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Executive summary
Children and young people have the right to safe roads.
This document provides a five year trend analysis of injuries and deaths on the roads of
children and young people under the age of 25 years in England for the period 2012-2016.
Based on police and hospital unintentional injury data, the document also sets out the
evidence for preventative action. Undertaken with the Royal Society for the Prevention of
Accidents, and the Child Accident Prevention Trust, the document refreshes the data analysis
provided in 2014.
Rates of children and young people killed or seriously injured in road traffic collisions have
fallen by 16% since the 2008-2012 5 year period of the previous report. This includes a 26%
decrease among car occupants, 19% decrease among pedestrians, 8% decrease in cyclists,
but a 1% increase in motorcyclists. Over the 5 year period this equates to a total of 32,607
children and young people killed or seriously injured, around 5,500 fewer than the previous
analysis, suggesting an average of 1,100 fewer per year. Deaths have also significantly
decreased since the last report, with a decrease of over 600 deaths across all road users over
the five year period. This includes a 35% decrease among car occupants, 21% in pedestrians
and cyclists, and 10% in motorcyclists.
Whilst this reduction is welcomed, we cannot be complacent. In 2016 there were 69 child
deaths, up from 54 the year before, and this is the highest number since 2009. Using the five
year trend data, on average every day more than 17 children and young people suffer a
serious or fatal injury on our roads.
Local authorities across the country have been introducing a range of measures to reduce the
number of casualties, and this is having a positive effect locally. This document builds on this
work, the evidence and sets out three key actions that can be taken by local authorities and
their partners to further reduce the numbers of children and young people injured and killed.
Drawing on what works in local areas, we describe a four-step model to help build robust injury
prevention strategies. All this work is informed by the evidence base and a new analysis of
data, which we are making available alongside this report. The report highlights the need for
more information to understand fully the wider costs and benefits of injury prevention. This will
help local areas prioritise investments and is an issue which PHE will continue to work on with
leading experts and organisations.
The document identifies unintentional injuries as a major health inequality. Children and young
people who live in more deprived areas are at a much greater risk than children from the most
affluent. There would be around 810 fewer serious or fatal injuries to pedestrians annually, and
100 fewer serious or fatal injuries to cyclists, if all children and young people had a risk of injury
as low as those in the least deprived areas.
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This report should be read in conjunction with Working Together to Promote Active
Travel: A briefing for local authorities (PHE 2016, see Resources, PHE), which
suggests a range of actions for local authorities, from overall policy to practical
implementation. It highlights the importance of community involvement and sets out
key steps for transport and public health practitioners.
Further guidance on interventions on the built environment and good practice to make
our streets safe and accessible for people of all ages is set out in (see Resources,
PHE):
 Spatial Planning for Health: An evidence resource for planning and designing
healthier places
 Healthy High Streets: Good Place-Making in an Urban Setting
Later in this report we highlight ways in which local partnerships’ work to reduce injuries can
address inequalities as part of a four-step plan.
A focus on the following three priority actions will have an important impact in reducing
injuries and deaths.

1.

Improve safety for children travelling to and from school

The largest numbers of child pedestrian injuries occur between 8am to 9am and between
3pm to 7pm. During these times there are approximately 16 deaths or serious injuries to
children aged 16 and under every week.
Local authorities can work with schools to develop school travel plans that encourage active
travel to and from school and address safety issues throughout the whole journey. School
travel plans can be supported by road engineering measures to reduce vehicle speeds and
activities to enforce traffic law. Safer cycling can also be supported by road engineering
measures to separate pedestrians and cyclists from traffic.
In addition, careful consideration should be given to the periods between 15:00hrs-19:00hrs
when children may be travelling for a wide range of purposeful and non-purposeful travel to
clubs, play areas, religious centres etc
The priority would be to encourage both safe and active travel before and after school.

