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Section One: Introduction
Definitions of key terminologies 1 :
Child Protection Is the prevention of and response to abuse, neglect, exploitation of and violence against
children.
Child protection in emergencies includes specific activities by child protection actors, whether by national,
community- based, and/or humanitarian staff, supporting local capacities. It also includes activities in other
humanitarian sectors that improve children’s safety, even where this is not their specific purpose.
Danger is often defined as an immediate threat to a child’s safety, indicating circumstances where hazards
are present that have the potential to cause harm or injury. It is also a general word for liability to all kinds
of injury, both close by and certain, or remote and doubtful.
Disaster Risk Reduction is the concept and practice of reducing the risk of disaster through systematic
efforts to analyse and manage casual factors. It includes reducing exposure to hazards, lessening the
vulnerability of people and property, wise management of land and the environment, and improving
preparedness for adverse events.
Emergencies are broadly defined as a threatening condition that requires urgent action. Effective
emergency action can avoid the escalation of such an event into a disaster.
Disaster is the serious disruption to the functioning of a community or a society involving widespread
human, material, economic or environmental losses, and impacts that exceed the ability of the affected
community or society to cope using its own resources, and which therefore requires urgent action. The
term covers natural and man-made disasters and conflicts, and includes such terms as “crisis” and
“emergency”.
Explosive remnants of war (ERW), are explosive munitions left behind after a conflict has ended, they
include unexploded artillery shells, grenades, mortars, rockets, airdropped bombs, cluster munitions, and
unexploded or abandoned IEDs. Under the international legal definition, ERW consist of UXO and AXO, but
not mines.
Unexploded ordnance (UXO) are unstable explosive devices that fail to detonate as intended, and are left
behind during and after conflicts, they pose dangers similar to landmines.
Abandoned explosive ordnance (AXO) are explosive weapons that have not been used during armed
conflict, have been left behind, and are no longer under control of the party that left it behind; they may or
may not have been prepared for use.
Explosive Weapons affect an area around the point of detonation, usually through the effects of blast and
fragmentation. As a working definition, they are considered to include “explosive ordnance” and
“improvised explosive devices” – both of which are subject to legal rules in the Convention on Conventional
2
Weapons (CCW). They include mortar or artillery shells, cluster bombs and airdropped bombs, and
improvised explosive devices (IEDs).
Cluster munitions/ bombs contain several to hundreds of explosive sub-munitions. They are dropped from
the air or fired from the ground and are designed to break open mid-air, releasing sub-munitions and
saturating an area that can be as wide as several football fields.
Hazards are potentially damaging physical events, natural phenomenon or human activity that may cause
loss of life, injury or other health impacts, property damage, loss of livelihoods and services, social and
economic disruption or environmental damage. Some definitions suggest hazards are dangers that can be
foreseen but not avoided.
Injury is often defined as damage or harm (a particular form or instance) done to, or suffered by a person. It
is also defined as “the physical damage that results when a human body is suddenly subjected to energy in
1

Theses definitions and terms are adapted from the CPWG 2012, Minimum Standards for Child Protection in Humanitarian Action, CPWG,
Geneva. The Landmine and Cluster Munitions Monitor Website – The issues (A programme to provide research and monitoring for the
International Campaign to Ban Landmines and the Cluster Munition Coalition), http://www.the-monitor.org/en-gb/the-issues.aspx. The
International Network on Explosive Weapons, “INEW Call Commentary,” (Working definitions) 2011, http://www.inew.org/aboutinew/inew-call-commentary . TEACH VIP Lessons Modules Foundations and Methods: http://teachvip.edc.org/course/category.php?id=3&lang=en_utf8
2
International Network on Explosive Weapons (INEW). 2011. Preventing human suffering from the use of explosive weapons in populated
areas – the INEW call. Can be found at: http://www.inew.org/about-inew/inew-call-commentary
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amounts that exceed the threshold of physiological tolerance—or else the result of a lack of one or more
vital elements, such as oxygen”. Injuries are a broad term covering a multitude of health problems, each of
which is associated with different factors and for which different types of interventions are possible. Injuries
are classified as intentional or unintentional.
Unintentional Injuries occur when the harm was not deliberate, either by oneself or by another person.
Frequently and traditionally referred to as ‘accidents’, which seem inevitable and lack apparent cause, there
is now consensus that they can and should be prevented and predicted when precautions are taken.
Intentional Injuries occur from self-directed, interpersonal or collective violence and result from harm
inflicted by deliberate means.
Landmines in this document refer to anti-personnel or anti-vehicle explosive devices, which are placed on
or under the ground and which are designed to be exploded by the presence, proximity or contact of a
person or vehicle and will incapacitate, injure or kill one or more persons.
Life skills are skills and abilities for positive behaviour that enable an individual to adapt to and deal
effectively with the demands and challenges of everyday life, help people to think, feel, act and interact as
individuals and as participating members of society. They can be general (e.g. analysing and using
information) or topic-specific such as risk reduction, first aid, swimming skills, environmental protection,
health promotion, peace building etc. The need for life skills often increases in crisis, requiring increased
emphasis on building life skills that are relevant to the emergency and local context.
Prevention refers to actions taken to avoid the adverse impacts of hazards and related disasters upon
people, property, livelihoods and the environment. Injury prevention is the actions or interventions that
prevent an injury event from happening or make them less likely to occur. In this document, the term also
considers injury control and actions aimed at reducing injuries and the physical and emotional
consequences of injuries after they occur, including by improving the systems and services that respond to
injuries.
Risk refers to likelihood that a hazard will happen its magnitude and its consequences. It relates to the
probability of external and internal threats (such as natural hazards, HIV prevalence, armed attacks etc.)
occurring in combination with the existence of individual vulnerabilities (such as age, poverty, physical or
mental disabilities or membership of a marginalised group).
Risk Assessment/Mapping is the methodology used to determine the nature and extent of risk by taking
into account potential hazards and existing conditions of vulnerability that together could cause harm. It
should also take account of community capacity to resist or recover from the impact of the hazard.
Safety is the state of being safe, and refers to people’s physical and personal well-being and integrity along
with their freedom from physical, environmental, social, spiritual, political, emotional or psychological
harm.
Safety Messaging in the context of this review, denotes activities to raise awareness and promote
behavioural change to educate boys and girls, their parents and communities on a broad variety of hazards
(natural or man-made) in any given community to reduce the risk of injury or death. Closely linked to this is
Mine Risk Education (MRE) which focuses on educational activities which reduce the risk of injury and
death from mines and ERW.
Vulnerability refers to the physical, social, economic and environmental factors or processes that increase
the susceptibility of a community or individuals to difficulties and hazards that put them at risk as a result of
loss, damage, insecurity, suffering and death.
Well-being is the condition of holistic health and the process of achieving this condition, it refers to
physical, emotional, social and cognitive health.

Background and Objectives
The introduction of the Minimum Standards for Child Protection (CPMS) in Humanitarian Action created the
opportunity for renewed focus on the physical dangers and injuries that children experience during
emergencies as a specific life saving child protection need. Standard #7 on Dangers and Injuries states that
girls and boys are protected against harm, injury and disability caused by physical dangers in their
environments, and the physical and psychological needs of injured children are responded to in a timely and
3
efficient way. With the number and severity of disasters and conflict increasing, climate change and political
3

J Leaning, and D Guha-Sapir (2013). Natural Disasters, Armed Conflict, and Public Health. New England Journal of Medicine
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instability present in a large number of countries, a growing recognition of injuries as a significant public health
concern, and increased attention on Disaster Risk Reduction (DRR). This review, commissioned by the global
Alliance for Child Protection in Humanitarian Action (previously known as the Child protection Working Group)
aims to strengthen the knowledge base around this standard, share best practice and highlight lessons
learned. Eventually, it is hoped that this review will contribute to improving humanitarian action in this area of
work, save lives and prevent disability in children. While it is believed child protection actors are partially
addressing the problem in their wider responses to Child Protection in Emergencies, there was an identified
need to support the implementation of this minimum standard with further knowledge. It should also be
noted that the issue of physical dangers and injuries in emergencies is highly cross-sectoral, requiring the
commitment of a number of sectors and services, primarily health, camp management, education, water and
sanitation, and protection. With a clear focus on protecting the lives and wellbeing of girls and boys, child
protection actors have a central role to play alongside others.

Methodology
The review involved the examination and synthesis of published and grey literature, an online survey, and
telephone interviews with key field and headquarters-based practitioners.
A comprehensive document search and review took place including relevant research and programmatic
reports from NGOs, UN agencies, interagency groups, and academic institutions, particularly those known to
Alliance members, injury specialists, and previous reviews carried out under other CPMS; emergency needs
assessments, particularly child protection, protection and education; online press releases and news reports.
An internet-based search was undertaken, including key document centres of major NGOs and UN agencies,
WHO Health Statistics and Information System, registers of academic journals such as the National Center for
Biotechnology Information, Sage Journals online, The British Medical Journal, Research Gate, and The Lancet.
In total 179 documents formed the basis of this review.
Document analysis: Documents not containing relevant information to the review were discounted. The
remainder were analysed for the extent and patterns of dangers and injuries in emergencies; activities to
prevent and respond to dangers and injuries in emergencies; lessons learned and good practice; challenges;
technical expertise; linkages to DRR and systems strengthening; other sectors and other areas of child
protection. Included in the document review was the analysis of 16 Inter Agency Child Protection Rapid
Assessments (CPRA) to see if any comparison could be made about dangers and injuries across reported
4
findings. Of these, five included all risks to physical safety combining both violent and non-violent threats; six
5
reported violent threats and non-violent threats but as separate issues; and five assessed only violent threats
6
but included ERW. The findings and analysis of all documents were consolidated and shape the next stages of
the review.
Survey: An online survey was drafted and published widely among Alliance members and coordination groups.
33 people answered the survey. The questionnaire was not intended to be wholly representative of the sector;
however, the data supplied provides some insights into how practitioners view the issues for children. 61%
respondents were child protection actors, 15% were protection actors, and the remaining 24% were
education, health, camp management, Non-Food Item (NFI)/Shelter, Gender based Violence (GBV) and Food
Security. 74% worked for NGOs, 10% worked for the UN and the remaining 16% worked for local NGOs Intergovernmental organisations or coordination bodies. 77% of respondents work for organisations acting to
prevent and respond to dangers and injuries in emergencies.
Review of WHO Global Health Estimates: Publically available data from the WHO on estimate cause-specific
mortality rates by age, gender and country in 2012 has been reviewed, analysed and utilised in parts of this
review to highlight relevant indicative findings on dangers and injuries. Although global estimate data is a vital
4

Myanmar Rakhine State (2012), Philippines Central Mindanao (2014), Philippines Typhoon Bhopal (2013), Kurdistan Region of Iraq
(2014), OPT Gaza (2014).
5
Ethiopia Gambella (2014), Tunisia (2011), South Central Somalia (2011), Thailand Flooding (2012), Yemen Hajjah Governorate (2012),
Philippines Typhoon Haiyan (2014).
6
Syria (2013), North Mali (2012), Pakistan Khyber Pakhtunkhwa (2013), Lebanon (2013), Za’atari Camp Jordan (2012).
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source of information for humanitarian action and disaster risk reduction, it does have some challenges that
are highlighted in Figure One below.
Key informant interviews: Following the survey, key informant interviews were conducted with a mix of child
protection practitioners, DRR, humanitarian and injury specialists from global, regional and field levels. 20
interviews and six detailed written submissions took place. Six interviews discussed emergencies in Asia
(Afghanistan, Nepal and Philippines), five in Africa (Uganda, Central African Republic, Ethiopia, Sudan), three
discussed emergencies in the Middle East (Syria and Lebanon), and nine were with global or regional level
practitioners who worked for NGOs, UNICEF or the UNHCR. Key informants were questioned on activities or
programs that exist to prevent and address dangers and injuries in children; relevant documentation; the role
of different actors including children their parents and the community; inter-sectoral linkages and
collaboration with other partners; effective approaches and strategies; advocacy; lessons learned including
strengths and facilitating components, gaps, challenges and unintended risks.
Report findings: The findings of the literature review, survey, and interviews were drafted into this report,
which was reviewed by the CPMS Working Group and leading experts before being finalised.

Limitations
With the dominance of emergencies in Asia, the Middle East and Africa, the Americas and Europe were not
equally represented. English, French and a limited number of documents in Arabic were reviewed, but no
documents in Spanish. Interviews were conducted in English.
Wide variations exist in the coverage and quality of data on the on the cause of death and injury of children in
emergencies. Generally, higher quality and quantity of data is available in circumstances where explosive
remnants of war and landmines are present, although this is not always the case. Very little is known about
other causes of death and injuries from physical dangers in emergencies. Data that does not look at the issue is
rarely disaggregated, and the causes of injuries frequently unreported. Global and country level estimates on
the number of deaths caused by intentional and unintentional injuries are available for most WHO member
countries, but do not adequately show the impact of emergencies.
A note about mortality data
Using WHO global estimates of mortality rates and categorisations in relation to dangers and injuries in humanitarian
emergencies presents a number of challenges:
Deaths from natural disasters (acts of nature) are often combined in the category ‘other unintentional injuries’, with events
like asphyxiation and poisoning. Whilst death rates from particular injury types that happen to occur in emergencies are not
classed under the injury itself, for instance if you drown in a flood this is not classified as drowning, but as an act of nature.
This results in large numbers of deaths not being recorded accurately, under reporting around the issue of injury and policy
development that is not fully aware of the extent of the risks.
Estimate death rates relevant to disasters and conflict underutilise other sources of national data pertinent to emergencies
such as mine action databases, or the Em-Dat International Disaster Database.
Accurate classification is dependent on functioning and well-trained systems of health surveillance. In many developing
countries and those affected by disaster and conflict this is not available, and in the cases of injuries they are not always
bought to the attention of medical teams.
In lower and middle income countries, mortality in infants’ accounts for over three quarters of all mortality, most occurring in
the first year of life, and mainly due to communicable disease (sepsis, neonatal tetanus, etc.), or non-communicable diseases
(birth injury, congenital conditions, etc.). Because of these high rates in the first year, the age grouping 0-4 years masks the
true extent of injuries in early childhood, and significantly lowers the death rate of injuries compared to other causes of
death. This decreases awareness about the risk of injuries in the first 5 years of life, which for some injury issues such as
drowning are a significant concern when so many children under 5 are killed each year. As a result, injury death rates are
more usefully presented separately for infancy (0-1 years) and childhood (1-17 years), rather than birth to adulthood (0-17
years).
Figure 1 Source : Linnan et al. (2012). Child Drowning: Evidence for a newly recognized cause of child mortality in low and middle income
countries in Asia, and Linnan, M. (2015). Water safety and child drowning in Vietnam, a report for Save the Children Vietnam.
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There was a focus on information from international organisations, such as UNICEF, WHO, Landmine Monitor,
UNHCR and International NGOs such as Watch List, Save the Children and Handicap International. A selection
of smaller injury prevention-specific national NGOs, and individual researchers, were also represented.
Although the Red Cross are recognised as a major actor in this issue, the lack of specific information on
children limited the quantity of resources reviewed. There was a reliance on published evaluations of Mine
Risk Education projects completed by UNICEF.
Analysis is lacking in a number of areas of documentation regarding child protection in humanitarian action.
Beyond broad terms that are used to describe types of injuries, ‘environmental risks’ are frequently grouped
together without sufficient detail to be of use.
In summary, very little is known about the health, wellbeing and protection of children who have been injured
and disabled in humanitarian contexts, how their lives have been impacted by their injuries, the emergency or
subsequent response.

Conceptual framework
In order to guide this review, it was important to outline a conceptual framework in relation to the both the
key research questions and the minimum standard, both of which establish dangers and injuries as an
independent standard. It was also important to outline the interdependence with other standards and the
CPMS 10 principles, focusing on the guiding principles of the Convention on the Rights of the Child, core
7
humanitarian principles of the Sphere Standards and core principles of the CPMS. The key research questions
were:
•
•
•
•

What are the dangers and injuries that children endure in humanitarian contexts?
What are the current approaches and available technical expertise to prevent and respond to
associated issues in emergencies?
What are the challenges that prevent a stronger response to associated issues in emergencies?
What key recommendations would help address the gaps in programming for child protection in
humanitarian action?

Before discussing the specifics of what has been included in this conceptual framework, it is important to
understand ‘intention’ in relation to dangers and injuries:

Intention: Children are injured both intentionally and unintentionally before, during, and after
humanitarian emergencies. They also face a multitude of physical dangers in their environment. These may
arise as a direct consequence of the emergency, or may have been present before the emergency and
worsened by the ensuing humanitarian situation. While the majority of dangers and injuries considered under
this review are ‘unintentional’, important crossovers and linkages are noted with some ‘intentional’ injuries,
particularly in conflict-affected areas.
Some dangers and injuries, in most instances are easily categorised as ‘unintentional’, such as those sustained
from road traffic collisions, burns from house fires or cooking, drowning in swollen or flooded rivers, damaged
infrastructure, exposure to dangerous waste, or incidents involving the storage and unintended discharge of
weapons. In addition, there are dangers and injuries which occur in conflict affected areas which although
stem from violent intent are classified as unintentional, such as victim-activated explosions or ‘unintentional
explosions’ from landmines and explosive remnants of war (ERW). When unintentional injuries are considered

7

Survival and development; Non-Discrimination; Child participation; Best interests of the child; Do no harm; Impartiality; Protection from
physical and psychological harm; Assist people to claim their rights, access available remedies and recover from the effects of abuse;
Strengthen child protection systems; Strengthen children’s resilience in humanitarian action (CPMS Programming for CPiE, CPMS Standard
4: Programme Cycle Management, Programming for Child Protection in Emergencies: How to incorporate the CPMS into all aspects of the
Programme Cycle. CPWG September 2015)
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they quite often provoke questions about ‘what caused the injury’ or ‘what in our physical environment was
8
responsible for it?
There are also dangers and injuries that are ‘intentional’ by nature and stem from violence or self-harm, such
as those where children are killed, maimed or tortured, or injured as a result of intentional attacks on
populated areas, schools or hospitals; or injuries sustained from physical or sexual violence by members of
children’s families or communities. When intentional injuries are considered they quite often provoke
questions such as ‘who caused the injury’, or ‘who was responsible for it?’
Finally, there are dangers and injuries that are not so clearly classified and predominately occur in conflict
settings. These occur when there was an intent to use force, but it did not necessarily mean there was
an intent to cause damage or harm, particularly to civilians or children. Such injuries could be sustained from
children being caught in crossfire; poorly targeted explosive weapons, shelling or air strikes that land on
civilian homes, hospitals or schools; the use of chemical weapons etc. Injuries sustained could strictly be
classified as intentional or discriminate as they originate from collective violence, but could also be perceived
as indiscriminate and therefore unintentional. It should also be noted that evidence from non-emergency
9
settings shows that many injuries are misclassified.
While it is the aim of this review to focus on dangers and injuries highlighted through CPMS #7, it was
acknowledged from the outset that available and documented best practice is limited. With this in mind, the
following was considered under the conceptual framework during this review:

Interconnectedness: There are many linkages between the dangers and injuries considered under CPMS
#7 and those typically falling under other minimum standards, such as Physical Violence and other Harmful
Practices (CPMS #8), Psychosocial Distress and Mental Disorders (CPMS #10), Children Associated with Armed
Forces or Armed Groups (CPMS #11), and Child Labour (CPMS #12). This review will not focus on the dangers
and injuries traditionally considered under those child protection needs, but will highlight relevant linkages
and learning.

Phases: Before (DRR and preparedness), during and after (response, recovery, reconstruction) humanitarian
emergencies.

Types of emergencies: Sudden onset from natural hazards, slow onset from natural hazards, conflict and
complex emergencies, protracted crisis, and pandemic and epidemic emergencies.

Places where physical dangers are present and injuries occur: the home (inside and outside), the
community (schools, services, places of work, camps, on the way to places).

Who: Children: What role does a child or young person play in identifying dangers and preventing injury?

How are children supported? Families/Caregivers: How are families and caregivers supported (during
prevention and response)? What role do family/caregivers play in identifying dangers and preventing injury?
What activities in the household increase or mitigate risk? Community: How do community actions support a
response to dangers and injuries in children? How are communities supported? What are/what shapes societal
beliefs, norms, practices around dangers and injuries? How does the community environment contribute to
dangers and injuries? What impact do the actions of the community have in preventing, responding and
recovering from dangers and injuries? Child protection actors: What role do child protection actors play in
preventing and responding/ recovering to dangers and injuries? How is it integrated into their broader
responses for children? How do they contribute to the risk of dangers and injuries? Other sectors/actors: How
do they respond to this issue? Is there cross-sectoral learning? How do child protection and other
8

WHO classify and record unintentional injuries to include: Road traffic collisions; Falling; Burns; Drowning; Poisoning; Wild/domestic
animals or snakebites; smothering, asphyxiation, choking, hypothermia and hyperthermia. A full list of the injuries considered under
Minimum Standard #7 and relevant in humanitarian contexts can be found below.
9
Lewit, E.M and Schuurmann Baker, L. (1995) The Future of Children. Low Birth Weight. Volume 5 Number 1 Spring 1995. CHILD
INDICATORS: Unintentional Injuries
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sectors/actors link on this issue? Is data shared, are systematic referrals made, are there joint awarenessraising efforts?
The hazards or dangers considered for the purpose of this review include:
• Road traffic collisions (motorised or non-motorised vehicles, pedestrian)
• Falling (cliffs, trees, pits, trenches, heights)
• Burns (fire, cooking oil, boiling water, hot drinks, electrocution)
• Drowning (rivers, lakes, oceans, pit latrines, wells, reservoir, floods and landslides)
• Poisoning (medicines, chemicals, pesticides)
• Wild/domestic animals (snake bites, dog bites, insects)
• Sharp objects (knives, barbed wire)
• Exposure to garbage containing infectious waste
• Damaged or collapsing infrastructure (roofs and walls collapsing, exposed electrical and barbed wire,
rubble)
• Impact, injuries and consequences of explosive weapons (intentional and unintentional)
• Explosive remnants of war (cluster bombs, mortars, shells, grenades, ammunition, etc.)
• Landmines
• Injuries sustained during attacks on civilians, schools and hospitals (recognising that there is cross
thematic learning in both prevention and response)
• Being caught in crossfire, or injured/killed as a result of unsecured weapons
• Chemical and gas attacks
In the context of physical dangers and injuries the following types of prevention and response

strategies are also considered, this structure is based on a tried and tested public health approach to violence
10

and injury prevention.
•

•

10

Primary prevention strategies that aim to prevent the injury event from taking place, and relates to
the time before injuries actually occur. E.g., latrines are built so that small children cannot fall in;
sites and services are situated away from busy roads; hazardous tools, equipment or chemicals stored
out of children's reach; bucket or water tanks/reservoirs are covered. Safe cooking and fire fuels and
materials are provided, particularly for at-risk groups such as child-headed households, young
mothers, families affected by disability, among others. The engagement of the community, elders and
older children to identify and map hazardous areas and share learning between different age groups.
It might also include things like legislation and enforcement mandating the use of seatbelts or bike
helmets, or safe building practices in zones at-risk from natural hazards. Primary prevention
strategies that aim to prevent death/injury, and minimise harm during an event from
unavoidable/present hazards. E.g., many DRR activities such as fixing furniture to walls in earthquake
zones; rescue swimming instruction in flood prone areas and familiarity with Personal Flotation
Device. DRR messages on earthquake safety in the event of a quake; building paths away from rivers
and lakes; teaching first-aid and safe evacuation practices to children in high-risk areas; safety
messages and Mine Risk Education (MRE) in war zones; wearing seatbelts and motorbike helmets etc.
Secondary and tertiary prevention strategies that aim to prevent or minimize injury after an event
has occurred, reducing the long-term consequences and impact of the injury or death. E.g. Ensuring
access to free rapid medical care for people injured in an emergency; providing effective
rehabilitation services for children severely injured; identifying families who have lost parents or
children in an emergency and ensuring they are adequately supported; support groups for recently
disabled children or adults; vocational training for recently disabled adults or adolescents, among
others.

Adapted from TEACH Violence and Injury Prevention (VIP) manual, WHO & Education Development Centre, 2010.
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Structure of document
The report is divided into an introductory chapter covering all foundational content including background,
methodology, definitions and conceptual framework. The report then provides key findings on how dangers
and injuries present in emergencies including different contexts, different types, different groups of children
and where they are most at risk. The third chapter looks at examples of programming approaches and lessons
learned to address dangers and injuries in emergencies, including the roles of different sectors, coordination,
assessments, working with children and parents, followed by key preventative strategies such as DRR,
awareness raising, risk mapping, support for survivors and case management and child friendly spaces. The
report concludes with a look at available technical resources and expertise, challenges, recommendations and
conclusions.

Section Two: The Humanitarian Context,
Dangers and Injuries
Dangers and injuries in non-emergency contexts
Globally more than five million people died from injuries in 2012, 1.4 million from intentional injuries, and 3.7
11
million from unintentional injuries. This is 6.6% of the world’s deaths, more than the total number of people
12
who died from HIV/AIDS, tuberculosis and malaria combined.
It is important to understand the pre-crisis context, as it is believed in the main causes of mortality in children
13
during emergencies are usually the same conditions that cause morbidity in non-emergency settings. It is
also important to keep in mind that in non-emergency contexts:
•
•
•
•

•

The nature of injuries varies considerably according to age, sex, region and income.
Children and adolescents are more at risk. They live in a world built for adults and evidence shows strong
14
associations between injuries, a child's age, developmental stage and the activities they undertake.
Unintentional injuries account for almost 90% of injury cases and are the leading cause of death for
15
children and young people aged 10-19 years old.
In 2012 more children and young people (0-29 years) died from unintentional injuries than those who
died from malnutrition, parasitic diseases (including malaria, dengue fever and trypanosomiasis), and
16
HIV/Aids combined.
17
Reported injury deaths are steadily increasing in many low- and middle-income countries (LMIC).
Approximately 90% of injury-related deaths occur in LMIC. People from poorer economic backgrounds
have higher rates of death from injury and non-fatal injuries than wealthier people. This is true regardless
18
of a country’s economic status. The millions of deaths that result from injuries represent only a small
19
fraction of those injured. Tens of millions of children require hospital treatment for injuries each year.
20
By 2020 it has been predicted that injuries will account for 20% of all ill health in the world.

