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REGIONAL
REPORTS

South Africa

Greetings from the tip of Africa! Seeing the
inspirational glow in the eyes of my two

CAPFSA coworkers on their return from
Melbourne, I really regretted having missed
the Third International Conference on

Injury Prevention and Control. It was

wonderful to hear that the African continent
as a whole had been well represented at the
meeting, knowing as I do from local experi-
ence how difficult it can be for African
delegates to obtain travel funding. I have
always stressed that the injury control prob-
lems of any particular country are unique,
and can only be adequately publicised by its
own representatives. I and my South African
colleagues have often been asked to comment
on child safety in Africa. Anyone familiar
with the political and social history of Africa
will know how unrepresentative of the conti-
nent South Africa is, and how skewed our

perspective could be.
In December 1995, the South African lay

press got fair mileage out of a recent editorial
in JAMA which publicised the danger of
latex balloons as a cause of fatal choking in
American children. A similar report from
Alberta, Canada appeared in the November
1990 issue of the American journal ofDiseases
of Children.' It just illustrates one of the many
stark differences between first world and
developing countries that no such case has
ever been recorded or reported in South
Africa. This is hardly surprising as party
balloons are a luxury that few South African
children can ever hope to afford. None the
less, inflated balloons are becoming a popular
means ofadvertising and large scale corporate
publicity campaigns, so maybe the choking
problem is yet to creep up on us.

Even for those of us who enjoyed our

summer holidays, the national 'festive period'
road death toll, which exceeded 1000, was

terribly depressing. Collisions involving
minibus taxis, which are frequently over-

loaded, in a poor state of roadworthiness, or

simply driving too fast, were implicated in
just over 25% of the deaths. Bringing the taxi
industry to book will be the unenviable task
facing our Department of Transport at some

time or another. The industry has been
closely associated with gang control, ter-

ritorialism, and bloody urban warfare ever

since it suddenly leaped out from the ashes of
an over-regulated transport industry 10 years

ago. Despite carrying the bulk of short and
long distance passengers in South Africa,
taxis have been exempted from recent legisla-
tion enforcing the use of seat belts. At the

present time, it is worrying to see the taxi
drivers reigning supreme in their battle with
the Department of Transport over safe road
usage. A recent initiative in the Western Cape
provides a ray of hope; the Foundation for

Contemporary Research has been funded to

formulate a provincial transport policy incor-

porating all aspects of road usage. CAPFSA
has submitted its perspective on traffic safety
in the hope that the needs of children will not

be overlooked in the final policy recommen-

dations. It may seem strange to some of our

readers but politicans in this beautiful
country do need to have child safety issues

stuck up their noses before they cotton on to
what may seem to us like an obvious health
priority.

DAVID CASS
CAPFSA

Department of Paediatric Surgery,
Red Cross Children's Hospital,
Rondebosch 7700, South Africa
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Sweden: an update on childhood injury
prevention

It is now more than 40 years since Professor
Berfenstam became involved in the
epidemiology and prevention of childhood
injuries. Apart from getting the attention of
the medical profession, a political initiative
was taken by creating a national action group.
This later became the National Child
Environment Council, responsible for the
safety of children. The result was that the
Swedish population and the authorities
turned toward safety consciousness. Bergman
and Rivara found a remarkable decrease in
childhood injury mortality in Sweden com-
pared with the USA during the three decades
before 1986.' As an example, injuries in 1-4
year olds decreased in the USA from 31 to
20/100 000 while the corresponding rates for
Sweden were 48 to 5. The rates for those
5-14 years were 18/100 000 in the USA and
didn't decrease, while in Sweden they
decreased from 19 to 6/100 000. In the begin-
ning of the 1990s Sweden showed the same
level for the 1-4 age group and a further
decrease for 5-14 year olds.
The National Child Environmental Coun-

