
can be initiated to lead to final detailed
CSAP

Italy

Yes; due to regionalisation and regional
plans, restricted to areas still under
national level jurisdiction

Yes; Ministerial Committee and Regional
consultation lead by Centre for Disease &
Injury Prevention

Not formerly; pre-existing work and did
complete both CSAP assessment forms

Yes; due to regionalisation and regional
plans, restricted to areas still under
national level jurisdiction

Netherlands

No

No

No

No

Northern
Ireland

Yes; pre-existing related to home safety
and road traffic safety

Yes; pre-existing related to home safety
and road traffic safety

Two pre-existing strategies considered
comprehensive covering off child injury
and these already receive government
support

Yes; the implementation of the Road
Safety and Home Safety campaigns in N.
Ireland are well underway with all key
partners informed

No

Yes; the National Child Safety Board is
monitoring and communicating current
planning activities so they will be able to
respond to both CEHAP and new national
injury prevention strategy opportunities as
they arise

Norway

27

No

No

Not all objectives listed can be considered S.M.A.R.T.; additionally some countries are pursuing endorsement of initial plan with vision and goals prior to detailing objectives and actions
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Step #6 - Goals and S.M.A.R.T.
objectives28

Country

Step #7 - Actions planning

Step #8 - Government endorsement

Step #9 - Communication of plan

Poland

Yes

Drafted but pending government
endorsement of drafted strategic direction

In progress; awaiting government
endorsement of proposed strategic
direction prior to detailing plan further

In progress; seminars organised by
Ministry of Health and CEHAP – national
focal point with WHO representatives in
March 2007 and July 2007 to share
knowledge and experience in the area of
child injury prevention in relation to
RPGII; additional work will be required
once CEHAP developed; country
coordinator has done presentations at
three national public health conferences
and has published an article outlining the
scope of child injury, assessing current
prevention efforts and recommending the
actions for a national child safety strategy

Portugal

In progress

In progress

In progress; government actively involved
in development of plan with
understanding that government
endorsement is final goal

No

Scotland

Yes; goals only; Scotland looking for
government endorsement of initial
strategy piece before outlining specific
objectives and actions

No; pending government endorsement of
drafted strategic direction a broad
consultation will be done to develop
actions and identify roles and
responsibilities, etc.

In progress; awaiting government
endorsement of proposed strategic
direction prior to detailing plan further;
changes in government and competing
priorities have challenged movement
through this stage

Yes; a printed document outlining
proposed strategic direction has been
developed and distributed

Spain

No

Limited to national network of
paediatricians at this time

No; did complete both CSAP assessment
forms

No

Sweden

No; pending completion of guidance
document, plan will be developed by
2008

No; pending completion of guidance
document, plan will be developed by
2008

In progress; government actively involved
in development of plan with
understanding that government
endorsement is final goal

No

28

Not all objectives listed can be considered S.M.A.R.T.; additionally some countries are pursuing endorsement of initial plan with vision and goals prior to detailing objectives and actions
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Table 7.2.2 cont’d
Country

Summary of progress in CSAP development process (to July 2007)

Nature of CSAP within national
policy framework

Roles and
responsibilities
outlined

CSAP linked to CEHAPE
process

Final status of CSAP (July 2007)

Austria

Part of overall national injury
prevention plan

Yes; strong link with CSAP making
up RPGII portion of CEHAP

No

Final draft awaiting feedback and final edits prior to being presented to
Ministry for endorsement in fall 2007

Belgium

Stand alone policy document

Yes; limited to information
exchange

Yes

Working on draft plan

Czech
Republic

Stand alone policy document
however actions integrated within
plans of various ministries involved
and taking lead

Yes; but on Health side only not
Environment; not part of CEHAP
but initial efforts to coordinate
actions underway

Yes

Final draft ready (included as part of Annex U); awaiting endorsement

Denmark

N/A

Yes; injury not selected as priority
issue for CEHAP

N/A

Still need to engage government; Alliance partner has had to pull out of
project because of reduced funding from government; Alliance seeking
new partner to continue work

