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EXECUTIVE SUMMARY

Background: As in other middle-income countries, an understanding of  the 

epidemiology of  road traffic deaths, injuries and disabilities in Palestine is critical 

to inform sustainable research and policy initiatives aimed at reducing this burden. 

However, road traffic casualties and their attendant risks are still poorly quantified in 

the West Bank. Palestine has begun to address road safety by establishing links between 

several stand-alone road traffic surveillance systems conducted by different West Bank 

stakeholders. The Palestinian National Institute of  Public Health (PNIPH) - a World 

Health Organization project - supports the establishment of  a national integrated 

Road Traffic Casualties Information System (RTC-IS) to produce accurate data on 

road casualties nationally, namely fatalities, injuries and disabilities, and enable the 

implementation of  preventive measures and the monitoring of  results.

Aims and objectives: The overall aim of  the assessment is to assist in reducing 

the burden of  car crashes and transport-related deaths, injuries and disabilities 

by improving the RTC-IS in the West Bank, Palestine. The specific objectives are 

to provide a detailed assessment of  existing road traffic surveillance systems and 

generate recommendations for improvements.

Methods: The Guidelines for Conducting a Stakeholder Analysis were used to 

design and conduct formal stakeholder analysis of  the feasibility of  the RTC-IS 

project in Palestine.

The assessment of  the data systems follows the general methodology for formal 

assessments of  surveillance systems and registries as described by WHO and the 

Centers for Disease Control and Prevention in the USA. It was carried out during 

February to April 2014 in the West Bank in close collaboration with the MoH and 

Palestinian Civil Police. In addition to collecting background information from 

stakeholders, the assessment team used qualitative methods of  a semi-structured 

questionnaire and in-depth interviews. 

Results: Some of  the main findings are as follows: Information on deaths, injuries 

and disabilities related to road traffic accidents is collected by at least five stand-alone 

road traffic surveillance systems operated by different agencies in the West Bank. 
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There are no formal descriptions, case definitions, or standard operating procedures 

for the RTC surveillance systems in Palestine. There are no formal guidelines to 

data collectors on completing the data collection forms; there is minimal training 

of  stakeholders involved on data collection for RTC-IS. There are only limited data 

quality checks and a near total lack of  quality assurance systems at every level of 

RTC-IS data flows. There is often little understanding of  RTC-IS and no feedback 

of  the results from upper to lower levels. Dissemination is limited to a few fixed tables 

(graphs) in annual reports.

Recommendations: The focused assessment concludes 11 recommendations: 

1. Establish a  multisectoral working group on RTC-IS;

2. Establish a RTC-IS data warehouse;

3. Adopt standard case definitions for crash-related death, injury and 

disability;

4. Revise the Data Collection Forms (DCFs);

5. Develop guidelines for completing DCFs;

6. Establish a feedback system;

7. Establish capacity building (training and education) activities for 

stakeholders;

8. Establish quality assurance mechanisms;

9. Improve RTC-IS data utilization;

10. Examine the possibility of  participation by the Gaza Strip in the 

RTC-IS initiative;

11. mprove other relevant registries.

Assessment of  the RTC-IS by stakeholders in the Gaza Strip is further advised. 

Detailed assessment of  other partners, including insurance companies and PRCS, 

should be also performed.
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RTC    Road Traffic Casualties

RTC-IS   Road Traffic Casualties Information System

SOP    Standard Operating Procedures

SoW    Scope of  Work 

TDPCP   Traffic Department at the Palestinian Civil Police

ToT    Training of  Trainers
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UNRWA   United Nations Relief  and Works Agency for Refugees

WB    West Bank

WHO    World Health Organization
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1. INTRODUCTION

Injuries resulting from transport-related incidents are a significant public health 

problem globally, [WHO, 2004] a major cause of  death and disability among persons 

below the age of  40 and the leading cause of  death among 15-19 year olds [WHO, 

2013]. It is predicted that, unless substantial advances are made in road accident 

prevention, transport-related injuries will become the third global cause of  disease 

and injury by 2020. More than 1.24 million people die and an additional 20-50 

million are injured each year as a result of  road accidents [WHO, 2013]. Most road 

traffic deaths (92%) occur in low and middle income countries, yet these countries 

have just over half  (53%) of  the world’s registered vehicles [WHO, 2013].

The rapid increase in the number of  motorized vehicles in Palestine has added to 

the traffic injury burden in the region. In the West Bank, the number of  registered 

vehicles has increased almost 20% during two years: from 121,565 in 2010 to 144,121 

in 2012. The results of  the annual report issued by the Palestinian Central Bureau 

of  Statistics (PCBS) showed that the number of  road accidents recorded in the West 

Bank was 8,037 in 2012, an increase of  48.6% compared with 2010 (5,408 registered 

road accidents). The number of  casualties in 2012 was 8,195, an increase of  2.8% 

compared with 2011 [PCBS, 2013].

The World Health Organization [WHO] identifies reliable road crash surveillance 

data as a critical public health tool for low and middle income countries, where the 

burden of  road accidents is growing, to assess the burden of  road traffic injury, target 

responses, and evaluate the effectiveness of  road safety interventions [WHO, 2009]. 

Road accident data are used by a variety of  stakeholders - the police, transport 

departments, health facilities, and insurance companies - as well as by policymakers 

and practitioners. Reliable data are crucial in persuading political leaders that road 

traffic injuries are a priority. Data can also be used in the media to enhance public 

awareness of  legislation and changes in behavior that will improve safety. 

As with other middle-income countries, understanding the epidemiology of  road 

traffic deaths and injuries in Palestine is critical to inform sustainable research and 

policy initiatives aimed at reducing this burden. However, road traffic deaths, injuries 

and disabilities and their attendant risks are still poorly quantified in the West Bank. 
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As a result, existing road traffic casualties information systems in Palestine display 

significant discrepancies in data. (For example, in 2012 the police reported 120 crash-

related fatalities; the Ministry of  Health (MoH)-based Cause of  Death Registry 

reported 112; and the MoH RTC Registry reported 34 cases.)

Palestine has begun to address road safety by establishing links between the road traffic 

surveillance systems operated by different West Bank stakeholders. The Palestinian 

National Institute of  Public Health (PNIPH) - a World Health Organization 

project in Palestine - supports the establishment of  a national integrated Road 

Traffic Casualties Information System (RTC-IS) to produce accurate information 

on fatalities, injuries and disabilities and enable the implementation of  preventive 

measures and the monitoring of  results. 

This report provides the results of  the assessment of  existing RTC surveillance systems 

to ascertain whether road crash fatalities, injuries and disabilities are being monitored 

efficiently and effectively. The assessment identifies both the system strengths and 

areas for improvement to establish a national integrated RTC information system.
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2. AIMS AND OBJECTIVES OF THE 
REPORT

The overall goal of  the report is to assess and provide recommendations for 

improvement of  West Bank Road Traffic Casualties Information Systems-Palestine.

The specific objectives of  the assessment are:

• To identify and describe the stakeholders involved in the collection, processing 

and use of  data on road traffic casualties;

• To identify existing data sources and systems in the West Bank, describe their 

characteristics, and assess data quality, with a focus on definitions, accuracy, 

completeness and under-reporting;

• To describe the needs and expectations of  end-users of  road safety data;

• To use assessment findings for the development of  a strategic plan that mobilizes 

resources to improve RTC data quality and data utilization in the West Bank.

• To understand political factors that will facilitate or hinder proposals for 

improvements to road safety data systems;

• To use the results of  the assessment to expand stakeholder consensus and 

participation in the RTC-IS.
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3. METHODOLOGY

The assessment was conducted during March to August 2014 in the West Bank in 

close collaboration with the MoH and the Palestinian Civil Police. 

A semi-structured questionnaire for the assessment of  the RTC-IS in the West Bank 

(Annex 1) was used to collect information for this report and to guide interview 

discussions with key partners. This data collection tool was developed on the basis of 

recommendations provided in the publication, Data Systems: A Road Safety Manual 

for Decision-makers and Practitioners (WHO, 2010).1 Questions focused on each 

system attribute, along with the basic characteristics of  RTC-IS such as stakeholder 

description, data flow, data quality and management, and IT specifications. 

Data were collected in questionnaire-administered interviews, followed by discussions 

in Ramallah, West Bank, with representatives of  the RTC initiative stakeholders 

(please see Acknowledgement).

Follow up questions were answered via email correspondence and phone calls. Annual 

reports, policy statements and system operation documents were also reviewed to 

supplement the system descriptions provided by stakeholders and to assess system 

attributes. Finally, the quality of  data was assessed by determining the percentage of 

missing values for variables in 2010-2012 health facility data.

In addition, qualitative methods of  conducting in-depth interviews, meetings and 

reviews of  reports and standard operating procedures were employed.

3.1. Stakeholder Analysis

The primary function of  a stakeholder analysis is to identify organizations and 

individuals involved in the collection, management and use of  road safety data, 

including potential partners and those who might initially oppose efforts to improve 

and implement a national data system. Their roles, responsibilities and relationships 

are described.