11

Taken from WHO, 2012, Global Health Estimates (GHE) raw data: Deaths by age, sex and cause. Available from ‘Global Summary
Estimates’ http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.html
12
IBID
13
WHO, 2011, Disaster Risk Management for Health Fact Sheet: Disaster Risk Management for Health - Child Health
14
M Peden et al, 2008, WHO & UNICEF, World Report on Child Injury Prevention: An Overview Presentation. Available from
http://www.who.int/violence_injury_prevention/child/injury/world_report/report/en/
15
M Peden, K Oyegbite, J Ozanne-Smith, A A Hyder, C Branche, AKM Fazlur Rahman, F Rivara and K Bartolomeos (2008) World report on
child injury prevention, Geneva, WHO and UNICEF
16
Taken from WHO, 2012, Global Health Estimates (GHE) raw data: Deaths by age, sex and cause. Available from ‘Global Summary
Estimates’ http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.html
17
Whilst injury death rates have declined in high income countries due to proven effective preventive strategies. LMIC have seen increases
for example in road traffic crashes, where economic development has seen an increase in the number of vehicles on the road, with
insufficient legislation and enforcement to ensure safety, there has been an associated rise in related crashes, injuries and deaths.
18
WHO, 2014, Injuries and Violence: The Facts
19
M Peden et al, 2008, WHO & UNICEF, World Report on Child Injury Prevention: An Overview Presentation. Available from
http://www.who.int/violence_injury_prevention/child/injury/world_report/report/en/
20
R A Gosselin, D A Spiegel, R Coughlin, L G Zirkle, 2009, WHO, Injuries: the neglected burden in developing countries. Bulletin of the WHO
2009;87:246-246. doi: 10.2471/BLT.08.052290. Available from: http://www.who.int/bulletin/volumes/87/4/08-052290/en/
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•

•

•

Many of those who survive injuries are left with temporary or permanent disabilities. In some countries it
21
is estimated that up to one quarter of disabilities result from injuries. Studies have shown that in
22
Mexico 17.7% and in Sierra Leone 14.3% of disabilities result from unintentional injuries.
Injuries more commonly happen to boys. Boys under 15 account for 58% of deaths relating to
unintentional injuries in this age group, and are close to three times more likely to die from a road injury
than females of the same age. For males between the ages of 15 to 29 years the proportion of males who
23
die from injuries in this age group increases to 75%. Boys are also greater casualties of ERW and
24
landmines than girls, in 2014, boys represented 82% of child casualties. They are more likely to come
25
into contact with mines or ERW, because of their involvement in outdoor activities. However it should
be noted again that injury rates vary. In the Eastern Mediterranean and South East Asia, fire-related
26
death rates of young women aged 15 to 29 years are around 1.5 times and two times higher than men.
Road traffic injuries are the leading cause of death worldwide for young people aged 15–29 years, while
deaths from drowning are the eighth. In children five to 14 years old, road traffic injuries are the fourth
biggest killer, drowning the fifth and burns the ninth. Only in the age group 0-5 years, does injury not
27
make the top ten leading cause of death. This is because of infant’s susceptibility to neonatal
conditions, communicable and non-communicable diseases in the first year of life (see Figure One above
for further details). As children grow between 1-4 years old, they are increasingly vulnerable to injury in
2008, unintentional injuries were three of the top 15 causes of death of children between the ages of 1-4
th
th
th
years old, drowning (8 ), road traffic injuries (9 ) and fire related burns (11 ).

Dangers and injuries in emergencies
Homes, schools and communities can be inherently dangerous places for children when they are faced with
disaster and conflict. During the actual event children may encounter hazards such as collapsing buildings,
rising flood water or being caught in crossfire. Everyday hazards present before the emergency, such as
dangerous roads or rivers, may be magnified. Once the initial ‘event’ is over, children often face displacement
sometimes far away in unfamiliar surroundings where they may not be aware of the dangers. Or, if staying
closer to home in devastated communities, living where the hazards may be obvious but difficult to avoid. In
addition, the influx of humanitarian assistance can present new dangers: commonly reported are the location
28
of IDP and/or refugee sites and road incidents caused by vehicles involved in responding to emergencies.
Illnesses and injuries may go untreated when the coping capacities of families are affected and health services
are damaged, leading to the multiplication of victims and children at risk of secondary injuries, infection and
29
lasting or permanent impairments or disabilities. Those who are naturally more vulnerable in emergencies
such as separated children, refugees or children with existing disabilities can be at even greater risk of injury
30
and harm from the world around them.
In many countries frequently affected by conflict or natural disasters, injury rates are already high. In the
Democratic Republic of Congo, unintentional injuries are the second biggest killer of children between the ages
of 5 and 14, second only to diarrhoeal disease. Similarly, in Pakistan and the Philippines unintentional injuries
31
are estimated to be the biggest killer of children between the ages of 5 and 14 years. In countries where
children are already exposed to danger and harm causing significant levels of debilitating and fatal injuries,
21

WHO (2016), Injury-related disability and rehabilitation. Can be found at:
th
http://www.who.int/violence_injury_prevention/disability/en/. Accessed on 15 January 2016
22
IBID
23
Adapted from WHO estimates death rates by cause, age and gender 2012 Taken from WHO, 2012, Global Health Estimates (GHE) raw
data: Deaths by age, sex and cause. Available from ‘Global Summary Estimates’
http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.html
24
Landmine and Cluster Munition Monitor. 2015. The Impact of Mines/ERW on Children November 2015.
25
UNICEF. 2013. The State of the World’s Children 2013: Children with Disabilities
26
WHO, 2014, Injuries and Violence: The Facts
27
IBID
28
Through key informant interviews and CPWG Child Protection Rapid Assessments.
29
UNICEF (2013). The State of the World’s Children 2013: Children with Disabilities
30
M Peden, K Oyegbite, J Ozanne-Smith, A A Hyder, C Branche, AKM Fazlur Rahman, F Rivara and K Bartolomeos (2008). World report on
child injury prevention. WHO and UNICEF
31
Taken from WHO, 2012, Global Health Estimates (GHE) raw data: Deaths by age, sex, cause, and WHO member states. Available from
‘Who Member States 2012’ http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.html
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humanitarian child protection actors must be cognisant of, and active in the prevention and response to
physical injuries in emergency affected communities through their day-to-day work.

Dangers and injuries in different types of emergencies
Conflict and complex emergencies. In 2014, approximately 230 million children lived in
countries and areas affected by armed conflicts, with nearly 17.4 million caught up in the violent conflicts
affecting Central African Republic, Iraq, South Sudan, the Occupied Palestinian Territories, Syria, Ukraine and
32
the Lake Chad Basin Region. It is estimated that about 63,000 children (0-14 years) have died in war and legal
33
interventions around the world between 1990 and 2013. In conflict, children can be affected directly by
physical injuries sustained during aerial or ground attacks, indiscriminate shelling and or the use of Improvised
Explosive Devices (IED), including Person-Borne IEDs or Vehicle-Borne IEDs. In addition to other risks that
characterise living in conflict-affected areas, such as dangerous roads beset by military and humanitarian
vehicles, or playing amongst the debris of destroyed buildings that contain deadly ERW. Conflict increases the
likelihood that girls and boys will become disabled, their size and earlier stages of development, means they
often sustain more seriously disabling injuries than adults because of fighting, landmines or other ERW. This
34
also means that they will require continuing physiotherapy, prostheses and psychological support. Children
not only suffer the physical consequence of war but also psychological conditions resulting from these injuries
or the traumatic event which accompanied the injury, such as flashbacks and nightmares, losing the ability to
speak or feelings of depression. Their ability to understand war, their family’s ability to cope with resulting
disability and potential rejection from family or community will also influence children’s psychological well35
being.

Sudden onset emergencies from natural hazards. Disasters from natural hazards affect 10
36

times as many people as armed conflicts -- an estimated 300 million in 2010. As the number of sudden onsets
emergencies increases, so do the number of disabling injuries suffered by children. Death rates can also be
higher in children than in adults in natural disasters, WHO report that 30-50% of fatalities arising from natural
37
events are children. One mortality study in Port-au-Prince following the Haiti earthquake, estimated that
65.9% of those killed were children under the age of 12, which as a proportion of the total population of Port38
au-Prince at the time this was about 5.8%. This same report estimated that children under 18 were six times
more likely to have been killed during the earthquake than adults, and 11 times more likely than adults to die
39
of their injuries. In the 2005 tsunami in Sri Lanka the death rates for children under five were reported to be
40
more than four times those of adults and in Ache the highest mortality rates were seen among the youngest
children (and the elderly), conversely they also experienced the lowest injury rates as far fewer survived. Here
gender also played a key role in survival and injury, as it was found that nearly two-thirds of those reported
dead or missing were female, with females more than 1.4 times more likely to die than males. In the highest
impact areas of Aceh, the risk of injury was lower among females than males, yet in the lesser-affected areas,
41
the opposite was observed where females faced increased injury risk. In addition in the 2015 Nepalese
42 43
earthquake, it was found that 28% of the deceased were children. ,

32

UNICEF (2014). Children and emergencies in 2014: Facts & Figures; and UNICEF (2015) Nigeria + Sub-Regional Crisis Update Nigeria,
Cameroon, Chad and Niger November 2015.
33
Global Burden of Disease Study 2013: IHME
34
UNICEF (2013). The State of the World’s Children 2013: Children with Disabilities
35
B Williamson (2011). The Impact of ERW on Children. The journal of ERW and mine action. Fall 2011. Available from
http://www.jmu.edu/cisr/journal/15.3/notes/williamson/williamson.pdf
36
UNICEF Evaluation Office (December 2013) Evaluation of UNICEF Programmes to Protect Children in Emergencies: Synthesis Report
37
WHO, 2011, Disaster Risk Management for Health Fact Sheet: Disaster Risk Management for Health - Child Health
38
Kolbe et al., 2010, ‘Mortality, crime and access to basic needs before and after the Haiti earthquake: a random survey of Port-au-Prince
Households’, Medicine, Conflict and Survival, 26:4, 281-297.
39
IBID
40
S. Doocy C. Robinson, C. Moodie and G. Burnham. 2008. Tsunami-related injury in Aceh Province, Indonesia. Johns Hopkins Bloomberg
School of Public Health and Centers for Disease Control and Prevention, USA. Global Public Health Vol. 4, No. 2, March 2009
41
IBID
42
UNICEF Nepal Humanitarian Situation Report #19. Kathmandu. Available from:
th
http://www.unicef.org/appeals/files/UNICEF_Nepal_Humanitarian_SitRep_20Aug2015.pdf. Accessed on 12 March 2016
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Slow onset disaster from natural hazards and protracted crisis . Children in
protracted disasters, such as droughts and prolonged food insecurity can be at increased risk from injury and
environmental hazards. They may be frequently left alone or unsupervised while parents are away securing
food and livelihoods or are overwhelmed with the crisis, or entrusted to the care of others – often children
themselves or the elderly -- temporarily or permanently, leaving children vulnerable to injury. Older children
can be forced into child labour, which may become increasingly dangerous as the crisis persists and children
seek work further away in dangerous industries/employment to help their family cope with the crisis.

Pandemic and Epidemic Crisis . Although the very nature of epidemics is centred on diseasespecific public health crisis, recent experience from the Ebola outbreak showed a number of occasions where
the physical environment for children - beyond the primary public health environment - deteriorated to such
an extent that physical safety was compromised and injuries ensued. In one example where protesters
attempted to break a military enforced quarantine in Monrovia’s Westpoint, a 17-year-old boy was shot by a
stray bullet. Upon returning home he was turned away by his family for fear that his injuries were related to
Ebola and he would put them at risk of contracting the disease. Like thousands of other children left orphaned,
abandoned or living on the streets because of Ebola, he was then at risk of many other physical dangers and
44
protection concerns.

Types of dangers and injuries in emergencies:
The graph below gives an indicative illustration of the major causes of injury for children living in countries that
have formally recognised child protection sub-clusters operating in humanitarian operations (See footnote for
more information on data used). In determining which issues to include in this review, the below findings on
magnitude were used alongside important findings raised in emergency assessments. This section will examine
the following six causes of injury: falls, drowning, burns, road injuries, and animal bites/stings and collective
45
violence and explosive weapons.

Figure 3 Source: WHO, 2012, Global Health Estimates. Deaths from “Other unintentional” include categories such as smothering,
asphyxiation, choking, animal and venomous bites, hypothermia and hyperthermia as well as natural disasters. Although this 2012 data is

43

Nepal: Official figures for casualties and damage, June 2015, Ministry of Home Affairs Nepal and Nepal Police. Available from
Humanitarian Data Exchange https://data.hdx.rwlabs.org/dataset/official-figures-for-casualties-and-damage
44
th
P. Sawer (2014). Press release: Thousands of children orphaned by Ebola outbreak. The Telegraph. 14 October 2014. Available from:
http://www.telegraph.co.uk/news/worldnews/ebola/11171614/Thousands-of-children-orphaned-by-Ebola-outbreak.html. Accessed on
14.1.16
45
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not specifically reflective of death rates during humanitarian crisis, it provides some information to aid analysis of the extent and causes of
46
injuries in countries affected by emergencies.

Understanding different injuries. It was apparent from early on in the review that there
were important misunderstandings about how dangers and injuries affect children in emergencies and a
47
general sense that relevant evidence from development contexts are underutilised by humanitarians. To
explore this further the survey asked whether respondents knew the main causes of fatal and non-fatal child
injuries for different-aged children in their working contexts. As we can see from the graphs below, less than a
third of respondents were confident in their knowledge of the issues, while most were unsure.

This section is intended to provide key findings and a selection of examples in relation to different types of
dangers and causes of injuries commonly found in emergencies.

Falls
Nearly 47,000 children and teenagers die from falls each year. For every fatal fall there are approximately
690 children who miss school due to injury from the fall. Falls are the leading cause of long-term disability
48
and non-fatal injury, but account for only a small proportion of fatal child injuries.
In this review, falls were highlighted as an issue in a number of humanitarian contexts in circumstances that
are wholly or partially avoidable. For instance, in Central African Republic (CAR), injuries from falls were noted
49
alongside being caught in the crossfire, as children were fleeing a school under attack. And in a 2007
household survey in the worst flood-affected areas of Bangladesh, falls made up 22% of the reported
unintentional injuries affecting children. One child reportedly slipped on a muddy surface and fractured his
right hand, but his mother said there was nothing she could do because the flood had made the whole area
50
slippery and her child was attracted to play in the mud and water away from supervision. One key informant
46

th

This data includes countries that on January 18 2016 were listed on the CPWG website as being formally clusterized, and includes:
Afghanistan, CAR, DRC, Fiji, Guinea, Indonesia, Iraq, Kenya, Mali, Nepal, Niger, Nigeria, Pakistan, Papua New Guinee, Philippines, Solomon
Islands, Somalia, South Sudan, Sudan, Syria, Turkey, Yemen. Vanuatu was not included as there is no WHO data for this country. The data
is taken from the most recent WHO Global Health Estimates (GHE) 2012. Website: Estimates for 2000-2012 - Cause Specific Mortality – BY
Country - Disease and injury country mortality estimates 2000-2012 - WHO Member States 2012. Available from
th
http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.html. (Accessed on January 11 2016). The data is publically
available, and for children uses the age ranges 0-4 years, 5-14 years and 15-29 years. Because the upper age group (15-29 years) includes
children and adults, this has been discounted for the purposes of this graph. It should be noted however, that if this graph were to
represent all children under the age of 18, it would more than likely show higher death rates for road injuries, interpersonal violence, selfharm and collective violence.
47
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http://www.who.int/violence_injury_prevention/child/injury/world_report/report/en/
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50
A Biswas, A Rahman, S Mashreky, F Rahman, K Dalal (2010). Unintentional injuries and parental violence against children during flood: a
study in rural Bangladesh

15

working in Ethiopia spoke of refugee children from South Sudan, who go out to collect fruits from local trees,
where sometimes they fall from the trees and break their legs and ankles, and then face anger and
51
punishment from the local community for stealing.
The most common type of fall cited was small children falling into open pits or pit latrines. In an assessment of
refugee camps and host communities in Gambella Ethiopia, respondents indicated that unsafe places such as
riversides and open pits were the second highest risk for children in the camps, with direct observations from
52
the camps indicating the presence of open pits and latrines 31% of the time. In the Philippines, assessments
in areas affected by Typhoon Bopha and conflict in Central Mindanao have both highlighted open pit latrines,
ditches and deep holes, as hazards facing children in these emergencies.
One intervention that was highlighted in Myanmar came from the unfortunate deaths of two children falling
into pit latrines, which resulted in a multi-sector camp wide focus on safety. No further information on efforts
to prevent falls in children during humanitarian crises arose through this review.

Drowning

53

Drowning kills 372,000 people a year, 7% of all injury-related deaths in the world, 175,000 of those killed are
54
children -- 20 children an hour. When a child drowns, significant investments in their health and social
55
development are lost; in LMIC, which account for over 90% of deaths this, has a huge impact. The table
below highlights regional differences in drowning as leading cause of death amongst children and adolescents.
As can be seen in many parts of South, Central and East Asia and the Pacific drowning is the leading, second or
third cause of death among all children age 5 to 14.

Figure 4 Source: WHO (2014) Global Report on Drowning Prevention: Preventing a Leading Killer
51

Key informant 1
Government of Ethiopia, Bureau of Women Children and Youth Affairs and The Bureau of Labour and Social Affairs (2014) Child
Protection Rapid Assessment, Gambella May 2014 Inter-Agency Assessment of Child Protection Concerns in Selected Host Communities
and Refugee Camps
53
WHO Drowning Fact Sheet N°347 Updated November (2014). Available from: http://www.who.int/mediacentre/factsheets/fs347/en/
54
M Peden, K Oyegbite, J Ozanne-Smith, A A Hyder, C Branche, AKM Fazlur Rahman, F Rivara and K Bartolomeos (2008) World report on
child injury prevention, WHO and UNICEF
55
WHO (2014) Global Report On Drowning: Preventing A Leading Killer
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Risk factors include: Age, whilst children under five are most at risk, often due to their mobility but limited
56
understanding of danger, children’s vulnerability changes with age as their use of water changes. Supervision
is also a key factor in the drowning of young children; evidence from Asia suggests drowning risks are higher
when children are left in the care of grandparents or generally in the absence of their parents. Whereas with
adolescents, particularly boys it tends to be that there is less supervision, they are further away from home,
and they are more engaged in risk taking behaviour around water; for all children over four years old in Asia,
57
drowning mostly occurs whilst they are carrying out non-recreational daily activities. Children who live near
open water sources, such as ditches, ponds, irrigation channels, or pools and wells are especially at risk, as
58
most drowning events happen in and around the home.
Data collection is particularly challenging; it is widely believed that there is a significant underrepresentation of
the full impact of drowning on reported estimates. For instance, official data categorisation methods do not
record drowning deaths as drowning when they are caused by a flood, typhoon, cyclone, tsunami or other
natural disaster (death from an act of nature), water transport incidents (transport fatality), suicide or
homicide (intentional injury). This results in large numbers of deaths not being counted as drowning. In HICs
59
where this has been studied it undercounts drowning by as much as 50%, and in Asia it is thought that these
biases and uncertainties mask the fact that drowning is a leading cause of child death in LMICs across the
60
region.

Drowning during floods and other humanitarian crisis

61

Between 2000 and 2010, floods accounted for 44% of the people affected by disasters worldwide. Where
floods are expected to increase in severity and frequency so can the levels of drowning associated with them
unless preventative measures are put in place. Drowning accounts for 75% of deaths in flood disasters, which
may increase in LMICs where people live in flood prone areas with weak early warning and flood prevention
62
systems, and few possibilities for evacuation.
Findings on drowning from LMICs in South East Asia during disasters show that although drowning in aquatic
disasters such as a tsunami or monsoon floods frequently make the headlines, they are not a significant cause
63
of child drowning deaths, compared to the numbers who drown while undertaking routine daily activities.
Yet these deaths are rarely considered newsworthy, nor do they create broader political or social implications
64
that might drive improved reporting and action.
It was also found that although drowning rates are highest during the rainy season, most occurs in the dry
season, which typically lasts much longer; and that even during the rainy season, drowning mostly occurred in
sunny weather. Where the rains do not cause actual flooding, they increase the amount of standing water in
ditches and ponds, which results in many more water hazards in a child’s environment. Where they are able to
65
play outside during sunny weather, they have increased exposure to these risks.
56
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Thailand: Underrepresented drowning
Despite drowning being a major cause of child death in
floods, it is often not reported by communities or
recorded as a cause of death. In 2011, a CPRA was
conducted after extensive flooding in Thailand. It
identified drowning as the leading cause of death,
accounting for 94.5% of the deaths among children. Yet
in response to the question 'what were the non-violent
accidents that led to the death or injury of children in
this site?’ the majority of sites reported unsafe objects,
danger from wild animals (crocodiles and snakes), and
traffic accidents as the main causes of harm to children,
not drowning. The assessment related this to the high
level of non-fatal injuries to children that were
recorded (77% of all non-fatal injuries were due to road
traffic collisions, falls, animal bites, and sharp objects).
But it is also worth considering under-reporting related
to community perceptions of drowning, as was found in
one household survey from Thailand. This showed that
nearly three out of four drowning cases are never
reported to a hospital, representing 2000 deaths that
were not recorded.
Figure 5 Source: CPWG (2011) Child Protection Risks due to Flooding in
Thailand Inter-Agency Child Protection Rapid Assessment Report; and The
Alliance for Safe Children Factsheet: Drowning A public health emergency
(undated) available from: http://www.tasc-gcipf.org/downloads.html

Perhaps another reason drowning is
underrepresented in emergencies is a common
perception that drowning causes deaths in the
acute phase of an emergency – when an area is
being inundated with water – and once the
flood water recedes so does the danger from
drowning. This was highlighted in the Philippines
where a quickly released child protection
priorities brief noted “Some areas remain
waterlogged, although the risk of drowning is
66
likely to be reducing daily.” Yet if this was the
case, it perhaps failed to recognise the
important risks that were left behind after the
inundation. Children who might not have been
exposed to open water were now confronted
with large pools and bodies of open water that
67
remained for some time. Very few
respondents to the survey also felt that living
next to water (15%) and not being able to swim
(7%) were significant (top 5) risk factors for
children. Given what we know about the extent
of drownings that happen in everyday life and
emergencies (as children are coping with a huge
change in the physical environment), drowning
should be considered a serious risk to the health
and wellbeing of children during the acute
phase, and throughout response and recovery.

In addition, there remains a focus amongst
health practitioners and others, that the major
health threats in floods are communicable and vector-borne diseases. This can be seen across injury types in
emergencies, where efforts to prevent diseases -- through the provision of clean water, sanitation and
antibiotics -- are hugely successful, while in floods, drowning prevention receives little attention both in the
68
acute stages and in the aftermath. Although guidance is increasingly changing to recognise the risks of
unintentional injuries, guidance such as UNICEFs Emergency Field Handbook places emphasis on
communicable diseases and parasitic diseases being the common threat for flood-affected populations,
69
despite outbreaks being rarely observed. An example of this in practice comes from Bangladesh, where in the
2007 floods, it was found that drowning was responsible for 9 out of 10 child deaths (729 of 820 child deaths 89%), all among very young children, diarrhoea accounted for just 22 of the 820 child deaths (3%) and
70
71
pneumonia just 19 cases (2%), yet UNICEF’s response did not include any measures to prevent drowning.
In addition to floods and aquatic disasters, children are known to drown during other situations of
displacement. In South Sudan since as early as 2007 it has been reported that in communities which have been
displaced into camps along the River Nile, children who are forced to use open water which they wouldn’t
66
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have necessarily been exposed to previously have drowned during the many practicalities of daily life and
household chores that are based around the river. Similar cases were also reported in Ethiopian refugee camps
for the South Sudanese.

Road traffic injuries
Promising Practice in Uganda
In Uganda promising practice on road safety was identified in child protection activities for displaced South
Sudanese families living in North Western parts of the country. As refugees have fled seeking safety from
fighting, villages and services have sprung up along roads, on which the volume of traffic passing by is ever
increasing. Save the Children have supported bottom-up risk identification and prevention through
adolescent peer support groups; it was through these groups that road injuries were identified as a key
problem as children were frequently being injured by cars and motorbike taxis as they lay and played by
the side of the road. The installation of speed humps and signs along the road to slow traffic did not have
the desired effect, so the peer group came up with the idea for the older children to guide the younger
ones to and from school and the children’s centres (CFS) in the afternoon in an ‘organised walk’, with
caregivers and volunteers walking children to the school or centres in the morning. Although this
programme has not been evaluated, the programme has been well received and is thought to be
successful during term-time. However, one lesson learned has been that the number of accidents was
found to increase during holidays when the number of people travelling increases and schools are closed.

72

Road traffic injuries claimed nearly 3500 lives a day in 2012 – an increase of more than 600 a day from 2000.
It is the leading cause of death amongst 15–19-year-olds and the second leading cause among 5–14-year-olds.
Children who are injured or killed in road traffic incidents are not the only ones who suffer; when parents are
killed there can be an impact on other child protection concerns, as was found in South-East Asia where 20–
73
66% of orphans lost one or more parents in a road crash.
Road incidents and injuries were reported from a broad number of contexts as a noteworthy hazard facing
children in emergencies. General factors increasing children’s risk to road injuries were highlighted, including
74
levels of physical and cognitive development, prevalence of risk-taking behaviour and peer influence.
75
Emergencies increased children’s risk directly through the location of camps and services next to busy roads,
76
77
the destruction of safe walking paths by the emergency, the contamination of roadsides by ERW, the
increased number of trucks and fleet vehicles on the road for the response, and where and how children walk
78
to school.
In Nepal following the 2015 earthquake Plan International conducted risk-mapping with children. Although
identified risks in each of the affected areas varied, in a number of locations children were concerned about
72
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road collisions, as the number of distribution and reconstruction trucks and NGO/UN fleet vehicles on the
79
roads had increased. This also reportedly exacerbated what was a common practice before the earthquake
where children, mostly boys, could be found clinging to the back of vehicles, placing them at a greatly
80
increased risk of being injured. Plan conducted awareness raising with children and orientated their own
fleet and all rental car and truck drivers on the child protection policy and driving protocols, which included
safe driving speeds and what to do to when a child clings to the car.
Road safety has been recognised consistently across three CPRAs in the Philippines as a key concern for
children’s physical safety, highlighting key links to both child protection and education actors amongst others.
•

•

•

Following fighting in Central Mindanao in 2014, 60% of assessed sites said the situations that pose the
highest risk of injuries or death to children are the conditions encountered whilst the children are on
their way to and from school. Far away from communities, this often requires a long walk, with
81
environmental hazards along the way, such as bad roads and river crossings.
After Typhoon Bopha, it was reported there were either no pathways and/or dangerous pathways for
children to get to and from school during the long walk to school and back home, where they were
vulnerable to road accidents. Here it was recommended that Local Government Units, barangay
government, schools, the education cluster and camp management should work together to prevent
physical dangers to children. Particular suggestions were:
Building new schools away from main roads and highways;
Placing signs and speed bumps on roads and passageways to ensure cars reduce their speed;
And creating marked paths connecting major residential areas to schools, especially when paths
82
are near rivers, railroads or other potential sources of harm to children.

In Typhoon Haiyan response when road safety remained a concern six months after the typhoon
struck, some key lessons learned and recommendations from an interagency workshop on the joint
education and child protection assessment, highlighted the need to:
prioritize the development of communications on road safety from the beginning of the response
effort and involve C4D (Communication for Development) strategies, the Department of Public
Works and Highways (DWPH), education and child protection actors;
include road safety messages into child-friendly space (CFS) lesson plans, C4D strategies, and
school lesson plans;
build resilience and emergency preparedness within DPWH to plan for emergencies which often
place children at risk on the roads as they travel to and from home, school and work, support
Barangay Disaster Risk Reduction Management Committees (BDRRMC) to take the lead;
Coordinate education and child protection activities, especially concerning physical safety
messaging, road safety and awareness, working with BDRRMC, school committees, barangay
83
officials and other clusters.

Fire and Burns
Burns are the only child injury occurring more commonly in girls than boys in many parts of the world,
84
although in some settings, boys are at greater risk due to their risk-taking behaviour. Burns are the ninth
85
leading cause of death amongst children age 5 to 14 years old in the world. In humanitarian contexts fire and
79
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burns were more frequently mentioned throughout the review as a risk in responses where displacement
occurs. The very nature of displacement means families are often living in multifunctional spaces, in a close
proximity to other shelters, and using types of heating and cooking that may be unfamiliar or not designed for
temporary shelters. Global research suggests that a child’s age and development play a significant role in risk.
Infants have the highest death rates, where one hot drink can severely scold an infant; children aged 10–14
have the lowest; and the death rate climbs again for 15–19 year olds – possibly because of greater exposure,
86
employment, experimentation and risk taking.
Socioeconomic status and poverty also play a role; there is notably higher incidence of burns among children in
LMICs and between different socioeconomic classes within high-income countries. Other socioeconomic
factors which can often become more common in a protracted crisis include: low rates of literacy within the
family; living in overcrowded dwellings or with cluttered areas in the home; failure to properly supervise
children; history of burns among siblings; and the absence of laws and regulations relating to building codes,
87
smoke detectors and flammable clothing. Inadequate access to a good supply of water in to douse flames or
stop flames spreading is another strong risk factor. Unsafe equipment such as heat/light sources, cooking
equipment, fireworks and flammable substances such as kerosene all carry inherent risks particularly when
accessible to children. Cooking and living areas are the most dangerous places for children, with respect to
burns and the two peak times of the day when burn incidents are most reported are the late morning, when
88
domestic tasks are being done, and around the time of evening meals.