Estonia

The National Health Strategy
currently under preparation will be
the umbrella strategy for all
national health strategies and
policies; National Injury Prevention
Strategy will be developed under
this umbrella and will address child
injury

CEHAP also belongs under the
umbrella of the National Health
Strategy; no specific link at this
time given that injury prevention
has yet to be specifically
addressed

N/A

Early discussions indicated challenges with changing personnel and
government. As of 2006 increased participation; Ministry of Social
Affairs now working on preparation of a National Health Strategy under
which injuries will fall

France

Germany

Part of overall national injury
prevention plan

No

N/A

The responsibility for child safety is spread across many ministries and
this has presented a challenge that blocked progress on a
development of a child specific plan. In 2007 discussions began
regarding the development of a national injury prevention plan for all
ages; child safety related goals and actions will be specified within the
plan; it is anticipated that a plan will be in place by the time France
hosts the 2nd European Conference on Injury Prevention and Safety
Promotion in 2008.

Not within national policy
framework; viewed as NGO plan
but tied to national government
documents

Yes; limited to information
exchange although German
CEHAP documentation does
acknowledge role of SafeKids
Germany within RPGII section and
the CSAP is expressly mentioned
in the official CEHAP report

Yes; government
identified as important
partner but as not
engaged will limit
implementation

Final NGO lead CSAP (included as part of Annex U) with no
government endorsement anticipated although partner indicates they
will continue to work towards this in addition to implementing plan
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Country

Nature of CSAP within national
policy framework

Greece

Will likely be part of an overall
national child health plan

Hungary

Integrated into two other policy
documents; plans for the National
Infant and Child Health Program
and the National Injury Prevention
Program

Italy

Will likely be integrated into overall
national injury prevention plan

Roles and
responsibilities
outlined

CSAP linked to CEHAPE
process

Not at this time

Yes; link made but no active
interaction

Yes; CEHAP focal point actively
involved in CSAP discussions

Final status of CSAP (July 2007)

N/A

Very slow progress due to government failure to engage; in June 2007
announcement of national child health plan provided another
opportunity and early discussions with Ministry of Health suggest child
injury will be included as one of priority areas which will provide
opportunity to develop a CSAP to be integrated as part of overall
strategy.

Yes but limited to broad
areas of focus at this time

Initial plan for National Infant and Child Health Program is developed
and has been approved by the government and the Prime Minister
however details of funding within that for injury prevention are unclear
at this time; approval for the National Injury Prevention Program is still
pending and it is critical to ensuring allocation of required resources
and the development of the detailed action plan.

For national pieces only

Decentralisation of responsibility for injury prevention has presented a
challenge. A regional planning process had regions develop a plans for
Road Safety and Home and Leisure Safety independently and then
submit them for review. The CSAP country coordinator was part of
review of this process but regional plans were extremely vague making
synthesis and roll-up to a national plan difficult. As a result a CSAP
was drafted for government that focussed specifically on those areas
still responsibility of central government (included as part of Annex U).
That plan is currently sitting with the Ministry of Health awaiting
endorsement. In the meantime, at the request of the partner who is an
academic institute, the Alliance began looking for a partner more
directly involved in planning of prevention. As of spring 2007 a new
partner in charge of overseeing the regional injury prevention plans has
been engaged and will participate in ongoing CSAP project which will
involve providing stronger guidance to regions with respect to
acceptable evidence-based child injury prevention activities they
should be involved in.

Netherlands

Will likely be integrated into
National Road Safety and National
Home and Leisure Injury
Prevention Plans

Yes; linkage made but Netherlands
CEHAP will exclude injury

N/A

Netherlands was challenged by leadership not buying into process
right away due to pre-existing strategies in road traffic safety and home
and leisure injuries. Eventually value of doing an assessment to look
for gaps and value of bringing stakeholders together to discuss
opportunities for synergy or to reduce duplication was acknowledged
and more active work began. Staff illness delayed this further, however
a situational analysis was initiated in 2007 and a consultation meeting
is planned for fall 2007.