1 http://whqlibdoc.who.int/publications/2010/9789241598965_eng.pdf ?ua=1
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The following stakeholder characteristics were evaluated:

1. Power – the combined extent of  resources (human and financial) available to a 

stakeholder for potential mobilization in the national integrated RTC-IS; 

2. Knowledge – the level of  stakeholder awareness of  the importance of  RTC data 

for public health activities to prevent deaths, injuries and disabilities; 

3. Position – whether the stakeholder supports or opposes collaboration in the RTC-

IS initiative; 

4. Interest – the interest of  the stakeholder in establishing a national integrated 

RTC information system (advantages and disadvantages that RTC-IS may bring 

to the organization).

The Guidelines for Conducting a Stakeholder Analysis2 were used as a tool to 

design and conduct this exercise. Information on the stakeholder’s characteristics 

was collected: (1) directly in interviews via a semi-structured questionnaire; and (2) 

indirectly from other stakeholders and secondary information (i.e. others’ perceptions). 

All stakeholders were ranked per characteristic: (1) Power – High, Medium, or Little 

Power; (2) Knowledge – a Lot, Some, None; (3) Position – Supporter, Moderate-

Supporter, Neutral, Moderate Opponent, Opponent; (4) Interest – High, Medium 

or Low.

The characteristics of  each stakeholder were placed on a multidimensional map for 

analysis to identify the relative position of  each actor and the scope for change. The 

information obtained on the stakeholder’s characteristics can be used to ascertain 

the feasibility of  the RTC-IS initiative in the West Bank, Palestine.

3.2. Assessment of  the Surveillance System

The assessment adhered to the evaluation framework for the formal assessment of 

surveillance systems and registries as described in the Guidelines for Evaluating Public 

Health Surveillance Systems [CDC 2001].3  The CDC evaluation methodology 

was developed to assess surveillance systems for communicable diseases, but is also 

suitable for other surveillance systems and registries as it is mostly generic. It divides 

the assessment into six steps: 

2 http://www.who.int/management/partnerships/overall/GuidelinesConductingStakeholderAnalysis.pdf

3 http://www.cdc.gov/mmwr/pdf/rr/rr5013.pdf
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A. Engage the stakeholders:

The RTC-IS assessment was carried out on a broad scale, engaging stakeholders 

from governmental, non-governmental organizations and private companies working 

in the West Bank to ensure that the assessment addressed appropriate questions and 

assessed pertinent attributes.

B. Describe the surveillance system and evaluate the system’s 

performance:

A qualitative study design was chosen, in addition to a descriptive study documenting 

the procedures used, to understand the practices and procedures related to reporting 

within the existing RTC information systems. The results of  this assessment are 

presented in eight system performance attributes:

• Simplicity/system description – refers to both the RTC surveillance 

system structure and ease of  operation;

• Usefulness – ability to contribute to the prevention and control of 

adverse health-related events, including an improved understanding of 

the public health implications of  such events;

• Flexibility – refers to the ability of  the surveillance system to adapt to 

changing information needs (e.g. establishing links between different 

data systems in the West Bank) or operating conditions with minimal 

time, effort and cost;

• Acceptability – willingness of  the organization and individuals to 

participate in the surveillance system;

• Data quality – the completeness and validity of  the data collected;

• Sensitivity – the proportion of  crash-related deaths and injuries captured 

by the surveillance system and ability to monitor changes in the number 

of  cases over time;

• Representativeness – how accurately the system captures road crash 

injuries and fatalities over time and the geographic and demographic 

distribution of  victims;

• Timeliness – the speed between data collection steps, and how quickly 

the data can be disseminated for use in public health actions.

C. Justify and state conclusions and make recommendations:

The report discusses the findings from the meetings and interviews and makes 

recommendations based on the findings.
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D. Communicate the assessment findings:

The draft report will be sent to a broad review panel for comments and feedback. 

The final report will be distributed to the Ministry of  Health, the Ministry of  Interior 

(MoI), Ministry of  Transportation (MoT), other governmental/non-governmental 

bodies, the private sector, and to all relevant stakeholders for implementation.

3.3. Ethical considerations
The assessment is part of  a national strategy to improve the health information 

system. The assessment team did not have access to any confidential patient data or 

interviews with patients or the relatives of  road crash casualties. 
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4. RESULTS

Currently, information on deaths, injuries and disabilities related to road crashes 

in the West Bank is collected by at least five stand-alone road traffic surveillance 

systems operated by different agencies. Each agency has its own goals, policies 

and requirements for RTC data. This section of  the report describes the main 

characteristics of  each stakeholder, the features of  the existing information systems, 

and identifies the main areas for improvement.

4.1. Palestinian National Institute of  Public Health 
(PNIPH)

PNIPH was established in 2011 by WHO, in partnership with the Palestinian 

Ministry of  Health, as a step to support the implementation of  the National Health 

Information Strategy, alongside other stakeholders. PNIPH conducts technical and 

scientific work on different areas of  public health. At present, PNIPH is not directly 

involved in collecting and reporting data on road safety, but is responsible for creating 

an integrated Road Traffic Casualties Information System (RTC-IS) by collaborating 

and linking various MoH departments with the police to provide enhanced data 

and recommendations for decision makers that will improve road safety measures 

nationally.

PNIPH plays a leading role in establishing a full-scale RTC-IS and providing support 

to national stakeholders. With an independent budget and the ability to mobilize, 

it is a powerful actor with a high level of  technical expertise in data collection and 

reporting for RTC-IS purposes.

4.2. Emergency Medical Services (EMS) Data

Emergency medical services (EMS) to those injured in a car crash are provided by 

two non-governmental organizations: the Palestine Red Crescent Society (PRCS) 

and the Palestinian Medical Relief  Society (PMRS).

Ambulance personnel are in an ideal position to collect and utilize data on deaths and 

injuries related to road traffic accidents as they work in all security areas and districts 
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of  Palestine, with rare exceptions. They also have high credibility and status within 

local communities. EMS staff  can collect data which are systematically missing with 

the traffic police and hospitals (e.g. if  a person with light injuries refuses hospital 

admission and does not want to report a road accident to police; or if  a crash victim 

is referred to an Israeli hospital prior to the arrival of  the Palestinian police).

Stakeholder analysis:
The Palestine Red Crescent Society decided not to participate in the 

assessment because PRCS collects confidential information about road crash 

victims (ID numbers, names, date of  birth and place of  residence) that could 

potentially be detrimental to West Bank residents if  shared with the Israeli 

authorities.

The Palestinian Medical Relief  Society delivers health services to crash 

victims in the form of  both emergency medical services and primary health care 

capacities.

• EMS provides first aid to injured patients at the scene of  the road accident. 

The Ambulance Service is responsible for the evacuation of  the injured or 

deceased to the nearest hospital. The role of  PMRS in overall emergency 

medical services is supplementary since it has only five ambulance vehicles 

(three of  them in the West Bank). The majority of  emergency medical services 

to crash victims are provided by PRCS (140 ambulance vehicles in Palestine).

• In some cases, injured patients self-refer to PHC clinics operated by PMRS or 

other care providers. 

The PMRS position to the introduction of  the RTC-IS initiative is neutral since 

the organization does not have a mandate to collect RTC-specific data. PMRS may 

be considered as a stakeholder with a low level of  awareness in the area of  RTC 

surveillance. Due to the lack of  demand for such data, the management of  the 

organization has little interest in mobilizing scarce human and financial resources 

to establish a sound system of  RTC surveillance. PMRS does not collaborate with 

PRCS or any other organization in the area of  RCT data collection. The funding 

mechanism for data collection is the PMRS budget.
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a) System description:

The database managed by the Information Management System Unit (IMSU) at 

the central PMRS office in Ramallah collects information on all medical services 

provided by PMRS. It also contains information on crash-related injuries derived 

from two data sources:

PMRS ambulances: Upon arrival at the crash scene, the ambulance driver 

completes a standard Ambulance Reporting Form (Figure 1) which contains 

information on the total number of  injured people transferred to hospital from the 

accident scene. Each month this information is aggregated and submitted in paper 

form by car to the Central Emergency Department (CED) of  PMRS in Ramallah.

District-based PHC clinics submit aggregated paper-based monthly reports to 

the CED with the simple count of  ICD-10 codes assigned to each registered visit. 

Information is disaggregated by age groups, gender and vital status – dead or alive.

After a quality check on completeness by CED, all paper-based Ambulance Forms 

and Reports from clinics are sent to ISMU for data entry (MS Excel) and analysis. 

Analysis involves a count of  the total number of  cases and disaggregation by the 

cause of  death/injury, gender and age group. Data are utilized in the form of 

internal PMRS reports (Figure 2), distributed centrally and by district, and shared 

with PHCGD (MoH) upon request. ISMU keeps the hard copies of  the district 

reports received.
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The PMRS system has a simple structure of  data flow levels. The Data Collection 

Form is basic (untrained personnel can fill it out) and requires information necessary 

for PMRS purposes only.

