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ABSTRACT

Approximately two-thirds of all deaths among children and adolescents aged five to 19 years result from injury-
related causes: motor-vehicle crashes, all other unintentional injuries, homicide, and suicide. Schools have a respon-
sibility to prevent injuries from occurring on school property and at school-sponsored events. In addition, schools
can teach students the skills needed to promote safety and prevent unintentional injuries, violence, and suicide
while at home, at work, at play, in the community, and throughout their lives. The school health recommendations
for preventing unintentional injury, violence, and suicide summarized here were developed by the Centers for Dis-
ease Control and Prevention [CDC] in collaboration with experts from universities and from national, federal,
state, local, and voluntary agencies and organizations. They are based on an in-depth review of research, theory,
and current practice in unintentional injury, violence, and suicide prevention; health education; and public health.
The guidelines include recommendations related to the following eight aspects of school health efforts to prevent
unintentional injury, violence, and suicide: a social environment that promotes safety; a safe physical environment;
health education curricula and instruction; safe physical education, sports and recreational activities; health, coun-
seling, psychological, and social services for students; appropriate crisis and emergency response; involvement of
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families and communities; and staff development.

BACKGROUND

Approximately two-thirds of all deaths
among children and adolescents aged five
to 19 years result from injury-related causes:
motor vehicle occupants and pedestrians
(32%), all other unintentional injuries
(14%), homicide (13%), and suicide (10%)
(CDC, 2000). Between 10% and 25% of
child and adolescent injuries occur on
school property (Passamore et al., 1989;
Rivara et al., 1989; Scheidt et al., 1995;
Danseco et al., 2000). Schools have a respon-
sibility to prevent injuries from occurring
on school property and at school-sponsored
events. In addition, schools can teach stu-

dents the skills needed to promote safety
and prevent unintentional injuries, vio-
lence, and suicide while at home, at work,
at play, and in the community, and through-
out their lives. These guidelines are designed
to be part of a coordinated school health
program, which is “an integrated set of
planned, sequential, and school-affiliated
strategies, activities, and services designed
to promote the optimal physical, emotional,
social, and educational development of
students. A coordinated school health
program involves and is supportive of fami-
lies and is determined by the local commu-
nity based on community needs, resources,
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standards, and requirements” (Allensworth
etal., 1997). Coordinated school health pro-
grams can improve the health, safety, and
educational prospects of students (Cauce et
al., 1987; Perry et al., 1992; Kolbe, 1993;
McGinnis, 1993; Kalnins et al., 1994;
Allensworth et al., 1997; Hawkins et al.,
1999; McLellan et al., 1999; St. Leger, 1999).

The guidelines summarized here were
published in full in December, 2001 in
MMWR Recommendations and Reports
(CDC,2001). The full report includes strat-
egies for implementing the recommenda-
tions listed here, addressing unintentional
injury, violence, and suicide prevention for
students in pre-kindergarten through 12*
grade. These guidelines are one in a series
from the Centers for Disease Control and
Prevention that provide guidance for school
efforts to promote healthy and safe behav-
iors among children and adolescents (CDC,
1988; CDC, 1994; CDC, 1996; CDC, 1997).

METHODS

CDC reviewed published literature
(peer-reviewed journal articles, books, pri-
vate and government reports, and web sites)
to identify more than 200 strategies that
schools could implement to prevent unin-
tentional injuries, violence, and suicide. Few
strategies had been subjected to scientific
evaluation, and thus an expert consensus
approach was used to generate these guide-
lines. CDC convened a panel of 17 experts
in unintentional injury, violence, and sui-
cide prevention, school health, and mental
health services. The panel employed a two-
round Delphi technique (Linstone & Turoff,
1975; Green & Kreuter, 1991) to reach a
group decision about which recommenda-
tions to include in this report. The first-
round questionnaire listed the 200 identi-
fied strategies, organized by coordinated
school health program components. The
panelists rated the extent to which evidence
existed to support each strategy, the effec-
tiveness of each strategy, and the feasibility
for schools to implement each strategy. Pan-
elists considered these ratings to arrive at a
priority score for each strategy.

