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Role of the primary health care team in
preventing accidents to children

DENISE KENDRICK

SUMMARY. Accidents are the most common cause of mor-
tality in children and account for considerable childhood
morbidity. The identification of risk factors for childhood
accidents suggests that many are predictable and therefore
preventable. Numerous interventions have been found to
be effective in reducing the morbidity and mortality from
childhood accidents. The scope for accident prevention
within the primary care setting and the roles of the mem-
bers of the primary health care team are discussed. Finally,
the problems associated with the team undertaking accident
prevention work are explored and solutions suggested.
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Introduction
A CCIDENTAL injuries are the most common cause of death
in children aged over one year, with approximately 700 chil-

dren in England and Wales dying annually.' There are 120 000
admissions to hospital and two million attendances at accident
and emergency departments following accidental injuries each
year for children aged under 15 years in the United Kingdom.2
For children under five years of age the majority of accidental
injuries, both fatal and non-fatal, occur at home,2 while for chil-
dren aged five to 14 years, transport accidents are the most com-
mon fatal accident with pedestrian accidents accounting for
approximately 60% of all road traffic accident fatalities in this
age group.2 Over recent years there has been increasing interest
in the role of the primary health care team, or members of the
team in preventing childhood accidents3-'0 and the choice of acci-
dents as a key area for the 'health of the nation' is likely to lead
to increasing pressure for the primary health care team to be
involved in such work.'0 This paper discusses approaches to
accident prevention and their effectiveness. It then concentrates
on the role of the primary health care team in preventing acci-
dents, the difficulties the team may face in undertaking such
work and offers possible solutions.

Preventing accidental injuries
The term accident implies a chance or unpremeditated event, and
suggests that people are powerless to prevent accidents.
Epidemiological studies have, however, demonstrated that acci-
dental injuries do not occur randomly and that they are pre-
dictable by the developmental stage of the child and by certain
risk factors. Children aged under one year and five years
and over have fewer accidents than children aged one to four
years' 1-13 and boys have approximately one and a half times more
accidents than girls."F2"4"5 Children are at increased risk of an

accident if they are from economically deprived areas,&6-18 large
families (three or more children)'2"14",920 or single parent fam-
ilies," if they have teenage mothers2' or conversely older
mothers22 or are from families experiencing recent stressful
events.23-25 Finally, children who have already had an accidental
injury requiring medical attention are at greater risk of future
injuries than those children who have not. 13,14,20,26,27 Despite the
identi-fication of these risk factors, so far, it has not been demon-
strated that targeting accident prevention activities at children
with multiple risk factors is effective in reducing injury rates.

Accident prevention activities can occur at three different
levels. Primary prevention involves preventing an accident
occurring, for example, the use of childproof containers; sec-
ondary prevention involves preventing an injury resulting from
an accident, for example, wearing cycle helmets; and tertiary
prevention involves preventing complications developing from
an accidental injury, for example, giving first aid at the site of
an injury. Activities can also be categorized as educational,
engineering or enforcement approaches.2 An educational
approach would involve education of parents and children to
change behaviour to reduce the risk of accidental injury, for
example, educating parents about safety equipment. An en-
gineering approach would involve an environmental change to
reduce the risk of accidental injury, such as a traffic calming
scheme. An enforcement approach would involve the use of
regulations and legislation such as drink driving legislation or
trading standards legislation.

In order for the primary health care team to undertake accident
prevention, it needs to be aware of the effectiveness of different
interventions. Those which have been found to be effective in
reducing hazards, changing behaviour or reducing childhood
accidental injury rates are detailed below. Interventions involv-
ing an environmental change or those which educate parents to
change their environment seem to be the most effective.28

* Infant and child car safety seats can reduce the incidence and
severity of injuries to child passengers.29-3'

* Car seat loan schemes,32"34 legislation35'36 and education can be
effective in increasing the use of car child seats.37

* Cycle helmet use can reduce the risk of head and brain
injury.38

* Community based education campaigns can increase cycle
helmet use.39

* Urban redesign schemes involving the redistribution of traffic
or the creation of pedestrian priority areas, or area-wide traffic
calming schemes involving measures to limit the speed of traf-
fic can be effective in reducing child pedestrian accidents.4'4'

* Smoke detectors can reduce the mortality and morbidity from
fires.42

* Free smoke detectors can be installed in over 90% of homes
and still be operational one year later in 88% of homes.43

* Education of parents can result in a reduction in hot water tap
temperatures in the home."'45

* Identification of hazards in the home by nurses can reduce the
number of such hazards.46

* Face-to-face counselling by health professionals can increase
the acquisition and use of safety equipment in the home.4647

