
 

 

 

 

 

 

 

 

 

 

 

[1]STANDARD 7 

Dangers and injuries 

[2]This standard refers to the physical dangers present during and after humanitarian crises, which 
cause death, injury, and disability in children. [3]Unintentional injuries are those sustained from 
events such as road traffic collisions or burns from house fires or cooking. [4]There are also dangers 
and injuries which although stem from intentional violence the victimology is often indiscriminate, 
and poses significant risk beyond the intended target. [5]These are classified as unintentional and 
can include the use of explosive weapons in populated areas, victim-activated explosives from 
landmines, explosive remnants of war (ERW) or improvised explosive devices (IEDs). (See Guidance 
Note 7.1) 

 

[6]Intentional injuries, which stem from violence and self-harm, are not covered in this standard and 
more information can be found in standards 6, 8, 9 and 11.      

[7]Unintentional injury accounts for over 25% of deaths amongst boys and girls age 5 to 14 and are 
also the leading cause of death and disability among adolescent’s age 15–19-year olds. [8]For every 
child killed by unintentional injury, many more are admitted to hospital or permanently impaired 
because of injury.  

[9]The nature of injury varies considerably according to age, gender, disability, location, 
socioeconomic status, and hazard. [10]In humanitarian crises, everyday hazards and risks present 
before an emergency may be magnified, new hazards and risks may arise, and displacement can 
expose children in unfamiliar surroundings where they may be unaware of the physical dangers, or 
unable to avoid them.  
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[11]Children with existing impairments can be at greater risk of physical injury during humanitarian 
crises.[12]If newly acquired injuries are not treated quickly and appropriately, it is more likely 
children will suffer long-term consequences or die. [13]Children who have been injured and impaired 
have different psychosocial support, physical and functional rehabilitation needs to adults, and in 
situations where resources are limited, they are less likely to receive age-appropriate assistance. 

 

Standard 

[14]Girls and boys are protected against harm, injury and impairment caused by physical dangers in 

their environment, and the physical and psychosocial needs of children with injuries are responded 

to in a timely and efficient way. 

Key actions  

 

PREPAREDNESS 

7.1. [15]Identify and analyse existing and potential physical dangers for children. Integrate results 
into child protection information management tools.  

7.2. [16]Map the initiatives and formal and non-formal services which protect children from and 
respond to physical dangers. 

7.3. [17]Use learning about how and where children were injured in previous humanitarian 
contexts to inform preparedness and Disaster Risk Reduction (DRR) efforts. 

7.4. [18]Mainstream physical dangers into training and information sharing opportunities for actors 
within relevant services and referral mechanisms, including local authorities, social workers, 
law enforcement, and civil protection services, etc.  

7.5. [19]Develop practical community-based strategies to mitigate risks which can be integrated 
into preparedness.  

7.6. [20]Advocate for risk reduction in formal and non-formal education curriculum. 
7.7. [21]Identify and train children, parents/caregivers and community members including 

adolescent and community forums, on risk reduction and safety measures, first aid and life-
saving techniques to prevent injuries during humanitarian crisis.  

7.8. 22]Establish data sharing protocols with health service providers. 

 

RESPONSE 

7.9. [23]Collect information on recent/current physical dangers to children in collaboration with 
other sector actors and identify which children are killed or injured, by what, when, where 
and under which circumstances.  

7.10. [24]Include children’s views when collecting information and developing strategies and risk 
education messages. 

7.11. [25]Promote supervision and safety through community spaces, schools, playgrounds and 
recreation areas for all children and adolescents. [26]Make sure children’s safety to and from 
activities is promoted, and they are planned, constructed and maintained to protect children's 
physical safety. 

7.12. [27]Reach children and caregivers at greater risk of injury with targeted safety messaging and 
interventions to reduce related risk-taking behaviour (see guidance note 4). 



 

 

7.13. [28]Make sure procedures and updated service mappings support case management and 
referral of children who are seriously injured or impaired. [29]Work closely with health actors 
and support case management in health facilities (see Standard 15). 

7.14. [30]Make sure children and their families who have been seriously injured or impaired have 
access to mental health and psychosocial support; (see Standard 10). 

7.15. [31]Promote safe home environments when working to strengthen families, where possible 
provide environmental modifications; (see Standard 16). 

7.16. [32]Share information on the priority issues that affect children’s physical safety, and advocate 
for increased safety of children amongst humanitarian actors and other important stakeholders 
(Link to Standard 3).  

7.17. [33]Make sure that child-related risks and the physical safety of children is promoted in the 
design, construction, and management of camps and other shelter responses; water and 
sanitation interventions; food security assistance and the construction of schools and other 
community buildings (see Standard 24, 25, 26). 

7.18. [34]Advocate for clearing landmines, ERW and IEDs to be a priority in places and routes which 
children use often, (e.g. schools, hospitals, water points etc.), or depending on contamination 
levels change their location. [35]Ensure access to victim assistance programmes, and carry out 
mine/ERW/IED risk education for at-risk communities. 