 

b) Usefulness:

The usefulness of  the existing PMRS-based data system for road safety is limited 

because: 

1. Information is mainly for internal purposes and is only available to RTC-IS 

stakeholders upon special request; 

2. The quality and quantity of  data are insufficient for RTC-IS; 

3. Data are available in aggregated form only.

c) Flexibility:

The flexibility of  the existing PMRS information system is challenged as follows:

1. The implementation of  actions aimed at improving the existing RTC data system 

could be problematic for PMRS as it implies accommodating cumbersome 

changes (complex data elements) into the current system, along with investment 

in human and financial resources; 

2. The PMRS information system does not have established links with other data 

systems; 

3. There are no sustainable training activities for PMRS personnel to improve the 

existing reporting system; 

4. Concerns among health facility workers regarding patient confidentiality, 

especially in the situation of  the Israeli occupation (e.g. information on ID 

numbers is not collected).

d) Acceptability:

PMRS management is neutral on participating in the joint initiative to improve 

RTC-IS. During discussions, factors that could impede acceptability were identified: 

1. Lack of  awareness of  the usefulness of  RTC data for PMRS. This leads to:
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2. Lack of  demand for RTC-data from the PMRS management (no need to change);

3. Little attention paid by the organization to public health interventions in favour 

of  health services delivery programs; 

4. Low motivation of  PMRS personnel to collect RTC data due to the absence of 

an incentives/motivation system;

5. The increased reporting burden associated with the potential transition to the 

RTC-IS reporting system and lack of  time among PMRS employees, who are 

already overworked.

e) Data Quality:

It was impossible to quantify data completeness as there was no access to the 

database and all data collected by PMRS are kept in aggregated form. The results 

of  the interview permit the conclusion that the quality of  PMRS data on injuries is 

challenged by the high probability of  systematic errors caused by:

Quality assurance: (1) Lack of  training for ambulance personnel in completing the 

DCF; (2) No explanatory guidelines on completing the form; (3) PMRS lacks standard 

case definitions for RTC-related deaths, injuries and injury severity.

Quality improvement: PMRS lacks formal requirements for data management, 

including information validation procedures and feedback on data quality between 

CED and EMS/PHC clinics.

Since the PMRS data system was not designed to collect information for road safety 

purposes, the existing database is incomplete because the Ambulance Form does 

not collect information on deaths; cause of  injury; severity of  trauma; gender; 

age; ID numbers and names. Moreover, the PMRS database contains inconsistent 

information on injuries because EMS counts the number of  treated patients, while 

PHC clinics count the number of  visits; the aggregation of  such data may present 

quite a challenge. All these factors compromise the quality of  information produced 

by PMRS and make it incompatible with RTC data produced by other organizations.
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f) Sensitivity:

It was impossible to estimate the sensitivity of  the PMRS data system because the 

true number of  road traffic accidents in Palestine is unknown.

1. The representation of  PMRS ambulances in the Palestinian EMS structure is 

disproportionally small – only ~3.5% of  the overall Palestinian ambulance fleet; 

this significantly reduces the sensitivity of  the system. The bulk of  emergency 

medical services in Palestine are provided by PRCS; 

2. In some cases, the Israeli ambulance service (Magen David Adom) refers injured 

persons to hospitals located in Israel with no subsequent feedback/reporting to 

the PA health authorities; 

3. PMRS does not collect information on patients who received treatment at the 

scene, but who were not transported to hospital (in cases where injuries were 

slight or the individual refused admission). All of  these factors decrease the level 

of  PMRS data sensitivity.

g) Representativeness:

PMRS has no access to enclaves and closed areas between the West Bank Barrier and 

the Green Line. Also, PRMS does not operate in refugee camps.
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4.3. Ministry of  Health Data

The main goal of  the MoH-based RTC surveillance system is to provide evidence-

based information to decision-makers at the Palestinian Ministry of  Health on the 

burden and high risk groups. This will permit planning and monitoring of  public 

health interventions aimed at decreasing mortality, disability and injuries related to 

road crashes.

Stakeholder analysis:
Hospitals: According to the Annual Health Report of  2013, specialized medical 

care is provided in hospitals by four main service providers (50 hospitals):

• The Hospitals’ General Directorate (HGD) at the Palestinian Ministry of 

Health manages 12 governmental hospitals in the West Bank;

• Palestinian Non-Governmental Organizations (NGOs), bankrolled by 

various benefactors, run 20 NGO hospitals;

• The private sector operates 17 privately owned hospitals;

• The United Nations Relief  and Works Agency for Refugees (UNRWA) has 

one hospital in the West Bank.

In accordance with the licensing policy for health facilities, all hospitals, regardless 

of  the type of  property, should report road accidents to the Palestinian MoH – the 

main health service provider in the country.

In fact, only 23 hospitals (11 governmental, 11 private and NGO based, and one 

UNRWA) provide emergency medical services to those injured in road accidents and 

report such information. The remaining 26 hospitals either do not provide medical 

care to road casualties or do not have emergency rooms currently responsible for 

RTC data collection and reporting to the MoH.

It was assumed that the staff  and management of  all Palestinian hospitals were aware 

of  the MoH’s basic policy on RTC reporting. Even so, the personnel of  NGOs and 

private hospitals may be considered as moderate opponents to potential changes in 

RTC-IS due to their heavy workload, combined with internal reporting requirements 

and routine duties. Also, they fail to appreciate the added value of  collecting more 

data. MoH facilities are more neutral, since one of  the HGD responsibilities is to 

ensure compliance by governmental hospitals with the MoH reporting policy. The 
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personnel of  hospitals have low motivation to collect RTC data or improve the 

existing RTC-data system due to little, if  any, feedback from the MoH to lower levels.

Medical Institute for Road Safety (MIRS) and Palestinian Health 

Information Center (PHIC): All responsibilities for the implementation of  the 

RTC data system in the MoH are shared between the Medical Institute for Road 

Safety (MIRS), under the Primary Health Care General Directorate (PHCGD), and 

the Palestinian Health Information Center (PHIC) under the Health Planning and 

Policy Department (HPPD). 

The MIRS department has two staff  members (Head of  Department and Data Entry 

Specialist) who report to the Director General of  Primary Health Care. MIRS was 

established in 2008 to collect hospital-based data from emergency departments on 

fatalities, injuries and disabilities related to road crashes, to enter the data on MS 

Access software, and then transmit the information to PHIC. MIRS is responsible 

for checking the quality of  collected DCFs for completeness and accuracy, and for 

validating the hospital data received. MIRS also provides educational activities 

to hospital staff  on completing the DCFs/RTC. MIRS represents Palestine in 

international RTC-related events.

PHIC is responsible for production, aggregation, analysis and dissemination of 

health related data, including RTC. One PHIC staff  member is assigned partially to 

RTC-IS.

Both MIRS and PHIC demonstrate a high level of  RTC-reporting policy knowledge 

and show interest in supporting activities to improve the RTC surveillance system. 

Their power to drive change can also be considered as high since they have the MoH 

budget as a funding mechanism.

a) System description:

Data Flow: The MoH RTC surveillance system has a simple structure for data flow 

levels (Figure 2).

• Upon patient admission to hospital, emergency department personnel should fill 

out a standardized paper-based data collection form (DCF), developed jointly 
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by MIRS, PHIC and HGD (Annex 2, 3). Completed reports (one DCF for one 

injured person) are stored in a monthly folder; thereafter the form is forwarded to 

the administrative office of  the hospital and prepared for transmission to MIRS.

 

Road Crash
Scene

District Level

Central Level

Emergency Dept. at the
MoH Hospital

Sent by car from the Hospitals located in 13
districts of  the West Bank.

Data entry at MIRS

Data File sent via email
(every 3 month)

Paper based MoH web-site

Hard copies storage

Patient
Evacuation

MIRS Data Collection
Form

Primary Health Care
Directorate

Medical Institute for
Road Safety (MIRS), MoH

MIRS paper-based
Data Collection Form

(within 1 month)

MIRS' patient-based
date-file

Annual Health
Report (+abridged

version, every 6
month)

RTA electronic database at PHIC (data
cleaning, compilation analysis and reporting)

Emergency Dept. at the
NGO or Private Hospital

MIRS paper-based
Data Collection Form

(within 1 month)
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• The completed form must be submitted to the Medical Institute within one 

month of  the admission of  the injured person. NGO and private hospitals report 

directly to one of  13 district offices of  PHCGD (depending on which governorate 

the hospital belongs to), and the information is then also transmitted to MIRS 

for data entry. The transmission of  data centrally depends on the availability of 

transportation (e.g. hospital staff  going to Ramallah or the local PHCGD office), 

but seems sufficiently reliable.

• After receipt of  the questionnaires and a quality check (on completeness), MIRS 

enters data in electronic form (Access database). MIRS retains the hard copies of 

the DCFs received.

• Patient-based data files are sent by MIRS via email to PHIC (data centre in Nablus) 

every three months for data compilation, cleaning, analysis (SPSS statistical 

software) and dissemination in the form of  the customized Annual Health Report, 

with abridged versions published on a semi-annual basis. A detailed description 

of  the information flow within the MoH is presented in Figure 3.

Data Collection Form: The MoH data collection form has to be completed by 

emergency department staff. The RTC/MoH data collection form is quite short (19 

fields) and simple, but some questions in the DCF seem to be impractical, redundant, 

and may frustrate medical workers and force them to abandon its completion:

• The DCF contains questions (Section II, questions 2, 7 and 9) that 

cannot be completed during the patient’s stay in the ED (first 24 hours of 

admission): death within one week, 30 days or one year of  the accident; 

length of  stay in the hospital; or physical disabilities.