* The installation of window guards can reduce the incidence of
falls from windows.48
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* Childproof containers can be effective in reducing poisoning
rates.49

* Post-accident follow-up visits to parents by health visitors can
reduce repeat accident rates.50

* Community intervention programmes based on local epidemi-
ological data using educational and environmental approaches
can be effective in reducing childhood accident rates.51'52

* Community first aid training schemes can reduce childhood
accident injury rates.53

Role of the primary health care team
The first step in accident prevention for the primary health care
team is for it to fully appreciate that accidental injuries are an
important cause of mortality and morbidity. In order to do this,
the team should collect data on accidental injuries in their prac-
tice population from general practitioner and practice nurse
records and the local accident and emergency department.
Prospective data collection may be easier than retrospective
record searching for practice based data as previous work has
suggested that details of accidents are often recorded inad-
equately.4 The parent held child record, if adequately completed,
may be a useful tool for collecting such information prospect-
ively.4926 Health visitors can collect referrals from their paedi-
atric liaison health visitor concerning accidental injuries to chil-
dren attending hospital accident and emergency departments,9
but care must be taken to ensure this data is complete as depart-
ments may not notify the health visitor of all attendances. Local
school nurses can also be involved by collecting data on injuries
occurring at school, and the local public health medicine depart-
ment may be able to provide data on the use of secondary care
services following accidental injury in the area. Collation of such
information and the establishment of data collection systems
could be undertaken by the practice administrative staff or the
practice manager.
The collection of such data may in itself serve to raise aware-

ness among the primary health care team. The data can also be
presented to all team members to provide an overview of the
nature and extent of the problem of accidental injuries. Similarly
it could be used to raise awareness in the community by present-
ing it at displays in the health centre, publishing it in a public
annual report, making it available to local schools or discussing
it at postnatal, mother and toddler or women's groups.
Having collected the data the team needs to decide if acci-

dental injuries are one of its priorities for care. This may require
the team to assess its current workload and priorities and re-direct
resources, including time, to accident prevention at the expense of
other areas of care. As members of the team are employed by dif-
ferent organizations, negotiations over priorities for care may also
need to be held with the managers of attached staff.
The next step is for the team to assess its current practice,

opportunities for prevention and training needs. Assessing cur-
rent practice should involve examining not only current accident
prevention work but also activities which may have some impact
on the risk of accidental injury, such as ensuring the health centre
is safe for children, and restricting the prescription of drugs for
self-limiting conditions or in large quantities at one time as these
drugs may be a potential source of accidental poisoning. As part
of assessing opportunities for prevention, the team needs to
examine its contacts with other agencies with a role in accident
prevention, to develop existing relationships and to foster new
contacts to ensure it develops communication channels with rel-
evant agencies. If a local accident prevention group exists this
may be the quickest way to make such contacts. Alternatively,
resources exist which describe the roles and responsibilities of
the relevant agencies as well as how to contact them.5 Health

visitors have already identified their training needs,3 and training
resources have been produced,5 parts of which would be suitable
for use with the whole team.
Much of the awareness raising and educational accident pre-

vention work the team can undertake can become part of their
existing activities. Advice about home safety equipment appro-
priate to the development stage of the child and the local avail-
ability of equipment should form part of routine child health
surveillance carried out by general practitioners and health
visitors. Both of these professionals are in an ideal position to
give advice about dangerous aspects of a child's home on an
opportunistic basis when undertaking home visits and parents
have been found to expect and welcome such advice.55 Lists of
environmental hazards for health professionals to identify and
discuss with parents on such occasions have already been pro-
duced.56'57 General practitioners and practice nurses also have
the opportunity to undertake accident prevention work when a
child presents with an acute injury. The circumstances sur-
rounding the accident should be explored and possibilities for
preventing future accidents discussed. Such injuries provide an
opportunity to assess the parents' existing knowledge of first
aid and to build on that knowledge. This can be reinforced by
giving parents simple first aid leaflets as well as first aid charts
to display in a prominent place at home, and information about
local first aid courses. Health visitors can teach first aid at
women's, postnatal or mother and toddler groups. In addition,
any member of the primary health care team could train in
first aid and then run first aid training sessions in the health
centre.
Many health visitors already undertake post-accident follow-

