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General practitioners' attitudes to child injury
prevention in the UK: a national postal
questionnaire
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Abstract
Objective-To survey the level of interest
and involvement in child injury preven-
tion among general practitioners and
their practice teams, and to identify fac-
tors associated with current interest.

Design-Postal survey ofa random sam-
ple of United Kingdom (UK) medical
practitioners.

Setting-Medical practices throughout
the UK.

Subjects-957 general practitioners (50%
of the total sample) who responded to the
survey questionnaire.
Outcomes-Answer to questions about
role in injury prevention.
Results-Despite a response rate of only
50%, this study is the largest to examine
the role of general practitioners in child
injury prevention. Seven hundred and
twenty five (77%) of the respondents con-
sidered injury prevention to be part ofthe
general practitioner's role, but only 260
(28%) felt that they did enough in this
area. Time was cited as the most
significant limiting factor. Women doc-
tors, rural practitioners, members of the
Royal College of General Practitioners,
and doctors with previous personal
experience of serious accidents all had
more positive attitudes to injury preven-
tion as a routine part of their activities
(p < 0-05). Practices providing first aid
training for staff were also associated
with an interest in injury prevention. The
most appropriate times for offering
prevention advice were thought to be
during child health surveillance clinics
and during treatment of an accident.

Conclusions-Awareness about injury
prevention opportunities might be im-
proved by emphasising the roles of indi-
vidual team members and by better ad-
dressing the training needs of the whole
team.
(Injury Prevention 1995; 1: 164-168)

Keywords: postal survey, attitudes, reported
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Unintentional injuries are the leading cause of
death in childhood and adolescence in the
United Kingdom (UK). A recent white paper,
Health of the Nation,' proposes that the preven-

tion of accidents should be one of the five key
areas to be improved over the next 10 years.
The aim is to cut deaths from accidents sub-
stantially, particularly among children and the
elderly. The document suggests that general
practitioners (GPs) and their supporting teams
should use consultation time to give safety
advice. A variety of professionals, including
health visitors and community nurses, form the
nuclear primary health care team (PHCT).'
The government also bases its strategy on

better coordination of the agencies involved;
the promotion of injuries as a public health
issue; better information; and specific actions
related to different types of accidents and
related to vulnerable groups. Another recent
report, that of the National Association of
Health Authorities and the Royal Society for
the Prevention of Accidents, Action on
Accidents,3 could form the basis for developing
local, regional, and national strategies in this
aspect of prevention. To improve primary care
the government's programme4 also emphasises
that the GP will be expected to take an in-
creased role in health promotion. In support of
this expectation the 1990 GP contract' recog-
nised that health promotion and disease
prevention are integral parts of the services
provided by a family doctor. The Health of the
Nation Key Area Handbook also suggests that
specific accident prevention activities are the
responsibility of primary care teams.6 Finally,
recent work from America suggests that injury
prevention counselling can easily be incor-
porated into primary care paediatric settings.7
In the UK the role of the GP in injury
prevention and trauma management has been
poorly defined.8'-0 With this in mind, we aimed
to investigate the current level of interest and
involvement in injury prevention among a
representative national sample of general prac-
titioners. A second aim was to examine
attitudes towards injury prevention in primary
care and identify factors associated with
interest.

Subjects and methods
A pilot survey of a questionnaire involving
200 GPs in 1993 showed that although the
questions were understood and relevant to the
purpose of the study, the instrument was too
long. An amended questionnaire was than sent
to a random, non-stratified national sample of
2000 GPs. This sample was selected using a
computerised list provided by the British
Medical Association of members and non-
members. The survey proper took place
between November 1993 and January 1994. A
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short covering letter explaining the purpose of
the study was included, along with a free post
reply envelope. A second questionnaire was
sent to non-respondents after six weeks. A final
mailing to a sample of 400 persistent non-
responders took place in March 1994.
The questionnaire, containing nine pages of

both open and closed questions, was divided
into two sections. The first covered the
PHCT's current perceived role in injury
prevention, while the second asked for demog-
raphic and practice details - for example,
practice size, location, staff and services
offered; age, sex, year and country of
qualification, and postgraduate qualifications.
Various aspects of trauma management and
injury prevention were also explored.