The value of reconstructive surgery for a young Syrian burns victim

Nine-year-old Judy suffered a severe burn and was subsequently unable to move her right arm, when an
explosion rocked the family house in Syria, knocking a pot of boiling water off the stove and all over her arm.
After fleeing Syria for the safety of Egypt and to seek treatment, the family approached UNHCR, which has a
limited budget to help people in need of medical care. But as Judy’s burn didn’t meet the criteria for assistance
and funds were needed for more pressing cases, she was left with the prospect of life-long disability.
Fortunately, the challenges Judy faced were highlighted during a picture exhibition about refugees in Egypt,
and an influential visitor was moved by her story and helped arrange the plastic surgery Judy desperately
needed to be able to regain mobility in her arm. Following surgery Judy is recovering well, and slowly regaining
use of her arm. This case highlights that for many crisis-affected children, it is often extremely difficult to get
the appropriate level of care to help them reach their potential and lead fulfilling lives. While suffering from a
burn injury is a traumatic experience that has a profound effect on the development of a child, reconstructive
surgery has significant benefits during the recovery process.
In Ugandan camps for the displaced South Sudanese, one child protection team was faced with the problem of
children being left alone in the home, or entrusted to other children in effect becoming unaccompanied or
child-headed households for a period of time whilst their parents return to South Sudan on a regular basis. In
this context, children were cooking unsupervised and many burn injuries from open fires were being reported
and treated. In a resource-constrained, rural environment, the response has been to seek first aid from village
health workers. When the burn is not severe, children are taken to the community health centre, and when
severe they are taken to hospital. In the case of a child who has been left alone, and a member of the Child
Protection Committee (CPC) is made aware of the incident, they are able to step in and support the child,
identifying someone (usually neighbours, extended family or CPC members) to temporarily care for them. In
child-headed households, other dependent children are cared for by the immediate neighbours, under close
supervision of the Refugee Welfare Committee (RWC), who also monitor overall child protection concerns,
provide support to unaccompanied minors, and are the ‘whistle blowers’ of child protection concerns within
86
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the camps. Once back at home following medical treatment, Child Protection Officers are able to talk with the
child and identify their needs; they then seek support and referrals to other CPWG partners, as well provide
material support (i.e. food or clothes) and consistent follow-up, post injury care, and counselling to both
parent and child. To prevent these injuries from happening, the CPC and RWC have identified older more
mature girls from the peer-to-peer group to teach young girls the cooking skills they need to take care of
themselves. One noteworthy challenge has been the traditional community belief that girls must learn to cook
89
from a young age.
One key informant recounted an unfortunate case where agencies had to rapidly consider safety in reception
centres when a small child fell into a hot pan of peas during the preparation and serving of hot meals for new
arrivals. Here it was not possible to save the child’s life, but the incident highlighted the significant risks
present to children, and measures were immediately put in place to prevent it happening again. Organisations
in charge of hot meals opted to remove children from the hazard, where they queue for their meals away from
90
the cooking area and hot pans in a separate line.

Animal bites, stings and attacks
It is thought up to five million people are bitten by snakes each year; of these, poisonous snakes cause
considerable morbidity and mortality. There are an estimated 2.4 million poisonous snake bites each year
causing between 94,000 and 125,000 deaths, and an additional 400,000 amputations and other severe health
consequences, such as infection, tetanus, scarring, contractures and psychological complications. Poor access
91
to health care and scarcity of anti-venom increases the severity of the injuries and their outcomes. Young
children are at greater risk of bites as they do not understand the danger posed, have higher contact rates, and
92
have a low body mass that makes them more vulnerable to snake venom than adults.
Animal and snake bites warrant inclusion as a separate category in emergencies, as there were a few
additional factors that came to light during this review. Firstly, children who are bitten in emergencies are
often prevented from seeking medical help because of the very nature of the emergency; for instance, children
who have been bitten by snakes while trapped on high ground during flooding are unable to seek medical care
and anti-venom because of the inundation of water around them. Secondly it was found across a number of
countries there was either a very real threat from animals, or a perceived fear of animals amongst children
who have been affected by emergencies. For instance, in Dadaab, Kenya ‘bush’ or ‘forest’ areas were
93
identified by children as being unsafe because of wild animals, although no reports of actual attacks could be
identified. Similarly, in 2011 in Thailand when participants of a post-flooding CPRA were asked to identify nonviolent physical risks to children during the flood, the majority of sites reported a danger from crocodiles and
94
poisonous snakes; and in rural areas, snakes were the highest reported risk.

Wild animal attacks in an emergency - fear or actual threat? In Thailand there were
numerous local and international media reports and photos that over a hundred crocodiles had escaped from
farms during the flood; one large NGO reported “We are hearing disturbing reports of dangerous animals such
as snakes and crocodiles appearing in the floodwaters. Yet every day we see children playing, bathing or
95
walking in the water”. However the CPRA findings also pointed out that the high reports of danger from
animals could have been influenced by the great media attention on escaped crocodiles and poisonous snakes,
96
which might have made key informants more aware of these risks. And despite the reported fear, a
subsequent search of media and response information for this review brought no actual cases to light.
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In some places however, the threat of animal attacks is very real, particularly during flooding. In the floods
which affected large parts of the United States in May 2015, snake bites were a very real concern and one
97
children’s hospital reported that it was treating 12 times the normal number of snake bites. In Bangladesh
snake bites were found to be responsible for 9% of deaths in children following flooding in 2007, second only
to drowning and followed by pneumonia and diarrhoea. Rising waters force people and animals to share areas
of dry ground, bringing them into close proximity. Moreover, flood relief efforts do not often include the
98
provision of snake anti-venom. In relation to this last point, the 2005 Bangladesh National Health and Injury
Survey for children highlighted the potential for using the schools as a prevention measure against snake bites
following floods. Where schools function as flood and cyclone shelters during times of emergency, located on
higher ground they could become safe havens and stocked with anti-venom, emergency medical kits, and
emergency relief supplies. Reporting they could be an effective means of decreasing the large numbers of
snake bites associated with floods, as well as serving other benefits such as decreased drowning, improved
public health outcomes, school based disaster preparedness, and life skills for living in places frequently
99
affected by flooding.
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Countering Rumours of Animal Attacks in Nepal
Through an innovative project under the Communicating with Communities Cluster (CCC),
#quakehelpdesk.org was set up immediately following the earthquake to provide Mobile Citizen Helpdesks,
a hotline, SMS reporting, and aid accountability. As part of this project a function was initiated to capture
rumours and perceptions to try and eliminate information gaps between media, humanitarian agencies and
communities. By providing facts, ‘Open Mic’ aimed to create a better understanding of the needs, and
debunk rumours before they could do more harm. In its very first issue of ‘Open Mic Nepal’ the issue of
animal attacks and snake bites was raised by communities as a fear that they would be attacked. “Rumours
are circulating that people are getting attacked by wild animals.” “People are afraid of wild animals and
snakes”, “People living in tents are afraid of wild animals” (…) “People living in open spaces are afraid of wild
animals and snakes,” were some of the reports received by volunteers. These fears were echoed through
children’s sessions conducted by Plan International - particularly in districts living close to national parks and
at night - and in an inter-agency children’s consultation, which noted it particularly amongst younger
children. To address these fears Open Mic Nepal Bulletin gave the following information:
• District Police have said that they have received no reports of people being attacked by wild animals.
• They however, warned that people living close to jungles are at risk of being attacked.
• To keep people safe from wild animals, police personnel have been patrolling the areas surrounding the
temporary camps.
• Any attack by wild animals should be reported to the local police.
• People are advised to remain vigilant and keep a torch near them at night. Living spaces should be kept
uncluttered and clean. A snake preys on frogs and mice. It is important to ensure that they are not
around living areas. If possible, tents and shelters should be set up away from thick bushes. Young
children should not be left on their own.
• The phone number of the local police was given.
This type if intervention not only serves a purpose in terms of injury reduction, it supports people’s

Figure 8 OPEN MIC NEPAL Listen. Verify. Report July 06, 2015 Issue #1. Available from:
http://www.quakehelpdesk.org/openmic/issue1/English.pdf; and Key Informant Interview 6; and Plan, Save the Children, UNICEF, World
Vision, Government of Nepal Central Child Welfare Board, Government of Nepal Ministry of Federal Affairs and Local Development (2015).
After The Earthquake: Nepal’s Children Speak Out Nepal Children’s Earthquake Recovery Consultation. 2015

Indiscriminate weapons in conflict
A 2013 synthesis evaluation which included an analysis of 11 conflict-affected countries, found that the top
concern for girls and boys aged 12-17, was the ‘immediate effects of armed conflict’, which included shelling,
100
bombing, landmines/ERW, and armed combat. An ever increasing risk facing millions of children around the
world, this section includes further analysis on the physical impact of war on children and looks at explosive
weapons of war, landmines and ERW, being caught in crossfire, chemical and gas attacks and killing and
maiming.

Explosive weapons in populated areas
The increasing use and destructive power of explosive weapons in modern warfare has a devastating physical
and humanitarian impact on children across the world, particularly those living in urban and heavily populated
101
areas. Children suffer multiple, complex and severe wounds and frequently a lifetime of permanent
disability from the blast, fragmentation, and collapsing structures. They lose their families and homes, their
education and suffer psychosocial distress.
Although the use and impact of explosive weapons are not systematically recorded, and some experts argue
102
that it is difficult to calculate exactly how many children are killed or injured, organisations are increasingly
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103

attempting to do so more accurately. The Explosive Violence Monitoring Project, between 1 October 2010
and 31 December 2012, recorded 898 attacks involving explosive weapons that killed or injured 2,685 children;
this was roughly 1 in 5 of the total civilian causalities recorded, and in 2012 alone, this was 123 children killed
104
or injured every month. The same monitoring in 2014 identified child casualties from explosive weapons
105
across 28 countries; 40% of children killed or injured were in Gaza and 25% were in Syria. Cluster munitions
also continue to disproportionately affect civilians year after year; between 2010 and 2014, 92% of all
causalities reported were civilians. The impact on children is equally stark; in the same four years, children
106
accounted for half of all cluster munition causalities.
Children are particularly in danger from airstrikes. In 2014, 44% of all reported child deaths and injuries from
explosive weapons were reported as being caused by air-launched explosive weapons, one example of this
was the death of 18 children, and four critically injured when a single 2000lb bomb fell on an apartment block
107
in Gaza which had been home to three families in the city of Khan Younis.

The impact of explosive weapons in Syria
Nowhere has the impact of explosive weapons been so acutely felt as in Syria; one commentator
claims “To be able to understand accurately the damage and the threat and the devastation of the
disaster in Syria, they are having a 7.6 earthquake 50 times a day". Whether this is precisely accurate
or not, the casualty figures are unmistakable. One report found that from March 2011 to the end of
August 2013 a total of 113,735 people were killed in the conflict. Of these 11,420 children had been
killed, and out of the 10,586 cases where a specific cause of death was recorded for children, 71%
(7,557) were killed by explosive weapons. Human Rights Watch have recorded detailed information of
9 attacks using cluster munitions between 30 September and 20 December 2015, where at last 35
people were killed including 17 children; 20 of these attacks hit camps for the displaced.
Figure 9 Source : H. Dardagan., H. Salama. Oxford Research Group. 2013. Stolen Futures: The hidden toll of child casualties in Syria;
Dundar Sahin, Director, AKUT Institute of Training and Research, Turkey, taken from https://www.whitehelmets.org/; and Human
th
Rights Watch, 20 December 2015, Russia/Syria: Extensive Recent Use of Cluster Munitions Indiscriminate Attacks Despite Syria’s
Written Guarantees

Although the gender and age of children killed in attacks are rarely recorded, some evidence points towards
women and girls’ increased risk from explosive weapons particularly in populated areas as their roles revolve
108
mainly around the home. Other reports highlight that boys are more at risk as was found in Syria where
109
boys were killed at an overall ratio of 2:1, reducing for younger children and rising to 4:1 for older boys; and
Pakistan where boys were thought to be at greater risk of shelling as they were more likely to be playing
110
outside when military action started.

Landmines and ERW
It is often civilians who fall victim when explosive weapons fail to detonate as intended or have been
abandoned by those who put them there. Similarly, landmines lay in wait just under or above the surface
ready to cause destruction at any moment to whoever strays into their path. Significant effort has been made
to eradicating landmines and ERW in the last 20 years, and the last 10 years have seen important success in
103
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reducing the number of people killed or maimed. Between 2005 and 2014, casualty rates almost halved from
111
7,009 to 3,678 a year. Yet child causalities remain disproportionately high: in 2014 39% of all civilian
casualties for whom their age was known were children. Across 33 states, 1038 children were killed (319) or
injured (716); and on average between 2005 and 2014, 42% of civilian landmine and ERW casualties have been
112
children.
Children are more vulnerable to landmines and ERW, both in terms of probable exposure and physical impact;
their size means their vital organs are closer to detonation; they have lower thresholds for substantial blood
loss, a higher chance of requiring amputation, and are more likely to die or suffer serious injuries such as
severe burns, shrapnel wounds, damaged limbs, blindness or deafness. More than one third of children require
113
amputation following a landmine/ERW incident. When Mine Risk Education (MRE) strategies are not
adequately child friendly or age sensitive, or when they have not been sufficiently field tested, children may
not understand the messages that warn them of the dangers, they may be too young to read or illiterate,
114
which can render warning signs useless. There are numerous examples of children picking up landmines and
ERW, tampering with them and using them as toys, in some cases, a lack of sufficient recreation activities was
115
found to encourage children to go to contaminated areas; and in others economic pressure causes children
to collect and resell them as scrap metal.
Similarly, to other physical dangers and injuries, children of different ages and genders are affected differently.
In 2014, 81% of landmine and ERW child victims (where the sex was known) were boys. Considered to be at
greater risk from landmines and ERW because of their more significant role outside the house in activities such
as herding animals, collecting food or fuel, boys are also more likely to be involved in hazardous child labour,
which is known to be aggravated by the presence of landmines and ERW in conflict debris which children
116
scavenge through to collect scrap material and damaged goods. Landmines and ERW have also been found
to affect older children more than younger children; in Afghanistan, one report identified that children
117
between the ages of eight and 17 were most likely to be involved in an incident, and another that between
118
the ages of 10-14 is the peak age for casualties from ERW followed by 15-18. In both reports, boys were the
predominant victims.
2014 saw an increase in child casualties reported across many conflict-affected countries (Afghanistan,
Democratic Republic of the Congo (DRC), Somalia, and Mali). In some of the states with the greatest numbers
of casualties, the percentage of child casualties was much higher than the annual global average of 39%.
119
Children constituted 77% of all civilian casualties in DRC, 68% in Turkey, and 55% in South Sudan. According
to the Landmine Monitor 2015, Afghanistan is most highly affected, with 561 child casualties reported in 2014;
this is over half (54%) of all child casualties recorded globally, and just under 46% of all casualties in
120
Afghanistan. In eastern Ukraine between March 2014 and March 2015, at least 109 children have been
121
injured and 42 killed by landmines and ERW.
Landmines and ERW continue to kill and maim people long after fighting has ceased. As recently as 2012, two
Syrian children who had crossed into Turkey seeking refuge were killed by landmines laid by the Turkish
111
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military in the 1950s. And further dangers such as flooding have been shown to aggravate the impact of
ERW, as they move them from where they once lay, disturb ongoing victim assistance, and removing signs and
markings that show contaminated areas. This presents new risks to children in areas that were thought
previously to be safe as the following three case studies highlight:
• In 2010, catastrophic floods in Pakistan dislodged mines and other dangerous items from the hills of
South Waziristan washing them downhill to nearby districts, contaminating vast areas of land that
were previously safe, as the floodwaters receded UXO caused civilian casualties, including women and
123
children. In one case a farmer who didn’t know what he was bringing home, carried a landmine
back to the family home, where his 4-year-old son played with it and lost his lower leg in an explosion.
In total seven children and women were killed by ERW in Pakistan after the floods, but many lives
were thought to have been saved by identification and timely reporting that followed MRE conducted
124
by community volunteers, in an area where extensive demining was prohibitively expensive.
• In Bosnia and Herzegovina, UNDP responded to the impact of floods in areas contaminated by
landmines and ERW, and UXO people had kept privately in their homes, which then became a risk to
others as it was carried away by floodwater, by designing a post-flood guide to responding to ERW,
125
which was published online.
• Finally, in Cambodia where over 64,000 people have been injured or killed by landmines, 28% of these
being children, flooding in October 2013 swept through contaminated areas, dislodging and
126
uncovering 174 mines and ERW that were identified by communities. 149 of these were founded in
rice and farming fields that had been cultivated year on year, 23 were found in villages and 2 were in
127
previously cleared areas. The flood destroyed roads and infrastructure, complicating access to
affected areas, the evacuation of families and the removal of landmines/ERW by road. In some
provinces, which had not been previously affected by flooding, alternative transport such as boats,
was not available. Where flooding was repeated two to three times that year, damage to rice fields,
cultivation and properties resulted in increasing number of people going into forests to cut trees or
128
collect wild food in contaminated areas, increasing their exposure to mines and ERW. Further
details on the MRE put in place following the floods in Cambodia can by found on page 57 of this
129
document.
Given that numerous casualties go unrecorded in many countries, the total number of child casualties annually
is likely to be much higher, and in some of the world’s most mine-affected countries, the percentage of
130
casualties represented by children is higher still. In Syria, where incidents are thought to be significantly
underreported due to security and escalating conflict, issues of landmines and ERW also receive less attention
in comparison to explosive weapons in active combat. However, vast tracks of landmines have been laid along
the borders, posing considerable risk to those fleeing fighting, and those who want to return long into the
future.

Being caught in crossfire
Cases of children being caught in crossfire were identified in a number of countries, and in many places are
related to the ready availability of small arms. In Libya, children reported indiscriminate firing of weapons on a
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regular basis in Benghazi after the civil war in 2011. In the Central African Republic, cases were reportedly
132
connected to children’s everyday activities such as going to school, playing football and going to church. In
Syria where 2,806 children are reported to have been killed by small arms fire between March 2011 and
August 2013, researchers believe that although children may be unintentionally killed by stray or ricocheting
bullets, lack of intention cannot be argued for at least 1,153 of the cases which have been documented by civil
133
society groups, where children were killed by sniper fire or summary execution. Boys, especially older boys,
are disproportionately affected; they face greater risks partly because they spend more time outdoors during
134
times of conflict, but are also potentially engaged in combat or combat support roles. Finally, in Afghanistan,
2014 saw deadly consequences for children when Afghan National Security Forces (ANSF) and NATO’s
International Security Assistance Force (NATO-ISAF) escalated their ground offensives with the Taliban in
civilian-populated areas. Where the number of child casualties associated with ground combat and crossfire
more than doubled; ground engagements took the lives of 112 children and injured 408, an increase of 111%
135
over 2013. The UN in Afghanistan have attributed 74% of all civilian casualties to anti-government elements,
136
8% to ANSF and 1% NATO-ISAF, while 12% could not be attributed to a specific party.

Chemical weapons
Although not widely used, these highly indiscriminate weapons continue to pose a risk to children, particularly
137
in the Middle East where parties in Egypt, Iraq, Iran, Israel, Libya and Syria are all thought to hold stockpiles.
Syria is the only country where they are currently used, and although children are much more likely to die from
138
air bombardments or shelling than chemical weapons, a report of the UN Mission on the alleged use of
chemical weapons in the Ghouta area of Damascus in August 2013 concluded “chemical weapons have been
used in the ongoing conflict between the parties in the Syrian Arab Republic, also against civilians, including
139
children, on a relatively large scale”. One report – conducting a detailed analysis of local causality databases
140
- found 128 children (63 boys and 65 girls), were killed in that chemical attack. In response to this, NGOs and
civil society organisations have included ‘what to do in a gas attack’ in safety and ‘In Case of Emergency’ (ICE)
141
messaging that has been used in schools, child friendly spaces, community groups and others.

Killing and maiming under the MRM
There are many links that should be reinforced between killing and maiming under the MRM and dangers and
injuries in emergencies under CPMS #7. Although the intentionality of the injury may be a differentiating factor
under the MRM, the response – medical and social – available for children who have been maimed by
violence, seriously injured in an IDP camp fire, or disabled by a landmine should be the same. Gains could also
be made in data collection, information sharing and advocacy, particularly with regard to indiscriminate
weapons under killing and maiming, and the provision of response services.
Where child protection actors aim to strengthen coordination with health, education, mine action, and other
protection actors to raise awareness or improve reporting under the MRM, it would also pay dividends to
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initiate a dialogue on an all hazards approach to injury prevention and response, in particular hazards which
present the gravest physical dangers for affected populations, supported by evidence from injury surveillance.

Where dangers and injuries occur
While it is not possible to make any statistical comparison of the places where children are most at risk from
dangers and injuries in their physical environments, by looking at the findings from the interagency
assessments examined as part of the literature review, we can tell that in and around the home and along
children’s journeys to school or markets were identified as places where risks are highest for children in
emergencies. We can assume that ‘on the way to’ includes children’s contact with some form of travel, be it on
foot, by car or other means. As many of the assessments were conducted partly or in IDP settings, including
camps, we can also presume these findings are relevant in camp settings.
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Figure 10 Source: Taken from published inter-agency assessments, which have included physical dangers and injuries. 5 included an
assessment of all risks to physical safety, combining both violent and non-violent threats in their questioning ‘what are the main risks that
lead to the death of injury children?’ (Myanmar, Philippines Mindanao, Typhoon Bhopal, Iraq, OPT Gaza); and 6 reported violent threats
and non-violent threats as separate issues (Ethiopia, Tunisia, Somalia, Thailand, Yemen, Typhoon Haiyan).

In addition, the assessments and key informant interviews noted during displacement or journeys away from
fighting or disaster; areas surrounding military compounds; WASH facilities and latrines; in new arrival or
transit sites, or in locations where IDP services are located. However, it should also be reiterated that each
context is unique and has different environmental and social factors that will interplay with the hazards
present, contributing to a child’s real and perceived sense of safety. Children are affected by dangers and
injuries depending on a wide range of factors and only through assessment and analysis which includes
disaggregation by age and gender can one tell which places are most dangerous for different groups of
children in a particular context.
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Who is at risk in emergencies?
When survey respondents were asked to rank the perceived risk factors contributing most significantly to
children receiving unintentional, fatal or non-fatal injuries in humanitarian contexts, the following were most
frequently chosen (in order of importance):
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)

Living in a conflict/post-conflict zone; and a poor understanding and knowledge of local dangers
Displacement
Being unaccompanied or separated from family; and reduced adult supervision
Child labour
Living on the streets
Existing culture of dangerous practices in relation to child safety; and low levels of education
The age of the child
Having a physical, sensory or intellectual impairment; or parents/carers with drug or alcohol
addiction.

Many of those chosen reflect serious child protection concerns and highlight the need for a broad range of
child protection interventions to consider how boys and girls are injured in their day-to-day activities. Although
one survey respondent cautioned “we need to avoid labelling someone at risk because they ‘are separated or
live on the street, or have a physical disability’...the label doesn't make them at greater risk, it’s the vulnerable
and resilient factors that exist that make them prone to injury”, some generalisations can be made from these
findings.

Unaccompanied and Separated Children
Capable adult/parental supervision is highlighted throughout much of the literature on childhood injuries as a
key risk factor; this was also highlighted through the survey alongside being unaccompanied or separated from
family. In many emergencies, the child’s risk of injury may be equally attributed to the lack of parental
supervision, as to the fact of the child being unaccompanied, particularly for younger children who face
greater risks to injury when they are not supervised. This was highlighted in the earlier section on burns, where
children were left alone for long periods of time and were consequently at risk of household burns.
One further assumption can be that unaccompanied children (of all ages) who are in some form of alternative
care face the possibility that despite care being in place, it may inadequately protect them from injuries and
may place them at further risk, particularly if they expected to work or carry out dangerous household chores.
Furthermore, once injured, young unaccompanied or separated children are unlikely to know where to go for
help and assistance and gain access to available humanitarian services, and their injuries are therefore likely to
142
cause greater long-term issues.
It is worth noting that poorly executed evacuation – itself a response to immediate danger and physical injury
– can actually cause children to become separated from their families. This may be either for immediate
physical safety as was seen in the 2000 Mozambique floods when helicopters literally picked people off trees
as flood waters swelled around them, or in the 2010 Haiti earthquake where severely injured children were
evacuated by military medical teams within and outside of the country. In both cases, information was not
taken at the time of evacuation, presenting further problems for child protection actors as family reunification
efforts got underway. This is a well-recognised issue between health and child/protection actors, and the
forthcoming Inter Agency Field Guidance on Unaccompanied and Separated Children highlights the following
143
learning:
1

Protect and assist in place: The priority is to provide protection and help that will enable families to meet
the needs of their children in place. This involves identifying those needs clearly and addressing them
effectively, so that people are able to choose to remain where they are and to keep their families together.
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Preserve family unity: If evacuation is unavoidable, the most effective way to reduce any harm to children
is to evacuate them with parents or primary caregivers.
3 Evacuate only under proper conditions: This includes ensuring that the wishes of parents and children are
considered, that evacuation is undertaken in safety, that the best interests of the child are assessed when
making arrangements for the reception and care of children and that help is given to ensure that further or
permanent separation does not occur.
2

Child Labourers
Child labour and its worst forms are by their very nature harmful to children, depriving boys and girls of
opportunities for an education and compromising physical and mental development. In many countries
affected by emergencies, child labour is already a pervasive problem facing millions of children; the added
pressure and conditions of an emergency can exacerbate the physical and environmental risks they face. This
was reported in Niger during the Sahel food crisis, where the number of adolescents in child labour increased
from 31% to 60%, with many during the crisis being pushed to work outside their communities in more
144
dangerous forms of work. In the Central African Republic, a 2011 survey in IDP camps in the north of the
country revealed that many girls and boys were engaged in the worst forms of child labour within the host
communities to support their families. Displaced children also faced more substantial risks than their nondisplaced peers because they found themselves in an unfamiliar environment, engaging in work they might not
be proficient at, because they had come from families with different livelihoods backgrounds, such as herding,
145
and were probably not familiar with local laws and social norms. With increasing poverty due to the crisis
they had little choice but to engage in dangerous forms of work, such as mining, fishing, construction or
146
hunting.
In many countries affected by conflict, the following trends in child labour and children’s physical wellbeing
have been observed:
• In Palestine, a third of respondents in the 2014 Gaza CPRA highlighted that children were involved in new
types of labour that did not exist before the crisis, such as collecting ERW, rocks and iron from destroyed
houses; this was partially thought to be related to a possible lack of awareness as to the seriousness of
147
these activities.
• In the most conflict and mine-affected areas of Pakistan, it was found that children who engage in
collecting and selling scrap metal are also particularly at risk from ERW which have been left by the
148
war. In addition to the issues of land mines in Afghanistan, road traffic collisions present a significant
149
risk for working children (mostly boys between 9 and 16 years) who travel to cities for work.
•

In Afghanistan a War Child Holland baseline assessment identified that working children most feared
bombings, car/road accidents and extreme winter as they are all living in temporary shelters in IDP
150
camps.
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Physical harm to child labourers in Lebanon

The refugee influx into Lebanon has been accompanied by rapidly increasing levels of child labour and its
worst forms, where boys and girls are regularly exposed to severe hazards - including risks to their lives whilst working Children perform a broad range of hazardous jobs: agriculture, construction, automobile
shops, carpenters, restaurants & snack bars, blacksmithing, shoe-making, fishing, portering, furnituremaking, butchering, iron collecting, cleaning and domestic work. A 2012 assessment of over a thousand
working children identified the main environmental concerns and work-related injuries for children (below
table). It also found that whilst working children were clearly exposed to numerous hazards, they would
generally deny any seriousness and boast about their strength and endurance, frequently dismissing workrelated injuries or illnesses as “minor”. When assessors pointed out some obvious medical conditions
(redness of the eyes, swellings on arms or legs, skin or scalp problems), children would react as if they
were seeing them for the first time. The report also found that less than a third of children would stop
going to work in order to recover from a bad injury. Finally, it is worth noting the particular dangers and
injuries faced by children in Lebanon who live and work on the streets, including physical injuries from car
accidents, and carrying heavy loads.
The International Rescue Committee (IRC) have been responding to the refugee crisis in Lebanon since
2012, building a case management approach that can support children in labour. Because the volume of
cases is high and the economic situation of many families and access to education is poor, case workers
have been trained in harm reduction as a key strategy when a child cannot be stopped from working
immediately or at all (unless the child is at risk of severe harm). To do this they learn the different types of
child labour that expose children to different risks, the factors which make children more or less
vulnerable to each risk, which risks are most serious/urgent to address, and how to reduce them. In this
challenging environment, caseworkers reported that child labour cases required significant negotiation
and time, which included negotiating with parents and employers to minimise the risks children are
exposed to. While some have successfully negotiated harm reduction strategies, others reported that it
was children themselves that did not want case workers involved, for fear they might lose their jobs.
Main environmental concerns and work-related injuries of child labourers in Lebanon (ILO 2014)
Working environment of children
1. Dust and fumes
2. Loud noise
3. Cold or heat
4. Fire and gas
5. Dangerous tools
6. Chemicals
7. Lack of ventilation
8. Underground work
9. Work at heights
10. Incandescent material
Both questions also recorded responses of none or not
specified

Work-related injuries and illnesses of children
1. Minor injuries
2. Never hurt at work
3. Extreme fatigue
4. Fractures
5. Burns
6. Unspecified discomfort
7. Sprains
8. Skin problems
9. Amputation
10. Fever
11. Respiratory problems
12. Eye problems
13. Stomach problems

Figure 11 Source: C Jones (2014) Child Labour Scoping Exercise – Internal document for IRC May 2014; Roula Abi Habib-Khoury Université
Saint-Joseph and International Labour Organization Regional Office for Arab States. Rapid Assessment on Child Labour in North Lebanon
(Tripoli and Akkar) and Bekaa Governorates; International Labour Organization (ILO), the United Nations Children’s Fund (UNICEF) Save the
Children International; 2015. Children Living and Working on the Streets in Lebanon: Profile and Magnitude; C Jones. 2014. Child Labour
Training Case Management Coaching Programme Lebanon May and June 2014.
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In Afghanistan when children were burned or had broken bones as a result of their jobs in manufacturing
companies, War Child UK and the Afghanistan Red Crescent Society conducted a series of First Aid trainings for
151
key staff of companies who employed children and youth. They also worked with the Herat Industrial Union
152
and secured a commitment to ask employers to agree on upholding the Afghanistan Labour Laws.
In addition, learning from other contexts shows that reducing the physical dangers and harm working children
face should include: prioritising access to health care and children’s safety; prioritising cases based on risk;
providing guidance on how to respond to cases where urgent removal may be necessary, and when harm
reduction strategies can and should be used; identifying harm reduction strategies that work in collaboration
with children, caregivers and employers; safety planning as an immediate response to reduce harm and
provide children with basic skills to protect themselves in dangerous situations; having emergency case funds
153
to pay for protective equipment and other incidentals which can support harm reduction strategies.

