COVERING THE PERIOD 1990-1895

o TN T R T O
P '

-

Global Medium—-Term Programme

Programme 8,3

ACCIDENT PREVENTION

Despite the evideut overall significance of accidents for

publie thealth, the number of countries Cthat have established

adequate policies and programmes based on sound scientific evideunce
and available safety technologies, is still too low, The situation
is particularly imbalanced and detrimental to developing countries,
where deaths from injuries rank now among the firsgt five causes of
general wmortality, and where the protection of consumers and
commnities against hazards is often a reflection of a compromise
between safety needs and ecomomic pressures. The powerful role of
underdevelopment in determining the extent of the injury problem
and potential for action din developing countries should be
constantly emphasized,

In support of natlonal policy formulation, WHO has contributed
during the Seventh General Programme of Work (7th GPW) to improving
information on accidents, especially in developing countries, and
by the end of this period it was possible to draw some conclusions
on the ©basis of the information collected and apalysed,
particularly concerning differences hatween developed and
developing countries and specific requirements for the latter.

On the basis of those achievements during the 7th GPFW, the
trend of the programme For the Eighth General Programme of Work
{(8th GPW) will be to shift emphasis from the basic data and
knowledge acquisition phase to a more operational omne aimed at
better elucidating cultural and sociceconomic determinants of
injury causationm, creating greater political and public awareness
of health damage caused by injuries and integrating a safety or
injury prevention compoment into health promotlon and protection
policies, The main thrust of the programme will be on developing
policy principles and supporting action programmes that are
community-oriented, particularly at district or mere local level.
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1. Introduction and policy basis

The activities and appreaches of the accident prevention prograume #im at providing
countries and regions with the necessary support to develep related national or regional
preventive gtrateples within their overall efforts to implement the Global Strategy for
Health for All by the year 2000. '

Activities will councentrate on the development of epidemiological knowledge and
preventive tools, which will stimulate and support the development of national accident
control policies and programmes. In particular, efforts will be directed towards
developing and adapting technology =0 as to eliminate aeccident hazards at all levels of
tndividual or community activities, as part of the strategy for gencral health protection
and promotion.

The first resolution requesting WHO to play an active role in accident prevention and
coordination of related research was adopted by Member States in 1966 (WHAL9.36). A
further resolution emphasizing international ac¢tien to be taken in the field of traffic
safety was pagsed in 1974 (WHA27,59); in 1976 both the Executlve Board and the World
Health Assembly reviewed the programme, and the Executive Board adopted a resolution
requesting the development of a formal programme {EB57.R30). In addition, the Member
States kn two regions adopted resolutions regarding the development of regional programmes
relevant to the special requirements of each regiom {EUR/RC26/R2) and (WPR/RCZ8/SR/6).

2. Situvation analysis

The principal causes of injuries are those associated with the ocecurrence of motor
vehicle sccidents, falls, drownings, burus and poisonings or with various types of violent
behaviour, In this regpect, injuries can be Intentiocnally or unintentiomally produced,
Depending where they occur, accidents are usually classified as traffic, home or domestic,
school, sport and leigure, or occupational accidents or injuries. For the sake of
avoiding confusion in terminology, accidents (an event when various factors interact to
eventually produce an injury) must be differentiated from injury, which is the health
cutcome, Intervention can take place before the accident occurs, (primary safety
measures) or after the accident to prevent injury occuring or mitigate it (secondary
safety measures).

Injury, intentional or not, is ome of the principal public health issues, with
individual, social and economic consequences that still remain largely underestimated by
governments and the public. Crude figures show 2 670 000 deaths reported yearly worldwide
trom injury and poisonings,l about 2 million of which occur inrn developing countries.
Some 120 000 people die on the roads cach year in countries of the OECD, 50 000 in the REEC
alone. In Sweden about two deaths accur per 10 000 motor vehicles on the road, whereas in
Kenya this flgure is about 60. By the bepginning of the 1980s, about 44% of all deaths of
boys aged 5=14 years were due to accldents In Sweden as compared with 8% in Egypt, but the
death rate per 100 000 inhabitants for this age group was higher in Egypt than in Sweden:
14.7 and 13 respectively.