up visits to parents to discuss the circumstances of an accident
and strategies for preventing future accidents.3 In order to do this
they need to be aware of all of the accidental injuries occurring
to children on their caseload. In areas where there is no paedi-
atric liaison health visitor or where the health visitor's informa-
tion is in complete, general practitioners can pass on referral
slips and letters from the accident and emergency department to
the health visitor. Owing to the problems of distinguishing non-
accidental from accidental injury and dealing with parental guilt
following accidents, health visitors may feel more confident in
undertaking follow-up visits if they receive specific training in
this activity and have an opportunity to discuss the difficulties
arising at such visits with colleagues. Training resources have
already been produced for this purpose.5
The activities discussed so far have concentrated on raising

awareness and education which are activities that health care
workers are familiar with and possibly feel most comfortable
with. As the available evidence on childhood accident prevention
suggests that the most effective interventions are those that
involve environmental change, the primary health care team may
need to use other methods of accident prevention including
empowerment and political means. This is not a new idea: Julian
Tudor Hart has eloquently discussed the role of the general
practitioner in facilitating the community to act on its own behalf
on community-wide causes of ill health.58 Such approaches may
include providing the community with access to data on acci-
dental injuries, teaching first aid courses, providing storage space
in the health centre for safety equipment from loan schemes and
becoming involved in a local accident prevention group which
would plan accident prevention at a community level based on
local needs. At a political level the team can identify hazards in
the local community based on the accidental injuries which pre-
sent to them, lobby policy makers at a local and national level
and use the local media to apply pressure for environmental
change.
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Problems and possible solutions
There will be problems for the primary health care team in
undertaking accident prevention work. Lack of resources, includ-
ing time, has repeatedly been identified by health visitors as a
factor limiting the amount and scope of their accident prevention
work.3'6 This may be partly resolved at a local level by negoti-
ations with service managers, but can only be properly addressed
by detailing specific accident prevention activities in service con-
tracts,7 including contracts with fundholding practices, as there is
growing concern that the public health role of the health visitor
may be eroded in such situations.59 60 Limited resources may also
be a problem for other team members, but specifying clear roles
for each member may result in activities being shared between
team members.

Accident prevention is most likely to be successful if the prim-
ary health care team works as a team. Individual members will
need a good knowledge of the roles of other team members and a
clearly identified area of responsibility. Many primary health
care teams do not function in this way; the team is often a struc-
ture rather than a way of working.6' Consequently, activities
which require new ways of working may be perceived as too
challenging and activities which are less important in terms of
mortality and morbidity may be undertaken in preference to acci-
dent prevention. Educational opportunities for multidisciplinary
training and team building62 or primary health care facilitators
may be able to provide some of the support necessary to facil-
itate new methods of working.

Finally, there is still conflict in primary care between preven-
tion and treatment. The role of the primary health care team is
changing as prevention becomes increasingly important and
evidence for the effectiveness of the team in preventing ill health
mounts.63-66 The importance of prevention is also recognized by
the health promotion banding system in which remuneration is
now linked to preventive work. The 'health of the nation' key
area handbook on accidents suggests that specific accident pre-
vention activities are the responsibility of primary care.10 In such
a climate primary health care teams are likely to be increasingly
encouraged to undertake such work.

Even though there will be difficulties, the time has come for the
primary health care team to address the issue of accident preven-
tion. In the words of the Irving report of the Royal College of
Surgeons: 'Accidental injury is probably the most serious of all
the major health problems in the developed countries yet it
appears to be ignored by governments, populations and profes-
sionals alike'.67 A recent study, however, is more optimistic,
demonstrating that general practitioners believe they do have a
role in child accident prevention and that many already under-
take some accident prevention activities.68 Hopefully, in the
future, increasing numbers of primary health care team members
can be encouraged to have similar beliefs and to act upon them.
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We have been delighted by the response to the launch of the Travel Club. The Travel Club offers a full travel
consultancy, brochure and booking service as well as operating a rebate scheme. We have a variety of ideas for
winter holidays so call us now and let us help you.

LOOKING FORWARD TO THE WINTER?
SAIL THE CARIBBEAN THIS WINTER
Spaces are strictly limited for this unique opportunity to join a beautiful yacht as guest/crew for a two week
cruise around the Caribbean, no sailing experience is necessary and the skipper and cook will ensure you have
a great time. Only 6 places are available for each trip so early booking is essential. Full details will be
announced in next months journal but as there are so few places you may wish to receive more information
now or want to make a provisional booking so please call us straight away.

THE ASHES TOUR - AUSTRALLI - WINTER 94/95
Tickets for the England versus Australia cricket test matches are included with the Australian tours organised
by Kuoni. Kuoni are one of the best know tour operators organising long-haul holidays. The Travel Club have
been given a pre-view of this new brochure so please give us a call if you would like further details. A great
way to spend the winter.

The Travel Club: Tel 0800 716386 (freephone) or 071-376 1801 (standard rates).
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