Children associated with armed forces and armed groups
Child soldiers experience a range of abuses that affect their physical, psychological and social wellbeing; they
are also acutely subjected to physical dangers and injuries. Regularly exposed to explosives, firearms and
combat situations, their inexperience and lack of training leave them vulnerable to serious and debilitating
injuries. One historical study of child soldiers suggests that young children rarely appreciate the perils they
154
face, so when shelling starts they can fail to take cover. Furthermore, they are often forced to plant or
explore minefields. In Myanmar, where the use of landmines in rural areas is a military strategy, child soldiers
have reported that despite being trained to handle mines, they witnessed many casualties. This was also
documented by Geneva Call in 2011, who found that despite a lack of reliable data, a significant proportion of
children affected by landmine incidents in areas controlled by non-state actors were child soldiers. It was
found that in Kareni/Kaya State every second child injured by a landmine was a child soldier, and in
155
Karen/Kayin State it was one in four.
Exploited and forced to do hazardous jobs and hard labour as combatants or domestic servants, child soldiers
often experience severe human suffering related to physical tasks and their environment, such as carrying
156
heavy loads or being deprived of food. When healthcare for wounded child soldiers is often beyond reach,
traditional remedies are the only option available, or children are abandoned because of their wounds; the
lasting physical impact on their health and wellbeing - if they recover - can be devastating for girls and boys
whose bodies are still developing.
It is often reported that the most frequent injuries suffered by child soldiers are loss of hearing, sight, and
157
limbs. In the DRC, in addition to health risks from diseases like malaria, cholera, yellow fever and
malnutrition, deliberate mutilation and sexual abuse occurs. Children experience a plethora of blunt
instrument trauma, stabbings, and gunshot injuries resulting from violent combat. However, at the point that
children enter release and reintegration programmes through a transit centre, “generally speaking [the
children] are not arriving wounded… They may have the scars of bullet and knife wounds, but these have
158
usually healed.” The principal damage done to children is psychological. The loss of or separation from of
family and limited support networks around them can hinder both physical and psychosocial recovery.

151

Key informant submission 22
IBID
Draft Inter-Agency Toolkit to Support Humanitarian Programmes Meet the Protection Needs of Child Labourer’s in Emergencies Child
Protection Working Group, 2015
154
The Children and Armed Conflict Unit (1997). The Invisible Soldiers: Child Combatants. Weekly Defense Monitor| Volume 4, Issue
No.26. July 1997
155
Geneva Call Humanitarian Impact of Landmines in Burma/Myanmar report prepared by Geneva Call with technical assistance from DCA
Mine Action,
156
Tamashiro, T. (2010). Impact of Conflict on Children’s Health and Disability. UNESCO Background paper for Education for All Global
Monitoring Report 2011.
157
Tamashiro, T. (2010). Impact of Conflict on Children’s Health and Disability. UNESCO Background paper for Education for All Global
Monitoring Report 2011.
158
G Humphreys. 2009. Healing child soldiers. Bulletin of the World Health Organization Past issues Volume 87: 2009 Volume 87, Number
th
5, May 2009, 325-404. Available from http://www.who.int/bulletin/volumes/87/5/09-020509/en/. Accessed on December 15 2015.
152
153

33

Children in contact with justice
systems
Very little evidence from humanitarian contexts was
identified highlighting significant links between
children who are in contact with the justice system –
either as the accused or perpetrators, victims or
witnesses, or regarding their care – and physical
dangers and injuries in emergencies. Despite this, the
following issues should be noted:
• Practitioners have identified ‘Loss of home,
physical safety, and displacement’ as
contributing significantly to children coming
into contact with the justice system in
159
emergency contexts.
• Children who have been injured or disabled as
a result of an unintentional injury have a right
to access and be treated fairly by the justice
system to seek redress. One survey
respondent working in Jordan recalled the
case of a Syrian child who had been hit by car
being driven by a Jordanian, “children who are
injured (e.g. in car accidents) [ should be] given
the same access to services and justice as
adults would. I found this not to be the case in
Jordan where Syrian refugee children were not
listened to when hit by a Jordanian adult
driver, which resulted in a fight between the
children and police and subsequent beating
and detention of the children, which we had to
intervene in.” Road traffic injuries have been
one area in non-emergency contexts where
aspects of justice are considered as part of
prevention activities, including preventing
casualties caused by law-breaking drivers. In
the UN Global Road Safety Plan, half of the
activities in Pillar 5 (Post Crash Response) are
related to justice, including collision
investigation, criminal prosecution, civil
160
compensation and victims’ rights.
• Where juvenile detention centres are
overcrowded and poorly financed; children
may have inadequate protection from the
elements; lack medical care; be insufficiently
supervised by qualified and motivated staff,
and live in facilities which as unsanitary, basic
and unsafe, it can be assumed children are

Juvenile Detention in Hurricane Katrina
Juvenile detention facilities must consider children’s
physical safety and environments during acute onset
disasters and evacuation, including Disaster Risk
Reduction and preparedness activities where facilities
are located in areas affected by emergencies. During
hurricane Katrina, negligence and lack of preparedness
by responsible authorities led to some 150 children including young girls who were pregnant, and children
who had only just been arrested and not adjudicated of
any crime - not being evacuated from juvenile facilities,
and instead being evacuated to an adult prison. Where
over the course of a week they were forced to endure
terrible circumstances and exposed to unacceptable
levels of physical risk, deprivation, violence and
psychological stress. Children reported being deprived
of food, drinking water, medical attention and clothes;
exposed to heat and human waste; being locked in
rooms with flood water half way up way up the walls;
shackled and chained during evacuation through neck
deep water where some were not able to swim;
spending days outside in prison grounds and on a
highway bridge with thousands of adult prisoners.
Children came into contact with floodwater through
forced submersion, accidental swallowing or intentional
consumption due to dehydration. The floodwaters
around the jail were subsequently found to be
contaminated with harmful bacteria (E. coli), heavy
metals (arsenic and lead), herbicides, pesticides and
petroleum hydrocarbons. All posing significant threats
to lives, health and wellbeing of detained children.
After evacuation to youth facilities in other areas,
children were given showers, clean clothes, hot meals,
water, sleeping quarters, and a complete medical and
mental health screening. Those with psychiatric
emergencies were seen immediately by a mental health
professional, others had dehydration and sunburn. A
more complete evaluation was given the following day.

Figure 12 R. A. Feinstein. What Happened to Children in Detention? Caring for
Children in a Juvenile Justice System After a Disaster. Pediatrics. May 2006,
Volume 117 / Issue Supplement 4. Available from:
http://pediatrics.aappublications.org/content/117/Supplement_4/S402.
And; Juvenile Justice Project of Louisiana (JJPL) (2006) Treated Like Trash:
Juvenile Detention in New Orleans Before, During, and After Hurricane
Katrina. Available from:
https://www.prisonlegalnews.org/media/publications/jjpl_treated_like_
trash_juvenile_prisoners_affected_by_katrina.pdf
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Child Protection Minimum Standards Task Force (2015) Interagency review of justice for children in a humanitarian context (CPMS 14).
59% of survey respondents identified this as contributing factors.
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A, Aeron-Thomas (2015) RoadPeace and the European Federation of Road Traffic Victims (FEVR). Justice and the Post-Crash Response in
the UN Decade of Action for Road Safety Background briefing for the Justice and Post-Crash side event at the Second Global High-Level
Conference on Road Safety in Brasilia. Available from: http://www.roadpeace.org/resources/RP_Brasilia_Justice_briefing_2015.pdf
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more vulnerable to physical hazards in their environment.
• It should be considered that traditional justice systems may play a greater role in victims of
unintentional injuries seeking redress, particularly in developing and fragile states.

Children who are displaced, seeking asylum or refugees
Numerous Child Protection Rapid Assessments (CPRA) have shown that children who have been displaced
from their homes and communities are subjected to unfamiliar and unsafe surroundings where they are at
greater risk from a variety of hazards including road traffic, rivers and floodwaters, unstable debris, fire, ERW
161
and landmines.
In 2014 UNCHR estimated that 59.5 million people were forcibly displaced worldwide as a result of
persecution, conflict, generalised violence, or human rights violations. This figure represents a level not
previously seen in the post-World War II era. 19.5 million of them are refugees, over half of whom are children
162
(51%). Displacement is a key factor that increases children’s vulnerability to physical dangers and inquires,
not only because children are in new settings, but also the physical environments - particularly in camps or
marginalised suburbs - that they find themselves living in were frequently reported to be inherently dangerous
places for children. In Bangladeshi floods, it was found that the increase in surrounding water limited living
space, forcing families to share one room, leaving no opportunity to separate out activities such as cooking.
This increased children’s proximity to hazards such as sharp objects in the home, which caused most of their
163
injuries. In the Philippines, the very location of bunkhouses for displaced families’ right on major roads with
164
no provision for footpaths, presented a very real danger of children being hit by vehicles. In Lebanon,
informal settlements have sprung up to house Syrian refugees, many of which are located on private land
where landlords cram as many tents as possible onto small pieces of land with no fire prevention in-built.
165
Unsurprisingly, there have been many incidents of burn injuries to children.

Perilous Journeys to Europe
Since 2014 refugees and migrants - many of whom are fleeing war and persecution in Syria and Iraq - have continued to
arrive in Europe, and in doing so face perilous journeys in their efforts to seek safety. Although each person’s journey is
individual, many will first walk across borders contaminated with land mines and UXO, arriving into camps or living on the
streets of cities where conditions are far from adequate. Parents and children then encounter the impossible choice of
staying, or risking their lives trying to cross to Europe in unseaworthy boats, where they are in the hands of violent,
unscrupulous traffickers.
In 2015, there were 1,015,078 arrivals by sea, UNHCR has estimated that one quarter of those crossing the Mediterranean
are children, many without their parents or caregivers. Although children make up a quarter of the demographic, they
account for a greater proportion of lives lost at sea. As can be seen from the table below of the Eastern Mediterranean route
to Greece, in the last 4 months of 2015 and January 2016, a total of 991 people died with 33% of those tragically children.
Most of the children who drowned in 2015 are under the age of 12. Although media reports in Jordan have highlighted an
increasing number of Syrian’s learning to swim as they prepare for their journey across sea, in many cases it has been found
that children were amongst the first to lose their lives because of hypothermia or a lack of child-size life jackets.
September

October

November

December

January

Total

Total deaths

190

221

98

207

275

991

Child deaths

54

95

36

62

64

331 (33%)
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See Figure 17 under Assessment and Situational Analysis
UNHCR Global Trends: Forced Displacements in 2014, available at http://unhcr.org/556725e69.html
163
A Biswas, A Rahman, S Mashreky, F Rahman, K Dalal (2010). Unintentional injuries and parental violence against children during flood: a
study in rural Bangladesh
164
Child Protection and Education Cluster (2014). Joint Needs Assessment Typhoon Haiyan (Yolanda)-Affected Municipalities in the
Philippines Final Report
165
Key informant interview 9
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Hampered by no effective and coordinated response from the European Union and its member states, agencies,
professionals and volunteers are playing a crucial role in reaching out and assisting refugee and migrant children. Advocacy
plays a key role. UNICEF and 59 other organisations have developed a ‘Call for Action: Protecting of the rights of refugee and
migrant children arriving in Europe’ to protect and promote the rights of all children at all times. The 10-point plan includes
measures to protect children during rescue, interception, transport and transfer operations including access to safe routes,
special measures for young children, people with disabilities, sick people etc.; and queue management procedures that
recognise the priority of vulnerable people. It also calls for reception centres to comply with Child Protection Minimum
Standards including meeting children’s needs in their design, functioning and equipment, safety and security measures;
accessibility for children and parents with disability; basic services including first aid, child-friendly spaces and recreational
activities for children, and the referral of children to specialised services when needed (hospitalisation, specialised health
care etc.). Other advocacy has focused on avoiding uncertainty and sudden border closures which expose children to long
waits in the rain and cold and on ensuring suitable facilities and services (including for children with chronic/severe medical
conditions, the provision of wheelchairs, fast-track access to services and transport, etc.)
In addition to advocacy, agencies are supporting humanitarian services at reception centres in transit countries, including
winterisation, heating, clothing, blankets, and child-friendly spaces where children can play and benefit from psychosocial
support and women can rest and take care of their babies.
Figure 13 Source: UNHCR Refugees/Migrants Emergency Response - Mediterranean: http://data.unhcr.org/mediterranean/regional.php;
UNHCR Regional Overview: https://data.unhcr.org/mediterranean/highlights.php?Country=&Region=&Settlement=; IOM Missing Migrants
Project. Facebook Post February 4 at 3:58pm https://www.facebook.com/MissingMigrants/; IOM Deaths in the Mediterranean by route, 2016
http://missingmigrants.iom.int/mediterranean; IOM Mixed Migration Flows in the Mediterranean and Beyond Compilation of Available Data
and Information Reporting Period 2015 http://doe.iom.int/docs/Flows%20Compilation%202015%20Overview.pdf; UNHCR, UNFPA and WRC.
2015. Initial Assessment Report: Protection Risks for Women and Girls in the European Refugee and Migrant Crisis Greece and the former
Yugoslav Republic of Macedonia; UNICEF (2015) A Call for Action: Protecting of the rights of refugee and migrant children arriving in Europe; IOM
and UNICEF (2015) Data Brief: Migration of Children to Europe Migration of children to Europe; Press release: Madar al-Youm, The Syrian
Observer Mar 9th, 2016 Why Are Syrian Refugees Interested in Learning to Swim? Accessed on 11.3.2016 from:
http://syrianobserver.com/EN/News/30686/Why_Are_Syrian_Refugees_Interested_Learning_Swim/; Calais Migrant Solidarity. Deaths at the
Calais Border. Available from: https://calaismigrantsolidarity.wordpress.com/deaths-at-the-calais-border/ (accessed on 21. 1. 2016)

Children with disabilities
Injury is the leading cause of acquired permanent disability in children, placing a huge economic and social
166
burden on children, families and society. Permanent disability impedes the progress of education and social
development for many children, who require long-term care and treatment and place significant strain on
families who have to care for them, resulting in economic hardship many parents who have to leave their jobs
167
to take up this role. In Asia injury surveys have found that for every child who died as a result of traffic
168
injuries, 254 present to a hospital facility, and four of those were left with permanent disabilities. Of the
literature reviewed, the following findings demonstrate the devastating impact of emergencies on CWD.
In some humanitarian contexts large numbers of children have been disabled as a result of the emergency.
This was seen in Gaza where a multi-sector initial rapid assessment of conditions during the 2014 conflict
reported that from over 11,100 people who were injured, 3,374 were children, with preliminary estimates
indicating that up to 1,000 of these children will have suffered permanent disability, requiring sustained
169
support from the child protection and welfare sectors. However in other natural disaster contexts the
numbers have been much lower. After Cyclone Nargis (Myanmar 2008), an interagency child protection
assessment of 16 townships identified 132,793 affected children, of whom 402 were disabled or seriously
injured as a result of the cyclone. This was a relatively low proportion of the total affected children -- 0.3% -and the nature of the Gaza and Nargis emergencies are significantly different i.e. aerial bombardments versus
predominately flooding and wind. The post-cyclone assessment identified growing psychosocial difficulties
associated with disability as a concern, including: increased vulnerability for children with pre-existing
166

Acquired disability is that not resulting from congenital abnormalities and birth injury. Linnan, M. (2015) Water Safety and Child
Drowning in Vietnam A report for Save the Children Vietnam
167
M Peden, K Oyegbite, J Ozanne-Smith, A A Hyder, C Branche, AKM Fazlur Rahman, F Rivara and K Bartolomeos (2008) World report on
child injury prevention, WHO and UNICEF
168
M Peden, K Oyegbite, J Ozanne-Smith, A A Hyder, C Branche, AKM Fazlur Rahman, F Rivara and K Bartolomeos (2008) World report on
child injury prevention, WHO and UNICEF
169 UN OCHA OPT Gaza Initial Rapid Assessment 27 August 2014
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disabilities; marginalisation; additional stress coping with new physical or psychological challenges; reduced
ability to express feelings or seek support for stress resulting from the disaster. It was also recognised that
carers of the disabled and injured who having experienced the cyclone themselves would be stressed by the
difficult economic and social circumstances, and may feel resentment for the additional burden disabled family
170
members represent, leading to abuse, exploitation or neglect. In addition, while progress has made to
extend psychosocial programming to both girls and boys of different ages, and in some instances hard-toreach groups such as minority ethnic or religious groups, this has not been the case for children with
disabilities, who in most places lag behind underserved and excluded from service design and delivery by
psychosocial activities in emergencies. Far greater levels of consultation and participation of children and
adults with disabilities will be needed to ensure their inclusion in psychosocial programming, to address some
171
of the most pressing disability related impacts of emergencies.
In other chronic and complex emergencies such as Afghanistan, the impact of disability on society as a whole is
devastating; here, more than 200,000 children live with permanent injuries and disabilities suffered during the
172
hostilities or as a result of inadequate medical support. Experts in Afghanistan estimate that 95% of
landmine injuries result in disabilities, and whether children receive life-saving assistance or not, almost
entirely depends on the location, transport and proximity to specialised medical facilities. All of which are
compromised in a country like Afghanistan; a 2009 survey of mine victims stated that services were ‘never’ or
173
‘almost never’ adapted to children’s age.
Empirical data on the effects, extent and causes of disability in children during emergencies is usually
unavailable. Following Typhoon Haiyan (Philippines 2014) almost no data existed on the number of people
with disabilities who had been impacted, the incidence of types of injury or chronic illness, or their needs,
174
capacities, and/or coping strategies; and no referral pathway was put in place. While data is weak, two
studies that have analysed a broad variety of sources suggest the following factors contribute to the physical,
psychological, and educational vulnerability of CWD in disaster and are perhaps the most challenging aspects
175
for CWD in emergencies:
•
•
•

•
•
•
•
•

Higher poverty rates;
Elevated risk of exposure;
Decreased ability to take protective action or withstand the force of an emergency and lower rates of
evacuation, coupled with inaccessible evacuation routes and the potential to be ‘left behind’
particularly where mobility and health issues render evacuations an impossible choice for parents.
This was experienced in the 2011 Japan earthquake and tsunami, where it was found that the fatality
176
rate among persons with disabilities were twice that the rest of the population.
Dependence on assistive devices or caregivers; prosthesis and medical devices frequently requiring
adjustments or changes
The exclusion of CWD from emergency preparedness, early warning systems and response planning;
limited consideration of the communication and mobility requirements of CWD.
Greater vulnerability to life threatening and traumatic loss or separation from caregivers; with the
loss of caregivers, the loss of the only people who know how to care for or communicate with a child.
Stigma and social distance due to societal and community beliefs about disability
Exclusion from institutional/mainstream support services and assistance programmes such as health
or food distribution because of physical barriers, negative attitudes, and poor targeting of services;

170 Child Protection in Emergencies Technical Working Group, Protection of Children and Women Cluster (2008). Initial Assessments:
Response to Cyclone Nargis 30 September 2008.
171
UNICEF Evaluation Office (2013) Evaluation of UNICEF Programmes to Protect Children in Emergencies: Synthesis Report
172
Watchlist on Children in Armed Conflict (2010) Setting the Right Priorities: Protecting Children Affected by Armed Conflict in
Afghanistan
173
IBID
174
UNICEF (2013). The State of the World’s Children 2013: Children with Disabilities
175
Children with Disabilities in the Context of Disaster: A Social Vulnerability Perspective, L. Peek and L M. Stough. Child Development,
July/August 2010, Volume 81, Number 4, Pages 1260–1270; and, UNICEF (2013). The State of the World’s Children 2013: Children with
Disabilities
176
Handicap International Advocacy Briefing Paper 2015. Inclusion: the key to essential disaster risk management
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•
•
•

An increased strain on parents; and extreme vulnerability to physical violence or to sexual, emotional
and verbal abuse;
Refugee families leaving behind CWD because they fear they will be refused asylum on the basis of
disability.
Institutions and residential schools may close and/or CWD in their care abandoned.

Section Three: Key issues and Lessons Learned
The role of child protection and other humanitarian
actors
Whilst the phrase ‘dangers and injuries’ is a relatively new term in the world of child protection in
emergencies, ushered in with the introduction of the CPMS in 2012. The underlying concepts are not new and
reach right to the very foundations of humanitarianism that aims to protect children from injury and death.
In a similar way to other ‘newer areas of work’, the role of child protection within this broad cross cutting issue
has been questioned, as it not only affects children’s protection, but their housing, health, access to education
and potential to earn a living. Experience from development settings shows that injuries are an issue where
many key actors play a central role, but that often the overall responsibility and leadership can be lacking or
variable between different injury issues; this situation was also expressed by those who work in emergencies.
With this in mind, this next section outlines some keys that were raised in relation to the different roles and
responsibilities of actors involved in preventing or responding to dangers and injuries.

Child protection
Child protection actors use a range of services and activities that directly relate to supporting children affected
by physical dangers and injuries such as case management and referral mechanisms, psychosocial
interventions, child friendly spaces, and community based child protection. They also use other approaches
such as risk mapping, advocacy and awareness raising to mainstream a greater understanding of dangers and
injuries during prevention efforts. One senior child protection advisor felt that the inclusion of dangers and
injuries into response tended to be based on the sensitivity of the person in charge of the programme or
conducting the assessment, but that where it was acknowledged it was easily integrated across child
177
protection interventions.
It was confirmed through the survey that child protection actors have a key role to play in preventing
unintentional injuries in children during humanitarian crisis, 85% of respondents either strongly agreed (52%)
178
or agreed (33%) that this should be the case. A significant number also felt that other sectors have a greater
responsibility for injury prevention than child protection actors. 18% strongly agreed with this statement, and
40% agreed; conversely 33% of respondents disagreed or strongly disagreed. One survey respondent went on
to explain that in their experience where injury prevention was seen as the responsibility of child protection, it
was often deprioritised by camp management or government departments, even though child protection
actors might not have the capacity or remit to address environmental dangers such as wells, dangers posed by
flooding, road and fire safety in congested camps and markets, or poor lighting. A senior advisor also called for
reflection upon this point, where in their experience in Mali they had found that through the identification of
children, referral mechanisms, and community based child protection mechanisms, many cases of injured
children were reported, including many with conflict-related injuries. These triggered referrals to health and
other services; whilst this was valuable for injured children, it also opened the door to a variety of other
health-related cases such as malnutrition, which were considered somewhat outside the mandate of the child
protection programme. While keeping a focus on children with disabilities and impairments, the child
protection team had to push back on some cases, because it was felt that the community would take their
177

Key informant interview 2
Throughout the survey the term ‘unintentional injuries’ was used to include traditional unintentional injuries (cuts, burns, drowning) as
well as injuries from indiscriminate weapons of war such as landmines, ERW, being caught in cross fire and other explosive weapons, as
per the conceptual framework.
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traditional protection interventions less seriously if they became a ‘catch all’ system for all child well-being and
health issues. This advisor felt as if there was an important balance between what we should and could do
179
within child protection.
On the other hand, the 2015 CPWG paper ‘A Matter of Life or Death’ - which looks at the essential role of child
protection activities that ensure the survival and well-being of children during and after emergencies - reports
numerous misunderstandings about the ability of child protection to be life-saving. These include the
confusing and contradictory belief and practice that ‘other humanitarian actors’ are either wholly or partly
responsible for the protection of children through activities such as preventing violence, identifying and
responding to children injured by UXO, caring for child survivors of sexual violence and addressing the needs of
children with physical injuries. Yet evidence shows many humanitarians still fail to support protection either in
their programming responses or in their contributions to decision-making, and that these activities are often
180
seen as subordinate to “child survival” responses.