• Section II, question 4 collects information on the site of  the injury (head, 

lower and upper parts of  the body). The purpose of  this question seems 

to be unclear to ED workers. It was assumed that the request for such 

information could be an attempt to evaluate trauma severity against the 

Abbreviated Injury Scale (AIS) – an anatomical measure that classifies 

severity on the basis of  the body region injured and the magnitude of  the 

injury. Even so, the data collected are insufficient to assess the severity of 

injuries against AIS and such assessment is performed by neither MIRS 

nor PHIC.

• Variable Injuries (Section II, question 5) has an inconsistent option of 

“Surgical Intervention”.
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• Section II, question 6 is intended to evaluate the severity of  the injury 

(slight, moderate, severe), but neither clear classification nor explanatory 

guidelines are provided to support the decision process for medical 

personnel.

Vital registration/Cause of  Death Registry (CoDR) – This is an additional 

source of  information on deaths (including those related to road traffic accidents) 

conducted by PHIC. The main source of  data for the CoDR is the Death 

Notification Form (DNF), completed either by a physician in the hospital or by a 

licensed physician if  outside the hospital. The DNF contains the personal data of  the 

deceased, including ID number, name, age, place and date of  death. This form also 

contains information on the direct and underlying causes of  death coded according 

to ICD-10. The CoDR database is stored on an Oracle database located in Nablus 

at the PHIC. A detailed description of  the CoDR and information flow is presented 

in the Report on the Assessment of  the Cause of  Death Registry in Palestine. 4

Disability Registry: The entity responsible for granting a disability certificate 

(based on an evaluation of  the level of  disability) and maintaining the Disability 

Registry in Palestine is a Medical Committee (under PHCGD, MoH) with a central 

office located in Ramallah and other local branches. The Medical Committee was 

not designed to serve RTC-IS purposes, but information collected by it could be 

useful to obtain a comprehensive picture of  crash-related disabilities. The Disability 

Registry holds the following information on an individual: name, age, gender, ID 

number, home address, cause of  injury (related to work, war/conflicts, road accident, 

etc.), severity of  injury, and percentage of  disability.

The relatives of  a person with a disability, or the individual themselves, should 

request a disability certificate from the Medical Committee. In some cases, patients 

are referred to the Medical Committee by the court. The Medical Committee collects 

and holds paper-based information on all types of  disabilities, including those caused 

by car crashes, and transfers information onto a database (Oracle-based), sharing 

aggregated information with PHCGD and MoH. The Disability Registry is in the 

process of  being developed and there are no links and validation procedures between 

the Medical Committee and MIRS/PHICs or other organizations’ data on road 

accident-related disabilities.
4 http://www.pniph.org/?publications=the-assessment-of-the-cause-of-death-registry-in-palestine-focusing-on-governmental-
hospitals-2013
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Primary Health Care Statistics (ICD-10) – These may be considered an 

additional source of  information on injuries related to car crashes, but there are 

serious limitations. PHCGD collects aggregated ICD-10 information from district 

offices, but medical diagnoses in this registry are counted by the number of  visits 

rather than by patient, thereby increasing the risk of  overestimation of  the true 

situation. Each hospital also collects its own ICD-10 patient data, but this system is 

paper-based and the data collected are not reported to MoH. Consequently, the use 

of  the ICD-10 registry for RTC-IS purposes is questionable.

b) Usefulness:

MoH-based information on RTC may be considered useful for the following reasons: 

1. Information is published by PHIC in the Annual Health Report (in both English 

and Arabic languages) once a year and semi-annually (abridged version);

2. It reflects data on deaths and injuries (including the severity of  the injury) 

disaggregated by age, gender and type of  road user;

3. Data are presented in the form of  tables, charts and graphs;

4. An electronic version of  this report is published on the MoH website; 

5. A paper-based version is distributed within the MoH circuit (Directorates, 

hospitals, PHC clinics, etc.) and made available to any organization interested in 

such information; 

6. MoH-based data contribute to the Global Report on Road Safety published by 

WHO.

The usefulness of  MoH-based data also has some limitations:

1. PHIC cannot distribute the data to end-users in raw patient-based form without 

written permission from the Minister of  Health; 

2. Users interested in information not available in the Annual Health Report must 

request customized reports; 

3. While hospitals contribute data to the system, the MoH could not identify specific 

uses of  the data for health facilities or for public health measures.

The CoDR also publishes the results of  analysis in the Annual Health Report 

published by PHIC. The Disability Registry provides information solely for the 

internal use of  PHCGD at MoH.
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c) Flexibility:

The fact that the MoH for Palestine established MIRS in 2008 reflects its readiness 

to support road safety activities and maintain a RTC Information System in the WB.  

The MIRS demonstrates a high level of  commitment and readiness to improve the 

Data Collection Form. PHIC also advocates for links to be established between the 

MoH-based RTC data system and CoDR.

Two factors hamper the flexibility of  the existing MoH-based RTC data system: 

1. Existing teaching and training activities on data collection and transmission 

for both MIRS staff  and the employees of  hospital emergency departments 

are considered by MIRS as insufficient. The PHIC does not appear to have 

sustainable training activities focused on RTC-IS, although staff  have extensive 

experience in data analysis and dissemination;

2. Existing MoH RTC-related databases (MIRS/PHIC, CoDR and the Disability 

Registry) are not linked to each other and are not integrated with other data 

systems outside of  MoH.

d) Acceptability:

MIRS RTC reporting forms should be completed by emergency department personnel 

based in Palestinian hospitals during the first 24 hours of  patient admission. In reality, 

hospitals complete the DCF at a later stage and submit reports with significant delays, 

or do not report at all. The MoH does not have official statistics on compliance 

by hospitals to MoH reporting requirements. Five common explanations for low 

participation were identified: 

1. Lack of  detailed explanations of  reporting procedures from hospitals to MIRS; 

2. Low motivation among hospital personnel results in low compliance by hospitals 

in the completion of  forms; 

3. Low responsiveness by the system to suggestions and comments from field workers 

i.e. the contribution of  individuals is not perceived as useful; 

4. Data collection and reporting procedures are considered an extra workload to the 

hospital’s daily routine.
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e) Data quality:

Data quality was assessed by determining the percentage of  missing values for 

variables in the MIRS/PHIC RTC database – 22,520 records from 01.01.2010 to 

30.09.2012. A particular limitation in the MoH data was the high level of  missing 

data for variables related to personal information - ID numbers (51.35% missing); 

date of  birth (10.9% missing); permanent address (8.78% missing). Low completeness 

of  data may be explained by the questions being of  a sensitive nature and the DCF 

not well understood.

Quality assurance:

1. Neither MIRS/PHIC nor hospitals have standard case definitions of  death, 

injury and disability related to road crashes, or clear injury severity classification 

[Palestinian Health Data Dictionary, 2005].5 International definitions (e.g. the 

definition of  death proposed by WHO) have not yet been officially introduced. 

2. Explanatory guidelines on completing the form are unavailable. In this situation, 

emergency department staff  fill out DCFs on the basis of  their own experience. 

These factors dramatically increase the probability of  subjective errors of 

judgment and create difficulties in comparing MoH data with RTC information 

collected by other organizations.

The Medical Committee uses a reference guidebook for coding the level of  disability, 

but it is not known whether this guidebook is based on international classifications 

or not.

Quality improvement: Another issue of  concern is that information validation 

procedures and feedback on data quality between the MIRS and hospitals are missing. 

The International Classification of  Diseases (ICD-10) code is not entered in the 

DNF by the attending doctor, but by the PHIC in MoH [Report on the Assessment of 

CoDR in Palestine, 2013] without subsequent validation of  the information received. 

This may result in poor quality data being reported to the MoH.

5 http://www.moh.ps/?lang=1&page=4&pid=100
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f) Sensitivity:

According to MoH estimations, only 60-80% of  crash-related deaths and injuries 

are captured by MoH based RTC-IS. To overcome this gap and provide end users 

with more precise information, it was decided to replace MIRS data on deaths in the 

PHIC Health Annual Report with the information collected by the Cause of  Death 

Registry.

It was impossible to calculate the sensitivity of  the MoH surveillance system because 

the true number of  road traffic accidents is unknown in Palestine. The ability of 

MoH to capture all injuries and deaths may be compromised in several aspects:

1. The total number of  fatalities and disabilities may be largely undercounted in 

official MoH statistics because MIRS requests that hospitals to fill out the DCF 

during the admission stage to the emergency department, where the patient 

cannot stay for more than 24 hours. After this period of  time, the patient must be 

discharged or referred to another hospital or treatment department which does 

not have a duty to report to MIRS.

2. Some hospitals are not equipped with an emergency room and, therefore, cannot 

complete and submit DCFs even if  they provide medical care to injured persons.

3. A crash victim is not recorded in the official MoH statistics if  the patient was 

evacuated from the accident scene directly to an Israeli hospital.

