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Foreword 
 

In the name of God, the Compassionate, the Merciful 
 
I am very happy to share with you this publication which is 

designed to assist and guide Member States in developing a 
multisectoral plan of action for injury prevention, in conceiving and 
implementing an effective injury surveillance system, and in 
outlining research priorities, particularly focusing on road traffic 
injury prevention. 

Injuries are becoming a major public health problem. According 
to the World Health Report 2003, globally, the burden of disease due 
to injuries has increased from about 12% in 1990 to 15% in 2000, and 
is expected to increase to about 20% by 2020. Today, more than 90% 
of the world’s deaths from injuries occur in low- and middle-income 
countries. 

Globally, road traffic injuries are the leading cause of injury-
related deaths. In the Eastern Mediterranean Region, they are among 
the leading causes of death among children and people of working 
age. 

The health sector bears the maximum brunt in terms of 
provision of acute care and rehabilitation services. Indeed, the burden 
injuries impose on health care systems in the Region is enormous. 
Yet, prevention is low on the public health agenda of most of the 
Member States of the Eastern Mediterranean Region. Injuries on the 
roads, at home and in the workplace have increased due to lack of 
safety-related policies and programmes. This is largely attributable to 
lack of reliable health information and to the fact that injury 
prevention is still largely considered to be the domain of other 
sectors. 

It is now known that injuries can be prevented. There is clearly 
an urgent need for better surveillance systems and revision of 
research priorities as well as cost-effective prevention policies and 
strategies. All this should take into account the complexities and 
considerations of each country while visiting the solutions that have 
worked for others. 
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I would strongly encourage policy-makers, public health 
specialists and researchers to make best use of this document in 
addition to other important publications from WHO on the subject of 
road traffic injury prevention, control and surveillance, which are the 
result of tremendous hard work by many WHO colleagues and 
leading experts on the subject from around the globe. 

 
 
 
 

Hussein A. Gezairy MD FRCS 
Regional Director for the Eastern Mediterranean 



 

1. Introduction 
This document addresses unintentional injuries with a focus on 

road traffic injuries. Globally, road traffic crashes are the single 
leading cause of injury-related deaths. In the Eastern Mediterranean 
Region the problem is serious and growing. This guide firstly 
examines the situation in the Eastern Mediterranean Region, and then 
provides a step by step approach to developing a national policy on 
injury prevention and management, followed by sections on injury 
surveillance and research. 

Injury can be defined as an acute exposure to physical agents 
such as mechanical energy, heat, electricity, chemicals and ionizing 
radiation, interacting with the body in amounts, or at rates, that 
exceed the threshold of human tolerance. In some cases, injuries 
result from the sudden lack of essential agents such as oxygen or 
heat. This definition of injury is centred on the traumatic physical 
consequences that these energy exposures produce in the body. 
Injuries can also be classified as intentional, unintentional or of 
undetermined intent. 

Injuries have traditionally been regarded as random and 
unavoidable “accidents”. However, within the last few decades, a 
better understanding of the nature of injuries has helped to change 
perceptions, and hence attitudes, so that today both unintentional 
and intentional injuries are viewed as largely preventable events.  

As a result of this shift in perception, injuries and their health 
implications have begun to attract the attention of decision-makers 
worldwide, placing injury prevention and control policies firmly 
within the public health arena. Furthermore, the growing acceptance 
of injuries as a preventable public health problem over the past 
decade or so has led to the development of preventative strategies 
and, consequently, to a decrease in the human death toll and 
disability due to injuries in some countries. 

The two main injury categories, intentional and unintentional 
injuries, have been categorized by the International Classification of 
Diseases (ICD) into a series of external cause codes (Table 1). 
Unintentional injuries are subdivided into road traffic injuries, 
poisoning, falls, fires, drowning, and other unintentional injuries. The 
latter category includes: exposure to animate and inanimate 
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mechanical forces (including firearms); exposure to electric current, 
radiation and extreme ambient temperature and pressure, and to 
forces of nature; and contact with heat and hot substances, and 
venomous plants and animals. Intentional injuries are subdivided 
into: self-inflicted injuries, such as suicide; interpersonal violence, 
such as homicide, war-related injuries; and other intentional injuries, 
including injuries due to legal intervention. 

Table 1. External causes of injury and their corresponding ICD codes  

Type of external cause of 
injury  

ICD-9 code ICD-9 BTL code ICD-10 code 

All injuries  E800–E999 B47–B56 V01–Y98 

Unintentional injuries  E800–E949 B47–B53 V01–X59, Y40– 
Y86, 

Y88, Y89 

1. Road traffic injuries E810–E819, B471–B472 V01–V89, V99, 

 E826–E829, 
E929 

 Y850 

2. Poisoning  E850–E869 B48 X40–X49 

3. Falls  E880–E888 B50 W00–W19 

4. Fires  E890–E899 B51 X00–X09 

5. Drowning  E910 B521 W65–W74 

6. Other unintentional 
 injuries 

E800–E807, B49, B52 (minus V90–V98, W20– 

 E820–E848, B521), B53, B47 W64, W75– 

 E870–E879, (minus B471) W99, X10–X39, 

 E900–E909,  X50–X59, Y40– 

 E911–E949  Y86, Y88, Y89 

Intentional injuries  E950–E978, B54–B55, B56 X60–Y09, Y35– 

 E990–E999 (minus B560) Y36, Y870– 
Y871 

1. Self-inflicted  E950–E959 B54 X60–X84, Y870 

2. Interpersonal violence E960–E969 B55 X85–Y09, Y871 

3. War  E990–E999 B561 Y36 

4. Other intentional injuries E970–E978 B569 Y35 
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2. Injury situation in the Eastern Mediterranean 
 Region 