cil has been replaced by the Office ofthe Child
Ombudsman. In the autumn of 1995 the
Office organised a childhood safety campaign
- the BUS - involving many authorities,
schools, voluntary organisations, and com-
panies. Since 1 July 1990 legislation for work
environment safety has been extended to
include all schools. The work to make schools
safer began with great enthusiasm.2
An intersectorial National Injury Preven-

tion Program was established in the late
1980s, now hosted by the National Institute
of Public Health, and deals with all kinds of
injuries in all age groups. Childhood injuries
are a priority, and the intersectoral SAMS
group includes, among others, the National
Board for Consumer Policies. Another
priority is comprehensive safety programs at
the local level - the Safe Communities
initiative. Many demonstration programs
(Falkoping, Lidkoping, Motala, and Falun)
have organized strong local activities to im-
prove child safety. Reports of a 25-45%
decrease in injury rates for different child-
hood groups have been presented. Research
activities in this area are sponsored by the
Institute of Public Health.
Other local activities have been organized

for childhood injury prevention. One such
example is the work of the municipality of
Lund in cooperation with the Malmohus
County in the south of Sweden.3 This pro-
gram followed the initiative of local child
safety ombudsmen and their focus on child
environmental issues at home and school. Six
of the 24 counties in Sweden have a regular
program of activities to improve the safety of
children. Bohus County recently reported on
its surveillance and activities built on those
results.4 They have engaged the child health
organization in the area and developed a book
of safety ideas. Special attention has focused
on 'youth, traffic, and alcohol'. There are also

examples where larger regions, like the
'West-Swedish', have prioritized safety as
one of the major public health problems.5

In summary, there are increasing local,
regional, as well as national activities to
improve the safety of all age groups in
Sweden.6 The activities in Sweden are
stimulating and promising. But, we must also
remember that we face new problems.
Reduced public expenses decrease super-
vision over children's activities * at home,
transport, and at leisure time activities.
Deregulation of product safety, and trends to
rapid internationalisation creates new prob-
lems that must be dealt with at global or
European levels. All such problems cannot be
handled locally, no matter how active the
public and the authorities are.
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Melbourne to Amsterdam, via Rangiora

It's a long way from my office in London to
Melbourne, venue of the Third Intemational
Conference on Injury Prevention and Cont-
rol. It's even further to Rangiora, but this
small market town half an hour's drive from
Christchurch onNew Zealand's South Island
served as a useful staging point on the trek
from Melbourne to Amsterdam where the
1998 conference takes place.

I returned from Melbourne with the happy
memories of friendships renewed, outstand-
ing hospitality in a beautiful city with seem-
ingly perfect weather, a thick book of
abstracts that is going to be difficult to find the
time to read, notes on the two or three dozen
presentations that I managed to hear, and the
inspirational words of William Foege's clos-
ing address still ringing in my ears.

In some respects, the conference was
depressing for a Brit. I came away feeling that
we are so far behind other countries in terms
of official commitment to the subject in the
UK - there was no-one from our Depart-
ment of Health in Melbourne, despite
accidents being a key area in our national
strategy for health. (At least the Departments
of Transport and Trade and Industry were
represented.) And in terms of financial com-
mitment, we lag behind the State of Victoria,
let alone Australia. Melbourne was also a little
depressing for its perhaps inevitable failure to
answer the question 'What works?' But tum-
ing this latter point into a positive benefit, it
may reinforce the need for and given direc-
tion to future research and what Amsterdam
needs to address.
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On the plus side, the growing and
identifiable international community of those
of us with a specific interest in child safety,
illustrated by the attendances at this journal's
editorial board meeting and the joint Kidsafe/
ISCAIP meeting, was most heartening. It is
remarkable that we have moved so far in the
three years since Atlanta. There is no doubt in
my mind that the journal and the society are
filling a niche. They are pulling us together
and ensuring that the subject receives the
attention it demands.