2. Introduce 20mph limits and zones in priority areas as part of a safe system
approach to road safety
The safe system approach is a proactive way of addressing road safety issues. It
acknowledges that human beings do make errors in traffic, but that road design is
fundamental in preventing these errors from causing fatal or serious injury.
5
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Introducing 20mph limits and 20mph zones in priority areas can reduce vehicle speeds
and thereby prevent injuries and reduce their severity1. Lower vehicle speeds can also
help to reduce health inequalities due to traffic injury.
The introduction of 20mph speed limits and zones should be supported with
education and publicity, appropriate road engineering measures, and enforcement
activities.
On roads where 20mph limits are not introduced, segregated infrastructure as part of a
convenient walking and cycling network improves safety and encourages active travel.
The introduction of 20mph limits and zones and the safe system approach can be
embedded in strategic documents such as the local transport plan (LTP), joint
strategic needs assessment (JSNA) or road safety plan.

3. Action to prevent traffic injury and improve health works best when it is
coordinated
There are many actions that are known to prevent traffic injuries. Often these can be ways
of achieving other public policy goals and can improve other areas of public health.
Actions to prevent traffic injury are therefore most effective when coordinated by local
authorities with the efforts to encourage active travel and create liveable streets (see
Resources, PHE).
The evidence set out in this paper shows that strong local partnerships are better
placed than a single agency to tackle the wide range of factors that cause these
inequalities.
Local partnerships would consist of voluntary organisations and communities, fire and
rescue, police, schools and colleges, health services and businesses. The planning
and evaluation of road safety activities should consider the impact on other health
issues.

1

20mph limits are areas where the speed limit has been reduced to 20mph but there are no physical measures
to reduce vehicle speeds within the area. Drivers are alerted to the speed limit with 20mph speed limit repeater
signs. 20mph limits are most appropriate for roads where average speeds are already low. 20mph zones use
traffic calming measures to reduce the adverse impact of motor vehicles on built up areas (See Resources,
ROSPA).
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Introduction
Children and young people have the right to safe roads. However, 1,712 children and
young people under the age of 25 years died on the roads in England between 2012
and 2016.b Local authorities are in a good position to take action with local partners to
improve road safety. This document highlights the main risks to children and builds on
the positive work many local authorities have developed.
The most obvious result of effective road safety initiatives is fewer injuries, but there
can be wider public health benefits that are highlighted in this briefing. Active travel
such as walking and cycling has a wide range of benefits to physical and mental health,
but the fear of injury can put people off using these modes. Creating safer roads can
therefore encourage active travel. There can be further public health benefits such as
improving community cohesion, reducing noise and air pollution.
Injury itself can also have a wide and long-term impact on health that includes stress,
physical disability, cognitive or social impairment, and lower educational attainment and
employment prospects. There is a “ripple effect” from injuries and a significant
psychological burden can be imposed on children, their families, and friends.1
There are significant health inequalities to child injury, and children who live in more
deprived areas are at greater risk of injury. The scale of these inequalities is highlighted
in this document. Work to prevent injuries can contribute towards local public health
activities that have been prompted by the Marmot Review.2
There are many reasons why local authorities can further build on the work that they are
already doing to prevent traffic injuries. Injuries are preventable and action can save
lives. Once effective action to prevent injury has begun, the results can be seen quickly.
Local authorities also have statutory duties to promote road safety3 and to improve the
health of the people who live in their areas.4
The cost of injuries is also significant. In 2013 the Chief Medical Officer highlighted the
strong economic case for preventing childhood injuries.c 5 The average medical and
ambulance cost to the NHS was estimated to be approximately £14,000 for every
serious injury.6 This figure excludes other costs such as accident and emergency
attendances, long-term treatment, social care, social security costs and productivity
losses.

b

Department for Transport, Reported Road Casualties Great Britain (STATS19)
In line with the Annual Report of the Chief Medical Officer, children and young people are defined in this briefing as under the
age of 25 years.
c
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Key findings from the five-year study
An analysis was conducted of the most recent five years of data available from policereported road traffic injuries, and from emergency hospital admissions. A broad analysis was
conducted before focusing on inequalities in injury, journeys to and from school, and the road
environment. Headline findings are presented in this chapter, and the full analysis and data
can be found in the accompanying resource “Traffic injuries to children and young people:
data and information pack” published with this document.