Northern
Ireland

Pre-existing National strategies
examining Road Safety and Home
Safety

Unknown

Yes

Pre-existing National strategies examining Road Safety and Home
Safety (included as part of Annex U) have been augmented as part of
CSAP and are currently being implemented; no overarching CSAP
planned at this time.
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Country

Nature of CSAP within national
policy framework

N/A

Yes; strong link and active
cooperation with CEHAP national
focal point in implementation of
RPG II since 2005; injury content
included in a biennial collaboration
agreement “Children’s
Environmental Health in Poland”

Roles and responsibilities
are defined and outlined
in first draft of CSAP

The initial CSAP development was led by Ombudsman for Children
and Ministry of Internal Affairs and resulted in the drafting of a CSAP
which was in process of being reviewed by stakeholders when the
change in Minister in 2007 resulted in the halt of the process; currently
attempts are underway to have the Ministry of Health take on the
leading role in moving the plan forward for further consultation on final
draft and government endorsement

Part of overall national injury
prevention plan

Yes; strong link with CSAP being
shared with CEHAP focal points to
make up RPGII portion of CEHAP

Some of them have been
discussed but nothing
has been formalised at
this time

Portugal is in the process of developing a CSAP that will form part of
an overall national injury prevention plan; early challenges in engaging
government have resulted in delays so that the plan is currently being
drafted but the ministry is on board and has provided co-funding to
support development of the plan.

Stand alone document

Yes; the CEHAP focal point for
Scotland is part of the CSAP
working group, however in the UK
there will be one CEHAP and that
is being developed in England with
input from Scotland, Wales and N.
Ireland

N/A

A CSAP has been developed to the point of identifying strategic plan
(included as part of Annex U) and is awaiting endorsement prior to
moving to the development of a detailed plan; the Scottish CSAP
process including involvement with CEHAP is being explored as a
possible model for other areas of the UK and Wales will start the
process in fall 2007 and will likely be an observer of continuation of
CSAP process.

N/A

Despite multiple meetings with the Ministry of Health there is no
government engagement and no progress on CSAP development;
biggest challenge is someone resourced enough to take lead as
country partner is doing the work right now on a volunteer basis;
political situation in Spain makes an initiative like this very difficult and
it is likely that a better approach would be regional plans that could
then be examined for opportunities for national level action; however
two documents, the Alliance’s Priorities for Action and the Good
Practice Guide have been translated and are being distributed in hopes
of raising awareness within stakeholders in Spain

Norway

Yes; active input from National
Child Safety Council into CEHAP

Poland

Currently being developed as a
stand alone policy document
however will likely be integrated
into the National Health Program
2007-2015

Scotland

Spain

Final status of CSAP (July 2007)
A National Child Safety Council has been formed and has reviewed
existing national injury prevention plan and identified gaps; it has
participated in the CEHAP development process in Norway which has
resulted in inclusion of child injury prevention actions; the current
national injury prevention plan comes to an end in 2007 and
development of the next one will allow an opportunity to strengthen
child safety related content.

Will likely be integrated into overall
national injury prevention plan to
be developed next year; Norway’s
CEHAP will include action on child
injury as well

Portugal

Roles and
responsibilities
outlined

CSAP linked to CEHAPE
process

Unclear at this time given lack of
government engagement

No
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Country

Sweden

Nature of CSAP within national
policy framework

Stand alone policy document

Roles and
responsibilities
outlined

CSAP linked to CEHAPE
process

N/A

Final status of CSAP (July 2007)
Reorganisation within government delayed CSAP development with
the Swedish Rescue Services Agency named as responsible for child
safety in 2005 but no action was taken until 2006 when a 2-stage
process was developed to lead to a national child safety action plan. A
guidance document based on a situational analysis and outlining
scope, critical issues will be completed in 2007 (draft is included as
part of Annex U) and will form the basis for an action to be completed
in 2008
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7.3

Identification of critical issues for those countries with plans

Half of the countries have now identified their critical issues and selected priorities for action. Critical
issues identified in those countries are displayed in Table 7.3.1. Most country coordinators reported
that conducting the situational analysis was extremely helpful in identifying the critical issues and then
the goals clearly followed on from this. For others, critical issues reported related to capacity and
infrastructure but then goals addressed areas of injury prevention.
However, there are some consistencies and overlaps between countries. Injury data and improvement
of surveillance, road safety, school safety and home safety all come out strongly, as does a lack of
national coordination.