4. The failure to fill in ICD-10 codes on the DNF, coupled with the lack of  PHIC 

staff  training in coding fatal crashes, could also lead to the undercounting of  fatal 

cases in the CoDR.

g) Representativeness:

As discussed under data quality, MoH surveillance data is often inaccurate in 

describing crash victims’ personal characteristics (age, gender, residency, etc.). In 

addition, hospital data have several limitations, including selection bias caused by 

specific economic and clinical conditions:

1. According to information provided by interviewees, the level of  compliance 

by hospitals is far from perfect, especially in non-MoH facilities, and hospitals 

managed by NGOs and private companies tend to report fewer road accident 

cases.

2. Depending on the nature of  payment for services, private hospitals may see 
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more car passengers (individuals with higher income), while state run (low or no 

cost) hospitals may see a relatively higher number of  pedestrians or bike riders 

(individuals with lower income);

3. Victims with minor injuries may choose not to attend hospital, thus only the most 

severe injuries are seen in the hospital and are reported.

h) Timeliness:

In many cases, hospitals report data to MIRS/PHIC with significant delays. 

Nonetheless, the reporting timeframe (~6 months from road accident to publishing 

a report) remains reasonable for public health responses aimed at improving road 

safety.
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4.4. Traffic Police Data (Ministry of  Interior):

The main goal of  the Palestinian police road traffic accidents surveillance system 

is to collect and provide the best available evidence to the Ministry of  Interior and 

other partners (e.g. Ministry of  Transportation) to enable planning and interventions 

that will minimize road crashes via preventive measures.

Stakeholder analysis:
The Palestinian Ministry of  Interior has its own RTC surveillance system operated 

by the Traffic Department and the Palestinian Civil Police (TDPCP), in cooperation 

and with technical support from the EU Police Mission in the Palestinian Territories 

(EUPOL COPPS). The police RTC database is located in the central office of  the 

Palestinian Civil Police in Ramallah, West Bank. The database relies on paper-

based aggregated data on all road accidents, including fatalities; non-fatal injuries; 

disabilities; road accidents with only material losses; and other information related 

to crashes throughout all 11 districts (under police classification) of  the West Bank.

The TDPCP is supportive to the idea of  improving the data system and demonstrates 

a high level of  commitment and technical expertise in collecting and reporting 

information on road accidents. Traffic police have their own funding mechanism 

for the surveillance system (PCP budget) and, therefore, greater powers to introduce 

changes into existing RTC-IS. There is no specific law addressing the police RTC 

database and reporting procedures.

a) System description:

Data Flow: Narrative information is collected on paper at the scene of  a crash against 

required information listed in Annexes 4 and 5. After verification with hospitals (if 

the crash victim is dead or alive and the level of  injury), a police officer completes a 

RTC report and transfers this information to a logbook that is filed manually at one 

of  11 Traffic Police district offices assigned to the location where a particular road 

accident took place.

Every month, aggregated district level paper-based data are sent by car to the IT 

Department at the Central Police Office in Ramallah for manual information entry 

(one data entry specialist) to the electronic web-based database for compilation, 
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cleaning, analysis and storage. Annual reports (published in the first quarter of  every 

year) are used for information dissemination (PCBS and PCP website), for data 

exchange with the Ministry of  Transportation, and for internal decision making 

purposes. The central office of  PCP retains the hard copies of  the district reports 

received.

The RTC surveillance system conducted by TDPCP has a simple data flow structure 

(Figure 4), but the process of  data verification with hospitals causes some delays.

Prior to 2013, the Traffic Police collected information against a standardized Police 

Data Collection Form (PDCF), which provided detailed information on the vehicle 

and driver, casualty details, road type, and environmental features, etc. Police officers 

were well aware of  the details and requirements for completing the PDCF. Annexes 4 

and 5 show a detailed breakdown of  the variables listed in this document.

Since 2013 the Traffic Police, in cooperation with EUPOL COPPS, have reformed 

RTC-IS by switching from paper-based aggregated data to a case-based real-time 

electronic system. During the transition period, the use of  PDCF (Annexes 4 and 

5) was suspended pending the introduction and approval of  a new form, although 

the information flow remains the same (Figure 4). Some of  the PDCF variables are 

presented in the form of  open-ended questions, which could create difficulties in 

subsequent coding in the electronic database.

b) Usefulness:

The TDPCP imposes severe security restrictions and access to information is 

therefore limited: 

1. Data are distributed to public and road safety stakeholders (e.g. Ministry of 

Transportation) in a customized form and reflect a limited amount of  information; 

2. Some information is available on the PCP website in Arabic only and effective 

utilization by donors and international partners could be hampered;

3. PCBS publishes police reports (in the first quarter of  the following year) in English 

and Arabic in the form of  tables on three TDPCP indicators: the total count of 

road crash casualties, deaths and injuries due to road accidents; 

4. Notably, all health facilities have to submit information on all RTCs to the police, 

but PCP does not provide feedback to the Ministry of  Health.
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c) Flexibility:

The flexibility of  the police-based RTC-IS system may be restricted due to the 

following: (1) There is no systematic approach to police training in data management 

and data analysis; (2) The existing police RTC database is not integrated with other 

data systems outside of  PCP.
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after RTA) to interview an injured person 
and  to request an offical medical report
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Treatment Dept.
at the Hospital
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Final police report
on the RTA case

Aggregated paper-based
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Traffic Polive Officer
Investigator

Patient
Evacuation

Patient
referral

Sent by car every 30 days, from all 11 district Traffic Depts.

Data entry at the IT Department

Spot of  RTA

Central Police RTA electronic
database

Central Office of  the
Palestinian Civil Police

Emerhency Dept.
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At the same time, the IT Department at PCP fully complies with the technical 

requirements for integrated web-based data systems. TDPCP is currently in the 

process of  improving the existing RTC surveillance system, reflecting the willingness of 

PCP to adapt to changing circumstances. Technical collaboration with international 

partners could be considered an added value to improving the current system. 

EUPOL COPPS has mediated the implementation of  ad hoc training by PCBS for 

TDPCP staff  on data collection and analysis.

d) Acceptability:

The acceptability of  the system is high for the contributors to the system. All 11 

district offices of  TDPCP participate in data collection efforts (100%). The ability to 

maintain the high level of  TDPCP compliance to reporting requirements is aided by 

the strong, hierarchical structure of  the Ministry of  Interior.

e) Data quality:

Due to security restrictions imposed by the police, it was impossible to access and 

assess the quality of  data collected by TDPCP. All data collected by TDPCP are kept 

in aggregated form.

Quality assurance: (1) PCP lacks standard definitions for crash-related deaths and 

injuries as well as for injury severity; (2) Explanatory guidelines on how to complete 

the PDCF are unavailable. In this situation, corresponding fields in PCDF are 

completed on the basis of  the experience and subjective judgment of  the police 

officer and/or upon consultations with ambulance/emergency department staff.

Quality improvement: PCP does not appear to have standard protocols for data 

management, including data collection, storage, cleaning, quality control and 

analysis.

f) Sensitivity:

According to estimates by interviewees, Traffic Police capture up to 90 to 100% of 

all road crashes and related deaths and injuries. In practice, it was impossible to 

assess the accuracy of  the police RTC-IS because the true number of  road traffic 

causalities is unknown and the ability of  TDPCP to capture all cases is hindered for 

the following reasons:
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(1) The political situation in Palestine remains complex due to the Palestinian-

Israeli conflict, which has been ongoing for over 65 years. According to the 

Oslo II Accord, the West Bank was divided into three administrative areas: 

Areas A, B and C. The majority of  Palestinians reside in Areas A and B 

(~2.570.000 inhabitants) [PCBS, 2013]. 

• Area A (~3-5% of  WB land) is controlled by the Palestinian 

Authority, which has complete administrative and security 

control. The major cities of  the West Bank and some rural 

areas are classified as Area A. The Palestinian Traffic Police 

are responsible for dealing with all crashes within this area. 

Coordination with the Israelis is required only if  those involved 

in the crash hold a Jerusalem or Israeli ID, in which case the 

road accident is investigated by the Israeli police.

• Area B is under Palestinian civil control and joint Israeli-

Palestinian security control and constitutes most of  the rural 

areas of  the West Bank (~23-25% of  the WB territory). If  a 

road accident takes place, the Palestinian Traffic Police require 

special dispensation to operate in Area B and co-ordination is 

often poor. PCP must seek permission to enter the area from the 

Israeli District Command Office (DCO), which radios the army 

for a response via the DCO, then reports back to the Palestinian 

police. The process typically takes several hours and is fraught 

with language issues and inefficiency. Sometimes the response is 

negative, or sometimes there is no answer at all.

• A significant percentage of  the population resides in Area C, 

estimated by OCHA at ~150.000 inhabitants [OCHA, 2011]. 

Area C is under full Israeli civil and security control, with no 

Palestinian control. Despite the fact that Area C comprises 72-

74% of  West Bank land, the Traffic Police lack access to this 

area due to security restrictions imposed by Israel.