Between 2012 and 2016, across England, there were 1,712 deaths and 30,895 serious
injuries recorded by the police among road users under the age of 25 years.
In total there were 260,602 casualties of all severities recorded by the police in
STATS19.c These are likely to be underestimates of the total number of injuries. Many
more traffic injuries are sustained that are not reported to the police. 7
Between 2012/13 and 2016/17, there were 54,783 emergency admissions to hospital
as a result of road traffic injuries among children and young people under the age of 25
years.
There are some groups who are at greater risk of injury. For example:






males are at greater risk of being killed in traffic; more than three boys or young
men die on the road for every girl or young woman who dies
the highest rates of both hospital admissions and police-reported serious and
fatal casualties result immediately after young people can start legally using cars
and motorcycles. Figure 1 shows this spike in the police-reported casualty data
in 2016, one in every 1,349 young people aged between 15 and 24 years suffered
a serious or fatal traffic injury
half of all young car occupant deaths occur between 8pm and 4am

There are geographic differences in the number of traffic injuries between
local authorities. This is influenced by factors such as whether a local authority
is predominantly rural or urban, deprivation, and population density.
Further breakdowns are available at a national and local level by mode of
travel and in 5 year age bands on the Unintentional Injuries Fingertips profile
(see Resources, PHE).
c Police-reported

traffic casualties are categorised in three severities. Fatal casualties sustain injuries which cause death less
than 30 days after the collision. Injuries are categorised as severe when a casualty is detained in hospital as an “in-patient”, or
any of the following injuries whether or not they are detained in hospital: fractures, concussion, internal injuries, crushings,
burns (excluding friction burns), severe cuts, severe general shock requiring medical treatment and injuries causing death 30 or
more days after the accident.
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KSI rate per 100,000 population

Figure 1. Rate of killed or seriously injured casualties per 100,000 population, by age
band. England, 2012-16.
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Note: The error bars shown are 95% confidence intervals.
Source: STATS19 and Office for National Statistics mid-year population estimates

Socioeconomic status
There are social inequalities in how traffic injuries are distributed through society and these
are very significant among school age child pedestrians. These inequalities are shown in
figure 2.
Among pedestrians in the 5 to 9 years age group, the rate of fatal and serious injuries to
children living in the 20% most deprived areas is six times higher than to children in the 20%
least deprived (18.6 killed or seriously injured (KSI) per 100,000 and 3.3 per 100,000
respectively). Among 10 to 14 year old pedestrians, there was a 2.6 time greater rate, with 30
KSI per 100,000 in the 20% most deprived areas compared with 11 KSI per 100,000 in the 20%
least deprived areas.
There are also inequalities among school age cyclists. Among those aged 10 to 14 years there
were 4.2 fatal or serious injuries per 100,000 people in the least deprived 20% of areas,
compared with 7.0 KSI per 100,000 in the 20% most deprived.
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Figure 2. Rate of killed or seriously injured pedestrian casualties per 100,000 population,
by age band and Index of multiple deprivation 2010 quintile. England, 2012-16.

KSI rate per 100,000 population

40
35

Least deprived

30
Fourth most
deprived

25

Third most deprived

20
15

Second most
deprived

10

Most deprived

5
0
5 to 9

10 to 14
Age band

15 to 19

Note: The error bars shown are 95% confidence intervals.
Source: STATS19 and Office for National Statistics mid-year population estimates