Burns/scalds

X
X
X

X

X

X
X
X

School safety (including daycare)
Sport & leisure injuries
Home injuries

X
X
X

Occupational injuries
Lack of national coordination and advocacy
Fragmentation of or inadequate injury surveillance/data systems

X
X

Lack of coordinated legislative/regulatory effort
Lack of and/or poor enforcement of existing legislation
Regional inconsistencies and poor communication of good practices
Lack of capacity for child injury prevention

X
X

X
X

X
X

X
X

X
X
X
X
X

X

X

X

X

X
X

X

X

X

Scotland

Italy

Hungary

Germany

Suffocation/strangulation

X
X
X
X
X
X
X
X

Portugal

Falls

Poland

Road accidents

Czech

Issues*

Belgium

Critical issues for 9 countries that have selected them

Austria

Table 7.3.1

X
X
X

X

X
X

Severe head and spinal cord injuries
Lack of awareness and commitment to child injury prevention
Lack of standards and benchmarks for performance in child injury
prevention
Safe municipalities/communities

X
X
X

* Issues are worded as worded by first country to include issue; other countries may have worded slightly differently but issue was same
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7.4

Summary of goals for those countries with plan

Seven countries have arrived at the point of identifying goals for their CSAPs and these are
summarised in Table 7.4.1 below. Due to specificity of goals there is less overlap than for critical
issues, but school safety, home and leisure safety, national coordination of child injury prevention
activities and improving data systems and capacity to respond to the child injury issue were most
frequently mentioned.

Increase home safety
Increase school safety (including daycare)

Scotland

Poland

Italy

Germany

Czech

Issues*

Belgium

Areas covered by goals for 9 countries that have selected them

Austria

Table 7.4.1

X
X

X

X

X

X

X

Increase sports safety
Increase home and leisure safety
Decrease falls
Decrease burns/scalds
Improve road safety including pedestrians
Improve risk perception & control
Integrate safety into existing policies
Coordinate child injury prevention activities nationally
Improve injury data to support child injury prevention
Decrease child injury mortality
Decrease child injury morbidity
Increase capacity of professionals
Increase responsibility of citizens for their health
Made injury prevention a priority theme within county governments
Framework for successful injury prevention in children and youth has been improved
and is sustainable
Establish a national advocacy network of child safety practitioners
Establish a network of organisations of child safety practitioners that includes a focus
on product safety and environmental modification
Develop a legislative/regulatory agenda
Identify and obtain commitment from a government entity that can coordinate
legislative issues specific to product safety in children
To improve local enforcement of regulations regulating use of safety devices in
children
Establish a tool for dissemination and communication of injury prevention activity

X
X
X
X
X
X
X

X
X
X

X
X
X
X
X

X

X
X

X

X

X
X
X
X
X
X
X
X

Disseminate information to all relevant stakeholders

X

Improve coordination and communication between agencies at local level, make best
use of local planning opportunities
Encourage adoption of injury prevention as a core priority by community safety
partnerships

X

* Goals are worded as worded by first country to include issue; other countries may have worded slightly differently but issue was same
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7.5