Results were analysed using the Statistical
Package for the Social Sciences (SPSS-PC+).
Significance of associations were calculated
using the X2. Free text responses were subjected
to qualitative examination (modified content
analysis), to elicit themes related to accident
treatment and prevention.

Results
PERSONAL AND PRACTICE CHARACTERISTICS
In the UK there are 33 480 general practi-
tioners (including assistants and trainees)." A
sample of 6% was agreed for England, Wales,
Scotland, and Northern Ireland. Of the 2000
practitioners mailed, 1037 (52%) question-
naires were returned after the completion ofthe
third mailing. Eighty questionnaires were exc-
luded from the analysis because of death,
retirement, change of job, change ofaddress, or
completion by the practice nurse - giving a
final response rate of 50%.
The personal and practice characteristics of

the respondents are given in table 1. A com-
parison between national figures and study
respondents showed similar patterns in sex,
partnership size, and practice area, but the
sample over represented respondents under 40
years of age."I The mean age ofrespondents was
42 6 years; the male to female ratio was 2-4: 1;
the mean year of qualification was 1975; 107
doctors (110%) qualified overseas; and 80 (900)
practised alone. The average consultation time
was 8 7 minutes. At the time of the survey 361

Table 1 Personal and practice characteristics of respondents (n = 957) compared with
nationalfigures

Characteristic (responses to topic) No (%) National (%)

Principal (n = 951) 850 (89) (93)
Male (n = 954) 670 (70) (71)
Aged under 40 (n = 870) 381 (44) (38)
Single handed (n = 915) 80 (9) (10)
Fund holding or due to become so (n = 946) 361 (38) (34)
Dispensing 92 (10) (13)
Rural (n = 942) 170 (42) (43)
Deprivation payments received (n= 900) 352 (39) (45)
Qualified UK (n = 949) 842 (89) *
MRCGP 433 (45) *
DCH/DCCH 162 (17) *
Training practice (n = 941) 387 (41) *
Health centre premises 286 (30) *
Computerised (n = 948) 870 (92) *
District nurse practice based 640 (67) *
Health visitor practice based 699 (73) *
Child health surveillance clinic 777 (83) *

*Figures not available. DCH/DCCH = Diploma in Child Health/Diploma in Community Child
Health.

practices (38%) were 'fund holding' (an
arrangement whereby practices have the
opportunity to purchase health services for
their patients within a limited budget) or due to
become so, and 286 doctors (30%) practised
from a health centre. Responding principals
had an average list size of 1961 (similar to the
national average of 1838)). Over 900o of prac-
tices were computerised, but only 305 doctors
(350o) said they recorded all significant events,
including accidents, on computer. A majority
ofresponding practices 763 (850%) were receiv-
ing band 3 health promotion payments, and 113
(12%) respondents support the inclusion of
accident data in a future banding structure.
(Banding was introduced as a financial incen-
tive for practitioners to reduce the incidence of
coronary heart disease and stroke among at risk
patients.) Two thirds (647/68%) of responding
practices were located less than five miles from
an accident and emergency department. Seven
hundred and seventy seven respondents (83%)
stated they regularly ran a child health surveil-
lance clinic, but when the practice ran such a
clinic, only 49%0 ofthe responding doctors took
part personally.

PREVENTION AND TREATMENT
As shown in table 2, 725 (770o) respondents
considered injury prevention to be part of their
role. However, only 260 (28%) felt that they
did enough accident prevention work. Charac-
teristics with high statistically significant rela-
tionships with positive attitudes towards
prevention included membership of the Royal
College of General Practitioners (MRCGP)
and previous personal experience of treating a
serious accident. No significant associations
were found between whether the physician
considered injury prevention to be part ofhis or
her role and whether he or she practised alone,
worked in a training practice, a deprived area,
or trained overseas. Lack of time was cited as
the most significant limiting factor inhibiting
more prevention work by 233 doctors (36%),
followed by lack of knowledge 40 (10%), and
insufficient resources 23 (6%).
Well over half the respondents gave advice to

parents 621 (65%) after a childhood injury.
Safety equipment was recommended by 498
(530%) respondents. Stair gates, fireguards, and
car seats were the items most frequently sug-
gested. However, only 131 (14%) doctors
would try to dissuade parents from buying
specific items of nursery equipment; most
commonly, baby walkers, small toys, or
pillows/quilts.
The most appropriate times to give preven-