It is clear that, for health plammers, the absolute number of accidental deaths or
their crude rate 1s not sufflcient to assess the magnitude of the accident problem.
Accldental deaths as a percentage of all deaths and their ranking ameng leading causes of
mortality has to be considered when establishing priorities., In an _snalysls of the
raniking of aceidents among the leading causes of death made by WHO,? accidents were
included in the five leading causes of death in all but a very few countries. Using the
potentlal years of 1ife lost as an indicator further emphasizes the importance of this
cause of death and wunderlines its major sociceconomic consequences, since children,
adolescents and young adults pay a particularly heavy toll in aceldent mortality. For

1 Yorld health statistics annual, World Health Organization, 1984, Geneva.

2 world health statistics quartarly, 39(3): 255 (1%86).




APR/MTP/88.1
page 3

instance, in 1981, the potential years of life lost due to accidents to young people as a
porcentage of that for people aged 1-65 years lay between 45% in Sweden and 78% in Egypt.
This percentage is generally highest in developing countries. During the period
1977-1981, accidents were the leading cause of death for people aged 1-24 years In more
than half of nearly 60 developed and developing countries for which Information was
available, They are even now the leading cause of death between the ages of 1 and 40
years in an increased number ¢f countries, Injury is alse the primary cause of the loss
of more working years of 1ife than all forms of cancer and heart disease combined. Only
AIDS is now beginning to compete with accident and violence as a cause of death in these
age groups.

However, in countries with constant or =slightly decreasing patterns, changes in
mortality are no longer sufficient to represent the situation or even to evaluate the
effectivencss of countermeasures. Other indices have to be used based on morbidity data.
As part of morbidity datas, better documentation on permanent disablilitics resulting from
accidental injuries is also strongly needed. Unfortumately, for the time being very few
health systems appear to be able toe calculate the impact of accidents on the overall
morbidity or disability figures in a given community. The relatlionship between mortality
and morbidity is often not at all clear, and the decline in mortality observed in some
countries may well be gounterbalanced by an increase in severity of injuries and
morbidity, especially in long=lasting or permanent disabilities.

During the 7th GPW, constant attention was given by WHO o the need te document
morbidity and disability from injuries, and to establish wmethodological toels for this
purpose.

For example, in the United States of America, moteox vehlcle accidents cause about
50 000 deaths each year but 2 million disabling injuries; and while approximactely 6000
deaths result from burns, 60 000 people injured by burns are admitted to hospital. A4part
from the total of 140 000 deaths by injuries in the United States, an additional 80 000
will he affected by permanently disabling injuries of the brain or spinal cord and 2000
will remain in & constant vegetative state, In India, where a largse underreporting
exists, about 10 000 deaths are attributed te burns each year, and there are sbout
1 million disabling burn injuries.

In both developed and developing countries, 10-30% of all hospital admissicns are the
regult of accidents. Such admissions are costly becavse of the demands they make on
emergency, disgnostic and therapeutic care, often involving highly sophisticated
technology and the additional need for long—term rehabilitation, The situation is worse
in many developing countries where an inadequate infrastructure for the management of
injuries leads not only to increased mortality but also, and mere significantly, to an
increased number of severe disabilities, Tor instance, in India, case fatality rates for
burns can be very high (30-40%) in some locations, due mainly to infections,

In the United States, injury represents the first cause of primary contact with
physicians. Abeout 150 million hospltal hed days are necessary to treat injuries, and one
out of every eight hospital bSeds is ocecupied by injury patients. In the EEC, about 30-33
millien dnjuries cthat occur at home or during leisure-time activities are treated
medically each year. In Thailand, the primary cause of wmortality and morbidity is related
te violent incidents, namely homicides and traffic aceidents. A trivial acecident such as
a fall represents a major cause of injury, especially in childhood and aging (as per the
WHO analysis on this subject). In the elderly, for instance, a fall can frighten someone
£n the extent that it will limit his or her seclal activities, frequently leading to a
deterioration in that persen's beslth. It should be emphasized that physical and
peychological distress and disabilities, which often result in severe handicaps, may be
cauged by severe injuries or even mild ones, Brain injuries often result in long-term
dlsabilities, as do spinal-cord injuries and, in many circumstances, they can cause
considerable distuption in families, Thers is a ueed to assess more fully Lhe
psychological impact of an accident ot imjury on not only the subject but alse the family
or nucleus of close relatives, since the handicaps that result from these situations are
likely to be much more severe than generally thought, Children and adolescents censtitute
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a high-risk proup owing to their wulnerability at various stages of developmeat, and in
all countries young children, women and the elderly are particularly cxposed to the risk
of domastic aceidents, Several WHO activities have taken place, and documentation on the
problem of acecidents or vieclence within these growps has been initiated.