Journeys to and from school
The analysis showed peak times of the day and week, as well as ages, when school
age children 16 years or under are most likely to be injured on the road as pedestrians.
These are shown in figure 3 and coincide with the times when children travel before and
after school.
In the five years analysed, a total 4,249 children were killed or seriously injured as
pedestrians between 8am to 9am and 3pm to 7pm. This equates to 16 every week.
Between 8am and 9am there were 632 police-reported fatal or serious injuries over the
five years.
More injuries occur after school and over half of police-reported child pedestrian fatal or
serious injuries under the age of 17 years occur between 3pm and 7pm.
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Throughout the week, 87% of child pedestrian injuries occurring between3pm and 7pm
were on 30mph roads. This is likely to be due to exposure, as 30mph is the default
speed limit in the UK and more common around schools.
Figure 3. Number of killed or seriously injured pedestrian casualties under 17
years, by hour of the day. England, 2012-16.
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The move from primary school to secondary school increases the risk of injury. This is
shown by large increases in the number of police-reported fatal or seriously injured
casualties between the ages of 10 and 11 years. For boys, the number of casualties per
100,000 people increases from 18 to 32. For girls, the equivalent change is from 9.5 to 19.
School-based interventions have an important role to play in preparing children to be more
independent road users, alongside traffic calming measures.

Road environment
The vast proportion of police-reported pedestrian, cyclist and motorcyclist fatal
and serious injuries occur on 30mph roads. This is where the focus should be
in order to have an influence on the environments where the largest numbers of
injuries occur.
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One third of police-reported young car occupant fatal and serious injuries
occur on 30mph roads, and one third on 60mph roads. Just under half of all
young car occupant deaths occur on 60mph roads.

Costs: the economic case for prevention
As referenced earlier, the average medical and ambulance cost to the NHS are
estimated to be approximately £14,000 for every serious injury. This figure excludes
other costs from long-term treatment, which can result in much larger values.
Injury has a wide and long-term impact on health that includes stress, physical disability,
cognitive or social impairment, and lower educational attainment and employment
prospects.8
As well as wider healthcare costs, there are social care costs, social security costs and
productivity losses. Taking these into account, the cost of all severe traumatic brain
injuries in one year is between £640 million and £2.24 billion.8
Safe roads can also have wider financial benefits where they encourage active travel.
The World Health Organization’s (WHO) Health Economic Assessment Tool (HEAT) for
Walking and Cycling can help local authorities place a financial value on the benefits of
active travel.9
The Chief Medical Officer’s report highlighted the absence of sufficient data to
understand fully the wider costs and benefits of existing approaches, and therefore the
real costs of inaction.5 Several studies have highlighted that interventions such as
20mph zones have greater benefits than costs in areas where there are high numbers
of casualties, when counting for the costs of injuries alone.10,11
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Key prevention opportunities
This section describes in more detail the three key actions set out in the executive
summary:
1. Improve safety for children travelling to and from school
2. Introduce 20mph limits in priority areas as part of a safe system approach to
road safety
3. Action to prevent traffic injury and improve health works best when it is coordinated.
Underlying these actions are major health inequalities in child traffic injuries. Children
who live in the most deprived areas are at greater risk of being killed or injured on the
roads. There would be around 810 fewer serious or fatal injuries to child pedestrians
annually, and 100 fewer serious or fatal injuries to child cyclists, if all children had a risk
of injury as low as children in the least deprived areas.
There are many reasons for these steep inequalities in traffic injury rates, such as the
quality and safety of the built environment and differences in road use. 12-14 Within a
local authority, highways, planning, leisure services and parks, education, housing,
children and young people’s services, the safeguarding children board, public health
departments and road safety partnerships are all in a good position to contribute, as
well as key external partners (see Resources, PHE).
Links can be made with child death overview panels, which collate and analyse
information about child deaths in order to inform wider area strategies. It is important
that local communities, health services, schools, and businesses are involved.
Local area partnerships can map out how social inequalities lead to traffic injuries, and
what actions each partner can take in order to affect the wider social and built
environment and prevent injuries. Health and wellbeing boards have a strong influence
in bringing these partners together, building consensus, organising their efforts,
identifying funding, and sustaining the partnership over time.
It is important to recognise that the increased risk of injury is a gradient and so child
pedestrians from the second, third and fourth most deprived 20% of areas are also at
greater risk than the least deprived. Actions to prevent injury should be universal, but
also be proportionate to the risk in each group.
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1.