Mine action and safety messaging
Mine action is set of activities aimed at reducing the social, economic and environmental impact of mines and
Explosive Remnants of War (ERW) including UXO. There are five pillars: landmine and ERW clearance; Mine
Risk Education (MRE); victim assistance; Stockpile destruction; and Advocacy. In the UN system alone, there
181
are 14 different departments, programmes, funds and agencies involved. Child protection and mine action
actors most commonly coordinate under the wider umbrella of the Protection Custer, but as separate Areas of
Responsibility. Child Protection actors are most commonly involved in MRE, supporting children injured by
landmine/UXO through case management, reporting contaminated areas frequented by children, and
advocacy. There is little documentation on how best this happens in practice. Although some mine action
activities, such as MRE, are combined into child protection programmes, only 35% of survey respondents had
worked with demining actors; and in 2009, a review of child protection funding, found that mine action was
one of the programmatic areas least reflected in the child protection project requests reviewed for the
182
report.
One example where child protection and mine action was fully integrated occurred in Sri Lanka, where as part
of UNICEF’s response, mine action and MRE personnel were embedded in child protection teams.
Independently evaluated in 2010, integration occurred on a number of fronts including: meetings within
organisations; the employment of staff with knowledge and previous work experience in other project areas;
cross-training of staff in other project areas (e.g. child protection and MRE personnel learn core competencies
in each other’s areas of focus); integration of child protection and MRE topics in children’s materials such as
books and play kits; child club activities conducted concurrently on child protection and MRE; selection of the
same communities for MRE and Education; referral of individuals and communities by MRE and child
protection personnel to other partners; collaboration with child rights committees and other village-based
networks on both MRE and child protection issues; and village volunteer trainings conducted jointly by MRE
and child protection organisations. This integration between MRE and child protection had a number of
positive effects including MRE partners being able to utilise it to strengthen skills, connect people with needed
resources and trainings, and conserve UNICEF and NGO resources. In addition, the evaluation team raised two
concerns around roles and responsibilities. The integration of MRE and other child protection activities was
thought by some to endanger the support of MRE activities because of government stakeholder sensitivity of
dialogue around child protection and human rights issues, which led to additional scrutiny of MRE and
hindered government support and approvals. Further investigation and potential redesign was highlighted to
address this issue. It also added pressure to mine action personnel and NGOs who sometimes felt
overwhelmed and overworked by their dual responsibilities when they were called upon to assist with child
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protection activities, especially in areas of increased displacement and resettlement and where there was
183
insufficient MRE coverage.
There are clear benefits for integrating MRE and mine action activities into child protection activities,
particularly considering access to children and working with at-risk and hard to reach groups. Examples from
other conflict settings were reported where this integration did not seem to be a problem including Nigeria,
Burundi, Darfur, Chechnya and Nepal. However, humanitarian practitioners should also consider conflict
dynamics sensitively in any particular context in relation to integrated programmes, where life saving MRE
activities are needed, but the context is violently polarised and dangerous. This is highlighted further on in the
report where an example from Syria describes the work of the Syrian Civil Defence teams who are able to work
on all sides of the conflict bringing vital life-saving assistance to injured people as well as preventative
community safety messaging, mainly because of their neutrality and impartiality from any wider political or
184
humanitarian issues.

Education
For millions of children all over the world, physical danger and injuries have a big impact on school going
children. It is estimated for every child that is killed by an injury, 34 children need medical care, or miss school
185
or work because of an injury. Combined, injured children miss millions of days of school every year and
those who are seriously injured or disabled often find they may be unable to continue with their education.
Schools are also a major source of injuries in children, with many providing inadequate levels of physical
protection in their design, construction, management and maintenance; particularly during emergencies
where they are risk of being hit by indiscriminate weapons, or direct collapse of school buildings from the
impact of a natural disaster such as an earthquake.
Child protection rapid assessments have found that “in schools” and “on the way to schools” feature amongst
the top five situations where physical risks are highest for children, in 7 of the 11 analysed assessment reports.
This review highlights the particular risks children face on their journeys to and from school, mostly from
vehicle collisions, but also from drowning, falling, landmines or being caught in crossfire; and where school
compounds are not safe and secure, children face the risk of injury from sharp objects or animal bites.
However, schools, teachers and education actors have also been highlighted as a vital part of the response to
physical dangers and injuries facilitating life-saving awareness raising, mine risk education, and safety
messaging; acting as a conduit for emergency preparedness and child centred disaster risk reduction activities
186
through Global initiatives like the Worldwide Initiative for Safe Schools; providing safe temporary learning
facilities; and where the construction or retrofit of schools has been done to earthquake resistant standards
saving thousands of lives in the next urban earthquake that happens during the school day.
Yet more needs to be done: to strengthen the identification of risks in and on the way to and from schools; to
prevent avoidable injury incidents occurring and to reduce the level of risk in and around schools; to ensure
injured and disabled children (along with other out of school children) have access to education and schoolbased injury prevention, emergency preparedness/DRR and emergency response activities through accessible
facilities, teaching methods, outreach and working with communities and others; to ensure school sites are
physically safe for children to return and that children feel safe enough to do so during and after emergencies.
The safety of schools was identified in Nepal as having a significant psychosocial impact on children following
the 2015 earthquake. By law children must attend school and they cannot refuse to go to school because a
building is unsafe, it is therefore the responsibility of parents, teachers and other education actors to advocate
and ensure schools are in reality safe to return to after emergencies.
183
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More can be found on schools and education and dangers in injuries in the sections on “where injuries occur”,
DRR, Mine risk education, safety messaging and risk mapping.

Education and Seismic Safety
Since the 2000, there have been at least 34,000 fatalities of children in schools across 16 major disasters
caused by natural hazards alone, and many more near misses because schools were closed at the time of the
event.
No other hazard presents quite the same level of risk to schoolchildren as an earthquake during school hours.
In the 2005, the Kashmir Pakistan earthquake killed 17,900 children and injured 50,000 in the 10,000 schools
that were destroyed. During the 2008 Sichuan earthquake, approximately 10,000 students were crushed in
their classrooms in more than 7,000 schoolrooms that collapsed. Some research estimates there are more
than 100 million school-aged children exposed to significant seismic risk throughout the world.
A global baseline report on school safety identified several relevant and consistent threats to safe school
facilities:
•
•
•
•
•
•

Failure to assure every new school is a safe school;
Multi-hazard awareness is often lacking;
Opportunity for construction and retrofit as an educational experience is untapped;
The impact of construction on education and family life not well understood;
Lifeline infrastructure failures in roads, bridges, and transportation systems threaten school attendance;
Failure to prioritise school re-opening jeopardises community recovery.

Arguments for greater school safety in relation to seismic activity centre around three core principles 1)
Children have a right to life and an education; 2) It is more cost-effective to invest in building seismic safe
schools in terms of the upfront cost versus the rebuilding costs after an earthquake, on top of the public
health and social costs that can be avoided for generations to come; 3) Schools play an essential role in
communities and can have multiple functions after emergency, if they are still standing this can be a vital life
line in the response.
Figure 14 Marla Petal, Save the Children, Intensive Disaster Impacts on Schools in Asia in the 21st Century: An Overview as of Jan. 2016;
Marla Petal et al (2015). Encyclopaedia of Earthquake Engineering. School Seismic Safety and Risk Mitigation

Health
Health services and workers have a key role to play in preventing child injuries and caring for those who have
been affected, yet only 40% of survey respondents from the child protection sector had worked with
community health services or emergency health services in the prevention and response to dangers and
injuries; even less (24%) had worked with rescue services. Frustration was expressed by a number of injury and
health experts who were unhappy about the perception of injuries within the humanitarian health sector, and
their relative lack of prioritisation compared to other leading causes of childhood death and disability in
187
emergencies. Where other large child health initiatives have tackled infectious diseases, immunisation, and
nutritional deficiencies in infants and babies - saving millions of lives - their benefits will not be felt if millions
188
more continue to die each year from injuries.
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Through the literature review for this paper, it can also be generalised that many health actors do not place
adequate emphasis on preventing and treating injuries in emergencies, including rehabilitation services for
those who have been seriously injured or disabled. Health surveillance systems in emergencies do not often
reflect injuries, or the information is not acted upon for prevention purposes. These deficits in humanitarian
health provision impress upon us the important role that child protection actors can have in ensuring the issue
is considered, data collection is improved, and responses are tailored to children’s needs.

Fema le C o mmun ity He alth Vo lun tee rs a nd M oth ers Gro up s in Ne p al
A small pilot project which holds particular relevance for DRR and response considering the 2015 earthquake,
was initiated 2014 in 9 wards of one Village Development Committee to address the prevention and treatment of
childhood injuries through the recognised system of Female Community Health Volunteers (FCHV); and a
community-led crèche for young children. There are 50,000 FCHV in Nepal who have had considerable success in
supporting immunisation programmes, reducing and treating diarrhoea, and improving outcomes in pregnancy
and family planning, as well as referrals to other health facilities.
In this project FCHV were also trained in child injury awareness and basic first aid, and given basic first aid kits.
FCHV would then conduct monthly mothers’ meetings and mass awareness session (as has been done with other
public health issues) to raise awareness and generate discussion. Over 10% of the participants in mass meetings
were children from child or adolescent's clubs.
Although no formal evaluation has been conducted yet, it was reported that in addition to increased knowledge
and awareness about child injuries, communities were able to initiate environmental changes to improve safety,
and mother’s groups have taken on an advocacy role to prevent injuries within their communities. The crèche
component was also reported to improve children’s development and skills.
The project was not located in areas of Nepal that were affected by the earthquake, so it is difficult to tell
whether this intervention would have reduced injuries should it have been affected. But including the issue of
dangers and injuries into the work of community health volunteers, surely presents great opportunity to address,
childhood injuries from the bottom up, where ideally the messages could reach around one million mothers
across the country.
In other areas where FCHV were able to support affected communities, one key informant reported that they
were limited by a government focus on other health issues, where they would have liked to done more on injury
prevention.
Figure 15 Key informant interview 7 and 3; and Puspa Raj Pant, University of the West of England Report of the Pilot Project on Child Injury
Prevention in Nepal, 2014
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Shelter
The built environment has a profound effect on children’s safety and exposure to physical dangers. In
emergencies, the sector most responsible for the built environment is shelter. This sector is responsible for:
meeting the short and long-term shelter needs of affected populations; shelter-related non-food-items (NFIs);
housing construction and reconstruction; and settlement support such as site planning, urban planning and
189
preparedness and risk reduction. In Nepal, an interagency consultation with children after the 2015
earthquake found that shelter was children’s primary concern, and for 84% it was among the top three.
Children spoke of the inadequacy and insecurity of tents and other temporary shelters in which many were
living because of destruction or damage to their homes, citing bad weather; insects, snakes and wild animals;
privacy and space; and security for the family and child as key concerns. Here children wanted houses strong
enough to survive an earthquake, only a few stories tall and located in safe places where there are no risks of
landslides. They also wanted better access within and outside of houses so they could escape if they needed
to. Shelter in this context had a huge role to play in children’s perception of their physical safety, which in turn
190
affected their psychosocial wellbeing.
Whilst the final shelter product is a key concern for humanitarians and communities alike, the construction
process can also be hazardous to children, and those carrying it out should consider children’s safety within
their actions. Such a case was identified in Ivory Coast following the post-electoral crisis, where holes left from
brick production were dangerous for small children in the rainy season and became a breeding ground for
191
mosquitos.
Child protection actors will also work alongside colleagues in shelter, in the development of child-friendly
192
spaces and other structures. A large body of work from the education sector – whom in many instances
share physical spaces or run joint activities with child protection actors, particularly in the early response
period – has many relevant lessons. The UNICEF Compendium of transitional learning spaces has reviewed a
large number of such spaces for children. The overall learning from the project suggests transitional spaces
should pay attention to the following issues to improve physical safety:
• Be designed and located as to not increase potential injury or death in case of future hazard events, for
as long as they are in use e.g. aftershocks, high winds or flooding; located on sites (also considering
access to sites) which mitigate the risks e.g. in the case of collapse or damage, and including an
emergency exit to a safe outside area, in case of escape.
• Construction monitoring and supervision is vital to ensure construction quality to safe standards,
technical specifications, construction drawings and building codes.
• Fire prevention and emergency evacuation plans must be inbuilt to the design and operations.
• Non-flammable materials are always better then highly combustible thatch or bamboo mats used for
floors or roofs. Combustible materials should only be used if treated to resist fire, and where they are
used a second emergency exit is vital. In addition, toxicity and hazardous components should be
considered when selecting materials and toxic construction materials must not be used. Preventing
fires and guaranteeing children’s safety must be at the centre of the design and material selection
process.
• The surrounding site must be cleared of any hazards, such as unstable earth from landslides, fallen
electrical wire, glass, sharp metals, debris, fluids and solid and gaseous wastes etc. Special prevention
must be taken if sites are located close to other destroyed or damaged building, which must be closed
off to protect children from injury.
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• Tents pegs need to be carefully hammered into the ground or covered with sand bags, and guide ropes
or wires should be made visible by flags to prevent children from being injured while moving around
the outside of the tent structures.
• In addition to safe construction it is very important to develop risk awareness and risk behaviour in
children, staff, parents and the community. Evacuation procedures and emergency drills must be part
of children’s life to create awareness and foster active participation in DRR.
• Structures should be designed and built to easily maintained by the local community, especially in
disaster prone places, where better maintained facilities have been found to minimise risks of damage
and injury.
• In Pakistan where child friendly spaces had dirt or mud floors, and were built on existing low ground
level exposed to flooding and water. Using an extra tarpaulin to give a “sealed” floor provided greater
benefits to children.
• Transitional spaces, their WASH facilities and external spaces including routes to them, need to be
inclusive and accessible for all children including those with disabilities, in particular access ramps,
child-height handrails, reduced stair heights, door openings and accessible latrines. In general steep
slopes should be avoided as they are typically more at risk from landslides, erosion, rock fall, among
other factors: they also make it more difficult and expensive to be accessible for children with physical
disabilities.
• Where structures are raised protection from falling for smaller children is needed, entrance doors and
stairs need to be lockable and protect the children from falling down, railings are needed on veranda
and stairs. Designs should consider supervisory needs that supports safety, and allows staff to see
193
children while carrying out multiple tasks.

Water, Sanitation and Hygiene
Children’s contact with water and sanitation activities have
Physical risks that accompany WASH
led to the death and injury in many instances documented in
this review. A recent scoping study by Save the Children • Facilities designed for adults are often
‘Emergency WASH for Children’ - calls for Water, Sanitation
unsuitable or dangerous for children
and Hygiene (WASH) actors to give greater prominence to
• Drowning in open water or pits of
dangers and injuries in their emergency responses. In
water/latrines;
addition, a survey conducted as part of the study found that
• Being involved in traffic collisions with
although most respondents had been involved with childWASH vehicles;
focused hygiene promotion activities, only 29% said they
• Indoor pollution from stoves;
had provided child-friendly toilets in schools, 16% had done
• Unfenced rubbish tips and construction
so in the community, and only 24% said they were working
site;
with children from 12-18 years old. No further examples
• Open wells;
were given on making the broad spectrum of WASH
• Poisoning from insecticides and chemicals
activities safe for children. The study concludes the key
used to treat household water
issues which prevents safer practice for children include:
• Suffocation from plastic bags used to
responding to competing demands; a lack of readily
distribute NFIs.
available resources; and a lack of skilled and confident WASH
Figure 16 Source: Save the Children (2014) Emergency wash
practitioners with knowledge and experience of working
for children Scoping Study, Save the Children
with children. It also emphases that CPMS#7 Dangers and
Injuries does not mention risks during the construction of
WASH facilities, which were cited as the reason for the death of a Syrian child in an Iraqi refugee camp who
drowned in a pit of water that had been dug during latrine construction. It recommends greater attention to
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UNICEF (2011) Compendium of Transitional learning spaces Design and Construction in Emergencies 2011. Available from:
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44

child protection as part of WASH activities including safeguarding, using accessible, translated, materials,
194
better participation of children, and considering supply chains.

Camp coordination and management
The role of camp coordination and camp management (CCCM) is to ensure effective management and
coordination of humanitarian response in all types of communal settlements, namely planned camps,
collective centres, self-settled camps and reception or transit centres, according to relevant standards. It
supports the identification of gaps, representation and meaningful participation of IDPs and host communities,
facilitates information sharing, and ultimately advocates for adequate and timely intervention by relevant
actors.
In situations of displacement, CCCM can play a central role in identifying and preventing hazards and risks that
affect children’s physical safety. One such example of promising practice shared by a key informant working in
Myanmar, highlighted this central function of CCCM. Following the deaths of two children who fell into a pit
latrine, CCCM, WASH and the protection cluster came together to discuss how best to respond and identify
what more could be done to promote camp safety. A response plan was formed based on an assessment of
the camps which included focus group discussions with children and parents on how to make communities
safer, a CCCM survey of the community, and a WASH cluster assessment of the condition of all latrines. CCCM
having increased their awareness collect data on the number of deaths and injuries reported in the camps.
This information is shared among agencies in other sectors who can target responses where needed. Reporting
also takes place when incidents relating to safety are identified through other clusters, and CCCM plays a
central role in coordinating data collection and liaising with the government. Responses between sectors have
included safety drills for children, posters, awareness-raising sessions in the communities surrounding safe and
unsafe areas, strengthening and monitoring latrines, and increased supervision of unsafe areas by the child
195
protection groups.

Coordination
As is clear from the above section, a variety of actors and sectors should be involved in efforts to prevent
injuries during emergencies. Most commonly stated by survey respondents as those worked with during injury
prevention and response activities were: Local authorities (83%); community groups (83%); the Red Cross
Movement (56%); voluntary organisations (56%); the police and road safety actors (48%); UN agencies (48%);
demining agencies (43%); health services (emergency and community) (39%); emergency rescue services
(30%). Other actors mentioned were schools, teachers, social workers, community based child protection
mechanisms, WASH, CCCM and INGOs.
While responding to dangers and injuries is cross-cutting and can involve a large number of actors, it seems
(outside of mine action) that the overall leadership needed to tackle the broad range of issues was often
varied or missing. Perhaps the most successfully coordinated approach identified through this review was from
Myanmar, which uses CCCM as the lead sector in the recording of data and initiating of responses from other
sectors to improve physical safety. However, this is in an IDP and camp situation, and many populations
affected by emergencies may be living outside of camps or in their home-affected areas. In such situations, it is
vital that the community play a central role. One respondent emphasised the importance of coordinating with
communities in a way that enables the community to devise the preventative actions themselves. One recalled
a situation where young children were drowning while crossing a river in South Sudan to reach a food
distribution point; their parents were putting them in cooking pots to float them across the river and the pots
were tipping over. After talking with the principal Chief and other Chiefs in a meeting, the community were
able to identify what they needed to do to prevent children drowning. The Chiefs requested plastic sheets to
make canoes and also committed to being at the river to warn people against putting their babies in cooking
pots. Sensitisation was also conducted tent to tent, and the issue was discussed in Sunday church services. The
plan was reinforced by persisting with the principal Chief to ensure action was taken, and as a result no more
194
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children drowned. Both the examples from South Sudan and Myanmar highlight that simple, low cost injury
prevention activities can be coordinated and implemented in emergencies.

Working with children and their parents
Creating awareness among children and parents, and placing them at the centre of responses was identified as
a crucial element throughout the review, although it was also noted by many that during emergencies, both
children and parents can lack the capacities they may have previously had, including adequate supervision and
awareness and knowledge of dangers.
Children were recognised as particularly important agents in their own safety. 42% of practitioners strongly
agreed and 38% agreed that children are able to identify and prevent dangers and injuries in the context in
which they live. Only 19% of practitioners were unsure or disagreed with this, with one respondent
commenting that although “children can identify dangers, they may not be in a position to prevent them if their
protective circles are fragile”. Risk mapping was noted in a variety of situations to be an important activity for
children to be involved in, along with developing child-friendly awareness raising tools. In Afghanistan,
children’s Shura (children’s council) run discussions in their respective communities on safety issues affecting
children; they identify all kinds of protection issues including dangers and injuries, and are a channel for
voicing concerns to relevant authorities through advocacy campaigns. They also identify and document child
protection cases including those of injured children, and relay this information to Child Helpline Social Workers
197
who will decide which service or organisation is best placed to immediately support the child.
Similarly, the role of parents was considered central. 64% of survey respondents agreed or strongly agreed
that injury prevention is predominantly the responsibility of the parent/carer, whilst 28% disagreed. However,
a parent’s reduced capacities in emergencies were also recognised with one respondent commenting “I feel
that parents play a role in reducing risks in and around the home but cannot be held responsible for addressing
broader risks, especially in the midst of crisis.” This was also highlighted in Bangladesh where the incidence of
childhood injuries was higher among families living in lower socioeconomic conditions, low occupational status
and those who were dependent on micro-credit loans during a flood, where it was likely that the economic
effect of a flood resulted in parents becoming increasingly concerned with survival strategies relating to food
and shelter, mothers were preoccupied and overburdened and it seemed that parents neglected their children
by inadvertently exposing them to various types of injuries (drowning, burns, cuts, falls, animal injuries, among
198
others.).
Also commonly mentioned as central to responding to dangers and injury were community groups: 83% of
survey respondents had worked with them on prevention and response activities. Mothers’ groups were found
to be central to injury prevention efforts in Nepal, as detailed in figure 15. Supported by community health
volunteers, mothers’ groups have increased their knowledge and awareness of child injuries, brought about
environmental changes to improve safety, and taken on an advocacy role to prevent injuries within their
communities. In Uganda, youth groups have been particularly successful at identifying the risks and creating
199
solutions to the physical dangers facing displaced refugee children.

Assessment and situational analysis
Of the interagency child protection rapid assessments reviewed, there were noticeable differences in the way
that physical dangers and injuries were assessed and reported: five included an assessment of all risks to
physical safety, combining both violent and non-violent threats in their questioning ‘what are the main risks
200
that lead to the death of or injury of children?’ Six reported violent threats and non-violent threats, but as
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separate issues, and five assessed only violent threats but included ERW. It can also be generalised from
the literature that in many assessments (interagency and agency-specific) beyond references to summary
findings on dangers and injuries, very few included detailed information on their types or causes of injuries
disaggregated by age and gender, as recommended in CPMS #7.
The findings below are compiled from those assessments where all physical threats were considered alongside
each other in the assessment process. Although the results in this table are not statistically comparable, they
are an important visual indication of the gravity that affected communities place on the dangers present in
children’s physical environment and the risks they present to children’s protection in emergencies. In all five
203
assessments – which included both natural disasters and conflict – ‘environmental risks’ were rated as the
top threat facing children; in the Philippines Mindanao assessment as many as 93% of sites reported this to be
the case.
If we consider the below findings, alongside a few key points from the survey: 1) less than 30% of respondents
felt confident they knew the main causes of fatal and of non-fatal injuries in children in emergencies; 2) 96% of
respondents strongly agree or agree it is important to collect data on dangers and injuries; and 3) 37% of
respondents agreed and 19% were unsure of the statement ‘dangers and injuries are not a priority issue for
children in their context’; it would indicate there are weaknesses in the level and quality of assessment
information needed to make evidenced-based decisions on child protection priorities and programming in
emergencies.
Rank
Myanmar
Rakhine State
(2012)
%
Respondents
OPT Gaza
(2014)
%
Respondents
Philippines
Central
Mindanao
(2014)
% Sites
Kurdistan
Region of Iraq
(2014)
%
Respondents
Philippines
Typhoon
Bhopal (2013)
% Sites

1
Environmental Risks (free
standing water, areas around
latrines) 79%

2
Domestic violence
14%

3
Civil violence
7%

4

5

49% Environmental Risks
(electricity, sewer, fire related)

47% Car/Road
Accidents

36% Lack of
access to
medical care

34%
Community
violence

22%
Return to
hostilities

93% Environmental Risks

47% group
violence/armed forces

33% ERW

13% Severe
physical
abuse

13%
Domestic
violence

45% Environmental risks
children’s physical living
environment and surroundings.

37% Others (hunger,
lack of health
facilities, dangerous
animals, snakes,
scorpions, weather)
25.7% Car or road
accidents

25% Car or
road
accidents

5% Work
related
accidents

4%
Domestic
violence

12.2%
Criminal Acts

2.4%
Sexual
violence

1.8%
Work
related
Accidents

50.3% Environmental Risks
(Outside and in the home outside referred to pit latrines,
deep holes, ditches, quicksand,
debris, ruined buildings etc. At
home referred to domestic
corporal punishment, family
violence and sexual violence).

Figure 17 Everything highlighted in bold indicates child protection concerns that would fall under CPMS #7 Dangers and Injuries
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Ethiopia Gambella (2014), Tunisia (2011), South Central Somalia (2011), Thailand Flooding (2012), Yemen Hajjah Governorate (2012),
Philippines Typhoon Haiyan (2014).
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Syria (2013), North Mali (2012), Pakistan Khyber Pakhtunkhwa (2013), Lebanon (2013), Za’atari Camp Jordan (2012).
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Under the term environmental risks fell hazards such as free standing water, pit latrines, fires, bad roads, river crossings, electricity
wires, large holes and ditches, quicksand, and debris. In Philippines Typhoon Bhopal assessment inside home association environmental
risks also covered issues that would fall under ‘intentional injuries’ related to violence.
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Practitioners do not know enough about the physical threats to children in emergencies. However, it is clear
that communities place a huge emphasis on children’s physical safety. A fundamental starting point must
therefore be its inclusion in all child protection, health and education assessments, where data is
disaggregated by type of injuries sub-groups of age and gender.

Do no harm
All interventions in emergencies have unintended consequences, including negative ones. Do no harm is the
principle that “Those involved in humanitarian response must do all they reasonably can to avoid exposing
people affected by disaster or armed conflict to further harm”. The CPMS make reference that this includes “in
204
particular the risk of exposing children to increased danger or abuse of their rights”. As a central tenet of
humanitarian assistance, it is relevant to all those with a presence in emergencies.
A broad concept, it encompasses discussions on issues such as conflict sensitivity, as well the fundamental
elements of how humanitarian assistance is planned and provided, and how that impacts the physical,
psychological and social safety of affected populations. While it is unrealistic to expect that all dangers and
injuries can be prevented in emergencies, humanitarian actors must strive to limit the number and severity of
injuries that happen as a result of their interventions, as well as the consequences.
Many challenges persist in emergencies that have a direct bearing on injury prevention (as detailed in section
four). This review found that consideration of children’s physical safety and protection in humanitarian
activities was insufficient or lacking in a number of places which then led to the deaths and injuries of children
and their parents. In addition to the examples reported in the main body of this report, some of the
circumstances where humanitarian programmes have failed to take adequate safety measures include:
Child protection services. Child friendly spaces are perhaps the most widely used child protection intervention
in emergencies and despite being intended as a place of safety, where they are not well-built or maintained,
they present the greatest risk of physical injury to children. Raised on a number of occasions through the
interviews, survey and literature review, CFS were found to be potentially hazardous due to: standing water;
muddy floors; being located next to bodies of water which children would play in (presenting both a risk of
disease and drowning); broken glass or nails on the floor of the compound; young children using outdoor play
equipment that is too big for them to use safely or poorly constructed; inadequate levels of staffing to
supervise large number of children; the frequent use of temporary structures and their appropriateness in
terms of safety in wind and rain, cold, noise and heat etc.; and being located next to busy roads or in places
where there was no safe passage. The majority of these issues centre around the safe construction and
maintenance of CFS, which must be thought about in advance during planning and siting phases. They have
adequate technical input from shelter experts, and include sufficient allocation in budgets and job descriptions
to keep CFS safe and secure. More on this can be found in the sections on Shelter and Child Friendly Spaces.
In active conflict where explosive weapons are used, extra thought and risk assessment needs to be given on
the operation and location of child protection services. This was highlighted in September 2015 in Aleppo
205
Syria, when a mortar attack killed six children attending a UNICEF-supported CFS, and at least 13 others.
Working in unpredictable and uncertain contexts like Syria and Iraq where bombardments are a daily
occurrence places additional responsibilities upon child protection workers to ensure children’s physical
safety.
In Afghanistan, War Child UK have mainstreamed protection from physical threats into child safeguarding
procedures under their broad programming which includes child case reporting forms and structured reporting
and response/referral lines which are well communicated to all staff and partners, who are trained twice
yearly. The system is linked to the ‘Child Helpline’, manned by social workers and a valuable source of
information for those seeking advice or requiring critical assistance for children. It offers well-connected and
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coordinated access for children to the organisation, relevant service providers, community leaders and
206
relevant government agencies that directly deliver social protection and response services.
Other humanitarian services. In some instances, temporary structures that are poorly constructed or
maintained have caused death and injury in children. One key respondent recalled a case from the refugee
camps in Ethiopia, where a small child was killed when a temporary structure was blown down by the wind. As
previously mentioned, the design and location of shelter and IDP settlements, evacuation camps, bunkhouses
or transitory sites camps can be particularly dangerous for children, especially if located next to roads or
207
unprotected open bodies of water. WASH services and facilities - such as open pit latrines, WASH truck
collisions, unfenced holes left during construction and unfenced garbage pits were also raised as having caused
harm to children. Water safety during evacuation or transport. One health practitioner with a particular focus
on drowning prevention spoke of the risks associated with inadequate safety measures when working in
countries, such as Bangladesh and Myanmar where transportation by boat is commonplace. Citing potential
issues such as the safety and maintenance of the boat; the presence of safety equipment such as life jackets in
adequate numbers for the number of occupants; training of boat pilots; and the standards of life jackets
208
themselves. Waste disposal from health services was also identified in Nepal and Ethiopia to be a risk. In
Ethiopia, children were able to access medical waste which was potentially contaminated or contained sharp
objects, and where sexual health programmes had distributed condoms and they were very accessible to the
community, children had started playing with new and then used condoms. Here child protection actors have
worked with health services and GBV actors to take remedial action, including to improve the distribution and
209
disposal of condoms so children are not able to access them inappropriately.