Despite the growing recognition of injuries as an urgent public 
health problem and the progress made towards developing a wider 
understanding of the issue, the precise magnitude of injury-related 
mortality and disability is not known for many countries, including 
those in the Eastern Mediterranean Region. However, while there is 
still a need for better and more reliable data in the Region, an overall 
picture can still be gained.  

According to WHO’s Injury Chartbook (2002), an estimated five 
million people worldwide died from injuries in the year 2000. In the 
same year, injuries accounted for 9% of the world’s deaths and 12% of 
the global burden of disease. 

In the Eastern Mediterranean Region, injury-related mortality 
rates in 2000 were about 50 per 100 000 population for high-income 
countries and 70 per 100 000 population in low- and middle-income 
countries, representing 7% of the global total. Table 2 depicts the 
magnitude of the problem in disability-adjusted life years (DALYS) 
by mortality stratum in the Region.  

The burden of disease related to injuries is expected to rise 
dramatically by the year 2020. Of all injuries, intentional and 
unintentional, road traffic injuries are the single leading cause of 
injury-related deaths, accounting for 25% worldwide. 

Globally, road traffic injuries account for 2.6% of all DALYS lost 
and 2.1% of global mortality. Almost 50% of this global mortality is 
borne by young adults between the ages of 15 and 44 years, the most 
productive years of life. Low-income and middle-income countries 
account for about 90% of global mortality due to road traffic crashes. 
If current trends persist, by 2020 annual deaths and disabilities due to 
road traffic injuries will have dropped by 30% in high-income 
countries. In contrast, they will have increased by 60%, in low-income 
and middle-income countries, signifying an immense increase. 
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Table 2. Burden of disease due to  injuries in the Eastern Mediterranean 
Region, 2002 (estimates) 

   Mortality stratum 
Cause Low child, 

low adult 

DALYS (000) 

High child, 

high adult  

DALYS (000) 

Population (000) 142 528 360 296 

Total injuries 4 767 12 714 

Unintentional injuries 4 225 9 768 

Road traffic injuries 1 856 2 732 

Poisoning 73 266 

Falls 508 1 212 

Fires 293 1 091 

Drowning 155 651 

Other unintentional 

injuries 

1 340 3 815 

Intentional 543 2 946 

Self-inflicted 258 749 

Violence 241 1 031 

War 26 1 115 

Adapted from The world health report 2004, Geneva, World Health Organization, 2004. 
 
Besides the devastating human loss, the economic loss due to 

road traffic injuries is enormous. Estimates suggest that this cost 
accounts for 1%–2% of the Gross National Product of many countries 
(Table 3), amounting to approximately US$ 520 billion globally. Of 
this, US$ 65 billion is borne by developing countries; more than the 
amount they receive in development aid in a year. 

Over the past decade, the number of road traffic deaths has 
been rising steadily in the Eastern Mediterranean Region. The injury 
chartbook (2002) shows that the regional share of total global mortality 
due to road traffic crashes in 2000 was 7%, less than Europe’s share of 
10%. On the other hand, The world health report 2003 (2003) gives a 
cumulative figure of 132 000 deaths in the Eastern Mediterranean 
Region occurring due to road traffic crashes in 2002; almost the same 
as the figure for Europe, which was 128 000 for the same year. In 
2002, the mortality rate from road traffic injuries in the Eastern 
Mediterranean Region was 26.4 deaths per 100 000 population, the 
second highest in the world after the African Region. 
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Table 3. Estimated annual cost of road traffic crashes 

Regiona Regional Gross 

National 

Product, 1997 

(US$ billion) 

GNP 

(%) 

Estimated annual 

crash costs 

Costs 

(US$ billion) 

Africa 370 1.0 3.7 

Asia 2 454 1.0 24.5 

Latin America and the Caribbean 1 890 1.0 18.9 

Middle East 495 1.5 7.4 

Central and Eastern Europe 659 1.5 9.9 

Subtotal 5 615  64.5 

Highly-motorized countriesb 22 665 2.0 453.3 

Total   517.8 
a Data are displayed according to the regional classification of TRL Ltd., United Kingdom. 
b Australia, Japan, New Zealand, North America, and the western European countries. 
Source: World report on road traffic injury prevention, Geneva, World Health Organization, 
2004. 

 
There are many reasons for the high number of casualties in the 

Eastern Mediterranean Region. A high burden of road traffic injuries 
among vulnerable road users, including pedestrians, children and 
bicycle/motorcycle and public transport user, is characteristic of most 
countries of the Region. Pedestrians account for almost half the 
deaths due to road traffic crashes in the Region (Table 4). 