tion advice to parents were considered to be
during child health surveillance clinics and
when treating an injury. Respondents rarely
gave leaflets on safety to parents of children
under 5 years (90%) or to teenagers (1%) and
only a minority of GPs (15%) having access to
parent held records use them as an opportunity
to discuss safety. A somewhat larger propor-
tion, 280 respondents (300%), frequently dis-
cuss particular safety issues with the health
visitor.
The type of services available for the treat-
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ment of injuries are listed in table 3. Most
practices offer a wide range of treatment for
minor trauma. However, only 206 (22%) com-
municated the availability of such services to
patients in a practice leaflet.

Table 2 Responses to injury prevention questions according to doctor/practice
characteristics (opinions expressed as a % with denominator in brackets)

Doctor/practice characteristic Yes No X2

Injury prevention as role of GP
MRCGP 49 (725)
Experience of serious accident 30 (712)
Rural 20 (713)
Male doctor 68 (725)
First aid training for staff 52 (715)

Advice given to parents after injury
Experience of serious accident 30 (611)
Health promotion display 81 (614)

Advice given at CHS clinic
Doctors under 40 years old 52 (592)
UK trained 93 (630)
Deprivation payments 40 (595)

Advice given during routine surgery
Doctors under 40 years old 38 (226)
Single handed 11 (240)
Rural practice 24 (246)

Safety equipment recommended
Experience of serious accident 35 (488)
Paediatric hospital post 65 (498)
DCH 21 (498)
Male doctor 66 (498)
MRCGP 50 (498)
Rural 21 (490)
Doctor under 40 years old 48 (453)
Health promotion display 82 (494)
First aid for staff 54 (493)

Leaflet giving available trauma services
Five miles or less to A&E 58 (206)
Experience of serious accident 37 (201)
DCH 24 (206)
MRCGP 54 (206)
Rural practice 24 (203)
Deprivation payments 33 (199)
First aid for staff 57 (203)

Discuss safety with health visitor
First aid for staff 60 (277)
Experience of serious accident 35 (275)
MRCGP 53 (280)
Health promotion display 84 (279)

Discuss safety with PHCT
Experience of serious accident 37 (172)
First aid for staff 59 (174)
Fund holder 46 (175)

Keep accident log book in surgery
First aid training for staff 58 (551)
Attached district nurse 74 (553)
Single handed 5 (532)
Fund holder 44 (553)
MRCGP 49 (553)
Training practice 44 (549)

First aid training for staff
Attached district nurse 74 (472)
Deprivation payments 34 (453)
Fund holder 42 (472)

35 (221)
18 (213)
11 (218)
77 (218)
42 (219)

22 (318)
74 (324)

38 (101)
86 (113)
29 (110)

55 (466)
6 (480)
16 (488)

19 (425)
53 (436)
13 (436)
75 (433)
41 (436)
14 (430)
39 (395)
76 (428)
47 (429)

71 (737)
25 (726)
15 (740)
43 (740)
16 (732)
41 (698)
49 (734)

45 (648)
25 (647)
43 (653)
76 (645)

26 (737)
47 (738)
36 (737)

38 (387)
58 (393)
14 (376)
30 (386)
40 (393)
36 (386)

60 (473)
44 (439)
34 (468)

13 1***
1 1 0***
9.2**
7 3**
5.2*

7-6**
5.6*

6-1*
4-7*
4.5*

15.8**
5-1*
5.1*

28.2***
14-5***
10-7**
7.8**
7-6**
6.7**
5.7*
5.1*
3.9*

10 9***
10 9***
8 5**
7-5**
5.2*
4.1*
3.9*

15 1***
9 2**
7 7**
6.0*

9 0**
6-6*
5-3*

36-6***
25-8***
19-1***
16.4***
7 8**
5.9*

24.0***
8-9**
6-3**

*p< 0 05; **p< 0-01; ***p< 0-001. Explanation of table: in row one of the table there were 725
doctors who thought injury prevention was a role of the GP of which 49% (355 cases) had a
MRCGP qualification as opposed to 370 who did not. There were 221 doctors who thought injury
prevention was not their role, 35% (77) possessed an MRCGP, and 144 did not. A&E = accident
and emergency department; CHS = child health surveillance; DCH = Diploma in Child Health.