Motor vehicles are a leading cause of minor-to—serious injuries and the main cause of
the severest injuries. About half of all acute brain or spinal-cord injuries from
external causcs are sustained in motor vehicle crashes. The economic burden c¢an he
excessive, even for highly developed countries, where the related social costs of motoy
vehicle injuries are exceeded only by those of cancer and cardiovascular dliseases, While
no price can be set on death and disability, the economic burden to soclety of deaths and
disabilities owing to accidents can be measured in terms of beoth Lhe loss of productivity
and the extent and cost of the use made of medical and rehabilitative services. FEconomic
costs due Lo injuries can be staggering. In the United States in 1986 health costs from
injuries ranked second (US% 82 000 million) after heart diseases {(U5% 85 D00 million) and
befare cancer (U8 50 000 million) and infectious diseases (US$ 10 000 million). In the
same country, more years of working life were lost from injury each year (abour 4 million
years of working life) than from ail forms of heart disease (2.1 million years) and cancer
(1.7 millivn vears) combined. In the EEC, traffic trauma amounled to about ECU 40 0Q0
million in 1985. |

With regard teo rescarch into accideats, the slender resources allocated do not
reflact their high cost to society, For instance, in the United States, resources for
cancer fegsearch are aboul tep times greater than those devoted to accident research,
althouph the number of vears of life lost dug to cancer is approximately half of that due
Lo accidents, With regard to research priovities, it has been estimated that the marginal
cost of environmental modifications te improve road safety is now too high in relation to
the benefits they could bring in develeped countriesz, Thus, there has been a shiftr of
policy towards education and research into the secial or behavioural deterwminants of road
safety. Although this approach has not yet been confirmed, with regard to many developing
countries where eavironmental parameters may rank high in injury causation, an appropriate
level of prilovity should nonetheless be given to interventions and rescarch aimed at
increasing knowledge of factors in the secial behavioural field that relate to injury
cauzation, as a complementary support to enviroamental interventions. These problems were
reviewed by several technical groups and the ACHR during ites session in 1988,

In developed countries, policies and programmes on moter vehicle injuries can he
bascd on quite satisfactory data bases, but this is not the case for domestic Injuries.
In most of the developing countries, information on all types of accident is elther scarce
aor nepexistent and lacks reliability, The quality of basic epidemiological data must
therefore bhe Improved, partiecularly through the design of simple, practical and low-cost
information and monitoring systems, Despite the evident overall significance of accidents
for individual and public health, few ¢ountriecs have yet established adequate policies and
programmcs and made appropriate resource allocatioms. In terms of action, politicians and
decision-makers In health and other relevant sectors such as  educaticn, Jjustice,
transport, housing and social welfare must be made aware of the catastrophic consequences
of injuries in communities and must realize that many of them are preventable. For
instance, the arpument often used that marginal cost for safety hampers its promotlon
cannot stand in front of obvious returns in health and economic terms that could be
provided by, for instance, installing seat belts and fitting laminated windscreens fin
cars, using special flame-retardant material in housing and clothes and using speclal
types of child=-proot container for toxics.

During 1984=1989 WHO was instrumental in ensuring the contribution of the health
sector Lo an intersectoral approach for safety promotion in communities. Policy analysis,
technology agssegsment and information exchange in support of the formulation of national
road safety programmes were undertaken inm all regions in line with policy principles
formilated during the first WHO Conference on Road Accident Prevention im Developing
Countries held in Mexieon in 1981. Multisectoral boards were ostablished In several
countries, In the Caribhean, the Confercnce of Health Ministers adopted WHO propesals for
establishing accident prevention pregrammes coordinated by the Caribbean Epldemiology
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Centre (CAREC) in Trinidad. Close cooperation was established with the departments of
transportation of the World Bank, and a2 road safety component is now included Ian loans
provided by the Bank for r[ransport development projeects, rthe UN Regional Eoconomig
Commission, particularly UN/ESCAP, UN/ECE and UN/ECA. WHO also advocated the inglusion of
accident prevention in HFA strategies and national health plans in several countries in
all regions, and has undertaken specific supportive actions e¢n this basis. A
comprehensive collection of data and informstion oo domestic accidents was initiated in
all regions, and specific coordinated projects on childhood accidents and accidents in
aging (particularly on falls, burn injuries and poisconings) were carried out in several
countries and led teo the inclusion of several national accident programmes in HFA
strategies and national health plans.