So where does Rangiora fit into all this? I
was staying in Melbourne with friends from
New Zealand's Plunket Society. When one
heard that I was heading for 10 days' holiday
in New Zealand after the conference, she
asked me if I was going to be in Christchurch
on a particular day. I am a bad liar and am in
Plunket's debt so I confessed that I was. 'Oh
good', she said, 'you can come to the meeting
of our Safe Rangiora group'. My holiday was
going to end a day earlier than planned!
Not deterred by being shaken by what I

subsequently learned was only a 'minor'
earthquake in New Zealand's mountains, I
turned up in Rangiora. The small, informal
meeting brought me down to earth after the
ethereal atmosphere of Melbourne. It
reminded me that those ofus lucky enough to
have been able to get to the world conference
have a responsibility to those who were
absent. We have to translate the outputs of
Melbourne into lessons for the Rangioras of
the world - and equally we have to ensure
that the child safety problems facing Ran-
giora are addressed in- or better still, before
- Amsterdam.

I visited Amsterdam to discuss the next
world conference with its organisers. Ran-
giora was in my thoughts as its a long way
from this small New Zealand town to Amster-
dam and the Safe Rangiora worker could not
make the meeting herself. Thank you to those
who organised both meetings- Melbourne's
and Rangiora's.

MICHAEL HAYES
Associate editor

CAPT, 4th Floor,
Clerks Court,

Farrington Lane,
London ECIR 3AU, UK

LETTERS TO
THE EDITOR

NEISS and child injury data

EDITOR,-NEISS is a valuable system for
injury surveillarnce that has served as a world-
wide model for national consumer product
safety agencies for several decades. Many
important regulations and voluntary changes
have been based on its data and numerous
tragedies have been averted by its judicious
use. The classification error studied in my
March paper was quite low.' It suggests that
NEISS encoding procedures, staff orienta-
tion and training, and coder motivation is
quite good. However, like any surveillance
system, there is room for improvement to
ensure the highest reliability, stability,
representativeness, and efficiency for the pur-
poses for which it was intended.

In response to Mr McDonald's comments2
I would like to address the three issues he
raised. First, my concern for 'poor sensitivity'
in NEISS for a product with the number of
incidents such as baby walkers does not
reflect a weakness of NEISS' overall sample

design. In any sample survey, the smaller the
incidence rate in the population, the greater
the uncertainty. In my judgment, the uncer-
tainty surrounding baby walkers is important
as at the level of reporting NEISS would not
show a statistically significant (two sided)
change had occurred even ifthe rate increased
or decreased by 50% from one year to the
next. Mr McDonald is accurate and percep-
tive in asserting that different statistical tests
could be applied over many years to improve
the robustness of assessing statistical
significance. The application of different tests
to the same data is another reason why
varying claims over the significance of the
apparent increase in rates over time have been
made, at different times, even by the Con-
sumer Product Safety Commission.
The letter's second comment, I believe,

highlights a key point of my paper, though
our conclusions appear to differ. NEISS
stratifies by geographic and size strata, but
has not stratified by type of hospital (child-
ren's hospitals or trauma centers). For all age
product related injuries, the current design
provides reliable estimates. However, for
children's injuries the picture is not as clear.
The geographic imbalance discussed in the
paper is derived not so much from the
numbers of hospitals randomly chosen in one
state as from the fact that currently, both of
the only two children's hospitals contributing
to NEISS are there. While having two child-
ren's hospitals in the sample and both in one
state may be the consequence of a random
sampling procedure, conducting a pro-
bability sample, in and of itself, does not
ensure representativeness. Especially when
the subpopulation of interest (children) is
clearly not distributed randomly among the
individual hospitals in the sample frame.
Hulley and Cummings refer to this as the
possibility that an unrepresentative sample
may occur in a probability sample from
'random error' (chance).3 Because the sample
is randomly chosen, there is a probability
(commonly estimated by using the Poisson
approximation to binomial density when
n> = 100 and np<10) ofspecific dispropor-
tions (either too many or too few) that can
occur by chance alone. In reality, the situa-
tion is more complex because children's hos-
pitals are probably not randomly distributed
among the size or geographic strata either.
The number of children's hospitals in the

current sample is not as important as is the
fact that this number has varied in the past
and can vary in the future. It is the issue of
stability of estimates over time that is raised
by the paper. If the current two children's
hospitals are 'perfectly acceptable', what does
that imply about previous periods when twice
as many children's hospitals were in the
sample, the period in which only one was in
the sample, or some possible future time
when none may be in the system (as could
occur if current children's hospitals drop out
and are replaced randomly by non-children's
hospitals)?