Table 3 Type ofinjury treatment available in practices (n = 957)

Provided by (%)
Practice nurse

Treatment (responses to topic) GP only only Both Total

Cleansing and dressing wounds 25 (3) 485 (51) 428 (45) 938 (98)
Suturing a laceration 653 (68) 24 (3) 135 (14) 812 (85)
Steristrips to a cut 62 (6) 354 (37) 506 (53) 922 (96)
Removal of a foreign body 570 (60) 25 (3) 239 (25) 834 (87)
Bruises/strains 193 (20) 216 (26) 510 (53) 919 (96)
Minor burns/scalds 80 (8) 326 (34) 519 (54) 925 (97)
Minor head injury 662 (69) 25 (3) 189 (20) 876 (92)
Tetanus vaccine 47 (5) 378 (39) 518 (54) 943 (99)
Minor fractures 283 (30) 7 (1) 45 (5) 335 (35)

NOTIFICATION
Ninety per cent, 853 doctors, routinely receive
notification when a child is admitted to hospital
after an accident and most (84%) are notified
when a child was seen in an accident and
emergency department. However, only 172
(18%) doctors knew of local paediatric liaison
health visitors. All children under 5 years ofage
who are treated at hospital after an accident
should have that visit notified to their own
health visitor, often by a liaison health visitor
who is responsible for improving information
flow between primary and secondary care.'2

AWARENESS AND TRAINING
A minority knew of any local child accident
prevention groups (4%) and only 18 res-
pondents (2%) acknowledged that either they
or another member of their PHCT belonged to
any such group. Only 17 respondents (2%) had
ever considered 'accidents' as a topic for audit
and only 92 (10%) had personally attended a
course or lecture on injury prevention in the
last two years. A larger number (149/16%),
however, reported that members of their
PHCT had done so recently. Doctors from
fund holding practices were more likely to have
attended a recent lecture on accident preven-
tion (p < 005). Ninety nine doctors had com-
pleted BASICS (British Association for
Immediate Care Scheme) training. GPs with
such training provide cover at serious road
accidents and have their own monitoring
scheme for recording data about injuries seen.

SAFETY AT THE SURGERY
An injury log book was kept by 553 (59%)
respondents. The majority of practices 744
(79%) had a health promotion display in the
waiting room, but only 264 (34%O) featured
injury prevention on the display during the last
year.

PREVIOUS EXPERIENCE OF SERIOUS
ACCIDENTS
Two hundred and fifty nine respondents (28%)
stated that they had previous professional
experience of serious or fatal injuries that had
made an impression on their current practice.
Examples included road traffic accidents,
bums, falls, drowning, and farm accidents.

COMMENTS ON INJURY PREVENTION IN
PRIMARY CARE
Over 200 free text responses were subjected to
qualitative examination, eliciting themes
related to improvement in practice and condi-
tions. The six most commonly listed themes
were: (1) need for more time and resources; (2)
need to view accident prevention as a public
health issue; (3) need to delegate responsibility
within the team; (4) need for more training; (5)
need to raise awareness of the importance of
injury prevention in primary care; and (6) need
to implement innovative ideas.

Discussion
The scope for injury prevention within the
primary care setting is enormous, particularly
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if it is incorporated into existing activities
because it is evident that time is a critically
important limiting factor. Better training is
needed but this is an area that is currently being
addressed.'314 However, the other obstacles
identified in the free text responses remain as
barriers to be overcome if successful injury
prevention is to take place in primary care.