• 

Restricted access to the scene of  car accidents, complicated by lack of  collaboration 

from the Israelis, leads to underreporting of  road accident cases, especially in security 

Areas B and C. 
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(2) Information on car crash victims could be also missing in the Police RTC database 

if  Israelis or PRCS/PMRS ambulances evacuate a casualty prior to the arrival of  the 

PCP to the accident scene.

g) Representativeness

The police do not use GIS or LRS systems, or X/Y coordinates, to collect information 

on a crash location. The complex political situation in Palestine could also cause 

selection bias, especially in security Areas B and C. Thus, although TDPCP offices 

are located in all 11 districts of  the West Bank and 100% of  police officers must 

report to the police-based RTC-IS, the representativeness of  TDPCP data is limited 

in providing information on the geographical distribution of  road traffic accidents 

and related deaths and injuries.

h) Timeliness

The TDPCP reporting system has a relatively simple structure and, therefore, the 

reporting time frame seems to be appropriate for public health responses.
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4.5. Insurance Companies Data

The Palestinian insurance sector offers financial security against the costs of  damages 

and medical treatment incurred by, or levied against, clients involved in road traffic 

accidents. 

Private companies responsible for insurance services in the West Bank territories 

collect case-based data, including sensitive information related to health and the 

financial implications of  road crashes. The general description of  the existing data 

systems was provided for this assessment by the Palestinian Insurance Federation.

Stakeholder analysis:
The Palestine Capital Market Authority (PCMA) is the body authorized to supervise, 

control and organize all businesses related to the insurance sector. It was established 

in 2004 as an autonomous agency by Law No. 13. The PCMA’s jurisdiction 

encompasses securities, insurance, financial, mortgage and financial leasing sectors, 

along with any other non-banking financial institutions.6 

The Palestinian Insurance Federation (PIF) is a non-profit organization and an 

independent legal entity (coordinator and regulator) that consists of  10 private 

insurance companies (eight of  them are responsible for car insurance). According 

to the Palestinian Insurance law (Article 20, 2005),7 all insurance companies 

registered at the General Directorate of  Insurance (in the PCMA) must be members 

in PIF, which is the only legal entity that can represent insurance companies in 

legal proceedings. Based on this stipulation, PIF was the main partner for PNIPH in 

collecting information about insurance companies for the current assessment.

The PCMA operates a Unified Insurance System (UIS) to issue and manage car 

insurance certificates. The database is located in the PCMA Data Center (Ramallah). 

The UIS can access the information located in the internal databases managed by 

MoI and MoT (vehicle details, driving license and demographic details of  drivers 

and car owners). The PCMA coordinates and cooperates with the PIF in a manner 

that serves its objectives.

6 http://www.pcma.ps/portal/english/Pages/Home.aspx
7 http://www.pif.org.ps/english.php
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Insurance companies manage independent (not linked) electronic databases to 

collect information on deaths, injuries, disabilities, road crashes with only material 

losses, and the costs of  road traffic accidents involving their clients. All insurance 

companies also have access to the UIS.

Insurance companies have considerable potential to support a linked RTC-IS, 

although collaboration in this area could be hampered due to lack of  a public health 

agenda in the portfolios of  insurance companies and the sensitive nature of  the case-

based data.

a) System description:

The general sequence of  data flow is uniform for all companies:

In the case of  a road accident, an insurance company receives a phone call from the 

client;

1. At the crash scene an investigator (representative of  the company) should fill out 

a Road Accident Claim Form; each company uses its own DCF;

2. District branches of  insurance companies enter paper-based data into their own 

web-based electronic system and share case-based information with their central 

office on a daily basis or as per internal policy;

3. The central offices of  the insurance companies submit aggregated financial data 

to PCMA routinely or upon request;

4. The central PCMA Office in Ramallah is responsible for collecting and analyzing 

the financial data received from insurance companies and for sharing this 

information with interested parties in accordance with established procedures.

5. The details of  data flows vary and each company has its own requirements 

regarding data collection procedures. Further direct discussions with the insurance 

companies may be required to reach a firm conclusion on the simplicity of  data 

flow and data collection forms.

b) Usefulness:

• Both PCMA and insurance companies focus mainly on the financial implications 

of  road crashes and pay little attention to analyzing and reporting data on road 

traffic deaths and injuries.

• The information collected contains demographic information (e.g. ID numbers) 

of  West Bank inhabitants and other sensitive identifiable and case-based financial 
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information that could seriously restrict the distribution of  the raw data to end-

users.

• The PIF and PCMA only publish aggregated data on selected indicators in 

English and Arabic, while insurance companies use case-level raw databases for 

internal operational purposes only. 

c) Flexibility:

The existence of  electronic case-based data systems and focus on education for 

insurance company employees enhances the overall probability that insurance data 

systems may be able to respond to public health demands.

1. At the same time, the flexibility of  insurance companies in establishing connections 

with MoH and police-based data systems is challenged by the following:

2. Data for RTC-IS purposes could be retrieved directly from the 10 PIF members, 

but implementation of  a full scale national RTC-IS implies the accommodation 

of  complex changes into existing systems, along with substantial investment in 

human and financial resources with no return; 

3. Local information systems run by insurance companies do not have established 

links with other data-systems; 

Concerns regarding client confidentiality.

d) Acceptability:

PIF members support the idea of  participation in the joint surveillance system. 

However, some factors that could impede acceptability were identified: (1) The 

increased reporting burden associated with the possible transition to a joint RTC-

IS reporting system; (2) For insurance companies, participation in public health 

interventions is not a priority in comparison with financial goals.

e) Data quality:

PIF members lack standard case definitions for crash-related deaths, injuries and 

injury severity.

At the data collection stage it was impossible to quantify the completeness of  data as 

there was no access to the insurance databases. Further direct discussions with the 

companies may be required to reach a firm conclusion on data quality.

f) Sensitivity:
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Insurance companies hold the most comprehensive road crash databases in the 

West Bank because car insurance is mandatory and insurance companies work in 

all districts and security areas of  the West Bank without exceptions. The PIF stated 

that 90 to 100% of  crash-related deaths, injuries and disabilities are captured by an 

insurance-based information system.

Some underreporting is possible related to features of  the Palestinian health 

insurance system and potential tangible financial complications for participants of 

road accidents:

1. Part of  the cost of  mandatory car insurance covers medical care for 

the driver and/or those injured in a crash. If  the driver does not have 

valid car insurance, the insurance company will not usually reimburse 

medical expenses. In this situation, an individual who causes an accident 

has to pay for injury treatment/rehabilitation out of  his own pocket. As 

a result, an injured driver may report a different cause of  trauma to the 

hospital instead of  a road accident.

2. Individuals involved in a car accident may decide not to report a 

collision to the police and insurance company since it would lead to 

legal expenses and higher car insurance rates for subsequent years.

g) Representativeness:

Based on the received information, databases run by insurance companies may 

be ranked as representative since they contain case-based information on the date 

and location of  the accident, vehicle details, material damages, injured/disabled/

deceased persons details (name, age, address, occupation, type of  Injury), and the 

geographical distribution of  road accidents in the West Bank.
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4.6. High Traffic Council at the Ministry of 
Transportation (MoT)

The objectives of  the MoT are to plan and develop the Palestinian transport network 

with emphasis on increased safety, security and efficiency in accordance with domestic 

and international standards. The MoT is also responsible for drafting legislation on 

road safety.

The High Traffic Council is the lead agency and one of  its functions is to coordinate 

monitoring and evaluation, including support for road traffic data systems. The 

Licensing Department at MoT (Ramallah) manages the Motor Vehicle Register 

(MVR) – an Oracle database sharing information on vehicle specifications and 

demographic details of  the driving license holder and car owner with insurance 

companies and MOI. (Both PIF and MOI have access to MVR.)

Information routinely collected by the MoT might be useful to obtain a comprehensive 

picture of  road traffic casualties in the country. The MVR contains information on 

motor vehicles (vehicle number; vehicle identification number issued by manufacturer; 

vehicle model; vehicle engine size; vehicle model year; vehicle km travelled; previous 

owner; vehicle owner name and ID No; vehicle colour) and driving license details 

(name of  driver; date of  birth; issuing date; expiry date; license number; ID No; 

holder’s address; license category; category date; restrictions i.e. medical glasses).
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5. DISCUSSION

This report aims to evaluate existing RTC surveillance systems in the West Bank 

by describing the structure of  the system and measuring usefulness, flexibility, 

acceptability, data quality, sensitivity representativeness, and timeliness. Factors that 

influence the system performance attributes listed are also identified. Discussion of 

the findings highlighted in this report is crucial to understand whether current systems 

are adequate for the projected real-time patient-based integrated RTC surveillance 

system, and to better define the recommendations necessary for the RTC-IS system 

to deliver the relevant information needed for public health actions.

Since all of  the stakeholders involved in collecting and reporting data on road traffic 

casualties demonstrate similar strength and limitations, it was decided to discuss the 

common characteristics of  the Palestinian RTC information systems and provide 

general recommendations for all partners.

Stakeholder analysis:
The characteristics of  stakeholders were sited on a multidimensional map to identify 

their relative position and the scope for change. The general trend of  the scatter of 

data points is from bottom left to top right:

The role of  each stakeholder and the strategic approaches in building relations 

with stakeholders may be formulated based on the stakeholder grid (Figure 5): 
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(1) Stakeholders with a high level of  power and interest (PNIPH, MIRS, PHIC 

and TDPCP) can be considered as leaders or movers of  the RTC-IS initiative in 

Palestine; (2) Hospitals and the PMRS have a low level of  interest and power in 

establishing a RTC data system. Collaboration should be focused on monitoring 

these stakeholders and building their interest to participate in the RTC-IS initiative; 

(3) For collaboration with PIF members with a high level of  power, their awareness 

and interest to participate in the RTC surveillance system must be enhanced.