7.19. [36]Promote safe and accessible methods of transportation on land and water for children. 
Vehicles and vessels should be well maintained and have appropriate safety equipment.  

Measurement 

INDICATOR TARGET NOTES 

7.1 [37]Identification of the physical 
dangers for children which cause 
unintentional injury  

Yes/No  [38]
Data collection processes including 

through consultation, assessment and 
ongoing systematic data collection with 
national and local actors. Disaggregation 
should include age, gender and disability 
as a minimum, and where possible include 
cause of death (e.g. hazard), behaviour (at 
the time) and location

 

7.2 [39]Have the top physical dangers 
for children been considered in 
humanitarian response plans? 

Yes/No [40]
Can be reflected at level coordinated 

responses, organisational responses and 
community-based responses.  

7.3 [41]Messaging/campaigns in 
affected communities include 
measures to mitigate top physical 
dangers for children  

100%  

7.4 [42]a) % children who report newly 
acquired injuries or impairments 
receive timely medical care  

 
44]b) % children who report newly 
acquired impairments receive timely 
rehabilitation and MHPSS support  

100%  
 
 
 
 
100% 

[43]
'Timely' needs to be determined in 

country and according to local context and 
hazards or injury in particular for instance 
some injuries will need ‘timely’ to reflect 
instantaneous medical treatment e.g. 
drowning, burns or snake bite. Others may 
be in rural contexts with longer wait times 
etc.     

7.5 [45]Reduction in the total number of 
children affected by unintentional 

Percentage 
or number 

46]
Data collection processes and injury 

surveillance need to be in place which 



 

 

injuries  decrease 
over … 
time 

identify the cause of injury. Identifying 
causes related to explosive weapons is 
mandatory under international law. Over 
which period of time to be determined in 
country. Disaggregation should include 
age, gender and disability and cause of 
death (e.g. hazard) as a minimum, and 
where possible include location and 
behaviour at time of injury.  

7.6 [47]% of persons/children surveyed 
can describe ways to mitigate risks 
to commonly identified physical 
dangers for children 

80%  [48]
Disaggregation should include age, 

gender and disability as a minimum, and 
where possible include cause of death (e.g. 
hazard), location and behaviour at time of 
injury 

7.7 [49]a) % children who report newly 
acquired permanent impairments 
from unintentional injury receive 
child protection case management 
services to support recovery 
 
[50]b) % children who report newly 
acquired permanent impairments 
from unintentional injury report 
satisfaction with service provision 

80%  
 
 
 
 
 
 
 
 
90% 

 

7.8 [51]% of affected communities that 
have safe and accessible 
spaces/schools for children which 
integrate risk education 

100% [52]
Space or school indicates  

7.9 [53]% of children report an 
increased sense of physical safety.  

100%  

 

Guidance notes  

1. Physical dangers and hazards: 

[54]Unintentional injuries may include drowning (ponds, rivers, lakes, ocean, wells, domestic water 
tanks, pit latrines, pits and holes); falling (play equipment, cliffs, trees, pits, trenches, buildings and 
structures); burns (fire, cooking oil, boiling water or hot food, electrocution); road traffic; wild animals 
(snake, insect, other animal bites); accidental poisoning (cleaning agents, medicines , chemicals); sharp 
objects (knives, barbed wire, glass, vegetation); or exposure to garbage containing infectious waste, 
etc. [55]In disaster zones, hazards can include damaged infrastructure (roofs and walls collapsing, 
exposed electrical and barbed wire, rubble) and drowning (floods, landslides). [56]In conflict affected 
areas, danger can result from the use of explosive weapons contamination by explosive remnants of 
war (for example, landmines, ERW,  IEDs, unexploded and abandoned cluster munitions, mortars, 
shells, grenades, cartridges, ammunition and so on), chemical weapons, collapsed infrastructure, being 
caught in crossfire and the widespread availability of guns and other weapons.  

2. The role of child protection actors and others: 



 

 

[57]Where children are consulted during humanitarian crisis, they consistently identify physical 
dangers as a priority concern. [58]To prevent them being overlooked during humanitarian action, 
child protection actors must play a key role in integrating children’s physical safety through their 
child protection efforts and work with communities through the key actions listed above. [59]Other 
sectors such as health, camp management, education and shelter must also play a key role. [60]Child 
protection actors should feed in and support the development of cross sectoral interventions to 
prevent and reduce the impact of childhood injuries and impairments.  

3. Data collection (See standard 5): 

[61]Data collection can happen in a variety of ways, including through integrating current physical 
dangers into humanitarian assessments and mapping, case management information systems, child 
protection monitoring or complaint mechanisms etc., engaging children and communities in the 
identification of physical dangers, and ongoing and systematic surveillance. [62]Best practice includes 
establishing or strengthening injury surveillance systems which can provide disaggregated data in a 
comprehensive and ongoing manner. [63]Working closely with the health sector to develop an 
epidemiological approach can be the basis of establishing proper injury prevention policy and 
programming. [64]Where injury surveillance is not possible, data should be updated regularly though 
surveys. 