UNHCR Safe Road Use Campaign
UNHCR works in some 125 countries and manages 6, 500 vehicles
globally. To take steps to address the largest cause of deaths and
injuries amongst UN staff, and in conjunction with the ‘UN Decade of
Road Safety’, UNHCR launched its inaugural organisational wide ‘Safe
Road Use Campaign’ in 2015, which aims to to achieve zero road
fatalities and injuries among staff, partners and all other road users.
The campaign raises awareness, training and standards amongst staff.
It sits alongside other operational activities such as centralised fleet
management and vehicle insurance scheme of which a portion goes
annually to road safety campaigns; mandatory reporting of any
incident and improved data collection.
Challenges include significant under-reporting and the collection of
disaggregated data; although other road users are disproportionally
affected, the campaign for the moment focuses on improving staff
safety, not that of other users.
Figure 18 Source: Key informant 10 and UNHCR. Press Release: 10 June 2015. UNHCR in
campaign to cut global road death toll from one every 30 seconds. Available at:
http://www.unhcr.org/557854286.html

Water safety instruction carries
considerable risk of harming
children through its very
intervention. Factors such as the
capacity and standard of
instructors and the levels of
training and monitoring that are
possible in many countries
affected by emergencies are
inadequate; the modification of
risk-taking behaviour in children
who have learnt to swim,
particularly when there is limited
experience of open water
requires examination; and
teaching young children to swim
on a large scale has directly
associated risks in terms of
children drowning during lessons.
These risks can be minimized with
risk management strategies that
are based on evidence and
effectiveness from LMIC settings,
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Key informant interview 1 and Nepal Red Cross (2015) Nepal Gorkha Earthquake-2015 Internal Real Time Evaluation of Emergency
Health Response Service of Nepal; and Health and Population Sector (2015).
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and should form the basis of rigorous monitoring programs.
Road safety. Historically the biggest
killer of aid workers, the impact of road
collisions involving vehicles used
during humanitarian response has an
undocumented yet predictably big
impact on children and ‘other road
users’. Although references are
understandably rare, six key
informants in addition to the literature
review highlighted cases where
children had been hit by agency
vehicles in Rwanda, the Philippines,
Kenya, Iraq, Somalia, Macedonia and
Democratic Republic of Congo.
One large NGO recorded 47 road
collision incidents involving minor or
serious injuries between April 2013
and October 2015 across its
humanitarian and development
operations, although they
acknowledged deficiencies in
211
disaggregated data collection. Of
these, 37 involved serious injuries to
either vehicle occupants or other road
users, and of these - where age was
indicated - 12 involved children being
hit by vehicles used by the
212
organisation.
Key informants noted chronic
underreporting amongst agencies; a
general lack of attention to other road
users beyond agency staff, driven by a
culture of blame and control of how
incidents are handled at the field level;
the use of rental drivers, particularly in
emergencies when fleets grow
exponentially; how deaths and injuries
are classified, coupled with operational
constraints in many fragile states; a
lack of financial incentive to prevent
accidents that involve other road users
in terms of cost and impact to the
organisation; and a sense that there
was a feeling among agencies that road
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Figure 19: The perceived effectiveness of prevention
strategies
Community identified and owned
activities (e.g. safety drills, clean-up
campaigns, building fences or bridges,
adequate lighting etc.)

43.5 very effective

Using schools, emergency education or
recreation activities to deliver injury
prevention messages

33% very effective

Community risk mappings of dangers and
injuries facing children in a community

33% very effective

43.5 effective
13% unsure
2% not effective
63% effective
4% not effective
58% effective
8% unsure

Integrating injury prevention activities
into public and non-public services

30% very effective
48% effective
22% unsure

Safety advice to parent/carers through
one-to-one sessions

27% very effective
43% effective
30% unsure

Safety advice to children through group
sessions

21% very effective
71% effective
8% unsure

Safety advice to children through one-toone sessions

18% very effective
45% effective
36% unsure

Public education or media campaigns on
home and community safety

17% very effective
61% effective
13% unsure
9% not effective

Providing safer home equipment, or
specific safety equipment for the home

13% very effective
42% effective
42% unsure
4% not effective

Safety advice to parent/carers through
group sessions

8% very effective
79% effective
13% unsure

Providing safe spaces for children
without additional injury prevention
strategies

8% very effective
25% effective
33% unsure
25% not effective
8% not at all effective

Providing leaflets or written materials
without additional advice

46% unsure
46% ineffective
4% not at all effective
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collisions involving other road users were acceptable collateral damage when operating on a day-to-day basis
213
in humanitarian programmes. Of course, this last point is not the case in any circumstance; lives lost, injured
or disabled unnecessarily as part of humanitarian operations have a huge impact on the ability of children and
their families to recover from an emergency. There is a very real need for humanitarian actors to take seriously
the humanitarian imperative to protect the lives of the people they are there to help in all aspects of their
operations.
Some agencies are indeed doing this through safe road use campaigns and the improvement of reporting and
data collection. One interviewee emphasised the importance of creating a mandatory and open culture to
encourage reporting; central collection and analysis of data; the prohibited use of bull bars on cars; improved
training for drivers, and using full-time drivers as important in improving road safety for both staff and other
214
road users.

Effective prevention and response strategies
The saying ‘prevention is better than cure’ is one that was confirmed by 85% of survey participants who
believe most childhood injuries in humanitarian settings are preventable. When asked to rate the effectiveness
of different preventative strategies, findings (Figure 19) indicate:
1. Working with communities, community structures, parents and children is an essential part of successful
prevention strategies.
2. A reasonable level of uncertainty exists amongst practitioners suggesting there is a need for more thorough
monitoring and evaluation of prevention activities.
3. Preventing dangers and injuries is more effective when done alongside or integrated with other
interventions. Conversely, it is not so effective when run as a stand-alone activity.
Further survey findings and comments from respondents suggested the following enabling factors support
effective prevention strategies:
•
•
•
•
•
•

213
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Community risk mapping as the basis of the design and development of any campaign on injury
prevention.
Considering the important differences in the possibilities of preventative action between the different
types of risks of injury.
Combining strategies that complete and reinforce each other.
Not focusing on the type of activity, but rather on how the activities are implemented.
The value of group sessions where people can learn from and encourage each other and people can
be reached more quickly.
One-to-one sessions - although potentially unfeasible for large numbers of children - are beneficial for
children with additional protection concerns, such as child soldiers, children/parents of children with
disabilities, unaccompanied children and others.

Key informant interview 10 and 20
IBID
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Disaster Risk Reduction
The benefit of addressing dangers and injuries during Disaster Risk Reduction is clear. Whether real or
imagined, the physical threats to life and wellbeing in emergencies can be difficult for children to cope with,
and they need a physically safe environment in which to survive and thrive. DRR can directly address some the
physical threats in disaster prone areas and increase children’s resilience to better manage once disaster
strikes. Whether identifying risks or reducing vulnerability, children’s participation in DRR is increasingly
recognised as good practice, alongside parents, government officials, teachers, and other adults in the
community who have the primary duty to ensure the physical safety of communities and reduce vulnerability.
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The survey found that 90% of participants strongly agree (44.5%), or agree (44.5%) that injury prevention
should be a key part of DRR activities. The review identified a number of findings about the timing of DRR
interventions, with many actions being born out of a crisis itself, where there was potential of another
emergency happening in quick succession to worsen the impact of the first. This was in seen in Haiti which was
hit by a massive earthquake, tropical storms and cholera in close succession; in Nepal where 2 large
earthquakes hit within weeks of each other; and in the Philippines, following Typhoon Haiyan where many
were concerned that a second typhoon would hit at any moment. DRR as part of an ongoing response can be
vitally important in saving lives and preventing further injury, it can also allow activities to incorporate the
latest learning from a particular context as was seen in Nepal when following the first earthquake, messages
were modified to include ‘not running during the actual shaking of the earthquake’, and ‘not placing heavy
215
loose objects overhead like flower pots or bags’. In addition, two key informants felt DRR was more
successful once an emergency had been experienced, as this helped agencies and communities to have a
216
clearer view of what would happen and the risks that children would face. However in Nepal, many children
were also unhappy that they had only received safety training after the earthquake, as many wanted to know
217
how to protect themselves before.

Learning from Children’s experiences in Nepal
In Nepal a children’s consultation conducted soon after the earthquake found that preparedness and risk
reduction were considerable concerns for children. Many felt they were under- prepared because they did
not have enough information or understanding what earthquakes were and what to expect; or that they had
not fully understood how to protect themselves which led to misconceptions and in some cases deadly
consequences where a child had misunderstood the “drop, cover and hold” drill and ran back inside a
collapsing building, only to be crushed by it. One key informant attributed this to inadequate earthquake
drills. They felt that children had been given information but had not developed practical safety and life skills;
another felt that it was the way it was often taught and there should be a focus on why you take an action,
not on the action itself.
Almost all children wanted to know more about how to protect themselves, with girls and boys feeling that
schools and teachers have an important role in improving preparedness. However, they also wanted better
building designs, development planning and school curriculums. They suggested the following measures to
prepare and protect themselves from future earthquakes:

Actions that children should take
• Move to a safe open space and avoid
going near old trees or damaged buildings
• Avoid landslide-prone areas
• Remain alert and prepare a grab bag with
emergency items (clothes, food and medicines)
Information we would like so that we can be more
prepared for earthquakes:
• How to protect ourselves during an earthquake
• How to build earthquake-resistant homes
• What an earthquake is and why it happens
• The impact of previous earthquakes in Nepal

Actions that others should take:
• Ensure homes and other buildings are
earthquake-resistant and designed with
children in mind, e.g. low door handles/latches
for children to reach
• Big gardens in schools and houses for
evacuation.
• Include earthquake preparedness in school
curriculums and course books.
• Teachers should be trained in preparedness
and safety, and share it with their students

Figure 20 Plan, Save the Children, UNICEF, World Vision, Government of Nepal Central Child Welfare Board, Government of Nepal Ministry
of Federal Affairs and Local Development (2015). After The Earthquake: Nepal’s Children Speak Out Nepal Children’s Earthquake Recovery
Consultation. 2015; key informant 3.
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Survey respondent
Key informant interview 3 and survey respondent
Plan, Save the Children, UNICEF, World Vision, Government of Nepal Central Child Welfare Board, Government of Nepal Ministry of
Federal Affairs and Local Development (2015). After The Earthquake: Nepal’s Children Speak Out Nepal Children’s Earthquake Recovery
Consultation. 2015
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“The time to teach is before” Important steps forward in the Education Sector
The Comprehensive School Safety (CSS) Framework is a packaged approach for safety in education that has
been developed as part of the Global Alliance for Disaster Risk Reduction and Resilience in the Education
Sector (GADRRRES) and The Worldwide Initiative for Safe Schools. The goals of the framework are:
• to protect learners and education workers from death, injury, and harm in schools
• to plan for educational continuity in the face of all expected hazards and threats
• to safeguard education sector investments
• to strengthen risk reduction and resilience through education
It uses three foundational pillars to ensure education policy and practice is aligned with disaster management
at national, regional, district, and local school site levels:
1. Safe Learning Facilities
2. School Disaster Management 3. Risk Reduction and Resilience
Education.
A multi-hazard risk assessment underpins all planning for CSS, ideally as part of national, subnational, and local
management systems.

As part of this package, emphasis is placed on teaching in advance to prevent physical hazards endangering
children’s lives. As a relatively new approach, feedback from one NGO who has supported CSS in Turkey
revealed the need to consider all hazards not just those traditionally ‘expected’, that while CSS had been
successfully implemented and considered many natural hazards in the context, it has failed to highlight the
risks of conflict across the border in Syria and the influx of refugees.

Figure 21 Source: Key informant interview 11, and The Global Alliance for Disaster Risk Reduction and Resilience in the Education Sector, and
The Worldwide Initiative for Safe Schools (2014). Comprehensive School Safety: A global framework in preparation for the 3rd U.N. World
Conference on Disaster Risk Reduction
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When DRR is planned and implemented in advance on an emergency, it can target communities that can
integrate activities and training into their development strategies or response plans if they know a threat is
imminent. This was seen in the Dadaab Refugee Camps in Kenya where child protection actors initiated
messaging to prevent potential family separations and injury prevention sensitisation prior to extensive
218
flooding; and a former project in Nepal which supported children to develop their own ideas to reduce
219
physical risks in their communities and schools. Following sensitisation, children’s clubs were formed, and
disaster management committees included the active participation of children, teachers, school management
committees and parent teacher associations. Participatory vulnerability assessments helped children to
identify the most physically vulnerable and risky areas, and to use this information to develop community and
school safety plans. Resources were then more easily mobilised through advocacy. Many steps were taken to
improve the physical environment. Lessons learned included:
• Participatory vulnerability assessments help identify vulnerable areas in a community and ways to reduce
physical vulnerability to disaster related risks. It is also a powerful tool to generate the resources needed to
make schools and communities safer.
• By making plans for implementing safety measures, the participation and mobilisation of duty-bearer’s
increases, and risks and vulnerabilities are shared.
• Communities and schools can be made safer by mobilising local resources. A small initiative can save the
lives and livelihoods of thousands. In this project it was done through persistent advocacy with duty
bearers to fund safety measures, and child-led innovative action where ten rupees from every family and
one rupee from every child was collected to establish emergency funds to promote safer communities and
220
schools.
UNICEF have identified the following child protection DRR activities that support the reduction of vulnerability
to physical dangers and injuries children face during emergencies:
•
•
•

Ensure that child protection systems and networks are linked to the national and regional early
warning systems for hazards.
Work with government and partners to develop and implement national and local policies, legislation,
systems and services to reduce children’s risks to physical harm in disaster-prone areas.
Advocate for adherence to relevant international instruments for children’s protection. These could
include the Convention on the Prohibition of the Use, Stockpiling, Production and Transfer of AntiPersonnel Mines and on Their Destruction, The Convention on Cluster Munitions, and the Convention
221
on Certain Conventional Weapons and its Protocols.

In addition, survey respondents identified the following effective delivery modes in DRR:
• Child-to child and awareness campaigns for children on the dangers they may face during an emergency
or in new surroundings (such as crossing roads, burns, and others) enables a significant reduction of
risks;
• Positive parenting classes and improving parent’s awareness can be successful;
• School-based DRR and awareness reaches large numbers of people, through children and their parents.

Awareness raising and advocacy
Awareness raising and advocacy were cited throughout the course of this review, forming a central role in both
child protection and injury prevention programmes. 85% respondents to the survey agreed or strongly agreed
that “more attention should be given to injury prevention in the context where I work” and 100% of
respondents believe that “child protection actors should be involved in advocacy or campaigns on local safety
issues”.
218

Survey respondent
Dhruba Gautam. 2010. DFID, Action Aid. Good Practices and Lessons Learned Disaster Risk Reduction through Schools
220
Dhruba Gautam. 2010. DFID, Action Aid. Good Practices and Lessons Learned Disaster Risk Reduction through Schools
221
UNICEF (2012) Disaster Risk Reduction and Child Protection - Technical Note
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In addition to general safety messages discussed below, awareness raising contributes significantly to saving
lives and the adequate treatment of injuries, informing children and their families of how and when to seek
treatment. In the immediate aftermath of the Nepal earthquakes, the government declared free treatment to
all injured persons. Yet this key message was not included in the inter-cluster common message framework, or
the key messages for CFS volunteers; one evaluation found that many injured people did not seek medical
attention because they did not know that healthcare fees had been waivered. Given that not seeking
treatment for injuries can cause permanent and lifelong complications and disability, it is vital these kinds of
222
messages are also included in child protection and wider awareness raising efforts.
In the Central African Republic, where the situation is both volatile and resource constrained, community
based awareness raising to prevent children being harmed in their communities is a central component of
World Vision’s child protection programme. Campaigns about the importance of safe community
environments for children and how to create them are coupled with messages on anti-discrimination, social
cohesion and not involving children in the war. Facilitators - chosen from the local area - are able to continue
working when security is poor and have been more readily accepted by communities where religious and
ethnic sensitivities are particularly pronounced; conflict sensitivity has been very important in this context.
Facilitators are trained and sensitised to the variety of dangers that children face, although they use some
tools, it is much more important they have strong ‘soft skills’ around knowledge, approach and talking with
children and communities. The project has engaged local artists to develop images, and work with theatre
223
groups to communicate with communities. First, facilitators work with local leaders to help them
understand the extent and how dangers lead to injuries in children. Once local leaders are convinced, they
then talk to the villagers and mobilise action to reduce the dangers. Although the consequences of the hazards
are easy to recognise (broken limbs, children being killed by grenades), villagers without the time, knowledge
or means to address them, often deprioritise dangers. Multi-sector service provision has also helped build
trust: when villagers see their basic needs met and improvements in children’s lives, they are more willing to
224
collaborate closely on raising awareness and preventing other dangers and child protection needs.
This last point was reiterated in a synthesis evaluation which found that awareness-raising programmes that
are not integrated into inter-sectoral (e.g. health or education) programmes were less effective because they
were perceived not to address the communities’ immediate needs. Programmes seeking an expanded focus on
a variety of issues were identified as being particularly effective because they were meeting tangible pressing
needs. Similarly, in relation to child injury prevention, ‘environmental modifications’ (e.g. erecting railings
on small bridges and fencing off public ponds, installing traffic signs, putting up danger warning signs, and
providing communal road lighting), were found to be more effective in changing norms and behaviour than
225
awareness raising because they were more ‘tangible’, visible and appreciated by community members.

Mine Risk Education
MRE is the most widely implemented and evaluated approach to awareness raising around issues of physical
harm and injuries in emergencies. Predominately limited to landmines and UXO, evaluations of MRE activities
226
have wider lessons learned for broader efforts to prevent physical harm in emergencies.
Recent findings from a global evaluation of six countries where MRE has been implemented report that MRE
has resulted in greater awareness, modified behaviour and increased reporting which has led to the safe
removal of explosives. However, it also found that landmines and UXO continue to be used in large quantities,
222
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United Nations Office of the Resident and Humanitarian Coordinator Nepal. (2015) Agreed Common Messages - 23 June 2015; Nepal
Red Cross (2015) Nepal Gorkha Earthquake-2015 Internal Real Time Evaluation On Emergency Health Response Service of Nepal; and
Health and Population Sector (2015). A Report on Post Disaster Needs Assessment and Recovery Plan of Health and Population Sector.
June 10, 2015
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Images have been developed for the following issues: Children picking up and playing with grenades, children associated with armed
forces coming in the villages to play with other children and they bring weapons, children playing the forest – who get lost and injured,
road and motorbike safety, interpersonal violence in families and gender-based violence.
224
Key informant interview
225
UNICEF Evaluation Office (2012) Protecting Children from Violence: A Synthesis of Evaluation Findings Summary June 2012
226
UNICEF evaluations focus heavily in this section for a number of reasons, UNICEF have completed and published a number of welldocumented reports, UNICEF Synthesis Evaluations (Violence – 2012, CPiE – 2013) have extracted learning from a variety of sources,
UNICEF has a clear focus on children, and is the lead for MRE within the UN.
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funding is decreasing and in four of the countries casualty levels are stable or increasing, including among
children under 18 in some instances; and in only two countries
are they decreasing. Good practice was identified in a number of
Mine Risk Education (MRE)
the countries and is also reiterated through two detailed case
“Activities which seek to reduce the risk
227
studies below:
of injury from mines/unexploded
ordnance by raising awareness and
• In two countries MRE has appropriately targeted
specific groups which face the highest risks; in
promoting behavioural change, including
Afghanistan this is adolescent boys, and in Sri Lanka,
public information dissemination,
specific livelihoods groups. In addition, War Child UK in
education and training, and community
Afghanistan conducted four-day training MRE
mine action liaison.”
228
programmes for street, working and IDP children.
• In Sri Lanka combining MRE with alternative livelihood Figure 23 (UNICEF, 2005. An Introduction to Mine Risk
Education. International Mine Action Standards (IMAS).
options was found to be effective at reducing risky
Mine Risk Education Best Practice Guidebook 1).
income-generating behaviours. This was also
emphasized in 2012 synthesis evaluation where despite
MRE, children and adults were found to continually engage in risky behaviour primarily for
socioeconomic reasons, despite their awareness of the dangers, suggesting programmes centred
exclusively on awareness raising and community mobilisation are less effective unless strategically
229
linked to inter-sectoral education and livelihood programmes.
• In Pakistan MRE became an entry point into peace building, by engaging religious and community
leaders around the message that MRE is relevant for all children regardless of their class, ethnic group
or religion.
• Community monitors and volunteer MRE multipliers help in reaching high numbers of at-risk people.

227

UNICEF Evaluation Office (2013) Evaluation of UNICEF Programmes to Protect Children in Emergencies: Synthesis Report December
2013. Mine/ERW risk education and effectiveness MRE had been implemented in 6 of the evaluation countries: Afghanistan, Colombia,
Myanmar, Pakistan, South Sudan and Sri Lanka.
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UNICEF Evaluation Office (2012) Protecting Children from Violence: A Synthesis of Evaluation Findings Summary June 2012
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Post Flood MRE in Cambodia
In 2013, flash flooding uncovered 174 mines/ERW, which gave UNICEF and the government an opportunity
to build upon existing efforts to strengthen the monitoring and surveillance system on accidents and
injuries caused by landmine/ERWs. In preparation, a Mine/ERW Impact Assessment Form was developed,
and following training in November the assessment was conducted in three flood-affected provinces. The
results of the impact assessment supported advocacy to secure greater financial contribution by the
government and UNICEF to support MRE activities in in 2014. Despite challenges to implementation from
infrastructure destruction, government elections and the installation of a new government. MRE activities
following the floods were successful on a number of fronts: MRE coordination activities; MRE sessions in
affected communities reaching students and out-of-school children; refresher training for teachers in
heavily mined flooded areas focusing on landmine/ERW washed by flashed floods; and the destruction of
mines. As well as organised Mine Awareness Day and International Day of Persons with Disability; support
to MRE agencies in emergency and ongoing activities; new MRE materials; capacity building of MRE
operators to enforce minimum standards and field monitoring; and the development of an MRE TV
programme aired on several channels for three weeks. The key message of the programme was “Flood
water brings along garbage, tree branches and other materials and landmine/ERW”, including to areas
previously thought safe or cleared. At least, 50 to 60 thousands people were reached by the programme
which is now used to educate flood affected populations who are living close to contaminated areas.
Future plans include continuing to protect the rights of CWD and strengthen systems so that CWD and
their families are better protected and supported. Continued support to strengthen national monitoring
and surveillance systems on accidents and injuries provide accurate data for planning and monitoring,
measuring programme impacts and facilitate advocacy and awareness raising; continued support to
national partners to coordinate and enforce MRE minimum standards, develop new materials and training
and contingency planning.
Figure 24 Source: UNICEF Cambodia MRE Report 2013 (Internal project document); and UNICEF and C.M.A.A, 2013, Impact Assessment of
Flood in mine/ERW contaminated areas in the provinces of Battambang, Pailin, and BanteayMeanChey

MRE in Syria
UNICEF has placed a significant focus on MRE in Syria in partnership with the Ministry of Education. A joint
MRE toolkit was developed in 2013 that includes a variety of awareness raising materials and training guide. A
training of trainers was held for ‘Master trainers’, who roll it out through schools; the programme has focused
mainly in government-controlled areas in and around Damascus but hopes to expand to other areas, and to
increase its use by other organisations. One million children have been reached through this programme so
far. The materials are also integrated into psychosocial activities. Challenges and lessons learned include:
•
•
•
•

•
•
•

Operational constraints mean the toolkit has not yet been thoroughly evaluated, and rigorous
monitoring of message content and the effectiveness of facilitation is extremely difficult.
It is difficult to tell how children’s response differs after receiving the messages.
Children attending schools and PSS activities are the better-resourced children. More communitybased mobilisation is needed to reach the most vulnerable and out of school children.
The operating environment is extremely challenging and active conflict and political constraints
prevent humanitarian access to many areas, resulting in opportunistic programming where access
allows, and significant gaps in the locations served by child protection activities and MRE. There are
now comprehensive data sets from WHO showing the areas likely to be highly contaminated by ERW,
but the gap between this data and where organisations are able to operate leave huge areas
underserved of this life-saving intervention.
Risk education focusing on landmines and UXO is missing some of the big risks to physical safety in
this context.
MRE cannot be in isolation of other interventions.
To increase coverage, the MRE toolkit is intended for use across a variety of different contexts in
Syria. The messages developed are sufficiently robust but the materials and format need to be
developed for local actors from different areas to feel comfortable using them.
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•
•

Having access to up to date information on causality figures helps target preventative programming.
Broad interagency buy-in is needed from the beginning of the message design phase to prevent
230
duplication of message development across organisations.

MRE in Sri Lanka
An independent evaluation of MRE activities implemented by UNICEF Sri Lanka and its partners through an
overall approach of combining child protection and MRE during the conflict found:
•

•

•

•

•

•

•

•
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Partnering with pre-existing village structures such as Village Child Rights Monitoring Committees and
child clubs was cost-effective and sustainable, and allowed MRE activities to take place in areas where
NGOs were not able to access especially during emergency periods. However, some committees and
clubs did not function due to displacement, movement, and/or resource limitations. In addition,
greater incentives, clear TORs, knowledge and capacity to conduct MRE activities were needed.
School-based MRE was thought to be successful in reaching school-going children. Education and
health partners expressed a need for general injury prevention and safety education. It was suggested
this could include MRE alongside sessions on the prevention of falls, snakebites, drowning, and
others.
Involving landmine/ERW injury survivors in MRE and mine action projects helped survivors feel
empowered through their inclusion and responsibility, and happy to contribute to protecting their
communities. In one location children blinded by landmines conducted MRE activities in coordination
with children’s clubs.
When expensive communication projects were thought not to be resulting in significant behaviour
change, and efforts were underway across a number of different sectors to address different kinds of
social and health issues through communication. Inter-sector collaboration was requested to conduct
a broad survey on the preferred sources of information for different kinds of issues, key influencers,
use of technology, and preferred information methods, the results of which would be used to provide
communities with messages on a wide range of topics.
It was valuable for NGOs to report landmine and ERW injuries and incidents to a central database.
However, challenges existed between MRE staff and hospital/health personnel who would not
release requested information on injuries for reporting. Training was needed for MRE and health
personnel so they could omit identifying data and ensure data sharing between actors.
Where poverty had forced children to drop out of school and conduct livelihood activities, they were
found to be at a “double risk” because they were conducting high-risk activities without receiving
school-based MRE messaging. Another identified vulnerable group were children (formerly)
associated with armed forces and armed groups, as they might have received training in
landmine/ERW use during their time with armed groups, and may be at particular risk.
It was important for MRE activities to take account of concerns raised by communities, both those
related to MRE and those beyond its scope. It was found that although landmines/ERW were often
not the primary concern of affected communities, particularly where displacement and survival were
significant factors, they were often indirectly related to contamination and high-risk behaviour such
as poverty which resulted in child labour and school dropout. As long as community’s primary
concerns went unaddressed it was more difficult to advance MRE programming.
The Humanitarian Demining Unit, as military personnel, were better placed than NGOs to provide
certain MRE activities such as landmine sign gardens, answering technical questions, having access to
photos of newly found contaminants, without being hindered by movement restrictions. Many were
also found to develop positive relationships in the communities they serve, playing with child and
youth clubs and collaborating with NGOs to organise sports clubs for local youth. However, a lack of
female facilitators, facilitators who could speak the local language, and the demining unit wearing
military uniform created barriers between their well-intentioned MRE activities and communities.