Previous UK studies have aimed to assess the
role of family doctors,8-'0 paediatricians,15
health visitors,'2 16 17 and teachers18 in the
prevention and treatment of childhood
accidents. The key issue that arises from this
and previous work is whose role is it? The
debate about the relative roles of education,
environmental modification, and legislation in
child injury prevention continues,19 20 but there
is agreement that there is a need for better
designed evaluation studies.2' However, a
recent literature review by Bass et al7 was used
to support the recommendation of the
American Academy of Pediatrics (AAP) to
include injury prevention counselling as part of
routine health provision. The AAP has
endorsed a detailed set of guidelines and
materials (TIPP) to help physicians provide
such counselling.22

WHEN TO GIVE ADVICE
Child health surveillance clinics or during the
treatment of an injury were considered the
most appropriate times to give prevention
advice. This is consistent with the suggestions
made in a recent discussion paper.'0 Our results
suggest, however, that communication
between GP and health visitor on safety issues
could be improved. Health visitors also see
families in their own homes to offer support
after an accident. Colver et al found that health
visitors giving specific attention to accident
prevention can influence the way that families
behave - for example, with regard to the
installation of safety equipment.23

FIRST AID TRAINING
A recent study of all deaths from accidental
injury reported to the coroner for North
Staffordshire between 1987 and 1990 has sug-
gested that death was potentially preventable in
at least 39%O among those who died before
reaching hospital.24 The authors recommend
that training in first aid should be more readily
available, including courses for patients. In
rural areas it is also important that GPs
themselves have update training in the manage-
ment oftrauma; a number ofrespondents in the
survey belonged to immediate care schemes
such as BASICS. A discussion paper on the
role of the PHCT in preventing accidents to
children suggests including teaching first aid.'0

DATA COLLECTION
Prospective data collection about injuries is
easier than record searching and such data are
likely to be more accurate.25 However, the
number of practices prospectively recording
this information onto a computer was disap-
pointing. Despite the high standard of
notifications of patient injury details to prac-
tices, the level of practice-based audit activity

in this area was very low. The number of
respondents who made use of personal child
health records in injury prevention work was
also surprisingly low despite the recommenda-
tions of a recent report from the Audit Com-

26mission.
The most important limitation of this study

is the response rate, which was likely to have
been influenced by the current low morale in
general practice and the increased administ-
rative workload in the UK.27 Although postal
surveys typically have a low response rate,28 in
this study the rate poses a special concern.
Practitioners who already recognise the impor-
tance of injury prevention may have been more
motivated to reply and are, therefore, over
represented in the sample. The characteristics
of the respondents, however, are similar to
national figures. Furthermore, the proportion
who felt that they were doing 'enough' accident
prevention work was similar to that found in a
previous survey (23%).9 Finally, it is reassur-
ing that those who replied to the third mailing
were no diferent to the earlier responders with
respect to age, sex, practice size, or general
attitudes to injury prevention.

IMPLICATIONS FOR PREVENTION
This survey reveals that child injury preven-
tion has failed to achieve widespread support in
the UK primary care setting. It is practised to a
varying extent by a minority of enthusiastic
practitioners, and thus probably fails to reach
those children and their families who would
benefit from it most. A well defined injury
prevention role for both GPs and health visi-
tors has yet to be established. Prevention advice
tends to be offered opportunistically and
sporadically, rather than in a structured age
specific manner that could take advantage of
regular contact with families during child
health surveillance clinics. Material aimed at
educating parents about safety also seems
poorly used. In general, it appears that at
present, GPs do not discuss safety issues with
health visitors or other professionals in a way
that makes maximum use of all the skills in the
primary care team.

Nevertheless, the subject of childhood
injuries and their prevention is of sufficient
importance to be of interest to everyone in
primary care. It is possible that injury preven-
tion will receive a higher profile in the UK in
the future, as major system changes continue to
emerge.

We thank all doctors who participated in the study. We also
appreciate the assistance given by Susan Jowett particularly for
transcribing the many open comments. Financial support for the
study was given by the Department of Health, London and Dr
Kathie Binysh has shown particular interest. This paper is part
of a larger report on accident prevention in primary care
published by the Royal Society for the Prevention ofAccidents.
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Nineteen injured in school bus crash

Dewberry, Alberta - At least 19 people were injured when a
school bus carrying as many as 40 children flipped on a highway
in east central Alberta. The bus was carrying grade 4 and 5
students on a field trip. Frank Molineux and his wife, Mildred,
were two of the first people on the scene. The couple, who are
both school bus drivers themselves, assisted some ofthe children.

Details of the accident were sketchy. 'I understand (the bus)
caught the shoulder', said RCMP Sergeant Peter Calvert. 'It
went down on its side'.

Editors note: Although this is an excerpt from a newspaper
article, the original included no reference to the issue of seat belts
in school buses, or to driver training.
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