Figure 6: In formulating an effective stakeholder management strategy, it is important 

to present a map in which stakeholders are categorized according to their position 

and power related to the RTC-IS. Several stakeholders (hospitals and PMRS) have 

not yet adopted a clear position and decision on mobilizing resources in support 

or not. Stakeholders with substantial resources but a more neutral position (PIF 

members) are crucial to accomplish the RTC-IS initiative. Strategies on how to 

mobilize existing resources and engage all stakeholders in the RTC-IS should be 

considered by leaders as a priority.

Figure 7 indicates that those with a high level of  support for the introduction of  a 

national RTC-IS appear to have the highest level of  awareness of  the importance 

of  RTC data for public health actions. Figure 8 demonstrates that those with the 

highest level of  awareness are prepared to allocate human and financial resources 

for the development of  data systems. This information should be used to formulate 

strategies to raise stakeholder awareness, plan educational activities, and mobilize 

funds and human resources for the implementation of  the national RTC-IS.
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5.1. Simplicity/System Description

Data Flow: The simplicity of  existing RTC surveillance systems was perceived as 

adequate by the respondents. System users also considered data flow as good (fast 

enough) between different levels. The results of  the detailed analysis show that, in 

some parts, the structure of  the PMRS and MoH data flow seems to be redundant 

- one central department is responsible for receiving data collection forms, data 

entry and verification (MIRS, MoH and CED, PMRS), while another (PHIC, MoH 

and ISMU, PMRS) is responsible for data analysis and utilization. The sharing of 

data management tasks between two departments within one organization looks 

excessive. For now, this approach is justified by the fact that neither organization has 

an electronic system for data collection and quality checks; and neither PHIC nor 

ISMU have sufficient capacity to perform a full cycle of  data management (from 

retrieving DCFs to data utilization). 

• The organizational structure for data collection and transmission should 

be optimized by replacing paper-based DCFs with electronic facility-

based data collection mechanisms.

• The data flow implemented by MoH should be revised. DCFs should be 

revised to follow a patient at all stages of  hospitalization from admission 

to discharge, and not only at the time of  admission to the ED. This 

reform could also address sensitive issues (missing data on deaths and 

H
ig

h
 S

u
p

p
or

t
O

p
p

os
it

io
n

P
os

it
io

n

Low High

Knowledge

Hospitals

PMRS
PIF

TDPCP

PNIPH

PHIC

MIRS

H
ig

h
 

L
ow

P
ow

er

Low High

Knowledge

Hospitals

PMRS

PIF

TDPCP

PNIPH

PHIC

MIRS



46

disabilities).

• Capacity building activities can increase stakeholder ability to optimize 

data flow.

• The use of  web-based DCFs by different providers is recommended to 

overcome weak compliance in filling in the form.

Data Collection Forms: Data collection forms should be revised by the stakeholders 

involved to establish an integrated case-based RTC data system that would:

1. Eliminate all ambiguous and redundant questions; 

2. Ensure all questions are simple and understandable for data collectors; 

3. Ensure that all stakeholders collect compatible and consistent information; 

4. Define a minimum data set of  compulsory variables needed for cross-checking 

data in the national RTC-IS (e.g. ID as a unique identifier, name, date of  birth, 

crash locality, etc.); 

5. Ensure that all variables of  interest for RTC-IS are incorporated into DCFs.

5.2. Usefulness

The ideal system should concentrate resources where they will yield the most useful 

information in helping reduce crash-related deaths, injuries and disabilities. The 

current usefulness of  the data produced by West Bank RTC-IS stakeholders has 

serious limitations since the information rarely contributes to the prevention and 

control of  road traffic crashes or an understanding of  the public health implications 

of  such events:

Access to data: (1) In some cases, RTC data contain sensitive commercial and/or 

personal information and organizations (police, EMS and insurance companies) 

impose strong restrictions on public access to such data. Thus, information from 

RTC-IS mainly serves the internal purposes of  the data owners and their clients; (2) 

All organizations provide information in the form of  aggregated files or customized 

reports. Access to raw data is restricted or available upon request (e.g. in the 

MoH, the request has to be sent directly to the Minister of  Health). This makes 

data crosschecking with related surveillance systems hosted by other organizations 

impossible.
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• Combining of  information from different stakeholders in one database 

(warehouse) can address the issue of  limited access.

• Typical tools for improving access to data and reaching an optimal 

audience include a web-based distribution of  information in the form of 

dashboards, reports, ad-hoc queries, etc.

• The introduction of  an RTC-IS data warehouse could improve the 

turnaround time for analysis and reporting. Also, end-users of  RTC data 

could access information rapidly from a number of  sources—in one 

location—and make prompt informed decisions on key public health 

initiatives.

• A data warehouse can store large amounts of  historical RTC data, so 

stakeholders can analyze different time periods and trends to make future 

predictions and formulate strategies.

• The establishment of  a patient-based database should enable more 

targeted utilization of  the information collected.

• Confidentiality issues can be addressed by introducing a data warehouse, 

identifying sensitive variables needed for RTC-IS purposes, and providing 

technical solutions to protect these.

Data Utilization: Information published solely by PHIC and PCBS is publicly 

available. 

The MoH is currently at the initial stage of  rolling out a national road safety initiative. 

In some cases the reported data are not effectively utilized because the end user and 

target audience of  such data are not well defined.

Language: Reports available on PCP and PIF websites are published in Arabic only 

and this may hinder effective data utilization by donors and international partners.

• RTC-related information should be published in two languages (Arabic 

and English) to increase informational coverage.

Data Quality: In some situations, publicly available information cannot be used 

effectively for understanding and addressing road traffic safety issues because of 

serious data quality limitations.
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5.3. Flexibility

The ability of  the West Bank RTC surveillance system to adapt to changing 

information needs or operating conditions is challenged by the following factors: 

Technical capacity: Some stakeholders report limited technical capacity in the area 

of  RTC surveillance. A few stakeholders have a sound, sustainable plan of  training 

activities for data collection, entry, transfer and analysis.

• Introduce a sustainable training plan for decision-makers, data-collectors 

and data analysts for each stakeholder and at every level (from data 

collection to information utilization);

• Produce manuals/guidelines on each step from data collection to 

utilization aimed at the audience responsible for the specific part of 

RTC-IS;

• Technical capacity can be strengthened by establishing collaboration 

with international partners in RTC-IS;

• Stakeholders with a high level of  expertise in RTC-IS should provide 

technical support to other stakeholders to define variables for a data set; 

specify the technical requirements for RTC-IS in each facility; and to 

establish electronic connections between stakeholders.

Power: The implementation of  the RTC-IS can be problematic for weaker 

stakeholders since it requires investment in human and financial resources to develop 

links with other data systems.

• Financial limitations can be addressed by introducing an RTC-IS 

warehouse aimed at increasing the cost effectiveness of  the reporting 

system (reducing the costs of  access to historical data; printing costs; 

costs for storage of  paper-based information; while the burden of  IT 

development for the data warehouse can be distributed proportionally 

between interested parties);

• The engagement of  stakeholders with a high level of  power can ensure 

the success of  the RTC-IS initiative in Palestine.

Confidentiality: All stakeholders express concerns regarding the sensitivity of 

information needed for RTC-IS (personal identifiable information, financial details, 

etc.). 
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• Case-based data are highly confidential and must be protected by 

identifying sensitive variables needed for RTC-IS purposes, and providing 

technical solutions proposed by the RTC-IS data warehouse to protect 

personal or commercial information (secure system with passwords; 

restrained access with different levels of  access privilege; recoding of  ID 

numbers; audit logs).

5.4. Acceptability

Some common factors that impede the willingness of  organizations and individuals 

to participate in the RTC-IS initiative were identified:

Awareness: A lack of  demand to improve RTC-IS is attributed to the relatively 

limited attention paid by some organizations to the problem of  road traffic crashes 

as a public health issue in favor of  other priorities that add greater value to their own 

performance.

• There is an urgent need for more education to build leadership by 

informing central and facility level stakeholders (mainly PMRS and 

hospitals) of  the importance of  RTC-IS for Palestine, and to leverage 

high levels of  willingness and acceptance of  change for successful 

implementation of  the RTC-IS initiative.

Perceived Usefulness: Low willingness to collaborate in RTC-IS is attributed to: 

(1) an insufficient level of  data usefulness; (2) low responsiveness of  the system to 

suggestions and comments from field workers; (3) lack of  feedback from central to 

lower levels on the quality of  completed forms and the usefulness of  the individual’s 

contribution. A feeling that efforts are useless and nobody is interested in the 

collected information fuels complaints about the high reporting burden and lack of 

time/motivation/incentives. Perceptions about the usefulness of  data may explain 

differences in compliance/acceptability levels between the TDPCP and hospitals. 

To address this issue of  acceptability, attitudes to data collection must be changed. 