The poor are also more affected. Even in high-income countries, 
poor children are at a higher risk. In addition, the poor have limited 
access to post-crash emergency care, particularly given the escalating 
cost of health care. Moreover, families may be pushed further into 
poverty as a result of losing a bread-winner due to death or disability. 

Emergency services in the Region need further improvement. 
Vehicle condition and protective devices are below internationally 
accepted standards. The overcrowding of vehicles and poor 
infrastructure are other compounding factors. 
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Table 4. Pedestrian deaths as a percentage of all deaths in some countries of 

the Eastern Mediterranean Region  

Countries Pedestrian deaths (%) 

Lebanonb 62 

Jordana 46 

Pakistanc 42 

Moroccod 33 (cars 34) 

Bahraina 27 (cars 42) 

Omana 23 

Source: 
a National statistics. 
b Jacobs G et al. Estimating global fatalities. Crowthorne, Transport Research Laboratory, 

2000 (TRL Reprot 445). 
c Ghaffar A et al. Injuries in Pakistan: directions for future health policy. Health policy and 

planning, 1999, 14:11–7. 
d Coury D, unpublished data, 2002. 

3. Development of policies and plans for injury prevention 
and management  

3.1 Development of national policies for injury prevention 
In all countries of the Region, laws and regulations concerning 

intentional and unintentional injuries already exist, and some 
activities are underway. However, these initiatives are often 
fragmented and inadequate, and overall awareness of the magnitude 
of the problem is often low. It is therefore necessary to develop 
national policy1 on injury prevention to raise awareness about the 
problem, build consensus around possible solutions and develop a 
coherent, effective response involving all partners.  

Assessing the size of the problem, and informing political 
decision-makers and the general public about its impact on health, 
potential solutions and related costs will be instrumental in creating 
awareness and the desire to take appropriate action. A national policy 
will provide a framework for action, with a set of common objectives, 
a shared time frame and a strategy for coordinating and evaluating 

                                                      
1 Policy in terms of health has been defined by WHO as “a statement or expression of goals, or 
principles of actions to improve the health situation”. 
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activities. Such a document is key to the efficient organization of 
national and community-level interventions that involve many actors 
(government sector, nongovernmental organizations, community 
stakeholders) in a manner that avoids overlap and gaps in 
programming. 

Developing a national policy on injury prevention should also 
help in obtaining additional resources to address the problem. A 
coordinated policy, approved by government may help the ministries 
concerned to mobilize resources to support proposed activities. In 
addition, a national policy could lead to legislative provisions, thus 
providing a more solid base for budgetary allocation.  

3.2 Stakeholders in injury prevention and management 
A number of factors contribute to the prevalence of injuries in 

society. Therefore, the responsibility for designing and implementing 
policies and interventions to prevent injuries cannot be wholly 
assigned to the health sector. A number of stakeholders need to be 
involved in endeavours to address the issue, including:  
• Government representatives of the ministries most concerned, 

in particular the ministries relating to health, transport, traffic, 
justice, family affairs, education, housing, labour, agriculture, 
sport and consumer affairs;  

• Policy-makers and other decision-makers in the public health 
sector, as well as nongovernmental organizations working in 
the field of injury prevention;  

• Academicians involved in research on the causes and impact of 
injuries and in the development of appropriate solutions;  

• International organizations that wish to support national efforts 
to prevent injuries, including aid agencies, bilateral donors and 
United Nations agencies; 

• Members of the community.  

3.3 The role of the health sector 
It is not essential for the ministry of health to take the lead in 

developing the national policy. In some instances the impetus may 
come from another ministry, such as the ministry of transport or 
traffic authorities in the case of road traffic injuries or the ministry of 
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family or women’s affairs in the case of domestic violence. However, 
the ministry of health must take prime responsibility for some issues 
such as: collecting data on the health consequences of injuries; 
making available the preventive services that are based in the health 
sector; providing emergency medical services, care and rehabilitation; 
ensuring forensic assessments; training health care providers; 
preventing the unnecessary drain of limited health care resources; 
and advocating for action in other sectors. The ministry of health is 
also frequently a key actor in designing and implementing 
information, education and communication activities for the general 
public. 

3.4 The policy development process 

3.4.1 A phased process 
The policy development process can be divided into three 

phases:  
1. designing and leading the policy development process 
2. formulating the policy 
3. ensuring approval and endorsement. 

While approval of a policy document is dependent on its 
formulation, and policy formulation should only happen once the 
development process has been agreed upon by the major 
stakeholders, some of the activities started in phase 1 will continue 
throughout the policy development process. Experience shows that a 
certain chronology in the development phases gives more visible and 
sustainable results. However, various steps within each phase, as 
described below, can be taken out of sequence. It is not possible to 
make general recommendations on the length of time any specific 
step should take. 

3.4.2 Phase 1: Designing and leading the policy development process 
In developing a national policy, four steps should be taken: 

assessing the situation, raising awareness about injuries, creating 
strong political commitment and leadership, and integrating key 
stakeholders. How this will be taken forward in each country will 
depend on the circumstances. It should always be borne in mind that 
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the four steps in the policy-making process do not have to be taken 
consecutively. 