Improve safety for children travelling to and from school

Children should be protected to cycle or walk to school safely. The largest hourly
numbers of serious and fatal school age child pedestrian injuries occur in the afternoon
and early evening following school. It is necessary for children to make these journeys,
but it is also the time of day when there are more cars on the road. The volume of motor
traffic can represent an increased risk of injury15-18 and discourages healthier forms of
travel such as walking and cycling.19
Over the last 40 years, the number of children walking or cycling to school has
decreased.20 This issue should therefore be approached carefully, so as not to deter
walking and cycling (see Resources, Department for Transport).
Local authorities have duties for home-to-school transport planning, such as
producing an annual sustainable modes of transport strategy that must assess the
needs, facilities and services of travel to, from, and within their area.21 There is the
potential to create a safer road environment on routes to and from school and in
areas that are used by children. In creating a safer road environment, the safety of
pedestrians and cyclists should be considered first because of their vulnerability to
injury, and children particularly so.
The Neighbourhood Road Safety Initiative13 set out interventions to address
inequalities in child pedestrian safety in the most deprived areas (See also
Resources). It shows that beyond the school to home travel period, children travel for
a wide range of purposeful and non-purposeful travel such as to clubs, play areas,
religious centres etc. Local action should therefore address children’s safety and
plans for active travel.
The safe travel of children in the first years of secondary school is a priority, as the
pedestrian casualty rates for both boys and girls increase significantly following this
transition. Local authorities can build on their current work with schools and parents
around school travel to improve children’s safety during this transition. Head teachers
will want to think about what further action they could take.
Local authorities can work with schools and head teachers to develop school travel
plans based on the specific needs of the school, community, and pupils. School travel
plans are a way to encourage walking and cycling on journeys to and from school. They
can be integrated with other approaches such as school route audits, engineering
measures to physically alter the road environment, Bikeability cycle training, and
enforcement activities. Safer cycling can also be supported by road engineering
measures to separate pedestrians and cyclists from traffic. THINK! education resources
are widely used by schools and local authorities to support local action (see Resources,
Department for Transport).
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There are opportunities to address road safety issues from key stage 1 of the national
curriculum and in personal, social and health education (PHSE). Often pedestrian and
cyclist education has wider aims than injury prevention, such as encouraging more
children to cycle and promoting physical activity to improve health. Education activities
can improve safety knowledge, but should not be seen as the sole means of reducing
the number of child pedestrian and cyclist injuries.22,23
The safe travel of children can be linked with other agendas, such as child safeguarding
and spatial planning. Planning policies that create attractive environments with a greater
mix of land use can make walking and cycling more feasible (see Resources, PHE).

2. Introduce 20mph limits and zones in priority areas as part of a safe
system approach to road safety
Local authorities have powers to introduce 20mph speed limits. 24 These lower speeds
reduce the number of crashes25-27 and make a fatal injury unlikely in a collision
between a car and a pedestrian or cyclist.28,29
There is strong public support for 20mph limits - 72% of respondents in the British
social attitudes survey are in favour or strongly in favour of 20mph speed limits in
residential streets.30
Some local authorities have used widespread 20mph limits and zones, such as in
Bristol and Portsmouth, which have reduced vehicle speeds. 31, 32 The Bristol initiative
has recently reported “there has been a reduction in the number of fatal, serious and
slight injuries from road traffic collisions, equating to estimated cost savings of over
£15 million per year”.3
Greater reductions in both speed and the number of casualties can be achieved in
specific areas where physical traffic calming measures support the 20mph limits.
Whilst 20mph limits are placed where speeds are already low, zones have road
engineering introduced to modify speeds (such as speed humps, chicanes).34 A
reduction in speeds through introducing 20mph zones can prevent widening health
inequalities from traffic injuries.35, 36
The introduction of 20mph limits and zones should be supported by other activities
such as providing publicity and information, and community engagement. The
police are also critical partners to agree an appropriate level of general
enforcement and also what targeted enforcement should take place.
20mph limits and zones are part of a wider safe system approach to road safety,
which can be embedded into strategic documents such as the local transport plan,
joint strategic needs assessment or road safety plan. The safe system is a proactive
15
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approach to road safety that improves the safety of the whole road network. Adopting
this approach can make zero traffic deaths an attainable vision for a local authority.
WHO identifies several components of a safe system:
 people are vulnerable to injury in a crash. The greater the speed of a collision,
the more likely the injury is to be fatal. The collision speeds that make fatal
injuries unlikely are also known
 fatal road injuries are not inevitable. Roads can be designed in such a way
that human error is less likely to result in a fatality
 the recognition that people do make errors when using the roads, and that
these errors can result in a crash. These errors can be reduced but are not
entirely preventable
 the responsibility for this level of safety across the whole road network is shared
between the road designers as well as the road users37
 On higher speed roads of 30mph and over, a collision would have a more significant
risk of fatal injury. A suitably segregated infrastructure, as part of a convenient
walking and cycling network, can prevent road user error from resulting in fatal
injuries.