Key informant interview 19

59

Injury surveillance
Injury surveillance has been successfully linked to Mine Risk Education in a small number of countries, using
hospital-based information it can lead to a better understanding of the scale of the problem, and can be
integrated into existing health information systems to monitor changes resulting from mine/UXO use and
preventative interventions. The data generated is able to guide national policy on injury prevention, help with
identification of contaminated areas, victim assistance and creating an evidence base for advocacy and public
education. Figure 25 highlights the case of Eritrea where UNICEF has worked with the government to integrate
landmines and UXO into a national injury surveillance system. Reference to the Eritrean case study can
provide you with more insight on how UNICEF successfully institutionalized the ISS model. More information
can be found at the following website:
http://www.who.int/violence_injury_prevention/publications/surveillance/landmines/en/

Safety messaging and risk educat ion
Where MRE has traditionally covered a specific set of activities focused on landmines and UXO and is guided
by the International Mine Action Standards (the standards in force for all UN mine action operations and
international law). Syria - one of the most dangerous places on earth to be a child - has created a situation
where children face life-threatening risks every day and from all angles. Out of this huge need for physical
safety have come a number of interventions to address broader risk education.
Safety Messaging in Northern Syria 2013
Safety messages for risk education were developed by Save the Children in 2013 in response to a broad range
of dangers that children were facing in active conflict. The messages took the form of ICE (In Case of
Emergency) messages for children, parents and caregivers on different topics, such as how to behave if caught
in shelling, and other physical hazards such as landmines, gunfire and chemical attack, alongside messages on
health, hygiene and the promotion of psychosocial wellbeing. The messages were used in over 50 primary
schools supported by Save the Children, 11 of which functioned as CFS for structured recreational activities
and psychosocial support activities in the afternoon. The messages were facilitated by teachers; in this way
education and child protection activities were well integrated, and reached communities where it was not
possible to implement child protection programmes. Although no formal evaluation has been done, the tools
have been well-received and positive feedback reported by teachers and children as this was the only available
231
tool with such messages.
Risk Education and the Syrian Civil Defence ‘The White Helmets’
The Syrian Civil Defence are a neutral and impartial humanitarian organisation of Syrian citizens, who out of a
civic duty and desire to support their communities during the conflict have become rescue workers, playing
the most important of life-saving roles. Members are engaged in a wide array of activities that directly protect
the besieged populations of Syria such as making areas safe, fire fighting and search and rescue. They are also
involved in community engagement and awareness, and with the support of Mayday Rescue, have developed
and rolled out a Community Safety Manual. The manual - like all of their work – takes an ‘all hazards’
approach, considering all natural and man-made hazards alongside each other. Although the list is extensive,
risks covered include:
•
•
•
•
•
•

Aircraft bombings warning of ‘double tap’ bombings (where aircraft bomb and then return whilst
people have gathered to bomb again)
Chemical weapons attacks warning to stay upwind, remove clotting, turn off air conditioning, go
upstairs
Burns and how to prevent the spread of fire on yourself
How to safety evacuate the injured
How to keep safe in a dust storm, mountain or forest fire
Fire safety and home heating

To reach children, the manual has been adapted into animated videos and colouring books. Male and female
volunteers conduct sessions with children in schools and communities and simulate emergencies, where
231
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children act out what they do should if they find themselves confronted with a particular danger. The
organisation is also piloting youth engagement through civil defence activities and learning about safety in the
home and community, after which they can gradually become more involved in community awareness
sessions and day-to-day activities.
The success of the safety interventions the Syrian Civil Defence are running have been attributed to a number
of factors: impartiality and acceptance by parties on all sides of the conflict allows it to conduct its work; the
upstanding role that its members play in the community; a grassroots approach requiring little reliance on
outside actors; outreach in schools and communities; targeting of groups with specific demographics; a
management structure meaning that support is there, but rules and regulations are limited and rescue workers
are free to respond to the issues most serious and immediately pressing in their communities; trust between
the two main partners.
Although the Syrian Civil Defence Force is not a traditional child protection actor, they are certainly protecting
the lives of children from dangers and injuries. Where the context of war is a significant barrier for traditional
humanitarian organisations, there are lessons to be learned from their approach to community safety
including:
•
•
•

Identifying and addressing safety concerns ‘from the bottom up’, which is helped by members being
from the communities they work in;
Taking an ‘all hazards’ approach to safety;
Involving youth in a meaningful way, giving them a sense of purpose in an otherwise dire situation;

Community risk mapping
Risk mapping was noted in a variety of situations to be an important tool in this area of child protection,
particularly as it is an activity in which children can play a central role. In Nepal risk mapping was done in
children’s groups to identify places and activities that were dangerous for children. Looking at all the different
places in the community (e.g. home, CFS, markets, bus stops), children picked from a simple traffic light system
of green, amber and red. Red shows places where the child feels unsafe and at risk. Green is where the child
feels safe, and amber indicates some level of risk, where precaution is needed. Results were found to vary by
age and gender: young children identified red places as isolated places such a bus stops, and some school-aged
children identified schools as red as despite the government identifying certain schools as safe for use
following the earthquake, children felt the buildings were unsafe because they had cracks in the walls. In some
cases, unaccompanied children identified extended families/foster care as red because of the risk of
exploitation; and adolescent girls marked communal tents as red because they lacked privacy. In some
parenting sessions where risk mapping was done as part of CFS activities, parents identified roads and areas of
landslides as particularly dangerous. Where dangers were identified, different activities and messages were
developed by different clusters on the issues that were being raised. One such example was an activity by the
Child Welfare Board to conduct a vulnerability assessment in all 14 affected districts including CWD, injured
children and trafficking. This has led to the identification of vulnerable children in each district, to whom the
232
government has agreed to provide specialist assistance.
A slightly different form of risk mapping has been developed by War Child UK in Uganda and is now in use in
Jordan and Afghanistan. The Child Safety Report Card is a form of survey, aiming to ensure that children reflect
their feelings of security and insecurity in their home, school and communities. It is based on child
friendly participatory research methods including group discussions, drawings, ranking and participatory
community mapping methodologies. Children are also trained on how to administer a survey with other peer
children. As they are anonymous and child friendly, they have proven an effective method for enabling
233
children to describe their experiences and express their views in a safe way that makes sense to them.

Community-based child protection
The review found that community engagement in identifying and prioritising the issues and safety of children
was a fundamental component of any response. Quite often it was found that the support of existing religious
232
233
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and community leaders and government mandated community councils / structures was needed for successful
projects, and could effectively be integrated into responses.
Also noted above, World Vision’s approach in CAR centres on community based child protection which has a
promising focus on preventing dangers and injuries and creating safe environments for children in rural and
isolated communities, where campaigns and activities are run in conjunction with local authorities, community
leaders and youth groups, who once they have built a relationship with the facilitators, and have confidence in
them and the organisation, are very open to collaborating and taking action to reduce children’s exposure
dangers. In Dadaab Refugee Camps in Kenya, a ‘Safe Places Scheme’ was introduced into the community in
response to the violence and dangers children faced on a daily basis. The premise being that trained focal
points such as shop owners, youth volunteers, religious and community leaders, were situated in places
children had identified to be unsafe in the camp (e.g. tap stands, markets), and functioned as somewhere they
could go in case of urgent need and assistance as they moved through the camps. Although the safe places
were predominately set up in response to violence and abuse against children, focal points would also take
action to make the physical environment (in the identified unsafe place) as safe as possible. The programme
also worked with camp management agencies and UNHCR on integrating flood preparedness into activities.
Early feedback highlights challenges in finding people in the right areas who were sufficiently committed to
children’s protection to play the role; there were also many unsafe places, so many focal points were needed,
making it a large project to monitor and support; one staff shared concerns that people would not use it as
they preferred to report it in an office
Support for children in Eritrea
and not within the community where
confidentiality and impartiality might be
In Eritrea, where 20% of the 75,212 persons with disabilities
a concern.
are children and access to education remains a challenge,
UNICEF have run a “Donkeys for School” project that included
Self-help was a noteworthy concept in
transportation for 900 CWD to and from school in remote
both Nepal and Uganda; in Nepal
northern regions, although limited funding has affected the
community-based women’s groups and
child protection committees have
project, it led to increased performance and enrolment, and a
developed self-help action plans based
reduction in dropouts among CWD. It also included CFS
on risk mapping done by children and
promotion in war-affected schools/communities; the
parents, groups then meet and hold
procurement of 950 recreational kits for children to reduce
activities such as street theatre to
their exposure to landmines and ERW; the procurement of
address issues. And in Uganda amongst
4,500 first aid kits to strengthen the immediate response for
South Sudanese refugees it was found
mine victims; and the provision of 300 different mobility
that the bottom-up approaches always
devices including wheelchairs, tricycles, auxiliary and elbow
work best, letting the community
crutches, walking frames and baby walkers. The project has
identify issues of concern and develop
been underpinned by policy support for children in general,
their own action plans, which they go on
and a national policy for people living with disabilities to
to implement unless breaking the law or
improve access, opportunities and inclusion of CWD; an
234
presenting a safeguarding issue.
inclusive education policy to strengthen the mainstreaming
of CWD into normal schools; and a national plan on injury,
Capacity was also identified as a key
violence and disability prevention; furthermore systems
challenge. In Nepal, many child
strengthening support through the provision of specialised
protection committees were not mature
equipment for the National Physiotherapy Centre, has
enough to identify and directly support
directly contributed to the removal of some of the
children; here they played a stronger role
institutional barriers for the timely treatment, referrals and
in monitoring relief and support to
rehabilitation of CWD.
vulnerable children as well as in
awareness raising of child protection
issues in the community. In Ethiopia it
Figure 25 M Seedat, A v Niekerk, A Sukhai (2013). University of South Africa
has been important to raise awareness of Institute for Social and Health Sciences and MRC-UNISA: Safety and Peace
Promotion Research Unit. The Eritrean National Injury Prevention and Safety
dangers and injuries in communities as a
234
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way to strengthen their recognition and reporting of safety issues to camp authorities and relevant service
providers.

Support for survivors of explosive weapons
Children who are injured and left disabled by landmines, ERW and other explosive weapons have specific
needs and require complex rehabilitation, healthcare and psychosocial support that must take into
consideration their age, growth and development. Education and economic strengthening activities are vitally
important for the healthy recovery of children from the impact of explosive weapons, but they may need
adapting to ensure children’s full access to services, such as the provision of transport, physical accessibility,
and support for social inclusion. Furthermore, children who have family members killed or injured face
additional physical, social and economic burdens which can hasten their withdrawal from school and increase
235
their vulnerability to exploitation and abuse.
Regardless of these critical needs, support is far too often unavailable and victim assistance continues to stand
out as a key area of weakness in mine action programming. The majority of mine action assistance and funding
is dedicated to clearance activities: in 2010 85% of global mine action funds were allocated to clearance, with
only 9% going to victim assistance interventions. Moreover, the age-sensitive activities that are conducted
remain focused on collecting disaggregated data, rather than on actions designed to address the specific needs
236
of children. In 2009 a Handicap International survey of more than 1,600 survivors from 25 affected
countries, found that almost two thirds of respondents reported that services for child survivors of landmines
and ERW were “never” or “almost never” adapted to address their specific needs or ensure that services were
237
age appropriate, hardly surprising when global action to improve victim assistance makes little reference to
238
the specific needs of child victims, and the International Mine Action Standards address clearance,
239
ERW/mine risk education and stockpile destruction, but do not tackle the issue of victim assistance. 2014
and 2015 have seen the introduction of a number of tools to support strengthening assistance to child victims,
these include child-focused guidance for victim assistance from UNICEF, a technical paper submitted by the
governments of Colombia and Austria to the Maputo Review Conference, and a Guide for Comprehensive
240
assistance to boys, girls and adolescent landmine victims.
Although age-sensitive assistance remained among the least measured and reported aspects of victim
assistance, a small but increasing number of activities were reported by States Parties to the Mine Ban Treaty
and Convention on Cluster Munitions, who also experience humanitarian crisis:
•

•

•

In Colombia, a local victims’ association held workshops with children of victims to identify the issues
they are facing. Where age-sensitive assistance was available, most reported services were for child
survivors rather than the children of people killed. In addition, the government developed a new
scheme for payment or reimbursement of assistance services to mine/ERW survivors that was
introduced to cover children and adolescents.
In Eritrea an integrated landmine/ERW injury surveillance system has been developed as part of
efforts to effectively monitor and evaluate injuries at the national level under Health Management
Information Systems (HMIS), which now shows injuries are amongst the top five causes of morbidity.
In Sudan, a home for disabled children opened a prosthetic workshop with equipment and raw
materials supplied by the ICRC.
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•

•

•
•

In Chad, following a general effort to increase access to rehabilitation services for survivors living in
remote areas, ICRC conducted an information campaign to raise awareness about accessing services,
giving priority to those in most need, especially women and children.
In Iraq’s Kurdistan region, healthcare facilities were overwhelmed by the number of refugees in need
entering from Syria during 2014, especially when combined with the increase in internal
displacement. UNICEF and UNHCR monitored a border crossing between Syria and Iraq to identify
families with vulnerable or disabled children for referral to specific services.
In Somalia, the Institute for Education for Disabled People provided inclusive education opportunities
for children with disabilities, but less than 1% of children with disabilities attend school of any kind.
In Afghanistan a government-run inclusive education program has been operating since 2008, which
has increased the enrolment of children with disabilities. Inclusive education training for teachers,
children with disabilities and their parents support attendance, and an inclusive Child Friendly
241
Education Coordination Working Group now discusses activities, challenges, and the way ahead.

First Aid
First aid is help that is immediately given to a sick or injured person until full medical treatment is available.
Using appropriate techniques to take immediate action, while waiting for professional help can considerably
reduce deaths and injuries and the impact of disasters. It is a vital step to reducing serious injuries and
improving the chances of survival. For those living in conflict or disaster affected areas, not only is first aid
awareness lacking, but vulnerable communities often have no access to training in basic first aid to treat an
242
injury or keep someone alive. First aid is also a basic life-saving skill that children can easily learn so they are
able to react quickly to a life-threatening situation such a bleeding, broken limbs or suffocation. This not only
has physical health benefits but also important psychosocial benefits
Where child protection actors are working with children or providing services that gather children together
such as CFS, children’s clubs, or youth clubs, there is a responsibility to keep those children safe. First aid can
be an important element of this work that has much broader benefits for society in general. In the Philippines
following Typhoon Haiyan, the Philippine Red Cross as part of broader efforts to integrate the Child Protection
Minimum Standards into their immediate relief programme, trained female and male youth volunteers who
were trained in the IFRC Community Based Health and First Aid programme including modules on caring for
injuries, violence prevention and response, and psychosocial support. Youth volunteers were then able to
attend relief distributions, which were often held at schools, and while the parents waited in line, they were
able to organise activities for children and youth. These included setting up stations where youth volunteers
provided basic first aid for children’s wounds and cuts, conducting violence prevention sessions, and reaching
out to parents with information on local referrals for child protection concerns. One youth volunteer
commented, "It’s so important for kids and adults to learn to manage their stress and know how to handle
basic injuries (…) Through the Philippines Red Cross training I learned that violence is never the answer and we
243
can all take action to care for one another”.
Another example comes from Terre des hommes psychosocial programmes in Darfur, where First Aid training
was part of the mandatory induction for the CFS facilitators, together with CFS management, communication
with children and the psychosocial approach. The training was done in partnership with the Sudanese Red
Crescent, and was then extended to parents and community members who were active in the CFS and who
were also supporting any activities with children. It enabled those trained to take care of small injuries which
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occurred in and around the CFS or on the way to and from it and also to refer more serious cases to the clinics
244
in the camp and town. .
Important considerations for the integration of first aid into child protection activities include: a) having all
adult and youth first responders trained in the preparedness phase; b) including first aid in outreach services in
the response phase; c) providing first aid services as part of programme activities for children, especially in
245
large group events.

Case management and referral services
Case management and referral systems are an integral component of many CPiE programmes, and many (63%)
respondents had used them for children who have been injured in emergencies. There was limited
documented practice on how best to support severely injured children through case management in the
context of emergencies. Most of the findings from this section are taken from key informant interviews and
the results of the survey, which asked participants about the availability and quality of services for survivors of
246
injury.
Of course, no definitive conclusions can be drawn from the data below on services globally, but broad trends
can be observed:
•

•

•

•

In many places services are available but poor quality; this is particularly true of emergency medical
care, support for economic inclusion, accessible education, accessible housing, accessible water and
sanitation, information on available services and training for service providers.
In many places services are not available; this is particularly true of continuing and preventative
healthcare, physical rehabilitation, ortho-prosthesis/ assistance devices, legal support, support for
economic inclusion.
For many services between 30% and 50% of respondents did not know or were unsure what quality
and availability was like; perhaps this also points to knowledge gaps within humanitarian staff on key
service delivery mechanisms for seriously injured and disabled children.
For all but one service (emergency medical care), available and good quality services were only
identified by between 4% and 13% of people.
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What referral services are available for children who have
been injured and what are they like?
100%
90%
80%
70%
60%
50%
40%

10%

13%

17%

8%
8%

14%
3%
21%

21%
4%

8%
8%

4%
8%
4%

5%
19%

23%

12%
15%
4%
19%

17%

5%
5%

28%

10%

31%

10%
0%

29%

12%

29%

8%
12%

27%

28%

5%

32%

20%

48%
38%

4%
8%
4%

5%
30%

29%
10%

12%
13%
13%

30%

48%

36%

29%

23%
8%

3%

4%
4%
8%

36%

16%

35%

5%
5%

12%

30%
20%

4%
8%

25%

4%

Not available

Available - poor quality

Available - good quality

Don't know / Not sure

Available - too far away

Available - not adapted for ages of children

Available - not adapted for gender

The review identified that in many resource constrained environments, referral mechanisms for severely
injured children rely heavily upon agency led services including those provided by INGOs, UNICEF, UNHCR,
International Organisation of Migration (IOM) and the Red Cross Movement. INGOs often identify, register and
make referrals to the most relevant partners. Social services, local authorities and local health centres or
hospitals were also noted as key services as were parents, host families for separated children, CBCPM and
CFS.
Survey respondents, key informant interviews and the literature review emphasise the following challenges:
•

•

The means to respond is often limited, emergency medical treatment is often not available, health
facilities may have been destroyed, or are poorly equipped with materials and medicine to assist
children who have been injured. Doctors and nurses may have been displaced or fled, and it can be
difficult to access specialist care in regional or capital centres.
Refugee children face particular difficulties accessing treatment often related to their registration and
status granted by the host country.

66

•

•

•

•

•

When injured, children are seen directly by health services, this often means child protection actors
are not informed of the case and its circumstances. This misses opportunities to identify other
protection concerns such as disability, separation or abuse; and misses’ information on the causes of
injuries in children, which is important for prevention.
Cost and transport were noted as a considerable challenge, travelling long distances for medical
treatment and rehabilitation services was often not possible, or required a huge investment by
families.
In CAR is was noted that where conflict and displacements are ongoing, and transport and movement
over long distances is difficult, it is advantageous to try and keep the response for injured children
within the same district as much as possible, unless the case is serious and it is more appropriate to
247
seek medical treatment further afield.
Health workers often do not know how to talk to children and share bad news about health matters.
In some cases, this has resulted in child protection workers accompanying children to health
248
appointments, taking up a considerable amount of caseworkers’ time.
One child protection advisor commented that globally, quality psychosocial services for children who
have been seriously harmed by fire burns or explosive weapons -- except in the presence of Handicap
249
International and Medicines Sans Frontiers -- are missing.

Key considerations in referral pathways:
•
•
•

•
•

Pay adequate attention to the psychosocial effects of the injury event or the impact of injuries.
The prevention of family separation has to be a core component -- before, during and after an injury
event.
It is important to collect data through case management systems that can be shared with other
partners in the referral pathway, as well as being used for advocacy with actors who have a role in
preventing dangers and injuries.
Having child friendly procedures and adequate emergency case funds for transport and incidentals
250
were also valid.
In situations where opportunities to refer children to services, including for medical emergencies
were extremely limited, developing national staff and engaging greater community awareness and
leadership were essential to prevent some protection problems becoming unnecessarily serious. In
Sudan it was reported that many children with physical injuries, hygiene or medical problems arose
from living in camps, could easily be resolved through referral to local medical clinics or raising
parental awareness to facilitate action, the challenge it noted was ensuring that staff and local
251
communities notice these indicators to act in advance of potential protection problems.
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Nepal Reaching children with disabilities after th e earthquake
In 2011, conservative estimates reckoned there to be at least 207,000 CWD living in Nepal, whilst others estimate
between 50% and 85% of all out-of-school children to be disabled. Not only has the 2015 earthquake worsened the
situation for many children with pre-existing conditions, it has caused a substantial number of new injuries -- over
22,000 -- leading to the permanent disability of an estimated 1,500 people who will require long term care and
rehabilitation, including 40 amputees and 200 spinal-cord injuries.
For children with impairments, access and movement around mountainous affected areas is extremely challenging;
compounded by monsoon rains and landslides, both the space CWD have to live in and access services has been
reduced. Prior to the earthquake, the government was aiming for a system of inclusive education, and while
attitudes and beliefs, and the suitability and quality of equipment and support commonly hold back CWD from
attending school, there were at least some schools in every area which would accept children with physical, hearing,
visual or intellectual impairments, where staff had received some training.
Following the earthquake Plan International identified CWD as one of the most vulnerable groups affected, putting
in place measures to reach children who had been newly disabled alongside children who had pre-existing conditions
to ensure inclusivity in child protection and education activities. In child friendly spaces (CFS) and temporary learning
centres (TLC) training was given to teachers and volunteers on inclusive practices and psychosocial activities, risk
reduction and access to services for CWD, as well as ensuring physical structures were practical for CWD. In addition,
mobile teams were organised to access ‘hard to reach children’ in isolated communities, and ad-hoc sessions with
children and community meetings were organised when it was difficult to plan regular structured activities.
Volunteers have conducted risk mapping with children in every community to support the identification and
reduction of risks, and built the capacity of village child protection committees (VCPC) under the child protection
system of Nepal, to monitor the provision of services to identified vulnerable children; hoping when they are mature
enough they will receive training on the identification and referral of vulnerable children to service providers.
The following challenges and lessons learned have been highlighted during this process:
• Unclear regulations on accessibility, coupled with the physical barriers in many rural mountainous areas has
meant it is difficult for CWD to access CFS and TLCs.
• Availability and sharing of reliable data, at the cluster level has been challenging with different and conflicting
data sets shared by different agencies e.g. the number of CWD and the services they are receiving. The complex
issue of disability has been challenging to bring out in assessment, when only one or two questions are asked,
and much essential information is missing. Deeper assessments are needed in order to take a genuinely
inclusive approach.
• Capacity. Although Handicap International have played a large role in developing guidelines and training
organisations and cluster partners, those who worked with CWD before the emergency and are responding
subsequently, are not familiar with emergencies and local partners are not fully familiar with emergency
focused interventions such as CFS/TLC/helpdesks etc.
• Agencies have had to work hard with CFS volunteers to ensure they have the soft skills required to identify and
address risk, moving from a focus on distribution to the skills needed to work with vulnerable children and their
families.
• Only a few specialised providers for CWD are able to support on things like making schools inclusive, support
with devices, etc. Service provision tends to be limited to geographic areas.
• There is a need for specific guidelines for organisations, families and children on working with CWD. Good
referral mechanisms are essential.
• People often consider only physical disability when thinking about disability and it needs to be much broader to
include sensory (vision and hearing) and intellectual disabilities.

Figure 26 Source: Human Rights Watch, 2011, Futures Stolen Barriers to Education for Children with Disabilities in Nepal. Key informant interview 6.
Injury Rehab Sub Cluster Situation Report from Injury Rehab Sub Cluster: 01/07/2015
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Child Friendly Spaces and Children’s Clubs 252
CFS are a frequently used child protection strategy that 78% of survey respondents ‘agreed’ (48%) or ‘strongly
agreed’ (30%) can be an effective conduit to prevent injuries. They can act as a protective space for children
away from the physical dangers frequently present in emergencies – the ‘Safe Haven’ effect. In many war
zones, the greatest threats to children arise not from the risk of attack by armed groups, but from the risks
253
associated with being left alone in a dangerous environment. One CFS evaluation in Sudan reported that all
parents in focus group discussions identified physical protection as one of the key benefits of CFS, commenting
“for me, knowing that my children are inside (…) Playing and learning, not going to the river where they might
drown, and there are crocodiles, snakes and scorpions is the main thing”, and “before they would go into the
254
Nile to play – some even drowned. But now they have a safe place”. Another relevant finding from a report
on drowning and water safety in Vietnam, suggests that evidence for younger children suggests that although
the ‘safe haven’ effect is often unrecognised: “When children are grouped with adults providing supervision,
they are protected from drowning. It doesn’t matter what the services being delivered are for—whether for
socialisation, cognitive development, education or other outcomes. Fundamentally the basic service being
255
provided is safety”. This was also found to be the case in Uganda, where a comparative study between two
camps showed significant differences in the reporting of physical dangers by parents of children who had been
256
attending a CFS in one camp and those in the other camp who had not been attending a CFS:
CFS group
Caregivers were more likely to report that their
children were safe at home “most of the time” (86%)
Less than 1% of caregivers reported that their children
were “never” safe at home
52.8% of children reported being safe “most of the
time”
15.3% of children reported to be “never” safe in the
camp
CFS group reported reductions in the frequency of
children’s exposure to these risks from one-year prior
Levels of children involved in road accidents; house
fires started by children; and children becoming
injured from dangerous objects were all reportedly
much less than the year previous

Comparison group (no CFS intervention)
Caregivers were less likely to report that their children
were safe at home “most of the time” (60%)
13.6% of caregivers reported that their children were
“never” safe at home
22.9% of children reported being safe “most of the
time”
49.2% of children reported to be “never” safe in the
camp
Comparison group reported that the risks were
present at the same frequency
Children not in CFS had more injuries from stepping on
and playing with dangerous objects, such as metal
sheeting, nails, and broken glass found in the camp.