Step 1: Assessing the situation. Before deciding on the content 
of a policy in terms of goals, objectives and strategic directions, it is 
important to know the extent and causes of the injury problem being 
addressed, to have an idea about existing and/or possible solutions 
given available resources, to identify existing relevant policies and 
laws, and to identify all partners who could join forces to address the 
problem. The initial situation assessment thus comprises four parts: 
• epidemiological assessment 
• solutions-oriented assessment 
• assessment of the existing policy environment 
• stakeholder analysis. 

While these are all very important and should not be 
overlooked, a balance should be found between collecting sufficient 
information and not consuming too many resources and time. 
Information already available should thus be exploited first before 
engaging in new data collection.  

Step 2: Raising awareness about injuries. Advocacy, 
communication and sensitization or education to influence public 
opinion, policy-makers and programme managers are key to 
mobilizing the resources and political commitment necessary to 
initiate the policy development process. Results from the initial 
situation assessment (step 1) should be used to raise awareness 
among decision-makers and politicians, and whenever possible to do 
more targeted lobbying with key decision-makers and opinion 
leaders. The decision for a government to embark on policy 
development usually stems from an advocacy and communication 
process. It may stem from specific groups (women’s associations, 
victims’ associations), from external factors (international pressure, 
international agreements, international/regional declarations), or 
from high profile politicians or persons (first ladies, royalty). 

At the same time, greater awareness should be created among 
the general public to create an understanding that the issue under 
debate is critical to their way of life in addition to health and safety. 
This can be done through special reports in the mass media, using 
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international campaigns or world health days, and during festivals or 
fairs.  

Step 3: Creating leadership and political commitment. A 
strong political commitment and leadership at the national level is 
needed to ensure that the policy extends beyond the interests of one 
particular sector. Given that any policy or strategy to prevent injuries 
must involve several ministries as well as the for-profit private sector, 
nongovernmental organizations and advocacy groups, and civil 
society at large, it is paramount that a clear leadership be defined 
during the formulation process and the implementation phase. 
Therefore, who should lead the process, and the roles of the leader 
and the ministry of health, are all questions that should be answered 
at the outset. 

While it is important for a person or agency to take the lead in 
the process, other stakeholders must also be given ownership of the 
policy process and policy document. The main function of leadership 
is to ensure that the process moves forward and to coordinate and 
involve all partners. The leading agency is responsible for creating 
and sustaining a policy debate that may take weeks or months before 
a final draft of the policy is acceptable.  

Leadership during all policy development phases need not be 
held by the same entity or person. However, a change in leadership 
must be seen to be transparent and be acceptable to all stakeholders. 

Step 4: Integrating key stakeholders and creating ownership. 
During the situation analysis (step 1), key government, 
nongovernmental and community stakeholders and policy 
entrepreneurs have been identified (stakeholder analysis). They were 
then sensitized to the need for developing a policy on injury 
prevention (step 2). It is now critical to ensure that the major 
stakeholders own the policy process. 

The greater the involvement of stakeholders at various levels 
during the development process, the greater their sense of ownership 
and motivation to actually implement the policy. It is thus of utmost 
importance to integrate those empowered to solve the problem at the 
outset. Failure to consult key groups could mean that they might 
implicitly reject the policy and prevent its implementation.  
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As injuries encompass a wide range of causes and solutions, the 
stakeholders will represent many sectors and disciplines. Some may 
have little experience of working with one another and little insight 
into how the other sectors understand and respond to the problem. If 
some are not willing to become involved in the process at the 
beginning, they should be informed of the process and recalled 
regularly for participation.  

3.4.3 Phase 2: Formulating the policy 
Formulation of the policy itself should only start once the initial 

situation assessment has been completed, the organization leading 
the process is identified and a mechanism linking all important 
stakeholders is in place.  

The primary resource requirement in developing a national 
policy document is an individual or a small group of individuals 
designated by the lead government agency. This could be either 
government employees or a contracted nongovernmental 
organization or consultant. Most importantly the organization or 
individual(s) chosen must be empowered to take all necessary steps 
to develop the national policy. This organization or person(s) has to 
work closely with all stakeholders and the national committee, and to 
give due consideration to their interests and recommendations in 
drafting the policy document. 

A national policy document should be written and structured in 
such a way that participants from different sectors can easily 
understand it. As it is addressed mainly to policy-makers, the use of 
technical words should be avoided. It should also include a concise 
summary version and a glossary of terms and concepts used. A 
policy document on injury prevention should address the points 
mentioned below, although the format and sequence may change.  

Step 1: Defining the broad framework. At the outset a vision 
should indicate the ultimate goal that one would ideally wish to 
reach by implementing the policy. Such a vision does not necessarily 
have to be realistic and will usually neither have a time frame nor 
provide a quantified target to be reached. In addition the time frame 
of the policy should be defined.  
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It may be useful to explain why the particular issue(s) and 
scope(s) were chosen and their complementarities with other policy 
documents. For example, some of the areas selected by countries in 
other Regions have been road traffic injuries (Thailand), road safety 
(Tanzania, Kenya), domestic violence (Germany, United Kingdom, 
New Zealand), self-inflicted injuries/suicide (United States of 
America, Australia), social violence (Honduras, Mozambique).  