Transition between the 7th GPW and the 8th GPW and future trends

During the 7th GPW, Wil0 focused 4dts activities on basic data and knowledge
acquisitien and huilding up an intersecteral and public health concept of accident injury
analysis. Through this process, the necessity to consider safety as part of the health
promotion goncept ¢came naturally as well as the necessity to formulate strategies to get
the message across that safety is one of the concerns of commupities and individuals, sco
that they become advocates of their own safety and the main partners in finding solutions
for the promotion of community safety. This will mean acknowledging the role that local
organizations and NGOs active in health and related sectors can play. It will also uwean
securing the ¢ooperation of various sectors of industry and making them aware of the neced
to meet safety standards for domestic products, particularly in countries where no
gspecific legislation for consumer safety exists, and to secure full support af central
sovernmental level.

Three WHO activities took place at the end of the 7th GPW to imltiate this process,
namely a symposium on accident and injury prevention at primary health care level in
Thailand, the preparation of a policy document on community safety promotion, and a study
group on new approaches bto improve safety, in Geneva, WHO packages, In¢luding the main
elements for programme management of community injury control programmes basad on
experience acquired by WHO during the 7th GPW and for national distriet and local
community use, were prepared. They will help in establishing demonstration prograames on
safety promotion in communities during the 8th GPW, called the "SAFECOM" network, linked
possibly to relevant WHO projects such as the Healthy Cities project in the European
Region, and supportive of national safety programmes and policies.

The main thrust of the programme will be on developing policy principles and
supporting action programmcs that are commdnity=-oriented, pavticularly at district or more
local level. In diine with the philosophy of primary health care, specific account will be
taken o0f local situations and the need for locally adapted safety strategies and
technologies that communities can afford, Particularly the powerful role of economic
puverty or underdevelopment in connection with safety (because it costs a few pennias
mere, many families will use the product that costs a few pennies less but is often the
most harmful) makes for a definite relationship between safety improvement and meaningful
economic development, which will suppert the trends fn ecountries to decentralize
responsibility at the 1lecal level or safety efforts, but will ensure bhacking as
appropriate at central level. It will take into account the extreme diversity of
situations, particularly between developed and developing countries, which prevents
finding standard sclutions, calls for strategies based on each country's circumstances and
not for grafted unchanged solutions from the developed world in pavticular.

3. Obhjective

3.1 General objective The objective is to contribute to health through the prevention of
accidents (see cbjective & of the 8th GPW).

3.2 B8pecific objective To cooperate with countries for road and domestic accident and
injury health impact assessment, promoting appropriate safety technologies and
formulating relevant policies and programmes for safety, based on community safety
programme development.
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4. Targets

By 1995:

{1} 60% of countries will have assessed the magnitude and determinants of domestic and
traffic aceidents in their populations on the basis of epldemiological studies;

(2) 504 of countries will have developed policies and pregrammes, incorporating
intersectaral action, for the prevention of domestic and traffic accidents, and the
mitigation of their consequences.

5. Approaches

At country level, WHO will cooperate with mipistries of heslth and other ministries
concerncd to increase awareness of the consequences of accidents for health and for the
health services, and the potential for theiv prevention. It will support countries in
¢reating intersectoral mechanisms, and in policy and programme formulation, iacluding
retated legislation. Teo this end, WHO will provide relevant technical expertise and
information that will cover, later alia, successful country experiences. 1t will support
countrics in formulating guidelines on the inclusion of domestic safety programmes in
national community health programmes and on the role of the health sector in road accident
prevention.