3.

Action to prevent traffic injury and improve health works best when it is
coordinated

Action on these key prevention opportunities can prevent traffic injuries, but they can
also have wider public health benefits, especially where they encourage people to walk
or cycle. This is because physical inactivity increases the risk of heart diseases and
stroke, diabetes, breast and colon cancer, falls in older age, and depression, dementia,
and anxiety.38 The promotion of ‘active people, active places and active communities’
recognises the importance of taking a cross-sectoral approach.39 There are wider
benefits to communities when walking and cycling increases, such as improving
community cohesion or reducing noise and air pollution.40-42
Walking and cycling are often the most convenient ways for people to be physically
active during the day, but the fear of injury can put people off doing so. Creating safer
roads can therefore encourage active travel.
Actions to prevent traffic injury can be coordinated within local authorities with the efforts
to encourage active travel and create liveable streets (see Resources, PHE). The
planning and evaluation of road safety activities will consider the positive impact on
other health issues, as well as any unintended negative consequences, such as
reductions in the number of people walking and cycling due to an increased fear of
traffic injury. Joint working between public health and transport teams within local
authorities will facilitate this. Public health specialists who understand transport planning
can help make that link.
16
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Improving safety for young and novice
drivers and riders
There are significant safety issues for young drivers, passengers and riders. Although
these are largely national policy issues around driver licensing, minimum training and
restrictions, local partnerships can take action locally to improve safety (see Reducing
child deaths on European roads, European Safety Council in Resources, International).
When young people first start to ride motorcycles or scooters, or drive unsupervised, we
have seen from the data that they are at a much greater risk of being seriously or fatally
injured.
Young people can first get a moped licence at the age of 16, and there is a sharp
increase in the rate of fatal and serious injuries at this point. The rate increases at the
age of 17 when young people can access larger motorcycles. For the five year period
analysed, there were a total of 33,403 motorcycle injuries, including 349 fatalities
(STATS19).
The number of serious or fatal young car occupant injuries increases from the age of 17
and 18. A significant proportion of these fatalities occurs in the evening and early
morning, and on 60mph roads commonly found in more rural areas. Inexperience is a
major cause of young driver crashes and the risk drops sharply after the first six
months.43,44 In the five years analysed, there were a total of 143,201 injuries to car
occupants aged under 25 years of age, including 893 fatalities (STATS19).
Reducing exposure to dangerous scenarios is the most promising approach to reducing
younger driver and rider injuries.45 In some countries young drivers gain appropriate
experience after passing their test through graduated driver licensing programmes,
which are effective at preventing injuries.46
Police enforcement of existing traffic laws, especially around known risk factors such as
speeding, use of mobile phones, and driving under the influence of drink/drugs can be an
effective countermeasure to prevent traffic injuries.47
While driver training plays a necessary role in learning to drive, young driver education
schemes need to be evaluated. There is the risk of harm from interventions such as predriver education, which can lead to young people passing the driving test earlier and can
increase the number of crashes.48,49
Young people also need to be able to travel freely for work, study and leisure. Travel
independence of young people can be supported by local authorities through the
provision of safe cycling and walking facilities, and public transport.