Facilitators/barriers and reflections on process

Reflecting on the CSAP process and country partner progress to date, several facilitators and barriers
are apparent.
Champions of the process:
Countries who had a real champion who kept pushing government to engage and move through the
process appear to have been more successful than countries without such a champion. In some cases
the champion was the CSAP country coordinator, in others it was endorsement of the idea of the CSAP
by someone with power. For example, in Scotland the Medical Officer of Health suggested a plan was
needed and government came on board with funding and support. This suggests that one strategy for
country partners to pursue is to find a champion willing to support and speak for their efforts. In
addition in some countries the partnering of government and NGO allowed progress as the NGO could
continue the call for action when government was slowed down due to competing priorities and
demands.
Size of country:
Within the context of this project we found that smaller countries had an advantage over large
countries as governments are typically smaller and it is easier to bring stakeholders together. Both
Cyprus and Scotland reported that their small size was a definite facilitator to success in developing a
national CSAP. In contrast, large countries, particularly those that are regionalised have greater
difficulty because of larger bureaucracies and larger distances to bring stakeholders together (e.g.,
Spain). A larger country can also have more than one language or culture that can also be a barrier to
progress (e.g., Belgium)
Political system and stability:
The nature and stability of the political system can be a barrier to progressing through the CSAP
development process. Decentralised or regionalised systems create challenges for national planning,
despite the fact that there is still a role and need for coordination to ensure good information flow and
decrease duplication of effort. For example in Denmark, much of injury prevention is now
decentralised to municipal units and this has probably been one of the barriers to engaging government
in the national planning process. Government stability can also be an issue. Country planning
processes in Austria, Czech, Poland, and Scotland have been affected by changing governments. For
the most part these have not been too frequent, but getting the Czech CSAP finalised and endorsed has
been challenged by four changes in Minister since the project began. Political instability is one of the
reasons that government endorsement of a plan, particularly if it is within a larger policy framework, is
the preferred position. Once that level of commitment is made, it is less likely that plans will be
abandoned with a change in government or Minister.
Readiness to change:
Readiness or willingness to change also impacts the planning process. A sense that everything is
already being done that needs to be done does not encourage progress. This appeared to be the
situation early on in the Netherlands and although the process of carrying out a situational analysis did
make it clear that there were both gaps and opportunities for greater synergies between groups, it has
still been a challenge to engage partners in a unified vision.
Starting point:
Level of development of child and adolescent injury prevention activities at the starting point appears
to be both a barrier and a facilitator. There seemed to almost be a sense of inertia in those countries
where it was perceived that they were already well ahead of the rest of the countries. Countries who
perceived they had adequate plans, even if there were obvious gaps or untapped opportunities for
collaboration and synergy, appeared to be less likely or slower to engage than those with less well
established track records. This suggests that countries that are less well established may find a
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national planning process like CSAP easier to move through because there is in a sense less ‘baggage’.
However, countries really starting from nowhere also appeared to face a barrier. And for those
countries it appeared that there was not enough presence of the issue to acquire the necessary resources
to begin to establish the process – the focus of work still appeared to be establishing the importance of
the issue.
Lead organization:
Interestingly there was no clear pattern with respect to what type of lead organisation was best. Having
government as single lead organisation did not work in most cases despite the fact that government
engagement appeared to be the greatest hurdle to the planning process. This is likely because
government struggles with competing priorities and demands and often the individual identified within
government has multiple portfolios and therefore struggles to keep a focus on child injury unless there
is clear commitment from higher levels. Having an academic led organisation also did not work unless
there were strong links to government when the project began or they were achieved early in the
process. The most effective situation appeared to be a shared lead between government and an NGO,
government and an academic institute or even between two government departments/ministries.
However, it is obvious that in order for government to partner with an NGO or academic institution