[65]Data should be disaggregated by age, gender, disability, cause of injury/death, location, and 
ideally by type of behaviour. [66]Collect data on the number of new incidents of injury and in which 
circumstances children are injured. Identifying data about the behaviour/activity of the child (e.g. 
walking to school, playing etc.) at the time of the incident helps tailor risk education messages.  

[67]Health facilities, camp management, community workers or mechanisms, local authorities (social 
workers, local police etc.), Mine Action Information Management Systems, ICRC, media houses, 
organizations involved in physical rehabilitation, civil registration authorities, and UNDSS/other 
security officers can be important sources of information on physical dangers and injuries. [68]It is 
important for child protection actors to promote civil registration services, including the local 
authority body legally responsible for registering and certifying deaths and producing disaggregated 
death data. 

[69]In accordance with the Convention on the Rights of the Child and the UN Convention on the 
Rights of Persons with Disabilities, the Washington Group/UNICEF Module on Child Functioning 
(2016) provides a standard way of assessing the prevalence of functional difficulties among children, 
and monitoring their participation in services. [70] In addition, and as an obligation under the Mine 
Ban Treaty, and the Convention on Cluster Munitions, questions should be added to identify 
mine/ERW survivors amongst the broader group of children. 

[71]Because children’s view of danger often varies greatly from those of adults, assessments must 
involve children of different genders, ages and disabilities.  

4. At-risk groups: 

[72]Specific groups of children face increased risk to 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, living and working on the streets, or being a child headed 
household.  

[73]In general, rates of injury, mortality and morbidity gradually increase as children get older. 
[74]However, some injuries disproportionately affect younger children who are more exposed to 
injury risks when left unsupervised. [75] For example, rates of drowning are more than twice as high 
in children aged 1-4 years than children aged 5-9 years.  

[76]Adolescents are a key group who exhibit risk-taking behaviour. [77]Rates of injury are higher in 
boys than girls in every age-group, and this disparity increases significantly as children get older and 



 

 

boys are expected to play a greater role outside the home, often engaged in more dangerous 
economic activities. [78]However, there are instances where girls are at greater risk, such as being 
injured or killed by fire due to their engagement in domestic activities.        

[79]Children with intellectual, sensory or psychosocial disabilities are likely to be at particular risk of 
injury. As well as being at greater risk of abuse and neglect, they may be less aware and informed of 
the risks/hazards around them, and children with physical disabilities may have less mobility with 
which to protect themselves from danger.  

5. Community activities: 

[80]Injury prevention requires counteracting negative and strengthening positive social norms which 
promote children’s safety. [81]Embedding programmes within existing community-based protection 
activities and mechanisms may increase the likelihood of uptake. [82]Activities should be planned 
and targeted based on data collected during humanitarian crisis.  

[83]Involving children and adolescents including children with disabilities as leaders in designing and 

implementing these activities builds their self-esteem and gives them a sense of control in these 

situations of insecurity (see Standards 3 and 16). [84]Peer to peer education can help children share 

knowledge of safety and risks through age appropriate ways children best understand e.g. radio, role 

plays, street theatre, etc. [85]Build on child led initiatives and projects identified in the data 

collection process and discussions with children. 

6. Education: 

[86] If children can safely access education and learning, their very attendance will act as an obstacle 

to many injury risks. Enhancing the accessibility of schools can have a direct protection outcome, as 

accessible schools have less risks and are easier to evacuate). [87]In addition, schools and after-

school activities provide opportunities to discuss and share self-protection information with a large 

number of children. [88]Risk education and information activities can be most effective if designed 

and delivered by children and adolescents themselves. [89]Developing dedicated methods to reach 

out-of-school children and adolescents, those who attend informal schools or learning, religious 

schools, or schools for children with disabilities with risk education. [90]The need to reach these 

children poses a serious challenge, as they are often more at risk than those who go to formal 

schools (see Standards 3 and 20). 

 

7.  Victim assistance including survivor assistance: 

[91]Key elements of ‘victim assistance’, which includes ‘survivor assistance’ alongside family and 

community assistance, and must be age, gender and disability appropriate, include: 

• Emergency and continued medical care (See standard 21 Health and CP), including efforts to 

prevent loss of life and impairments due to provision of first aid and access to other life-

saving treatment. 

• Access to information (verbal or written) and active participation in processes affecting them 

• Physical and functional rehabilitation (including ortho-prosthetic services) 

• Psychosocial and mental health support (See standard 10 MHPSS) 

• Legal support  

• Economic inclusion (including the right to work and employment, and the right to an 



 

 

adequate standard of living) (See standard 19 Economic recovery and CP) 

• Educational inclusion and accessible education (See standard 20 Education and CP) 

• Social inclusion (including rights to involvement, accessibility, education and cultural life and 

sports) 

• Support with follow up visits, childcare and supervision of young children for caregivers who 

have been seriously injured and have a permanent impairment  

• Ensuring buildings and community spaces are available and accessible for people with 

disabilities, for instance making safe buildings which are constructed and use ramps and rails 

for access and safety 

• Support to obtain legal death certificates in order to access available assistance 
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