The principles that will guide the policy should be defined and 
may include those of human rights, social justice and equity, the right 
to health care, respect for the dignity and autonomy of the individual, 
gender considerations, community involvement and the right to a 
safe environment. Reference should be made, where relevant to the 
national constitution, national health policies, other national policies 
or strategies, and international legislation or treaties. Each principle 
should be briefly described showing how it applies to injury 
prevention. 

Step 2: Ensuring a systematic approach to injury prevention. 
After having agreed on a common goal, a series of objectives should 
describe how this goal could potentially be reached. Although one 
cannot be prescriptive about objectives and corresponding 
interventions given the wide range of injuries and country-specific 
situations, a systematic approach should be used to ensure that 
proposals for action are comprehensive and coherent. 

The components of a comprehensive and systematic approach 
are to: 
• prevent the occurrence of injuries through adoption of safer 

behaviours (primary prevention); 
• reduce the direct consequences of an injury by designing and 

implementing protective mechanisms (secondary prevention); 
• provide adequate care and rehabilitation services for the 

injured to minimize harm (tertiary prevention) including 
emergency care, essential trauma care, and physical and 
psychological rehabilitation. 
Collecting, analysing and disseminating data on injuries (a 

surveillance system) and monitoring and evaluating interventions 
(operational research) are essential to support this systematic 
approach.  
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Depending on the type of injury to be considered in the policy 
document and the national environment, a general objective (impact 
objective) to be reached for each component, as well as more specific 
objectives (process objectives) should be defined. For example, the 
general objective relating to primary prevention of road traffic 
injuries may be that the number of car accidents will have decreased 
by 50% in five years. Specific objectives may then be to set and 
enforce speed limits, to enforce alcohol impairment laws and to 
regulate drivers’ hours of work in commercial and public transport. 
The situation assessment should previously have indicated that these 
are major causes for car accidents. 

After having defined the general and specific objectives for each 
component, the most relevant interventions to reach each objective 
should be described. To do so, the breadth of available interventions 
that have proven to be effective should be examined to determine 
which are most useful in the national context given the scope of the 
policy. The policy should support proven and/or promising 
interventions, and advocate withdrawing support for interventions 
shown to be ineffective.  

One important issue in addressing injury prevention is that 
there is rarely a standard set of technically sound and effective 
interventions to be proposed. In some areas there may be some well-
tested interventions (i.e. seat belts and helmets preventing injuries in 
road traffic crashes), but in other areas, there is little evidence to build 
on (i.e. which type of pre-hospital care reduces morbidity and 
mortality due to traffic injuries). Even well tested interventions may 
not be equally relevant in all contexts. This is due both to the relative 
newness of the field and the strongly contextual nature of the causes 
and risk factors for injuries, as well as the population groups most at 
risk. The evidence is almost exclusively from high-income countries 
and may thus not be applicable in other settings. 

In choosing interventions, it is thus important to consider their 
potential effectiveness, taking into consideration state-of-the-art 
knowledge as well as local circumstances. In addition to effectiveness, 
feasibility, acceptability, cost-effectiveness and measurability are 
important factors to consider. 
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Step 3: Ensuring that policy will lead to action. The goals, 
general and specific objectives and the interventions to reach those 
objectives have now been defined. This, however, is not sufficient to 
allow the various stakeholders and political authorities to agree on 
the policy and move towards its implementation. It may be easy to 
agree on a series of objectives and interventions, as long as it has not 
been decided who will have to take responsibility for making them 
happen and who will have to pay for it. To make a policy realistic 
and workable, it is essential that national and local priorities be 
discussed at the outset, that responsibilities and coordinating 
mechanisms be devised, and resource needs and potential funding 
sources identified. Constraints and limitations, as well as favourable 
factors for implementation, should be considered. 

Setting priorities. As the range of injuries to be prevented is 
very large and resources are limited, national priorities need to be 
specified. In principle, priority should be given to problems that 
impact on a large proportion of the population, as judged by the 
situation analysis and for which political support and commitment 
can be gained. In some instances, the mix of identifying a serious 
threat to health and a window of political opportunity may lead to 
prioritising an injury problem that is not highest on the list in terms 
of premature mortality or morbidity. 

Priorities should also be based on relevant and sustainable 
interventions, meaning what is feasible given available resources 
(human and financial) and the strengths and weaknesses of existing 
programmes and services.  

Priority areas should be specified in collaboration with all 
parties involved. Each stakeholder may have different perceptions of 
what the priorities should be. The concern of the potential 
beneficiaries should also be taken into account, as community 
priorities may be different from political priorities. Creating 
consensus among all stakeholders on priorities may not be easy, but 
doing it through a transparent and open process will make the 
eventual decision more acceptable.  

During the policy development process it may only be possible 
to define priorities at the national level. However, during the 
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implementation phase it will be necessary to also set priorities at the 
regional or local level. 