The second-round questionnaire listed
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the strategies that received the highest pri-
ority scores within each coordinated school
health program component. Panelists con-
sidered the group results and their indi-
vidual scoring on the first-round question-
naire to decide how to rank the strategies.
Panelists ranked strategies within each com-
ponent rather than across all strategies to
ensure that all components of a coordinated
school health program were addressed.

The panelists received the results of the
second-round questionnaire in advance of
a meeting of the panel in December, 1999.
At the meeting, the panel received the re-
sulting outline for the guidelines in this re-
port. They reached consensus about
whether any strategies that were not in-
cluded in the outline should be included
and whether there were strategies that
should be removed from the outline.

In January, 2001, national nongov-
ernmental organizations representing state
and local policy makers, educators, parents,
and experts in unintentional injury, vio-
lence, and suicide prevention, 14 other
federal agencies involved in unintentional
injury, violence, and suicide prevention, and
five representatives of state and local agen-
cies reviewed a draft version of the guide-
lines. The guidelines were revised based on
their review.

SCHOOL HEALTH RECOMMENDA-
TIONS TO PREVENT UNINTENTIONAL
INJURIES, VIOLENCE, AND SUICIDE

The guidelines presented here address
eight topics derived from the coordinated
school health program model: a social en-
vironment that promotes safety; a safe
physical environment; health education
curricula and instruction; safe physical edu-
cation, sports, and recreational activities;
health, counseling, psychological, and so-
cial services; appropriate responses to cri-
ses; involvement of families and communi-
ties; and staff development. The guidelines
represent the state-of-the-science in school-
based unintentional injury, violence, and
suicide prevention. However, every recom-
mendation is not appropriate or feasible for
every school to implement, nor should any
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school be expected to implement all the rec-
ommendations. Schools should determine
which recommendations have the greatest
priority based on their own needs and avail-
able resources.

Establish a social environment that
promotes safety and prevents uninten-
tional injuries, violence, and suicide. The
social environment of a school encompasses
the climate as well as the formal and infor-
mal policies, norms, and other mechanisms
through which students, faculty, and staff
members interact daily. A social environ-
ment can promote safety or contribute to
increased risk of unintentional injuries,
violence, and suicide (Laflamme & Menckel,
2001). To promote safety and prevention,
schools can implement the following
principles:

* Ensure high academic standards and pro-
vide faculty, staff members, and students with
the support and administrative leadership to
promote the academic success, health, and
safety of all students.

+ Encourage students’ feelings of connect-
edness to school.

* Designate a person with responsibility for
coordinating safety activities.

+ Establish a climate that demonstrates re-
spect, support, and caring, and that does not
tolerate harassment or bullying.

* Develop and implement written policies
on unintentional injury, violence, and suicide
prevention.

+ Infuse unintentional injury, violence, and
suicide prevention into multiple school ac-
tivities and classes.

+ Establish unambiguous disciplinary poli-
cies; communicate these policies to students,
faculty, staff members, and families; and
implement the policies consistently.

* Assess unintentional injury, violence, and
suicide prevention strategies and policies at
regular intervals.

Provide a physical environment, inside
and outside school buildings, that pro-
motes safety and prevents unintentional
injuries and violence. The physical environ-
ment of a school (including walkways and
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grounds, playgrounds, sports fields, park-
ing lots, driveways, school vehicles, gymna-
siums, classrooms, shop and vocational
education classrooms, cafeterias, corridors,
and bathrooms, as well as other places in
which students engage in school activities)
and the equipment used there can affect
unintentional injuries and violence.
Approximately four million children and
adolescents are injured at school each year
(Danseco et al., 2000). By implementing
the following strategies, schools can ensure
that the physical environment helps to pre-
vent unintentional injuries and violence.

+ Conduct regular safety and hazard assess-
ments.

+ Maintain structures, playground and
other equipment, school vehicles, and physi-
cal grounds; make repairs immediately after
hazards have been identified.

* Actively supervise all student activities.

+ Ensure that the school environment, in-
cluding school buses, is free from weapons.

