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‘Not a single low-income country reduced its 
road injury rates’, said Etienne Krug as the 
Stockholm Declaration on Road Traffic Safety 
was adopted during the ministerial conference 
in February 2020, marking the end of the UN 
Decade of Action for Road Safety (2011–2020). 
It reaffirms the global character of road traffic 
safety which calls for international cooperation 
and multisector partnerships.1 The Decade of 
Action for 2011–2020 can most importantly be 
credited with putting the question of road safety 
at the heart of political agendas and the sustain-
able development goals (SDGs). However, the 
results in terms of road traffic mortality are 
disappointing, particularly in low-income and 
middle-income countries (LMICs).2 The few 
measures adopted have done nothing to lower 
the number of injuries and fatalities on the 
roads, and the situation is still unequal. The 
average mortality rate is 27.5 per 100 000 inhab-
itants in LMICs, compared with 8.3 per 100 000 
in high-income countries. Moreover, road 
traffic accidents are the first cause of death in 
children and young adults of 5–29 years of age.3

The declarations of the major stakeholders of 
world road safety sought nonetheless to adopt 
a positive stance with respect to the decade. 
There is a raft of interpretations of the statis-
tics published by the WHO, asserting that the 
global rate of deaths has stabilised, at the same 
time insisting that more should be done to 
halve the rate within 10 years. The reliability4 of 
these figures is rarely questioned, particularly 
in LMICs. This question is fundamental, given 
that if we want to achieve ambitious objectives, 
we should be able to have an accurate assess-
ment of change in the number of fatalities 
and injuries. Then again, there are numerous 
inequalities in the collection of data, and our 
10 years of field experience show that in fran-
cophone West Africa, for example, there are no 
data reflecting the reality of the situation. Road 
safety agencies, established relatively recently 
(Burkina Faso and Mali: 2009; Niger: 2012), 

have admittedly created the conditions for 
standardised data gathering with their Bulletin 
d’Analyse des Accidents Corporels (BAAC) forms, 
but completeness, reliability and readiness of 
the statistics remain debatable.

The WHO has made attempts to correct the 
current statistics by proposing an estimation 
allowing for more realistic data. This calcula-
tion also remains debatable since it is based on 
other public data (eg, licensed vehicles, popu-
lations), which are also unreliable or too old. 
In Mali and Burkina Faso, for example, the 
most recent population censuses are almost 
15 years old.3 This has resulted in incoherent 
figures being produced by WHO and refuted 
by national road safety agencies which are 
unable to counter with reliable statistics. Stake-
holders, however, do agree with the fact that 
there are too many deaths on African roads. If 
the next decade aims to achieve its objective, 
it is necessary first of all to know where these 
countries stand. Only in these conditions will 
it be possible to evaluate the initial situations, 
propose interventions to reduce the rates and 
finally to evaluate the efficacy of the interven-
tions in the next decade.

This alarming situation relates more to the 
countries of francophone West Africa which are 
considered to be those countries with the most 
worrying situations.5 These are also the coun-
tries experiencing the fewest interventions,6 
few research programmes or international 
support for road safety. The language barrier5 
presents a major challenge for these countries 
to access studies published in English. We 
therefore need in-depth knowledge necessary 
to identify the problems and put forward solu-
tions, allowing for improvement in generating 
reliable and comparable data in four principal 
fields.

First, identify who collects the data, who 
enters them, who analyses them and under 
whose authority. In the majority of West African 
countries, the national police force records 
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accidents on the spot, later filling in the BAAC forms 
present in the whole subregion.7 8 Filling in the sheet is 
time consuming and certain items are difficult to complete 
(eg, seriousness of the injury). Most notably, agents are 
only involved if they are called and this skews the numbers 
and types of accident recorded. In effect, they intervene in 
most accidents where there are casualties and substantial 
material damage. More minor injuries or accidents settled 
by amicable agreement are therefore excluded from collec-
tion and thus from the statistics. The sheets are collected 
by the road safety agency whose job is to enter the informa-
tion electronically and generate statistics. Many forms go 
missing, some are incomplete and manual input takes time. 
The software used is not common to countries and is often 
developed by private companies which prevent access to 
programmed analysis methods. If accidents involve serious 
casualties, the fire department or ambulance service can 
intervene; they also create data collection sheets which 
are archived within departmental structures and are rarely 
shared. In these countries’ hospitals, information is regis-
tered in medical records along with the cause of hospi-
talisation at best, but there is no road trauma registry for 
victims’ after-care.9 Detailed health data are therefore not 
recorded in the BAAC sheets and do not allow for reliable 
evaluation of mortality after patient care. From the outset, 
therefore, the very origin of collection is the cause of the 
data problem in West Africa.10 Multiple actors are involved; 
they generate and collect information but it is not comput-
erised or shared let alone coordinated and approved in 
order to generate quality statistics.

Second, a clearer definition is needed of the role of road 
safety agencies in knowing which data to generate. If it is 
their responsibility to produce statistics in the majority of 
countries, difficulties remain which are linked to the agen-
cies’ ministerial allegiances. They are generally integrated 
in the Transport Ministries and have no authority over the 
police officers who fill in the BAAC sheets.11 Even if respon-
sibility is given to them at the highest level, they cannot 
interfere in police force hierarchy. There is no direct link 
with the health services and they cannot therefore include 
health data in their reports. Consequently, their motivation 
to do so is limited and it is therefore a non-priority duty for 
the agents who collect information. The role of the agen-
cies on the specific question of data collection therefore 
requires rethinking; it could be entrusted to the rescue and 
security forces and only the analysis of data with respect to 
monitoring road statistics entrusted to the agencies.

Third, strengthen multisectorality of road safety in 
countries. The challenges of the intersectorality of the 
SDGs at the international level12 are indeed also evident 
at the national level. Despite the existence of interminis-
terial commissions, in practice, each ministry often has 
a vertical understanding of road safety, with little inter-
action between ministries. The health sector is there-
fore rarely associated with intervention in favour of road 
safety, whereas there are important needs in the whole 
chain of management and care.13 Depending on the 
country, there are important differences regarding the 

calculation and cause of mortality between government 
organisations (hospitals, road safety agencies, police, 
fire services and so on) and such differences also exist 
between countries. Strengthening the engagement of the 
different sectors involved and standardising data collec-
tion and indicators between sectors is therefore a matter 
of urgency.

Fourth, through its regional and national offices, WHO 
should enhance its involvement in supporting data collec-
tion and play a coordinating role, including political 
dialogue between different government organisations, as it 
does for Universal Health Coverage.14 The current position 
of using unreliable data and correcting it with modelling 
based on figures which are themselves inaccurate does not 
make it possible to generate statistics which are useful for 
action and decision-making, especially at the country level. 
One possibility is for WHO to raise awareness and support 
countries on how to collect data and produce analyses to 
make all data comparable between themselves and across 
countries.

Availability of data is fundamental to the production of 
sound scientific analyses15 and to identifying which inter-
vention to implement in countries with a view to achieving 
objective 3.6 (ie, halve global deaths from road traffic 
accidents) of the SDGs by 2030.12 Awareness and compe-
tences exist, but there remains a need for leadership on 
the question of data generation. Insofar as it is multisec-
toral, it should be under the responsibility of heads of state 
and governments. Just like the fight against HIV, should 
the road safety and the agencies that implement it not be 
placed under the responsibility of high-ranking govern-
ment officials so that they make them major security issues? 
At the beginning of the new decade, the production of 
reliable figures for a real situational analysis would make 
it possible to identify intervention targets for each country 
and to regularly measure their efficacy.
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