Defining responsibilities and coordination mechanisms for 
implementation. Institutional responsibilities and obligations, and 
coordination mechanisms between ministries and other national 
entities, should be defined as much as possible during the policy 
development process and described in the policy document. This 
includes: attributing overall leadership for policy implementation; 
assigning leadership for specific components, if useful; and ascribing 
responsibilities for implementation to the various partners. 
Leadership also implies coordinating all parties involved. To ensure 
that all stakeholders have a good understanding of how they will 
contribute to the overall framework and collaborate with others, 
collaboration mechanisms should be described clearly. 

Identifying resource needs. Financial and human resource 
limitations may be key obstacles to implementing the policy. It is thus 
paramount that: human resource needs, including training, are 
estimated; costs for implementing the policy are estimated by 
component and by intervention chosen; and national and 
international funding sources are identified. Ministries or agencies 
taking the overall responsibility for implementing the policy should 
make provision for specific funds in their budgets and/or secure 
financial support from donors. 

Defining mechanisms for monitoring and evaluation. Finally, 
monitoring and evaluation of the policy should be addressed. The 
document should clearly emphasize the importance of documenting 
progress in preventing injuries and assign responsibilities for 
evaluating the implementation and impact of the policy. It must also 
be stated that resources should be specifically set aside for these 
monitoring and evaluation activities. Targets for each component, a 
set of indicators and a precise monitoring and evaluation plan will 
not be part of the initial policy document. These would be developed 
after approval of the policy when more specific action plans are being 
designed. 
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3.4.4 Phase 3: Approval and endorsement 
The approval process should happen sequentially in three 

steps. While it is always important to start with the first step, to seek 
approval from the stakeholder groups, it may not always be possible 
to reach step three, namely state endorsement of the policy.  

Step 1: Approval from stakeholder groups. Once the policy 
document is in an advanced draft form, a national consultative 
conference bringing together all stakeholders should be convened. 
The aim of this meeting is to reach consensus around the content and 
the structures of the national policy document by allowing all 
stakeholders the opportunity to provide final comments on the draft 
and to discuss opportunities and constraints for implementation of 
the policy.  

After the consultation, the policy document should be finalized 
and sent to all stakeholders. Having their approval and commitment 
is very important, as stakeholders can put pressure to continue a 
policy if the political climate becomes less favourable. 

Step 2: Government approval. In order for a national policy to 
become officially recognized by the state, it needs to undergo a more 
formal approval process. In most countries it first needs to be 
approved within the ministries, through an approval by the various 
ministries, then by the cabinet or prime minister.  

Step 3: State endorsement. Given the fact that several 
ministries have to collaborate in implementing the policy, and that its 
impact is dependent on a long-term commitment, it is highly 
desirable that such a policy be approved at the highest level of 
government (i.e. prime minister/cabinet), be ratified by parliament 
and given a legal basis. Elections can cause changes in political 
leaders and priorities. It is therefore best if the policy document is 
approved into an official document of the state, rather than the 
government, so as to withstand any change in government.  

3.5 Multisectoral plan of action 
A national plan of action is important for preventing injuries 

and for promoting effective responses that can be sustained over 
time. Such a plan should be based on a consensus developed by a 
wide range of governmental and nongovernmental actors, including 
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appropriate stakeholder organizations. It should take into account the 
human and financial resources that are, and will be made available, 
for its implementation, and should include elements such as: 
• the review and reform of existing legislation and policy;  
• building data collection and research capacity; 
• coordinating mechanisms at the local, national and 

international levels to enable collaboration between sectors that 
might contribute to the prevention and management of injuries, 
such as the health, the police/traffic authorities, justice, 
education, labour, and social welfare sectors in the public sector 
as well as the nongovernmental and private sectors; 

• strategies, actions and plans for prevention of events leading to 
injuries specifically road traffic injuries; 

• strengthening services for victims; 
• developing and evaluating prevention responses; 
• a timetable and responsibilities of various partners for actions 

and strategies; 
• a surveillance system with a specific organization mandated to 

monitor and report periodically on progress of activities; 
• broad budget estimates and sources of funding; 
• an evaluation mechanism.  

The development of a multisectoral plan of action for the 
prevention and management of injuries will follow more or less the 
same steps as that for developing policies for injury prevention. The 
plan of action should have more operational details in order to enable 
the line ministries and partners to be able to implement the policy. 

4. Injury surveillance 

4.1 Surveillance 
The term “surveillance”, as used in the public health field, 

refers to the ongoing and systematic collection, analysis, 
interpretation and dissemination of health information. Generally 
speaking, it involves the keeping of records on individual cases, 
assembling information from those records, analysing and 
interpreting this information, and reporting it to others. These others 
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may include health care practitioners, government officials, 
international agencies, the general public and anyone else with an 
interest in public health. Surveillance may be “active” or “passive”, 
depending on your needs and resources. The term “surveillance” 
should not be confused with “survey”; whereas surveillance is an 
ongoing process, the term “survey” usually refers to a one-time 
event.  

Surveillance produces data that describe: 
• the size and characteristics of a health problem (the number of 

cases of injury, broken down by type, and the characteristics of 
each type); 

• the populations at risk (the kind of people most likely to incur 
each type of injury); 

• the risk factors (the things that contribute to each type of injury 
and the things that are associated with each type of injury); 

• the trends (if a particular type of injury is occurring more or less 
frequently, and if it is doing more or less harm). 