some degree of credibility or track record is needed. Another aspect of lead organisation is the amount
of resources at the organisations disposal. Most of the work done by partner organisations on a project
like this is absorbed by their existing employment positions, which means that other things have not
been achieved as a result. An organisation with sufficient resources to support a planning team for the
most intensive six-month period of the actual development of the plan will facilitate progress.
Ministry response:
As already indicated engagement of government appears to be the first barrier to be overcome in an
effective CSAP development process. If a Ministry is engaged and takes a leading role, it increases
likelihood that resulting plan will be endorsed, thus having a Ministry willing to lead the process (as
long as there is a clear understanding that government endorsement is an end goal) is a facilitator to the
process. There is no evidence from the current project that it matters which Ministry takes lead, just
that the commitment needs to be followed through on. However in all cases where there are multiple
Ministries involved in the CSAP project one has been named as lead or coordinator of the process
(usually Health). Engagement of a Ministry without them taking a lead role in the plan development
likely makes endorsement more difficult (and perhaps even impossible given that the government
endorsement process typically needs to be led by someone ‘in the system’) unless they agree to be a
participant during planning and then take up lead for endorsement. Thus there is likely some strategy
involved in negotiating a role for government within CSAP development, with a lead, or co-lead being
preferable to participant or no involvement. Related to this is the level at which the commitment is
made. It is best to get the commitment from the Minister rather than a government official. However
one cannot expect a Minister to attend a planning meeting, thus again some pre-thought as to who is
best suited to the planning table makes sense. Finding a champion within government who can assist
in these discussions and negotiations can facilitate a positive outcome.
Policy framework:
Another facilitator that seems to be evident in progress to date in the CSAP project is the way in which
it fits in existing or evolving policy frameworks within government. Although the entire process was
intentionally tied to the CEHAPE process, individual countries have responded to the commitments to
CEHAPE differently so that CSAP may not be perceived as a positive thing if those responsible for the
national CEHAP in a country are not interested in addressing injury. In those cases, the existence of
other policy frameworks and the argument for integrating child safety into existing frameworks rather
than developing the CSAP as a stand-alone document seem to have met with success. The situation in
the Czech Republic where different Ministries are taking their own piece and integrating the specified
goals into existing programming frameworks is a good example. The CSAP can still be identified and
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monitored, but buy-in and likelihood of success are greater because there is less perception that the
injury prevention activities are something ‘new’ that must be funded and supported. A similar
approach is being taken in Hungary where some activities are being built into an Infant and Child
Health Programme while others will be part of an all ages Injury Prevention Programme.
Seed funding:
Several of the country partners indicated that the EC seed funds provided as part of this project were a
facilitator to the project. In some cases approaching to government with some initial funds from the
Commission encouraged matching funds. In others it just provided the lead organisation with enough
additional resource to allow the country coordinator to dedicate time to the CSAP planning process.
Although most indicated that the seed funds in no way covered all the time invested in the process, it
was an incentive to engage.
Parallel/European level process:
Several country partners indicated that being part of a bigger European process was also a facilitator,
particularly when engaging government or national partners. A European project gave greater
credibility to what they were trying to achieve nationally. One suggested that they would not even
have a draft CSAP if it were not for the project. The information exchange and sense of community
created by the project was also a personal facilitator for many of the country coordinators. Several
suggested that more opportunities to meet face to face and discuss challenges would facilitate progress
and suggested that this would be an even stronger facilitator for the 12 new incoming countries who
would have the lessons and experience from the first 18 from which to learn.
Clear process/capacity:
Several country partners indicated that having a clear step-wise process with tools and a mentoring
process designed to increase capacity were also facilitators to the process. Several indicated that they
would not have been where they were without the guidance they had received.
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Section 8.
8.1