As accidents age often cleosely assoclated with community lifestyles, major efforts
will be made to support action-orieanted community programmes and encourage community

action through information and education of the public, Semipnars with nongovernmental
organizations, consumer asscciations and industry will bhe supported, partigularly din the
field of domestic accidents. WHO will also support traiming activities for health

persennel on accldent prevention.

At regional level, Wil0 will ensure coordinatien with relevant regional
intergovernmental and nongovernmental organizatiens, teo ensure a healch inpur to safely
measures. latersectoral cooperation and exchange of experience will be facilitated. This
will involve decision-makers In the ficlds of transport and health and accident prevention
prperts,

In rescarch and training, WHO wil:i work closely with selected natiopal institutions
to promote exchange of expertise, produce training materials adapted to local nacds and
cultures, promote research interest and skills in injury prevention, and facilitate
teehnical cooperation among countries,

At global  level, WHO will disseminate information on the methodology of
cpidemniological studies on accidents, as well as criteria for wmonitoring and evaluating
accident prevention programmes., The Organization will centinue to collect, analysc and
assess country experiences and pelicies, particularly with regard to programme mAnAgemen
and production of appropriate technology. WHO will make such information available in
support of natiomal programmes, Lt will create awareness of the cost-bengflts of accident
prevention,

WHO will endeavour to promote a dialogue with both industry and comsumer groups for
the promotion of preduct safety. It will alse stremgthen coordinaticon with
nongovernmental organizations for programme implementation in Member States. In the field
of accidenl prevention, it will collaborate with appropriate Unmited Nations agenciecs and
nongovernmental organizations such as the Tnternational Organization for Standardization.

The programse will also collaborate with other relevant WHO programnes workling in
thisz field in promoting a safe coviromment and healthy lifestyles. It will pool
international expertise in the field of domestic and reoad safery to suppert national
programmes, and will closely cooperate with nongovermmental organizations and the media in
sansitizing public opinion and providing the general public with relevant information.




6.

Aotivities

6,1 Assegsment of accident and injury iwpact on health, technology for prevention and research.

TARGET (1):

Sub-target 1:

in thelr pepulationsz on the basls of epldemloleoglcal studies.
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By 1995 60% of countries will have assessed the magnirude and determinante of domestic and traffic accidents

By 1993 ar leasr 30X of the countries where accldenrts and injuries constitute a public health problem will

have made detsliled analyscs of the maip socloeconomic and envivonmental faectors linked with aceidents and

injury occurrence ln communitics.

b

Aectivities 1990-1991 |1992-1993 [19954-~1395 Linkagesl
Accldent snd dnjury asnessment
Support to baseline agsessmente of scclceconcwic and euvironmental GCxs
determinants of acgcidents and injury occurrence for planning of NGO
intervention. Selected countries
in All Reglons H5T
To iritiate and suppoert spegific studies on health cost of malor (o]}
types of infuries and potential economlc savings brought by aveilable " Lo S— fuielety
preventive technologles. ERQ, AMRD, WFRQ World Bank
QECD
Te strengthen the network of narional ceollaborating centres at regicnal
and global level for Information analysis and diszeminatbion services. Hi Gl
On this basis establish a global data benk and decumentation on aceident All Regions H3T
and injury "SAFENET" pnd market succees stories of safety ifnterveations. ORHE
Each blennium, publiisb and update previous analysis of accident — HG HST*
injury data from the WHOQ data bank with specilal regard to aceldent ADH#
in adolescence, aging and gevere travmatle dnjuries, like head, spinzl HEE*

cord and burn Iunjurles.

Sub-target 2:

prevention or commuanity safety preometion.