• Armed with such data it is possible to: 
• design and apply appropriate interventions 
• use data for advocacy and coordination of efforts among 

different stakeholders 
• monitor the results and assess the impacts of interventions. 

The scale of the injury problem is not a matter of dispute. As 
previously indicated, the number of people who die from injury 
every year runs into the millions. However, deaths are only a small 
part of the total injury problem; for every person killed, many more 
are seriously and permanently disabled, and many more again suffer 
minor, short-term disabilities. The costs of injury mortality and 
morbidity are immense, not only in terms of lost economic 
opportunity and demands on national health budgets, but also in 
terms of personal suffering. Despite this, few countries have 
surveillance systems that generate reliable information on the nature 
and extent of injuries, especially with regards to non-fatal injuries. 
Those that do, tend to be in the more developed parts of the world. 

Without reliable information, health care planners are severely 
constrained. They are unable to allocate resources so as to achieve the 
greatest impact in preventing injuries, reducing the harm they do, 
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and treating and rehabilitating injured persons. This is true for 
planners at all levels, whether they are concerned with the worldwide 
injury problem or national, regional or local injury problems. 
Planners need information specific to their areas of concern.  

What little information is available tends to focus on fatal 
injuries. However, several general conclusions can be drawn. 
• Injury profiles vary greatly from country to country, with large 

differences in the total numbers of injuries, types of injuries, 
numbers of deaths and serious disabilities, and levels of 
intervention. 

• Trends vary from country to country. Injury profiles can change 
suddenly in response to economic ups and downs, social 
upheaval and rapid shifts in the levels of industrialization, 
urbanization and motorization. 

• Injury problems tend to be greatest in those countries with the 
fewest resources. Low-income countries, especially, are plagued 
by a greater number and variety of potential hazards, yet have 
the least capacity to prevent and treat injury. 

• As injury classifications have only been standardized very 
recently, much of the information generated by surveillance 
systems until now is not comparable between countries, or even 
within countries. 

4.2 Active versus passive surveillance 
In active surveillance, injury cases are sought out and 

investigated; injured persons are interviewed and followed up. 
Active surveillance of child abuse cases, for example, would involve 
identifying and locating cases through a variety of sources, such as 
police reports, social service agencies and educational authorities. It 
then might involve seeking out the abused children, their parents or 
guardians and/or appropriate authorities, conducting interviews and 
following up with further interviews. Active surveillance usually 
requires large expenditures of human and financial resources. 

In passive surveillance, relevant information is collected in the 
course of doing other routine tasks. That is to say, the generation of 
data is not necessarily the primary function of the system that yields 
the data. For example, doctors are routinely required to fill out death 
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certificates for legal purposes, but it is possible to extract information 
entered on those certificates in order to obtain data on deaths from 
injuries. Forms filled out by doctors or nurses for medical insurance 
purposes can similarly serve a dual function; the medical information 
entered on insurance forms can also be used for surveillance 
purposes. 

Passive surveillance usually requires less expenditure of 
resources, as front-line health care practitioners (i.e. doctors, nurses 
and paramedics), by filling out various forms for legal, administrative 
and other purposes are in effect also collecting the kind of data that 
are needed for surveillance. When the same information can serve 
dual purposes, it is important to make sure that the forms used to 
collect this information are designed with both purposes in mind. 
This requires careful consideration of the definitions and 
classifications used. Nevertheless, in most settings, the use of well-
designed forms and, perhaps, the addition of just a few extra steps to 
an established routine, means that surveillance adds little in the way 
of costs. Therefore, in areas where resources are limited, adopting a 
passive surveillance method may be more appropriate.  

4.3 Steps in a surveillance system 

4.3.1 Defining the problem 
The nature of the problem that you wish to define may be quite 

general or relatively specific. For example, you may wish to establish 
an injury surveillance system to provide you with information on the 
total numbers of persons injured. Alternatively, you may have a 
requirement for very specific information about a particular type of 
injury or a special set of circumstances. For instance, if a new 
roadway is about to be built through a school area, you may be 
concerned about the potential impact of that roadway on the number 
of road traffic injuries among children, in particular that the number 
of injuries will increase. 

Problem definition determines the structure and content of 
your surveillance system. It tells you what is to be placed under 
surveillance and what information is to be collected. This, in turn, 
allows you to identify potential sources of information, and to decide 
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where and how the information should be collected. To use the 
“roadway through the school area” example, problem definition 
dictates that you want to know whether or not any children are 
injured in road traffic accidents in a given area, and assuming that 
they are, how many, in what ways and how severely. Police reports 
might be one source of information. However, you may well find that 
it is better to establish your main surveillance system in the local 
health care facility, assuming that is where injured children will be 
taken for treatment. The school nurse’s office might be another 
possibility. 

4.3.2 Collecting the data 
Having defined the problem to be investigated, the next step is 

to collect the data. This requires that you determine what information 
is pertinent, what means you might use for recording that 
information (i.e. usually a form of some description), which people 
are best placed to provide that information (fill out your forms) and 
where those people are located.  