In this evaluation the primary reasons for the CFS’s success was the reduction in children’s exposure to danger.
Girls and boys were supervised instead of being left alone or in the care of other children, and they had
activities to keep them occupied, reducing the temptation to run around on their own. The only specific
physical safety prevention activity mentioned in the evaluation were camp clean-ups, organised by child
257
welfare committees to remove dangerous items for children.
CFS can also be a mechanism from which psychosocial support can be provided to children who are vulnerable
to physical dangers, such as children with pre-existing disabilities, or to children who have been injured or
disabled as a result of an emergency and who will need immediate and intensive psychosocial support to cope
with their injuries. Good practice from Afghanistan recently highlighted through a report on ‘Inclusion in Child
Friendly Spaces’, describes how charismatic community leaders have been used to support the inclusion of
disabled children in CFS by making home visits to inform parents about the CFS, their overall function and
252
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benefits. As the leaders were trusted community members, their encouragement and support was not only
helpful in attracting more children to the CFS, but also allowed observations of vulnerable children in the
homes that were not accessing CFS. This was often only revealed during door-to-door visits because parents
did not allow them to leave the home, or at times hid them away because of certain physical or mental
258
disabilities. Another example from Plan International in earthquake-affected regions of Nepal has focused
on reaching vulnerable children including those with new and pre-existing disabilities and their caregivers
through a mobile CFS programme, where mobile teams of CFS facilitators walk to mountainous rural villages to
identify children, deliver PSS activities, and support access to services for vulnerable children including children
with disabilities. Two significant challenges in this context have been the rough hilly remote tracks which have
in places been affected by landslides, and are not appropriate to support the mobility of children with
disabilities; as well as the attitudes of some community members that prevent CWD accessing CFS. In addition,
there is an almost complete lack of specialised services in the remote areas that CFS facilitators could refer
children onto once they had identified children through mobile activities. However, to address this issue, Plan
has allocated funds to provide immediate specialised assistance to children in absence of any services
259
provider. In Iraq a tool has been developed by Handicap International to support the inclusion of all children
in CFS, covering awareness and advocacy, participation, accessibility, communication, and covering different
260
types of impairments such as physical, intellectual, sensory, visual and hearing.
Another important role of CFS is their ability to provide activities and support that focuses on risk reduction,
linking children and their families to preventative services, messaging and awareness raising. Comments from
the survey focused on CFS being able to prevent incidents within themselves, rather than their role in
preventing physical dangers and injuries within the community. For instance, one survey respondent noted
that CFS can be really effective in protecting children from injuries if they are properly run, if not they can be
the cause of additional incidents, another commenting that CFS can be only effective If there is appropriate
management, care and support for children. However, some examples of good practice can be found in the
literature review and interviews. Risk prevention implemented through emergency psychosocial activities and
CFS documented after the 2008 Kosi floods in India documented that children attending CFS reported being
encouraged to talk to each other and express themselves, as well as forming a youth committee. This helped
address gender discrimination and protection issues such as child marriage, and also supported practical steps
to reduce risk in the village such as regularly checking the water levels in the river and listening to the radio to
261
check if there had been a breach of the dam. In another example, UNICEF in Bangladesh has set up
permanent Child Friendly Spaces as part of the community-based child protection system in flood and cycloneprone areas, to provide community outreach and support, along with resilience programmes and activities,
262
such as swimming classes. Despite the potential that CFS have to provide messages and other activities on
risk and injury prevention to children, one survey respondent used caution “in my experience, using CFS
infrastructure can be inappropriate (as sometimes they are unsafe themselves), and not all children of the
community attend the CFS. And the most important people to protect children and ensure that the environment
is not harmful are the parents and the other adults”.
Very few reviewed documents or evaluations covering CFS activities included detailed information on how CFS
help improve children’s physical safety, beyond general comments about CFS as “somewhere safe where
children can come and access psychosocial and recreational activities”. For instance, in Nepal, a place of great
physical danger for children in the aftermath of the emergency, interagency key messages for CFS facilitators
only briefly referenced not playing in buildings or rubble. While they listed many messages on good hygiene
and staying healthy, they did not contain information on how to seek support if a child was injured, the
importance of keeping wounds clean etc.; or preventative messages for parents on keeping children away
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from roads, open water and rivers, keeping shelters uncluttered, safe cooking practices and or staying away
263
from landslides etc.
While CFS are valuable tool for child protection actors to protect children from physical harm, particularly for
younger children where supervision is vital. There is a lack of documented best practice about other ways in
which CFS can help prevent and respond to injuries, including how to reach children newly injured children,
how to reach youth who exhibit risk-seeking behaviour and community based risk reduction activities.

Psychosocial distress and support interventions
Experience of how physical dangers and injuries affect children’s psychosocial well-being in emergencies, and
how this can be supported through psychosocial interventions, is mostly found in the in the area of landmine
and UXO survivor assistance. The psychosocial impact on children who have been injured by landmines and
UXOs is recognised to be devastating, and requires immediate and continuous support as they cope with and
adapt to often life changing disability.
Although reactions vary greatly it is reported that many feel overwhelmed, fearful, anxious, traumatised,
suffer from a loss of self-esteem, sleep disorders, phobias, guilt, confusion, uncertainty, numbness,
detachment and an inability to speak. Children’s reactions depend on many factors including age and the level
of support they receive from others in the community. Where they experience negative reactions such
discrimination, bullying, stigmatisation, over protection, pity, and exclusion from school, play and economic
264
life, this can have negative consequences on their recovery and development.
In 2014, a relatively small study of 78 Iranian children with landmine injuries from remnants of the 1980-1988
Iran-Iraq war was published. The study found that 47.4% of child survivors were affected by psychological
disorders, including anxiety disorders in 34.6% (this consisted of 25.6% with PTSD, and 9% with generalised
anxiety disorder); mood disorders, including mild to moderate depression in 6.4%; cognitive disorders in 2.6%;
and other disorders 3.8%. It also found that 12% has previously visited hospital for psychiatric disorders, and
discovered significant associations between the types of psychological disorders, age of casualty, duration of
injury and limb amputation, with 40.9% of children between the ages of 5 and 9 having a mental disorder; two
thirds of girls suffered from anxiety disorders (despite them only making up 14.1% of survivors); and 37.8% of
amputees diagnosed with anxiety. More than one third of the survivors had never received mental health
treatment. With higher rates of PTSD reported than in previous studies, there was a clear link in this group of
children between amputation and PTSD, indicating that amputation and disability in daily routine tasks cause a
265
variety of mental disorders.
Despite levels of often severe psychosocial distress in children affected by landmine and UXO blasts, a
psychosocial study of child survivors of UXO accidents in Lao People’s Democratic Republic, where 168 child
survivors and 158 parents of child survivors were interviewed, not one of the child survivors had received
psychological support. With only one small mental health unit in the capital city providing psychological care
and support services, children and parents relied heavily on traditional healing practices in the treatment of
physical and emotional suffering. These were found to have play an essential role in supporting the
psychological rehabilitation of child survivors and their families by bringing together children, parents,
extended family and other community members; reinforcing social relationships; helping to reintegrate the
child into the community and providing an opportunity for family and community members to provide moral
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UNICEF Nepal. Key Messages for CFS Facilitators. 1 May 2015. Available from:
https://www.humanitarianresponse.info/en/operations/nepal/document/key-messages-nepali-and-english
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and material support. 88% of parents interviewed said their child’s healing was assisted by a ceremony of
266
some sort.
While literature frequently refers to the importance of physical safety in ensuring children’s psychosocial wellbeing, it also recognises the often negative impact on children when their safety is compromised, or they
267
become injured or disabled. The ways in which physical danger and serious injury affect children’s
psychosocial well-being and the psychosocial support available to those affected in emergencies are poorly
documented, as are practices of risk reduction and prevention that have been integrated into psychosocial
responses as a practical measure to improve children’s well-being (beyond efforts in Landmine Action). One
key informant responded that “Children are not going to feel safe after an earthquake if they think furniture is
going to fall on them and they haven’t learned practical steps such as fixing furniture to walls”. This same
interviewee suggested the benefits that could come from practical risk prevention and reduction messages
being embedded in PSS messages, where messages agreed upon by risk reduction and PSS experts at the
268
national level could be rolled out during emergencies.

Section Four: Available technical expertise
The following section includes specific information on available technical expertise including tools and
resources, websites and organisations with a specific focus on dangers and injuries. These are in addition to
resources listed in CPMS #7 Dangers and Injuries and available in a number of languages.
Mine Action and Explosive Weapons
• Mainstreaming Mine Action in Child Protection: Key Actions for Child Protection Actors. Available at:
http://cpwg.net/starter_pack/mainstreaming-mine-action-cp/
• Mine Action Standards. General website - http://www.mineactionstandards.org/
• Mine Action Standards in English (also available in English, Persian, Arabic, Chinese, French, Russian,
Spanish, Armenian, Ukrainian). Available at: http://www.mineactionstandards.org/standards/internationalmine-action-standards-imas/imas-in-english/
• UNICEF Assistance to Victims of Landmines and Explosive Remnants of War: Guidance on Child-focused
Victim Assistance, November 2014. Available at: http://mineaction.org. Includes chapters on data
collection and analysis; Emergency and continuing medical care; Rehabilitation; Psychological and
psychosocial support; Social and economic inclusion; and Laws and policies.
• UNICEF Emergency Mine Risk Education Toolkit: Emergency MRE Handbook. July 2008. First Edition, New
York. Available at: http://www.unicef.org
• Republic of Austria and Republic of Colombia (2014). “Strengthening the Assistance to Child Victims,”
Maputo Review Conference. June 2014, www.maputoreviewconference.org
• Republic of Colombia, Presidential Program for Integrated Action against Antipersonnel Mines, “Guide for
Comprehensive assistance to boys, girls and adolescent landmine victims – Guidelines for the constructions
of plans, programmes, projects and protocols,” Bogota, 2014. Available at
http://www.accioncontraminas.gov.co
Specific Injury Issues
•
•
•
•
•
•

WHO Factsheet #373 Animal Bites. http://www.who.int
WHO Factsheet #347 Drowning: http://www.who.int
WHO Factsheet #344 Falls. http://www.who.int
WHO Factsheet #292 Household Air Pollution. http://www.who.int
WHO Factsheet #365 Burns. http://www.who.int
WHO Factsheet #358 Road traffic Injuries. http://www.who.int
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• WHO Factsheet #347 Snake Anti-venoms. http://www.who.int
• WHO Factsheet #266 Climate Change and Health. http://www.who.int
• WHO Violence and Injury Prevention (VIP) TEACH VIP 2. Online training modules designed around a
classroom instruction model, with PowerPoint presentations and supporting lecture notes, addressing a
wide variety of topics relevant to injury prevention and control. Teach VIP 2 is the second edition. The
online content can be accessed as a guest through the portal http://teach-vip.edc.org/. There are six
modules on unintentional injuries (Road traffic injuries, Drowning, Fall injuries, Burns, Child poisoning and
Workplace injuries), in addition to a selection on violence prevention. More information can be found here:
http://www.who.int
• WHO website Child Injuries and Violence: http://www.who.int
• CIPRB (A Centre for Injury Prevention, Health Development and Research Bangladesh) are a world leading
injury prevention organisation based in Bangladesh. http://www.ciprb.org/ Through research, innovation,
and programming which their approaches benefit other countries, particularly in Asia, where similar
programmes are underway. Their focus on drownings; burns, maternal health issues and road traffic
injuries, have led to the development of a number of specific injury research centres: Centre for Burn
Prevention and Research; International Drowning Research Centre-Bangladesh (IDRC-B); RTI Research
Centre. (Road Traffic Injuries)
• Organisations such as Nile Swimmers, the RNLI, Swim Vietnam are orientated around drowning prevention
and teaching water safety and swimming skills. Nile Swimmers (http://www.nileswimmers.org/) works to
prevent drowning in Africa, and currently work in Sudan.
• FIA Foundation is an NGO supporting an international programme of activities promoting road safety, the
environment and sustainable mobility. http://www.fiafoundation.org/ They work alongside UNICEF on a
number of initiatives. Some of their key resources are: Ten Strategies for Keeping Children Safe on the
Road: http://www.fiafoundation.org; Safe to Learn: Safe Journeys to School are a Child’s Right (Joint FIA
UNICEF publication): http://www.fiafoundation.org; FIA 10 Golden Rules to Road Safety:
http://www.fia.com (available in 29 languages); FIA Road Safety Factsheet http://www.fia.com available in
three languages.
• WHO Health Statistics and Information Systems give the latest global, regional and country-level causespecific mortality estimates for the year 2012 they are available for download from http://www.who.int
they are a vital source of information on injuries for any pre-or post-emergency data review.
Disaster Risk reduction, Preparedness and Risk Mapping
• Risk RED (Risk Reduction Education for Disasters). Family Disaster Plan http://toolkit.ineesite.org
• INEE Disaster Risk Reduction Teaching and Learning: Disaster Prevention Education. Is a website containing
a selection of resources on disaster prevention, including disaster awareness, child focused DRR, disaster
and emergency preparedness activities etc. http://toolkit.ineesite.org
• War Child (2014) Toolkit for child safety report cards. Available at: https://www.warchild.org.uk
• Save the Children (2008) Child-led Disaster Risk Reduction: A Practical Guide
• CBM and Disability inclusive DRR Network for Asia and Pacific (2013) Disability inclusive Disaster Risk
Management: Voices from the field & good practices. Available from: http://www.cbm.org. Includes a
chapter on making sure that children out of school are equally prepared for disasters.
• Handicap International (2012) Disability Inclusive Community Based Disaster Risk Management A toolkit for
practice in South Asia. Available from: http://www.preventionweb.net
Child protection and psychosocial support services including Child Friendly Spaces
• WHO Psychological first aid: Guide for field workers. Case scenario 5.3 Accident. Provides a good example
of an accident crisis event you may deal with in your role as a helper and how to communicate with
affected populations. Page 49 -52. Available in English at: http://apps.who.int. Also available in other
languages
• UNICEF 2009. A Practical Guide for Developing Child Friendly Spaces. Available at: http://cpwg.net
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• Handicap International (2013). T. Calvot, G. Pégon, S. Rizk and A Shivji. Practical Guide: Mental health and
psychosocial support interventions in emergency and post-crisis settings. Available at:
http://www.hiproweb.org/
• Handicap International Iraq, D. Richard (2015). Disability Inclusion in Child Friendly Spaces Handicap
International - Iraq 2015. Available from: https://www.humanitarianresponse.info/
Other Sectors
• Shelter: UNICEF (2011), Compendium Transitional Learning Spaces (TLS) Design and Construction in
Emergencies. Available from: http://www.educationandtransition.org/
• Shelter: UNICEF (2013), Compendium Transitional Learning Spaces (TLS) Resilient Design and Construction
in Emergencies. Available from http://reliefweb.int/
• Shelter: Nepal Education Cluster (2015). Guidance Note: Winterization and Maintenance of Temporary
Learning Centres. Available at https://www.humanitarianresponse.info/
• Water and Sanitation: Save the Children 2015 Emergency WASH for children Scoping Study, 2014.
Available from http://www.elrha.org/
• Health: International first aid and resuscitation guidelines 2011 For National Society First Aid Programme
Managers, Scientific Advisory Groups, First Aid Instructors and First Responders. International Federation
of the Red Cross and Red Crescent Societies. From: http://www.ifrc.org/
Children with disabilities
• Handicap International (2015) Disability in humanitarian context Views from affected people and field
organisations. Available from: http://www.alnap.org/
• Handicap International (2010). Disability Checklist for emergency response: General Guidelines for the
protection and inclusion of injured persons and people with disabilities. Available from:
http://www.miusa.org/
• Handicap International (2012). How to include children with disabilities in child-friendly spaces. From:
https://www.sheltercluster.org
• WHO (2010). Community-based rehabilitation guidelines. Available in English, French, Chinese, Spanish,
Russian, Arabic, Thai, Korean and Tajik. Available from: http://www.who.int/disabilities/cbr/en/
• D. Werner (2009). Disabled Village Children. A guide for community health workers, rehabilitation workers,
and families. Available online from: http://www.dinf.ne.jp/ or as a pdf file from http://hesperian.org/. This
resource contains lots practical guidance on day-to-day care and support for disabled children.
• CBM and Disability inclusive DRR Network for Asia and Pacific (2013) Disability inclusive Disaster Risk
Management: Voices from the field & good practices. Available from (address above) Includes a chapter on
making sure that children out of school are equally prepared for disasters.
• Handicap International (2012) Disability Inclusive Community Based Disaster Risk Management A toolkit for
practice in South Asia. Available from (address above)
• Handicap International Iraq, D. Richard (2015). Disability Inclusion in Child Friendly Spaces Handicap
International - Iraq 2015. Available from (address above)

Section Five: Challenges
A significant number of specific challenges have already been outlined throughout this review. To gain an
understanding of the overall challenges facing practitioners, survey participants were asked about the
challenges they face when taking action to prevents dangers and injuries. The following findings highlight a
number of concerns.
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What are the barriers to eﬀec~ve ac~on to prevent and
reduce physical dangers and injuries facing children in
emergencies?
Language problems/poor literacy

9%

Lack of coordina~on/mul~-agency working/ informa~on
sharing

27%

Diﬃcult to access communi~tes / families

27%

Lack of na~onal policies and strategies
Lack of data
Lack of tried and tested programming approaches
Other issues are more of a priority
Lack of capacity - staﬀ ~me

32%
36%
41%
50%
55%

Lack of capcity - staﬀ training & knowledge on injury
preven~on

68%

Lack of funding

68%

Capacity and resources both in terms of human capacity and financial resources were the key barriers. Also
high was the belief that other issues are more of a priority. This was confirmed in earlier findings, and can also
be seen across sectors, directly related to this is a lack of data and tried and tested approaches to tackle the
issues.
In addition, a number of survey respondents and key informants mentioned that there was a lack of interest
and lethargy in communities, leading to indifference about the issues. Limited supervision and parental
responsibilities are also important inhibiting issues that can be especially pronounced in camp settings and
protracted crisis. Despite knowing the risks, affected populations will often continue to engage in risky
behaviour that ends up in injury, whilst they are often focused on meetings their immediate needs such as
food and shelter. Without the time or means to be able to prevent them, dangers get deprioritised which
prompts a sense of fatalism and helplessness around the issue.
Beyond the issue of landmines and UXO, humanitarian agencies are often also guilty of this fatalism. Focused
on what are perceived to be the biggest concerns for children in emergencies such as communicable diseases
or other protection concerns, data on injuries is often not collected or critically examined and acted upon -even within agencies who are responsible for taking action on dangers and injuries in their work. This sense of
‘tunnel vision’ on other issues highlights the need for stronger evidence. To go beyond this, it was suggested
by one survey respondent that limited accountability to affected populations, particularly around issues of
safety, leave people unaware they can ask for, or expect that physical dangers are identified and risks
addressed.
It has recently been reported that child protection often underestimates its impact as a life saving
269
intervention; this can certainly be said about preventing physical dangers and injuries in children. In a
number of child protection rapid assessments, environmental or physical dangers were highlighted the biggest
risk that can lead to death or injury of children, yet subsequent strategies associated with the response either
focus on landmines and UXO or did not include measures to address this or support children who have been
269
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affected. Including dangers and injuries as centralised component of child protection programmes can help
highlight the benefit of child protection’s life-saving nature.
There is often a lack of commitment from other actors to addressing dangers and injuries. With many
competing priorities during emergencies, it is hard for child protection actors to prioritise danger and injuries
without commitment from other sectors. Even if child protection actors identify the issues through their daily
contact with children, they may not be the ones who can respond without the support of other sectors. A lack
of clarity also exists around the different role and responsibilities of child protection and other actors, while
dangers and injuries are a crosscutting concern, the related focus on the specific needs of children is often
missing from other sector responses.
Weak coordination between clusters on the issue of children with disabilities was noted by three survey
participants, particularly between health, child protection, MHPSS, mine action, and CCCM. In many places
little or no centralisation and sharing of data happens particularly around the issue of children with disabilities.
Weak data collection and injury surveillance is a hindrance to the issue gaining greater prominence within
clusters. Data is needed on the extent, types and causes of injuries, disaggregated by age, gender and
disability, taking an all hazards approach in all contexts. In the case of children affected by ERW, data and
monitoring is significantly better but this does not stretch beyond the issue of landmines and UXO in many
places, and does not include other hazards associated with conflict or the traditional dangers and injuries
which kill vast numbers of children in emergencies each year.
At the global level, there is a lack of documentation of programme practices, evidence of successful
preventative and response strategies and monitoring and evaluation of efforts to address dangers and injuries
in emergencies. Whilst much evidence exists in non-emergencies, this has not been used or translated into
practice in humanitarian settings. The significant amount of research that global injury prevention efforts
contribute to reducing unnecessary deaths would be well placed in humanitarian contexts.
Shortfalls in funding are also a grave concern both directly - in terms of limited funding for vital child
protection services, MRE, risk education activities, or inadequate funding for rehabilitation services for
seriously injured or disabled children - and also indirectly, where funding shortfalls in other sectors such as
CCCM or water and sanitation have a knock on effect of there being enough resources to place emphasis on
safety in the midst of so many competing needs. Donor priority setting does not allow agencies to be
responsive enough to beneficiaries needs.

Section Six: Recommendations and
Conclusions
For all humanitarian workers
Dangers and injuries are a multi and cross sector issue. They warrant strong coordination between different
stakeholders, and mainstreaming to ensure effective integration into response strategies. Children and
families often engage in risk-taking behaviour when their basic needs are not met.
•
•
•

•

A response to physical dangers and injuries including a ‘do no harm’ approach should be
mainstreamed within all humanitarian interventions.
All humanitarian responders have a responsibility to collect information on physical dangers and
injuries affecting communities after an emergency.
All humanitarian responders have a responsibility to ensure that the support they are giving to
affected communities does not inadvertently create physical dangers that can kill and injure children.
Identify how this may happen and put in place measures to prevent it.
In particular, all humanitarian responders have a responsibly for road safety, as driver or passenger,
and to protect not only themselves, but also the lives of other road users.
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•

All humanitarian responders have the responsibility to ensure cost-effectiveness through the delivery
of their services, by integrating injury prevention and control aspects for the efficient use of
resources.

Survey respondents suggested the principle ways of doing this should be:

Future support and ackons to beler prevent and respond to
dangers and injuries facing children in humanitarian semngs
5%
Strong and suppor~ve na~onal policies to reduce injuries

10%

Be€er data gathering on incidence

19%

Building a deeper evidence and research base

19%

Assistance with planning injury preven~on ac~vi~es

19%

Support for pilot programmes / packages of interven~on

24%

Support for working with partners and communi~es

24%

Standardized but adaptable educa~onal materials

29%

Improved coordina~on between sectors

33%

Improved tools and guidance

33%

More funding / donor interest

38%
43%

Examples of good prac~ce / successful approaches
Training or capacity building for other service providers

48%
62%
81%

Training or capacity building for child protec~on staﬀ

•

•
•

Child protection actors have responsibility to support vulnerable children, their families and
communities in identifying and addressing physical dangers and injuries they face alongside other
child protection interventions.
Health service actors have a responsibility to consider, treat, support and prevent unintentional
injuries equally amongst the significant public health concerns present in emergencies.
Sectors providing key services for emergency affected populations such as camp coordination and
management, shelter, water and sanitation and education have a responsibility to ensure that
services, facilities and journeys to access those facilities are physically safe.

Humanitarian assessment and information gathering processes are falling short of providing levels of
information useful enough to instigate injury prevention activities. Injury surveillance proves a great
opportunity to gather, analyse and disseminate more information on injuries in children but national injury
surveillance systems are often not established (as opposed to disease surveillance systems) or they do not
include sufficient levels of information to be useful for prevention activities. Data sharing between actors can
be challenging.
•
•
•
•

Coordination should focus on establishing or strengthening functional information collection,
monitoring and sharing systems; awareness raising; advocacy and preventative strategies.
Anonymised data should be available from injury surveillance to inform coordinated prevention
activities confidentially.
National ongoing injury surveillance systems should be established or strengthened.
Assessments should include physical dangers and injuries, beyond a general number of injured
persons.
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•
•
•

Data should be disaggregated by age, gender and disability.
Take an ‘all hazards’ approach when designing assessment framework and consider natural hazards
alongside manmade hazards.
Injury specialists should come together at the global level to rectify deficiencies in the reporting of
injuries across emergencies in WHO member states. Health statistics and information systems should
better capture information and reflect the balance between the emergency (i.e. flooding) and the
type of injury (i.e. drowning); inform better policymaking, especially in DRR.

‘The time to teach is before’! Disaster Risk Reduction (DRR) is critical to reducing the physical risks that
children face in emergencies, and emergency preparedness can ensure that families are ready for emergencies
lessening the impact of emergencies and injuries once they have happened. They build resilience and natural
coping mechanisms. More emphasis should be placed and resources allocated to DRR and preparedness
•
•

Use learning on how children were injured in previous emergencies to inform ongoing or future DRR
and preparedness.
Efforts should focus on developing practical risk reduction life-skills as well as raising awareness; there
should be greater emphasis on translating knowledge into life-skills that help prevent injury.

Dangers and injuries affect children differently depending on age, gender, socioeconomic status, disability,
family structure and ethnicity, among others. Certain groups are more at risk to specific injuries in specific
contexts e.g. young children to drowning, adolescents to road collisions, girls to burns and boys to falls and
road collisions. Response services for children with disabilities are often not available, inadequate or not age
appropriate.
•
•
•

•

•

Effective responses need to understand these differences and target preventative efforts and
responses at different groups of children.
Ensure children with disabilities are consulted, provided with information, are supported to access
services including education psychosocial services and child friendly spaces, and water and sanitation.
Invest in specialist psychosocial services where the level of serious injury and newly acquired
disabilities are high and children will require specialised support to recover from life changing
impairments.
Consider pairing Physical Rehabilitation Specialists (such as a Physiotherapists or an Occupational
Therapists) with Psychosocial Workers/Counsellors or Psychologists to develop multidisciplinary care
plans and teams for children who are seriously injured.
Further research is needed on the impact of newly acquired disabilities on children in emergencies.

For child protection practitioners
Dangers and injuries are closely related to a variety of other child protection concerns. Specific groups of
children face increased physical dangers when they are affected by issues such as child labour, association with
armed forces and armed groups, separation from family and caregivers, disability and impairment, and contact
with the justice system. Where dangers and injuries have been included in child protection assessments,
communities have consistently identified them as a major concern in post-emergency contexts.
Child protection assessments (both rapid and longer-term) must include physical dangers and injuries and
disaggregate data collection by age, gender and disability as a minimum.
•
•
•

Develop an evidence base for how best to assess dangers and injuries in emergencies.
Child protection interventions set up to respond to child protection issues must mainstream activities
to address and reduce the impact of physical dangers on vulnerable groups of children.
General safety messages should be mainstreamed into awareness raising efforts based on findings of
assessment of the key concerns.
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•
•
•

•

Children who have been seriously injured or are disabled should be supported as a priority at-risk
group.
Practical safety measures will need to be provided for many children who are involved in risk-taking
behaviour.
Focus coordination with others on data and assessment, advocacy and awareness and support and
referrals for individuals. Share information amongst partners on dangers and injuries and encourage
duty-bearers to increase their own awareness and safety measures they can take.
Keep preventative programmes in emergencies simple and easy to implement, local and costeffective. Beware of over-burdened child protection teams and other actors.

It is important to understand the pre-emergency context of dangers and injuries in a country affected by an
emergency. Emergencies can exacerbate pre-existing dangers, create new risks and change people’s behaviour
and knowledge in any given situation. Non-emergency contexts have developed a body of evidence on tested
and evaluated injury prevention strategies. Although many have not been related to humanitarian contexts
the potential for innovation and linkages is evident.
•
•
•

Identify the main physical dangers and injuries present before an emergency. Use globally and
nationally available statistics and injury surveys, where available.
Identify who in particular they affect (age, gender, disability).
Identify any key research into dangers, injuries and prevention strategies that have taken place in
country, consult with colleagues in the development sector.

Children, their parents and community members are best placed to identify hazards, risks and dangers, as well
as injured and disabled children, and they should be central to efforts to address them.
Assess communities (including children and parents) capacities after an emergency to be involved in a
range of prevention and response activities.
• Involve children and young people in assessment and risk mapping as a basis for action through child
protection activities.
• Involve youth in preventative and safety initiatives, not only does it encourage ownership,
effectiveness and sustainability, it can also complement other objectives such as peace building and
violence prevention.
• Engage local leaders and local authorities to identify and address key safety and childcare issues that
are their responsibility.
• Encourage children, parents and community groups to develop self-help action plans to address
issues.
Child protection actors implementing CFS need to:
• Ensure adequate expertise and resources when building CFS, including siting, structural integrity and
budgetary allocation for maintenance for the duration of the CFS’s lifetime.
• Ensure adequate staffing and supervision for the number of children present.
•

For donors
•

•
•

Increase funding for MRE programming, safety messaging and age appropriate services for child
victims of indiscriminate weapons of war. Include significant resource commitments for the
rehabilitation and support of children left disabled during war.
Ensure adequate child protection funding during emergency responses; ensure budgets are flexible
enough to allow for the support of community-driven responses to dangers and injuries.
Support sufficient human resource capacity, in terms of developing understanding and knowledge
among key stakeholders, and ensuring appropriate workloads across service and response delivery,
which enables all humanitarians to play a role in identifying, preventing and responding dangers and
injuries in humanitarian contexts.
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•

•

Ensure sufficient budgets and advocate for safe development of infrastructure and facilities include
allocations for safe design, siting, building practices (including disability friendly access) and
maintenance.
Use emergencies to build back better and locate schools and other services away from main roads,
rivers, the coast, among others.
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