By 1995, WHO in cooperation with Member Scates will have produced bagic assesswent of technologies for Lojury

injury field and produce an updated offser document every tfwo years.

activitilies 1990-1991 |1992-1993 | 1994-1995( Linkages!
Technology for prevention, resgarah
1. Expert committee an technologles for safety prowotion and injury
prevention. EQ CCs
2. To organlze sach biennium in cooperation with onc or more cellaborating
cencres a selencific meeting and produce a technical wmonograph or report
on the fellowing issuess
~ health and safety in che conmunity HR/SEARD cis
- environmentel aspect of injury risks and QcH*
preveation HQ/EMRO [oaf>
EURD RUD#*
= gpldemiclagy and prevention of burns, poisonings, drownings, IG5
falls and other domestic injuries HQ/AFRD HEE*>
MCH*
- accident and injury in childheoed and adolcscence HQ/AMRO ADH*
- poychosocial and eunvivonmental iesues related co zafety in che
ancd HQ/EURD MNH
FEH
REEW"
- Assessment of pleahel, drugs and other toxies in injury causation
and strategles for preventien HQ/WERD MNH*
= Sports and leisure accldents. EURO
- Role of women in safety promotion HQISEARH
AFRQ, WPRO) FHE /MCH*
3. Asseasment of exlsting legislation and apalysis of leglslative nceds in NG5
suppert of community safety pregrammcs ALl Reglons CCs
] HLE*
4. Egtablish and maintain an inventory of institutions, individusls, HQ CCe
rescarch and control pregremmes, intersectoral bodles asctive in the ALl Regdons NGOs

1 Jointly planncd activities are marked with an asterisk.
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Actdivdltodies 1990-1991 | 1992-1.943 | 1994-1995 Linkngeal
Advigory bodies, cxtarnal support
5. To convene cach hiennium an Advisory Commitfec on Aceldent WPRO SEARQ EMRO CCy
injury preventlon, fellowed by a meetlong of heads ef . wep
collaborating conkres with regional focal peints for information
exchange, eoordinatien and technlecal cooperation.
6. Jdontification and mobilizacion of possible cxternel reseurces for H{, ATRG, SEARC, EMRO, AMRG, WPRO) NCO®
wupporting national programmes, CCz
CORK
uUNDr
6.2 National programme development
Activicles under this heading are che direct aontinuatlon of those developsd durimg the 7th GPW as suppart to policy
and programme development which produged, especially through pilot exerclses, basie instruments like standard protogals
for programee menitoring, cducatisual waterial or basic irnfoemacion for programme planning and evaluation. Thi shilt
of emphisin is now on comprehensive communivy safery programme development under one maln targel and Cwe sub—tarpets.
TARGET (2): By 1995 S04 of countries will have developed policles and prograsmes, incorporating intersectorel action, tor

the praventlon of demestic aad traffic accidents, and the mitigatfon of their consequencos.

Sub—targer L: By 1995, 50 of the countries whete aocidonls and injuries comstitute a public health problem will have

eatablished an operaticnal intereectoral infrastructure for the mansgement of sufety programmes, comounity
baged, with active and approprizte heslth secter input within che heslth premotlon mevemcat,

Aot dvitics 1990-1991 | 1997=194% |1994-19585 | Linkagen!

Streapthoning of nationel capaclities

Flaboration of consensus guldelines an injury survelllance systems at HO HAT, ORH*

hoth hospital and community lovel, EURQ/AMRD 158, 1Cs5%
QCH*

Develapment of seloware and hardwars system Lo support data collectlon H Clu

and analysie of injuries in countries¢ and pethods to display injury EURD/ AMRO EECH

trends in time and place. QRECD

Develep prototype lujury survelllance systems fo test thedr HQ

elfectivenegs in monitoring mortality and especfally morbidity . EURD, AMRO, WFRO, EMRO UN/ECR®

trends, fdentify outbreaks and provide o basis for ESCAP®

formulatinpg control programues.

Promote apeclfle training in natfonal injury asggessment on the basis of HQ
methedolagliaeal cools produced during the previeus GIW. All Regions

Advocacy and lucersectoral coardinatlions

Maintnln Lianleon with IGO0z, multdlateral and dilateral agencles Co Ha COR
provide updated fnformation on the magpitude of Lnjury, be Instrumental 1G04
I developing an intersectoral underscanding and approach te prevention
and eentrel and 4n ellogating an appropriate level of resources for
natienal progcamme Suppobt.

Qunvens once every two yesrs the WHO/NGO fajury forum to Support countTy HQ COR
programme development, dissessinate relevant [nisrmarion, advocate NGOu®
aafery and gdpport aducaticnal campaigns.

To convene perlodically o WHO/media meeting and produce apprepriate . HO, ALl Replonn Jtly
audlo visues to suppurt the WHE advocacy role in relevant safety dunues.