4.3.3 Entering and processing the data 
Once your raw data have been sourced and collected together, 

you will need to decide how best to collate and process it. In some 
cases, these two steps may go together. This would be the case if, for 
example, the person who is responsible for filling out a form about a 
particular patient is able to enter, at the same time, relevant 
information onto another form (or set of forms) that has been 
designed to record information about all cases of injury. 
Alternatively, this person (or someone else) might go through all 
records on individual cases at the end of each day (or each week), and 
extract information from those relating to injuries. This information 
could then be entered either onto another form designed for the 
purpose, or into a computerized database set up to generate daily, 
weekly, monthly or yearly statistical reports.  
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4.3.4 Interpreting the data 
Raw statistics are usually not enough; more often than not, 

there is a need for further analysis and interpretation of raw data in 
order to draw out the most important features and to present 
information in such a way so as to make it easy to understand.  

4.3.5 Reporting the results 
Once data have been collated and analyzed, the results of 

surveillance need to be presented and disseminated. This is usually 
done in the form of written reports, geared to your target audience(s). 
Often one report will suit all intended readers. However, in some 
cases, several reports, each containing varying levels of detail, may be 
necessary in order to satisfy the requirements of all of your readers. A 
planner with a national health authority, for example, may want 
more detail than a politician or a member of the general public. 

4.3.6 Using the results to plan interventions 
All of the previous steps of surveillance are directed towards 

this, the ultimate purpose of the system. The results of surveillance 
are intended to help planners respond to the problem under 
surveillance by developing new or improving existing policies and 
strategies for prevention or intervention. In this context, the term 
“planners” can be defined as narrowly or as broadly as you like. It 
might be the specialists who do planning for larger agencies or the 
generalists (including doctors, nurses and paramedics) who do 
planning for smaller agencies. It might include the managers and 
politicians who approve plans. It can even be members of the general 
public who endorse plans through their voting patterns or who seek 
amendments by lodging complaints and suggestions. 

 4.3.7 Evaluating the surveillance system 
A good surveillance system needs to be able to respond to 

changing needs and circumstances; in other words, it needs to be 
dynamic. If it turns out not to be producing all the up-to-date 
information needed or produces information that is not needed, then 
it should be adjusted. Mechanisms for continual evaluation and 
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adjustment should therefore be built into the system at the design 
stage. 

The end users of the information produced (the planners) will 
often be the best judges as to whether or not the system is serving its 
purposes well. Planners should be assured that you are always 
receptive to feedback, and that you always welcome their comments 
and suggestions. 

4.3.8 Keeping the system up to date 
Ongoing evaluation of your surveillance system will require 

that you repeat the above steps as you identify flaws or opportunities 
for improvement. It may be that the problem definition needs to be 
refined or expanded or perhaps the forms for collecting data need to 
be changed. Maybe you can improve the methods for processing, 
analyzing and interpreting the data (e.g. you may now have a 
computer and a reliable source of electricity that you did not have 
before). Maybe you need to change the focus of your reports, so they 
emphasize the information your end users need most. 

Surveillance for the sake of surveillance is a poor use of 
resources. As you design a surveillance system, you should keep in 
mind its ultimate uses and make sure that it is collecting the 
information needed for those uses and not wasting resources by 
collecting unnecessary or useless information. 

5. Research 
Since road traffic injuries have only fairly recently been 

recognized as a major public health problem, science is lagging 
behind with regard to providing solutions. Although high-income 
countries have had success in implementing and evaluating 
interventions, few have been tested in the developing world, and 
even fewer are currently in place. Interventions implemented in high-
income countries may not be relevant to the reality in low- and 
middle-income countries. This inequity due to poverty has caused 
concern, and further emphasizes the critical need for research and 
development on road traffic injuries such countries.  
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There are many reasons to undertake research on injuries, but a 
main priority is to gain a better understanding of the problem in 
different country situations with different social, cultural and 
economic contexts so that appropriate responses can be developed 
and evaluated. At the national level, research can be advanced by 
government policy, by direct involvement of government institutions 
(many social service or interior ministries, as well as criminal justice 
agencies, have in-house research programmes) and by funding to 
academic institutions and independent researchers. Research can and 
should also be undertaken at the local level. For maximum benefit, 
local authorities should involve all partners possessing relevant 
expertise, including university faculties (such as medicine, social 
sciences, criminology and epidemiology), research facilities and 
nongovernmental organizations. Some high-priority global issues call 
for cross-national research at the international level. These issues 
include: the relationship between injuries and various aspects of 
globalization, including economic, environmental and cultural 
impacts; risk and protective factors common to different cultures and 
societies; and promising prevention approaches applicable in a 
variety of contexts. 

The initial steps would be to define priorities for, and support 
research on, the causes, consequences, costs and prevention of 
injuries. Some issues that may require further research for use in 
designing or modification of interventions in injuries could be: 
• behavioural risk factors contributing to road traffic accidents 

and injuries in general;  
• risk of injuries in underprivileged groups of population e.g. 

displaced people, women, or people in remote areas;  
• psychosocial determinants of injuries; 
• use of information technology, such as management 

information systems (MIS) and geographic information systems 
(GIS), in recording/monitoring injuries; 

• environmental determinants of road traffic accidents. 
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