Project impact

Anticipated outcomes

There were several anticipated outcomes from the project that were expected given the
development process countries were asked to go through.
Stronger links with national governments:
As the first step was engaging government, and if at all possible multiple sectors, in the planning
process, it was to be expected that partners would have stronger links with national governments
as a result of the participating in the CSAP project. In almost all of the participating countries
this was achieved.
Additionally, the data collection for the LIC Assessment and Policy indicators also required
contact with government departments at the national level and many partners mentioned stronger
linkages with government were a direct outcome of those processes.
Stronger links to national partners:
Similarly the step of engaging national partners to participate in the planning process also
resulted in stronger links and in many cases new links to new partners. Partners indicated that the
LIC Assessment, which asked about other national stakeholders, forced many of them to look
beyond their traditional partners to see whom else was active and this increased awareness also
gave them a head start for identifying national stakeholders to invite to participate as part of the
planning process. Belgium and Poland both indicated they have the start to a national network of
stakeholders because of the process CSAP development entailed.
Increased awareness of the child and adolescent safety issue in participating countries:
Increased attention on the child injury issue has resulted in increased awareness. In several cases
(e.g., Czech Republic and Germany) the development of a national plan has lead to increased
media coverage of the issue. For others, the need to make the case for the need for a CSAP has
involved education of decision makers and national stakeholders and has resulted in raised
awareness in government and partner organisations regarding the magnitude and import of the
issue.
The link between health and environment nurtured by the CEHAPE initiative has particularly
done a lot to increase awareness of the clear link between injury and the environment and as a
result the multi-sectoral nature of the issue and solutions both at the national and European level.
For other countries, their initial assessment suggested that increasing awareness needed to be a
goal unto itself and developed or translated tools to assist in that process. For example, in Spain
the translation and distribution of the Alliance’s White Book and the executive summary of the
Good Practice Guide to paediatricians across Spain is a first step to increasing awareness with
the hope of engaging more of them to assist with developing a CSAP in Spain. In Hungary the
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country partners realised early on in their CSAP process that there was not enough political
commitment to child injury and that certain changes within government were not going to
improve the situation so they decided to write a book on child injuries in Hungary and use some
of the CSAP funds to help publish it. Their goal was to raise government awareness and enhance
their knowledge by describing the current situation in Hungary.
Increased capacity of country partner organizations:
One of the desired outcomes of the CSAP project is increased partner capacity and having
country partners move through the process has definitely increased capacity. Knowledge and
skills have increased. Many report that the assessments done to gather information for the
indicators increased their knowledge with respect to the state of national leadership,
infrastructure and capacity and policy and legislation.
The situational analysis has opened their eyes to the breadth of things that can influence child
injury prevention both as opportunities and threats. In many cases country partners have
facilitated planning sessions for the first time. For others their skills in working with government
have improved and several claimed a much better understanding of the political process within
their country as it relates to both the legislative system and getting a policy endorsed.
The Good Practice Guide has increased awareness regarding the need for evidence-based
practice and the fact that so little of what is known is applied consistently across Europe.
Enhanced political commitment for child and adolescent injury in counties:
Over half of the countries partners have managed to engage government to play a key role in the
development of a national CSAP; several others have government departments participating in
planning even if government has not taken a coordinating or lead role. In five countries (Austria,
Czech Republic, Portugal, Sweden and Scotland) some form of co-financing for CSAP
development has come from government.