Ll Jointly planned acLiviries are marked with an asterisk.
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Subrtarget 2; By 1993, WHO 1n cooperatilon with Member States will have supperted the development 1n nt lesst 30% of the
countrics where injuries are ¢f public health concetn, of demonatration, community injury prevention
programmes at district level, fully inccgrated with health promotion and protociion activities.

Aectivities 1990~1991 | 1992-1993 |1994-1995 |linkapazl

Support to mational programme development through demenstration
programmes on safery promotion In communicies "SAFECOM netwark”

Elakoratien of criteria for the mernagement of community safery programmes [HO, Selected Countried

at district Igvel and production of tcfarence learning/teaching material, |[SEARO/ATRO/AMRO WGGs
To cooperate with Ministries of Health in establishing intersectoral Selected Countries in A1l Regions
national and subnational committecs for technical advice, mobilizseion tCs

of rosources, support to demenstration programmes and subsequently NGOs
pelicy formulation for nationel safety programmes. UNDE

World Bank

In egach country where a demonstration programme takes place, SUppoTE Selocted Countries in ALl Replons
training courses and production of material for health personnel in CCs
injury prevention and safoty prometicn and manngoment with emphasis on ORE*, MCH
community safety management. ADH

Ta promote the establisbment of national NGO collaborative groups and Selected Countries in Al) Regions
supporl advocacy groups for progranme development in specific areas NGOs
like burns, potscning, accidents in the aged, child/adolescent injuries
cspacially head injuries and spinmal cord injuries, reaffic injuries,
domestic injurles.

Ta convens onec every two years 5 "SAFECOM" evaluatign meetlng and AFRQ, SEARD, W
markot success storles and disseminare results through newsletters
and offser decuments.

% Jointly plamned activities are marked with an astesisk,
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Programme management and resources

The management of the programme will retain the same structure a5 for the 7th GPW,
whereby it will be delivered to Member States in close cooperation with regiomal olfices,
particularly through joint headquarters/regional integrated projects so as to ensure Lhe
best use of the limited available resources in support of country programmes. 1t will
also ensure the relevance and adequacy of global activities ro regional and country needs,

The regular budget allocated will only be the catalyst te initiate the activities
envisaged during the period, and substantial amounts of extrabudgetary funding suppurt
will be required to achieve the targets, especially at country level, The promotion of
tund-raising, primarily for country activities, is a fundamental task of the Organization
in the years to come. It will have to be considered taking into account the potential
contribution of the various sectors involved, and a joint programming with international
or bilateral agencies will probably be needed in wany respects for this purpose.

Since the start of the 7th GPW, there has been rapid development of working links
with several national institutions, some of which have been designated as WHO
collaborating centres:? five in Europe (France, Netherlands, Sweden and the United
Kingdom) one ia the United States of America, three in the Western Pacific (Australia and
Japan), two in South-East Asia {Indiz and Thailand}.

Achievements in couptries through cooperatiom with NGOs such as the International
Paediatrie Associatlon (IPA), the Association of Latin-American Paediatric Sccietles
(ALAPEY, the Intermatiomal Society for Burn Injuries (ISBI), the International Seciety for
Social Gerontology (IS8G), the International Medical Society of Paraplegia (IM3P), the
International Road Safety Organisation (PRI) and a few national societies demonstrated the
usefulness of partnership in programme delivery in countries, and a forum will meet each
biennium to reinforce and expand cooperation successfully developed during the Tcth GPW
with this network of organizations.

&, Mondtoring, evaluation and indlcators

An overall evaluation of the programme during 1984-1989 will take place in 198% with
the presentation of a DG's Report to the Forty-second WHA and this infermation will sgerve
as baseline for another such evaluation at the end of the 8th GPW,

Evaluation of managerial efficiency, and to the greatest exient possible of programme
impact in countries, 1s an iategral part of the monitering of activities listed in
chapter 6.

At the beginping of each biennium, and jointly with a programme advisory committee,
an inbuilt evaluation cowponcnt for each activity is formulated in the form of output
indicators for the sake of assessment at the end of the biennium and in conjunction with
the bienpial programme budget cycle. In view of their clese involvement iIn programme
delivery, the group of collaborating centres for the programwme will be assoclated with
this review/evaluation exercise and will atr the same time assess the impact of their
contribution on the basis of the established plan of work.