Implement health and safety education
curricula and instruction that help stu-
dents develop the knowledge, attitudes,
behavioral skills, and confidence needed to
adopt and maintain safe lifestyles and to
advocate for health and safety. Health
education curricula and instruction can be
an important component of school efforts
to prevent unintentional injuries, violence,
and suicide. In 2000, 75% of schools re-
quired students to receive instruction on
preventing unintentional injury; 80% re-
quired instruction on preventing violence;
and 40% required instruction on suicide
prevention (CDC School Health Policies
and Programs Study, unpublished data,
2000). To improve health education around
unintentional injury, violence, and suicide
prevention, schools can implement the fol-
lowing principles:

+ Choose prevention programs and cur-
ricula that are grounded in theory or have
scientific evidence of effectiveness.

+ Implement curricula consistent with na-
tional and state health education standards.

+ Use active learning strategies, interactive

teaching methods, and proactive classroom
management to encourage student involve-
ment in learning.

* Provide adequate staffing and resources
including budget, facilities, staff development,
and class time to unintentional injury and
violence prevention education.

Provide safe physical education and ex-
tracurricular physical activity programs.
Physical education and extracurricular
physical activity programs offer many op-
portunities to teach the skills needed to fa-
cilitate lifelong safe participation in physi-
cal activity. Physical activity programs also
can be positive alternatives to risky behav-
iors. However, along with increased partici-
pation in physical activity comes an in-
creased risk of physical activity-related
injury (Gilchrist et al. 2000). To improve the
safety of their physical education and other
physical activity programs, schools can:

* Develop, teach, implement, and enforce
safety rules.

* Promote unintentional injury prevention
and nonviolence through physical education
and physical activity program participation.

+ Ensure that spaces and facilities for physi-
cal activity meet or exceed recommended
safety standards for design, installation, and
maintenance.

* Hire physical education teachers, coaches,
and other physical activity program staff
members who are trained in injury preven-
tion, first aid, and CPR and provide them with
ongoing staff development.

Provide health, counseling, psychologi-
cal, and social services to meet the physi-
cal, mental, emotional, and social health
needs of students. Students’ risk for unin-
tentional injuries, violence, and suicide is
affected by their physical, mental, emo-
tional, and social health status. Unfortu-
nately, only a small percentage of children
in the United States receive the mental
health treatment they need, with schools
serving as primary providers of these ser-
vices (U.S. Department of Health and Hu-
man Services, 1999). To better address stu-
dents’ physical, mental, emotional, and
social health needs, schools can:
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* Coordinate school-based counseling,
psychological, social, and health services; and
the educational curriculum.

* Establish strong links with community
resources and identify providers to bring ser-
vices into the schools.

+ Identify and provide assistance to stu-
dents who have been seriously injured, who
have witnessed violence, who have been the
victims of violence or harassment, and who
are being victimized or harassed.

+ Assess the extent to which injuries occur
on school property.

* Develop and implement emergency plans
for assessing, managing, and referring injured
students and staff members to appropriate
levels of care.

Establish mechanisms for short- and
long-term responses to crises, disasters, and
injuries that affect the school community.
Schools need to be responsive to a wide va-
riety of crises and disasters that may affect
the school community. These might in-
clude, for example, environmental disasters
(e.g., fires, floods, tornadoes, blizzards, and
earthquakes); death or serious injury of a
student or staff member in a car or bus
crash, suicide, or a violent event at school;
a suicide attempt; terrorism; hazardous
chemical spills; explosions; and mass illness
or injury. School plans can be comprehen-
sive, addressing response needs for multiple
types of crises, disasters, and emergencies.
To establish comprehensive mechanisms for
addressing crises, schools can:

+ Establish a written plan for responding
to crises, disasters, and associated injuries.

* Prepare to implement the school’s plan
in the event of a crisis.

* Have short-term responses and services
established after a crisis.

* Have long-term responses and services
established after a crisis.

Integrate school, family, and commu-
nity efforts to prevent unintentional inju-
ries, violence, and suicide. Schools cannot
prevent unintentional injuries, violence,
and suicide in isolation from the commu-
nities and families they serve. When parents
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are involved in school, violent and anti-
social behavior decreases (National PTA
1997). To integrate school, family, and com-
munity efforts, schools can:

+ Involve parents, students, and other fam-
ily members in all aspects of school life, in-
cluding planning and implementing pro-
grams and policies.