17
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Four-step plan for local authorities and
road safety partnerships
There are several steps that can be taken to prevent traffic injury. These steps can be
coordinated by existing bodies such as health and wellbeing boards, local safeguarding
children’s boards or by specific unintentional injury prevention partnerships. This approach
will also serve as a simple tool to help local authorities review existing plans.

Step one: where are we now?





identify all the relevant local partners both inside and outside of the local authority,
with due consideration for two-tier authorities having different responsibilities
look at the components of the current strategies and activities that either directly or
indirectly impact on road safety, along with any local evaluation, monitoring, or
audit data and investment
review local casualty data to identify areas of highest need and where there are
links with other needs (for example, the need to increase physical activity)

Step two: where do we want to get to?






agree on underpinning values and reasons for tackling traffic injury
identify national policy drivers such as the British Road Safety Statement, Working
Together to Build a Safer Road System, and the national Cycling and Walking
Investment Strategy
agree on an overall vision or mission statement, and set aims and objectives
identify how transport and public health departments can work together with wider
stakeholders

Step three: how are we going to get there?






review evidence for effective action using sources such as WHO and NICE guidance
and how this evidence can be communicated to all partners
set out a programme of activities based on evidence of effectiveness. Where
effective action is already taking place locally then coverage can be widened
establish the capacity available to deliver the strategy and make sure that the
activities are budgeted for in the long term
identify any training needs for staff
develop and put in place evaluation and monitoring arrangements

Step four: how will we know when we have got there?



set performance indicators
monitor and evaluate the impact of the activities, including wider consequences,
such as changes in the number of people walking and cycling

18
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Key data to use
Public Health England has several resources that can give local authorities a snapshot
of local priorities and benchmark this against other areas. The Child and Maternal
Health Intelligence Network (www.chimat.org.uk) can provide data and evidence on the
health of children and young people. The PHE Data and knowledge gateway
(datagateway.phe.org.uk) contains information on a wide range of public health issues,
including health inequalities and unintentional injury.
There are several data sources that can be used when looking at traffic injuries. When
assessing the need for road safety interventions, it is important to look at the local
variations in injury rates.
Police-reported STATS19 is the most commonly used data source to measure the
numbers of traffic casualties. It is the data source that is used in the DfT road safety
indicators as well as the public health outcomes framework.
Hospital Episode Statistics (HES) data can be used to identify the number of hospital
admissions from traffic injuries. It is also used in the public health outcomes framework.
The national travel survey collected by the DfT gives information on the use of different
modes of travel nationally.
There are a wide range of other data sources that local authorities have access to, for
instance from monitoring traffic speeds and volumes and the use of public transport.
School travel plans are also monitored to establish their effectiveness.
In any needs assessment or intervention, the views of children and local residents will
help local authorities to identify the best approaches to preventing injury. The work
elected members undertake with local residents (for example, ward surgeries) can also
provide an important level of qualitative information.
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Resources
Public Health England
Public Health Outcomes Framework data tool
www.phoutcomes.info
Local authority public health teams wishing to access aggregated H.E.S. analysis are
encouraged to use their local PHE Knowledge and Intelligence Team via
PHE.enquiries@gov.uk
Healthy people, healthy places briefing: Obesity and the environment: increasing physical
activity and active travel
www.gov.uk/government/publications/obesity-and-the-environment-briefing-increasingphysical-activity-and-active-travel
Working together to promote active travel: A briefing for for transport planners, others
concerned with the built environment, and public health practitioners
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/523460/Working
_Together_to_Promote_Active_Travel_A_briefing_for_local_authorities.pdf?utm_source=The%
20King%27s%20Fund%20newsl
Spatial Planning for Health: An evidence resource for planning and designing healthier places
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/625568/Spatial_
planning_for_health_an_evidence_resource.pdf
Healthy High Streets: Good Place-Making in an Urban Setting
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/677264/25.01.18
_Healthy_High_Streets_Briefing_document_Final_version.pdf