8.2

Unanticipated outcomes

In addition to the anticipated outcomes it has been most gratifying to note the many
unanticipated outcomes that have resulted from the CSAP project.
Unifying nature of project nationally and internationally:
Taking international partners through a parallel process has lead to an unanticipated sense of
community that country coordinators have called both inspirational and motivating. In addition,
the national planning processes have resulted in alignment of priorities nationally and have
brought together organisations that have previously never worked together.
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Modified legislation to support child injury:
In the Czech Republic the country coordinator reported that the CSAP project was the final
incentive to have legislation modified to allow for collection of child injury data.
New structures – temporary and permanent:
Several new structures, both temporary and permanent have resulted from CSAP development.
Several countries have developed multi-ministerial steering groups within government to guide
CSAP development. Both Norway and Sweden have established permanent structures. Norway
formed the National Child Safety Board and Sweden has established the National Child Safety
Council. Both structures are multi-disciplinary are multi-sectoral and will have input into the
development of child safety in those countries.
Country partnering and work agreements:
Although it was anticipated that countries would learn from one another there have been several
unanticipated partnerships. The country coordinators from Austria and Germany attended each
other’s planning days and exchanged ideas and feedback. Portugal impressed by Norway’s
National Child Safety Board invited the Norwegian country coordinator to attend their interministerial meeting to present the model. The Czech Republic hosted an injury workshop for the
four countries that make up the Visegrad agreement (Czech, Hungary, Poland, Slovakia) and the
countries signed an agreement to assist each other in development and implementation of child
safety action plans.
Stronger working relationships with WHO/UNICEF/counties and experts in the field:
The size and breadth of the CSAP project has lead to stronger relationships with members of the
Expert Group and beyond. Stronger working relationships now exist with three of the WHO
European offices (Rome, Bonn and Copenhagen), WHO global office and both the UNICEF
Geneva office and the Innocenti Research Centre in Florence. Work together on the CSAP
Expert Group has led to additional collaborations members outside of the CSAP project.
Expanded capacity of the Alliance:
Although it was anticipated that partner capacity would increase, as a result of the warm working
relationships with country partners the Alliance now has partners capable of speaking on behalf
of child injury and the CSAP project. As a result of the indicator work done, the Alliance is now
collaborating on international initiatives. The Good Practice Guide and deliverable of an
electronic version has helped shape the development of EuroSafe’s all injuries all ages
Evidenced-based Measures in Injury Prevention (EMIP) database. In addition, the use of clear
criteria for case study examples of good practice has provided a model for using examples of
effective strategies rather than just inventories of what is out there and this approach is currently
being explored by other projects examining good practice.
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A model for emulation:
The success of the CSAP project has led to other areas of injury to consider a similar process and
the ability of the Alliance network to carry such a project has provided additional evidence of the
utility of international collaborations. The approach also provides and has been recognised as a
model for the other Regional Priority Goals within CEHAPE to consider.
Failure of all country partners to engage:
While the Secretariat and Expert Group discussed and agreed that it would be an excellent
outcome if half of the countries had a plan at the end of the project, no one anticipated that
one or more of the countries would fail to engage in the process. The reasons why this occurred
include turn over of personnel and the possibility of language barriers, but every effort has been
made to clearly communicate project expectations and roles and responsibilities and feedback
from other partners suggests that communication is not likely to be a real reason.

8.3

Conclusions

The CSAP project involved three objectives with the desired outcomes of government endorsed
national child safety action plans and increased capacity at the national level to undertake such
activities. The three objectives involved development of a set of indicators, a good practice guide
for child safety and CSAP development and mentoring processes to facilitate country partners in
national plan development. The products of these activities have proven to be useful and will
continue to be used or enhanced as information is shared with the remainder of the EU countries
and beyond.
The CSAP model has proven to be successful both internally with partners and externally within
participating countries and broader international arenas (e.g., CEHAPE). Strengths of the project
have been a clear vision, strong leadership, well managed organisation including technical
aspects, strong two-way communication and dedicated hard working partners. The challenges
have been the size and scope of the project, the number of partners and the disparate starting
points for national action planning and obtaining government commitment.
All countries have made some progress, at minimum by completing assessments designed to
measure starting point for planning and monitoring progress, at maximum by developing a CSAP
through collaboration with multi-disciplinary, multi-sectoral working groups that is now
awaiting ministerial endorsement. Country partners have expressed many anticipated and
unanticipated outcomes and most have reported and/or demonstrated increased capacity as a
result of participating in the project.
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8.4

Next steps

Next steps for CSAP project include:
-

Finalising the launch plans for the Country Report Cards, launching and uploading
information from the project onto the Alliance website and maximising exposure of the many
project products.

-

Continuing support for the initial 18 countries and Cyprus who will now join the project as a
country implementing a CSAP and following up with evaluation of planning process tools
and processes and impact of CSAP development and implementation.

-

As the Commission has agreed to fund the continuation of the project to allow the remaining
12 eligible countries project partners will be sought for those countries where one has yet to
be identified, keeping in mind lessons learned regarding lead organisation; tools will be
tweaked using feedback from first phase.

-

Building in the lessons learned into the new project plan and the opportunity that the
continued project offers to move forward on exploring how we can work with WHO and
UNICEF and other partners to ensure that the lessons learned from the first 18 countries
facilitate progress in the larger European region will be taken full advantage of.

-

Reviewing and communicating recommendations to appropriate audiences using appropriate
communication mechanisms.

-

Continuing analyses of data and information gathered will occur, which will be reported in
several academic papers.
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