* Educate, support, and involve family
members in child and adolescent uninten-
tional injury, violence, and suicide prevention.

* Coordinate school and community
services.

For all school personnel, provide regu-
lar staff development opportunities that
impart the knowledge, skills, and confi-
dence to promote safety effectively and to
prevent unintentional injuries, violence,
and suicide, and support students in their
efforts to do the same. Trained staff mem-
bers are essential to implementing a coor-
dinated school program to prevent unin-
tentional injuries, violence, and suicide.
Staff members who understand how to pre-
vent unintentional injury, violence, and sui-
cide for students, and for themselves, can
transmit this information to students.
Adults in the school can role model
prosocial and safe behaviors (e.g., coaches
can treat students respectfully; custodial
staff members can model safe use and
storage of caustic chemicals; bus drivers
can wear seat belts; and industrial arts
teachers can use eye protection and other
safety equipment). To promote safety and
prevention, schools can implement the fol-
lowing principles:

+ Ensure that staff members are knowl-
edgeable about unintentional injury, violence,
and suicide prevention and have the skills
needed to prevent injuries and violence.

* Train and support all personnel to be
positive role models for safe lifestyles.

CONCLUSIONS

To ensure a safe and healthy future for
our students, school-based programs to
prevent unintentional injury, violence, and
suicide should become a national priority.
These programs could be part of coordi-
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nated school health programs and reach
students from preschool through second-
ary school. School leaders, community lead-
ers,and families can commit to implement-
ing and sustaining unintentional injury,
violence, and suicide prevention within the
schools. The CDC School Health Guidelines
to Prevent Unintentional Injuries and Vio-
lence provide the framework for establish-
ing such schoolwide strategies. By adopt-
ing these guidelines, schools can help ensure
that all school-age youth attain their full
educational potential and good health.
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Adding 1o its array of injury data rescurces, CDC's Injury Center has released
a new Interactive mapping system—Injury Maps. Injury Maps |z an onling,
ilaraciiva varsion of iha Injury Cenler's Siabte Injury Profiles, The sysiem halps you
mdenfify and communicate tha impact of injury deaths in your county, siate, region,
o thie entire LUndled States, Injury Maps provides (he geographic distribsulisn of
imjury-related maortality rates in the U.S. and allows you fo use the mortality rate to
form maps. You can creabe and print county-leval and state-leval maps of age-
adjusted injury mortality rates for the entire U.5. as well as individual siates.

hittp iwww, cdc.govinoipec/imaps

WISOARS" WISQARST NCIPC's ready statistical rescource—has expandad to includa
data about noenfatal Injurles. The database syatem now allows you to creale
\'—'! = siafistical reporis aboul nonfalal injuries treated in LS. hospilal emergancy

depariments. WISOARS Monfatal provides data from the National Electrondc Injury
Survalllance System-All Injury Program (MEISS-AIP). The NEISS-AIP dala inform
anyone interestad i injury prevention about what types of nonfatal injuries occur

in the W35, hospital emergency departments, how common they are, who they
affect, and what causes them

hitp:/wemw cdc.govincipciwisgars

« G

The Children’s Safety Network: A Resource for Child and Adolescent Injury and Violence Prevention

The Children’s Safety Network (CSN) is a network of resource centers funded by HRSA’s Maternal and Child Health
Bureau to support MCH and other public health professionals

The CSN National Injury and Violence Prevention Resource Center serves as the lead center for the network, addressing all
aspects of child and adolescent injury and violence prevention. CSN has the staff, resources, expertise, and contacts to provide public health
professionals basic information and technical assistance on any injury and violence prevention topic.

Main Office:

Education Dev. Center, Inc.
55 Chapel Street

Newton, MA 02458

(617) 969-7100 x2722
csh@edc.org

CSN assists with:
« Identifying, analyzing, and using injury and violence data to target key problems
* Integrating injury prevention into existing public health programs
» Providing training and technical assistance
Examples of CSN assistance:
» Located funding for training multidisciplinary state injury prevention teams
» Met with a health department task force to develop a statewide suicide prevention plan
» Conducted a workshop for MCH practitioners on the relationship between child abuse
and intimate partner violence

Visit our Website!
www.ChildrensSafetyNetwork.org
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