Child Accident Prevention Trust
Making the Link
www.makingthelink.net

Department for Transport
Setting local speed limits (2016)
https://www.gov.uk/government/publications/setting-local-speed-limits#history
Evaluation of the Neighbourhood Road Safety Initiative (2004)
http://www.dft.gov.uk/rmd/project.asp?intProjectID=11629
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The National Travel Survey - household survey of personal travel by residents of England
(2018)
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/674568/analysisfrom-the-national-travel-survey.pdf
Road Safety Observatory
http://www.roadsafetyobservatory.com/
Reported road accidents (RAS10) - statistics tables
https://www.gov.uk/government/statistical-data-sets/ras10-reported-road-accidents
Reported road casualties Great Britain, annual report: (2016)
https://www.gov.uk/government/statistics/reported-road-casualties-great-britain-annual-report2016
Strategic framework for road safety (2013)
https://www.gov.uk/government/publications/strategic-framework-for-road-safety#history
Road Safety Teaching Resources
https://www.think.gov.uk/education/
Cycling & walking investment strategy (2017)
https://www.gov.uk/government/publications/cycling-and-walking-investment-strategy

National Institute for Health and Care Excellence (NICE)
PH41: Walking and cycling: local measures to promote walking and cycling as forms of
travel or recreation (2012)
guidance.nice.org.uk/ph41
PH31: Preventing unintentional road injuries among under-15s: road design (2010)
guidance.nice.org.uk/ph31
PH29: Strategies to prevent unintentional injuries among under-15s (2010)
guidance.nice.org.uk/ph29

Royal Society for the Prevention of Accidents
Road Safety and Public Health (2014)
https://www.rospa.com/rospaweb/docs/advice-services/road-safety/practitioners/rosparoad-safety-and-public-health.pdf
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Delivering accident prevention at local level in the new public health system (2013)
www.rospa.com/about/currentcampaigns/publichealth/delivering-accidentprevention.aspx
Road Safety Resources
https://www.rospa.com/road-safety/websites/

Sustrans
Campaign for Safer Streets: Sustrans policy briefing (2014)
www.sustrans.org.uk/sites/default/files/file_content_type/campaign_for_safer_streets_policy_bri
efing_0.pdf

International Resources
Injuries and inequities: guidance for addressing inequities in unintentional injuries (2014)
http://www.euro.who.int/en/publications/abstracts/injuries-and-inequities.-guidance-foraddressing-inequities-in-unintentional-injuries-2014
Pedestrian safety: a road safety manual for decision-makers and practitioners (2013)
www.who.int/entity/roadsafety/projects/manuals/pedestrian/en/index.html
Reducing child deaths on European roads, European Safety Council (2018)
http://etsc.eu/reducing-child-deaths-on-european-roads-pin-flash-34/
Speed management: a road safety manual for decision-makers and practitioners (2008)
www.who.int/entity/roadsafety/projects/manuals/speed_manual/en/index.html
Youth and road safety (2007)
http://www.who.int/violence_injury_prevention/publications/road_traffic/youth_roadsafety/en/
World report on traffic injury prevention (2004)
www.who.int/violence_injury_prevention/publications/road_traffic/world_report/en/
Preventing road traffic injury: a public health perspective for Europe (2004)
www.euro.who.int/__data/assets/pdf_file/0003/87564/E82659.pdf
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Methodology
A study of the last five years of available traffic injury data in England was conducted to
inform this briefing. Both police-reported STATS19 data and HES admission data were
analysed.
STATS19 data was available between 2008 and 2012 inclusive. HES data is collected over
financial years, so the data used covered 2008-09 to 2012-13. Only injuries to children and
young people up to and including the age of 24 years were used within the analysis.
Details on the HES codes included and further information about the methodology of the
analysis and the results can be found in the accompanying resource “Traffic injuries to
children and young people: data and information pack” published with this document.
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