Finally, it is largely because children's
hospitals treat a small proportion (< 5%) of
all children's emergency department visits
that their random inclusion and exclusion
over different years in the weighted sample
can have the effects noted in my paper. They
treat a small proportion ofchildren's injuries,
but as shown, they account for an atypical
contribution to the baby walker related injury
weighted estimates. If the sample was com-
pletely unbiased, shouldn't the children's
hospitals contribute less than 5% ofthe cases?
As pointed out, they contributed almost three
times this proportion (14%) of baby walker

cases (in 1991) even though they made up less
than 2% of the sample frame.
To ensure optimal representativeness and

stability, stratification of the NEISS sample
by children's hospitals or at least an appropri-
ate statistical adjustment, as NEISS is con-
sidering, is warranted.

HAROLD B WEISS
Research assistant professor,Center for Injury Research and Control,University of Pittsburgh,

230 McKee Place, Suite 400,
Pittsburgh, PA 15213, USA

1 Weiss HB. Limitations of child injury data from
the CPSC's National Electronic Injury
Surveillance System: the case of baby walker
related data. Injury Prevention 1996; 2: 61-6.

2 McDonald AK. Limitations of NEISS child
injury data. Injury Prevention 1996; 2: 77.

3 Hulley SB, Cummings SR. Designing clinical
research, an epidemiologic approach. Bal-
timore: Williams and Wilkins, 1988: 28.

Road Danger Reduction Forum

EDITOR,-The Road Danger Reduction
Forum represents road safety professionals
committed to reducing danger on the roads at
source, as part of a sustainable transport and
public health policy. This commitment
includes a willingness to reveal the failures of
much of traditional policies that have been
pursued in the name of road safety. It
involves acceptance of the fact of compen-
satory or adaptive behaviour by road users,
with particular interest in their response to
'road safety' initiatives and the consequent
implications for all road users. We like to
think that we, and the 40 local authorities that
have signed our Road Danger Reduction
Charter in our two years of existence, have an
enthusiastic alternative to complacency about
danger on the road.
We looked forward to coverage of the

debates occurring around the movement for
road danger reduction, pursued by us and
others such as RoadPeace, the road crash
victim's charity, in Injury Prevention, but, on
the evidence of the first issue, we were to be
disappointed. The article on bicycle crash
helmets indicated that reasoned debate might
be difficult: I found that not only was it an

example ofthe kind ofapproach we are trying
to oppose, but that it was of a distinctly poor
standard of supposedly academic work. In
particular there was no reference to the two
fullest discussions of bicycle helmets at that
time by Davis' and Hillman.2
We were then sent a copy ofpage 233 of the

December 1995 issue ('More on bike
helmets') with the invited response. The
point that confused you was that a measure
which dissuades people from cycling will
have health disbenefits. If the dissuasion also
results in people continuing to drive motor
cars, it will be associated with the health
disbenefits caused by car use as well. This
should be quite simple to understand, and I
would suggest that you are not so much
unable, but unwilling, to follow such a logic.

I'm sorry if this seems impolite, but in my
experience views on road safety are fre-
quently determined more by ideology than
science- and I think this point needs to be
made where it applies. I do hope the pos-
sibility for rational presentation of views
might exist.

ROBERT DAVIS
Road Danger Reduction Forum,

PO Box 2944,
London NWIO 2AX, UK

1 Davis R. Death on the streets: cars and the
mythology of road safety. Hawes, North York-
shire: Leading Edge, 1993: Chapter 11.2 Hillman M. Cycle helmets: the casefor and against.London: Policy Studies Institute, 1993.
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