Therefore, progress will be monitored through specific output indicators for zach
activity, such as the number of countries that have established intersectoral committees,
the number of countties with legislation oriented towards central suppert to community
safety intervention, the number of countries where minigtries of health have Included
injury prevention in natiomal health programmes and allocated specific resources, the
number of demonstration programmes developed in community safety and the extent of thelr
integration in primary health care activities, the aumber of distrilets or areas involved
and the population covered.

Programme impact, expressed according to the traditionmal Indicators as trends in
wortality, mothidity, disability rates, percentage of hospital beds occupied by the
injured, percentage of injured treated in primary health care centres, etc,, iz a more

complex and long—term exercise and should take into account the gpecificity of indicators
used in the sense that, generally speaklng, it is not possible te relate variation of
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indicators to one cause or intervention. Yet it is, in fact, at country level that, for
each activity, quantificarion of target and specific indicators or output will allow
assessment of programme delivery in terms of effectiveness and relevance. Such evaluarion

should be made possible in the frame of the development of demonstration programmes listed
in chapter 6, which will systematically include built-in menitoring and evaluation

indicators,

In addition, an asssessment of the exteat to which various WHO recommendations are
considered and applied at international and national levels will be made, Evaluation of

activities will alse take into account indicators used by other agencies, when
intersectoral types of projects will take place, for instance, in areas such as transport,

housing, consumer product safety and related legislation.

9. Linkages

In view of the focus of the programme (support t¢ broadly based ilntervention
programmes), linkages are essential and are viewed from the following perspectives,

- Interdisciplinary needs. The tables in chapter & list other technical programmes in
WHO which either can provide important techmical input or have an advocacy role.

- Intersectoral needs. The main IGOs have been listed in chapter 6 on the baslis of
already initiated cooperation during the 7th GPW and with which cooperation and
coordination are needed for delivering broadly based environmental-health—oriented
programmes in Member States. The list should expand during the B8th &IV,
Intergectorality will also be prometed through the SAFECOM network mentioned above,
which will offer & unigue opportunity to match the decentralized policies of wvarious
sectors Lo community safety enhancement.

- Programme implemention at district level, Apart from the role played by IGOs, the
role of NGOs will be fundamental and the WHQ/NGOs forum plaoned in chapter 6 will aim
at undertaking joint efforts on the basis of respective programme priorities at
country level. Links with, for example, womén's and professional associations, e.gz.
architects, in relation to home architectural design for safe domestic settlements
for children and the aged or with groups of advertisers and consumers with regard to
advertisement practices in relation to product safety will be established.

- Technical cooperation. The network of collaberating centres or ianstitutions working
with WHC on other types of agreements, such as mewmorands of understanding, will be
considered as Erue partners in the planning, delivery and evaluatien phases of the
programme. They should be instrumental in three main fields; provision of knowledge
to WHO and countries, advocacy, and location of potential external fimancial
resources. Each biennium, a meeting of the heads of these centres will take place,
particularly in conjunction with the preparation of the blenuiazl budget.
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List of Abbroviations

WHO Reference Symbols

ADT Adolescent Health

AFR Accldent Prevention Programme

cC Collaborating Centre{s)

COR Exterpal Coordinaticn for Health and Social Development

FHE Family Bealth

HEE Health of the Elderly

HST Hezalth Situation and Trend Assessment

IS International Programme on Chemical Safety

IRH Puhlic Information and Education for Health

155 Informatics Managenent

MCH Maternal and Child Health

MNIL Protection and Prometion of iental Health

NGO Nongovernmental Organization(s)

ocH Workers' Health

ORH Oral Tealth

PHEH Promotion of Environmental Health

RPD Rescarch Promotionm and Development, including researxch on  health-promoting
behaviour

RUD Environmental Health in Rural and Urban Development and Housing

WHA World Health Assembly

WHO World Health Organization

Others

EEC Buropean Econemic Community

ESCAP Economic and Soclal Comnission for Asia and the Pacific
QECD Organisation for Economic Cooperation and Development
UNDPE United Nations Develepment Programme

UN/LCE United Nations Economic Commissicon for Eurcpe