• One way is to establish a system of  bottom-up and top-down feedback (e.g. in the 

form of  facility-specific reports, including insights from the data); 

• Data collection forms should be evaluated to ensure that the length and timing 

for completing DCFs are acceptable to data collectors. The introduction of  an 



50

electronic reporting system linked to a central database can also make reporting 

easier and faster;

• Exert efforts to improve the usefulness of  RTC data.

5.5. Data Quality

The accuracy and completeness of  the data produced by West Bank stakeholders 

is challenged by the high probability of  systematic errors caused by lack of  quality 

assurance and quality improvement mechanisms. Low accuracy compromises the 

quality of  RTC information and makes RTC data incompatible. To address these issues, 

a RTC-IS data warehouse can serve as an added value to data quality improvement 

and data quality assurance procedures to be introduced by all stakeholders at central 

and local levels:

• An electronic data-entry electronic web-based reporting system with built-

in quality checks and mechanisms to make navigating the system easier 

(drop-down menus, map-based selection) can improve data completeness 

and reduce systematic errors by addressing: (1) Delays in reporting; (2) 

Data entry errors; (3) Systematic errors related to record duplication; (4) 

Missing data during transmission and synchronization phases.

• Standardization: A data warehouse includes the conversion of  data from 

numerous sources into a common format. Since data from the various 

stakeholders are standardized, each stakeholder should produce results 

that are in line with all the others. The standardization and analysis 

of  data across the stakeholders would build greater confidence in the 

accuracy of  the data (a single version of  the truth);

• Quality assurance procedures: training of  data collectors; clear design of 

data collection; standardized explanatory guidelines for data collectors; 

consistent format of  data collection forms; standard case definitions for 

crash-related deaths, injuries (including severity) and disabilities; unified 

data collection forms, etc.;

• Quality control procedures: data errors can be detected through routine 

monitoring activities (e.g. data are compared with information from 

another independent data source; introduction of  formal requirements 

to data management, including data validation procedures and feedback 
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on data quality);

• Quality of  data produced by CoDR has to be addressed against 

recommendations provided in the Report on the Assessment of  CoDR 

in Palestine 2013;

• Special attention must be given to the development and improvement of 

data quality in the Disability Registry and ICD-10 registry to ensure that 

collected data are compatible with information from other sources.

5.6. Sensitivity

Each stakeholder (EMS, MoH, hospitals (mainly NGO and private), police and 

insurance companies) has limitations in capturing all crash-related deaths/injuries/

disabilities and monitoring changes in the number of  cases over time. The sensitivity 

of  the RTC surveillance systems is challenged by a number of  factors that include the 

complex political situation; geographical distribution of  the West Bank population; 

fluctuations in traffic network density in different districts and areas of  the West 

Bank; types of  service provided by each stakeholder; specifics of  the organization of 

the data collection process; quality of  data provided, etc.

• WHO recognizes the importance of  including multiple sources of  data 

in collecting and reporting road traffic injury data to minimize the 

issue of  undercounting [WHO, 2009]. Therefore, the establishment of 

an integrated system with information collected from all partners (e.g. 

aggregation of  data from clinical and police systems into one repository), 

involved in RTC data collection can optimize the sensitivity of  the 

Palestinian RTC surveillance system. Namely, a data warehouse (the 

electronic storage of  a large amount of  information) to collect, analyze 

and store patient-based information from databases managed by different 

stakeholders can increase the ability of  the system to capture a maximum 

number of  road accidents, fatal and non-fatal injuries, and disabilities.
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5.7. Representativeness

The representativeness of  the Palestinian RTC surveillance system has several 

limitations caused by systematic errors related to the selection of  cases based on 

specific clinical criteria; economic, political and geographical conditions; and the 

extent of  adherence to the reporting requirements (inconsistent reporting). To 

address the issue of  low representativeness, the following are recommended:

• Perform actions to increase the level of  acceptability;

• Enforce the involvement of  HGD into the RTC-IS initiative to ensure 

participation and increase compliance in MoH hospitals by strengthening 

reporting requirements;

• Ensure the involvement of  syndicates (professional medical associations) 

to ensure a high level of  compliance by NGO and private hospitals;

• Formalize and standardize RTC-IS reporting procedures;

• Establish a system of  feedback to district facilities from upper levels and 

a system of  recognition of  local facilities and staff  for participation in 

RTC-IS;

• Ensure TDPCP collects information on the exact location of  the road 

accident using GIS or LRS or X/Y coordinate systems.

• Ensure that an integrated data warehouse collects information not only 

on variables related to final outcomes (death, injuries, disabilities), but 

also on exposure measures (demographic data, information on traffic 

volume, etc.), intermediate outcomes (helmet wearing), etc.

• Effective collaboration between PIF, MoH and PCP to make a RTC-IS 

report a prerequisite for insurance payment could dramatically increase 

the level of  representativeness.

• Ensure that all stakeholders collect and share patient-based RTC 

information.

• Enforce road safety legislation to ensure a high level of  compliance by 

different stakeholders.
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5.8. Timeliness

The existing timeline from data collection to utilization meets the expectations of  all 

stakeholders. However, the introduction of  an electronic web-based data collection 

system in health facilities could reduce waiting times to zero and generate reports 

in real-time mode. The prompt distribution of  RCT-IS reports can add value to the 

system because decision-makers would be able to use data to plan and evaluate road 

safety policies and interventions in a timely manner. 
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6. LIMITATIONS

This assessment is based on well-tested methods. In-depth interviews, workshops and 

meetings aimed to obtain qualitative information, facts, opinions and suggestions 

from the participants. PNIPH representatives have only been in contact with a 

limited number of  people and the findings and recommendations presented reflect 

a subjective understanding and interpretation of  the information received.  The 

PNIPH team may have obtained information that is not factually correct. Other 

participants may have voiced different opinions or highlighted other issues. However, 

there was often consistency in the opinions expressed by informants from different 

groups. 

The PNIPH team collected sufficient information regarding the data flow and processes 

at local and national level to feel confident about offering recommendations on a 

national integrated RTC-IS. However, some major stakeholders did not contribute 

during this assessment. Consequently, a follow-up assessment should be carried out 

to focus on the situation with RTC-IS in the context of  emergency medical care and 

the involvement of  insurance companies.

The assessment focused on a RTC in the West Bank. A separate assessment should 

be conducted for road traffic casualties occurring in the Gaza Strip. 
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7. RECOMMENDATIONS

The assessment proposes 11 recommendations. Each recommendation gives a task 

description and an estimate of  the resources and timeline required.  A more detailed 

work plan will be developed for recommendations that are adopted. 

Recommendation 1 – Multisectoral working group:
Description of  tasks:

1. To establish a multisectoral working group on RTC-IS and ensure the participation 

of  all key stakeholders. Members of  the working group will have technical and 

practical responsibility for implementing changes to the Palestinian integrated 

RTC surveillance system (short-term, before the end of  2014).

2. To establish a Task Force with senior directors to approve key documents and 

initiatives (mid-term, 2015-2017);

3. To sign a memorandum of  understanding between all members of  the 

multisectoral working group to strengthen stakeholder management by defining 

the parties committed to improving RTC-IS in Palestine and sharing stakeholder 

roles and responsibilities in the RTC-IS initiative (short-term, before the end of 

2014).

4. To develop an engagement strategy for all partners identified in the stakeholder 

analysis. Special attention should be given to involvement of  the Palestinian 

Insurance Federation and PRCS. The Hospitals General Directorate (MoH) 

and syndicates (professional medical associations) should be also involved to 

increase compliance by governmental, NGO and private hospitals to RTC-IS 

requirements (mid-term, 2015-2017).

5. To develop a national road safety strategy that includes measurable targets for 

fatal and non-fatal injuries, and major risk factors such as speeding, seat belts, 

helmets, etc. (mid-term, 2015-2017).

6. To assist in the development and enforcement of  national road safety legislation.

Resources:

• Cost of  workshops;

• Cost of  printing the Assessment of  West Bank Road Traffic Casualties Information 

System.
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Recommendation 2 –Establish a RTC-IS 
warehouse:

The RTC data warehouse would be a centralized repository that stores data from 

multiple sources (e.g. synchronizing MoH and TDPCP data flows) and transforms 

them into a common, multi-dimensional data model for efficient enquiries and 

analysis.

Description of  tasks:

1. To conduct a Warehouse Feasibility Assessment to collect information on where 

and how stakeholders store their own databases. Obtain written information 

about each element of  the database architecture (necessary documentation, data 

dictionary, encoded elements, system requirements; system connectivity; RTC 

data warehouse content; data conversion; personnel resources) essential for 

understanding the data and for establishing connections within the RTC data 

warehouse (short-term, before the end of  2014);

2. To produce a scope of  work (SoW) for the development of  a RTC data warehouse 

of  case-based data on fatalities, injuries and disabilities related to road traffic 

crashes. The SoW should include detailed information on the warehouse 

architecture and describe specific steps of  the warehouse development: (1) 

User Requirements; (2) Design Specifications; (3) Validation and Testing; (4) 

Possibilities for links; (5) Documentation; (6) User Training and Setup (short-

term, before the end of  2014).

3. To develop a RTC data warehouse with established connectivity between the 

MoH data system and TDPCP database (short-term, before the end of  2014).

4. Electronically link the RTC-data warehouse and data systems conducted by other 

stakeholders: PIF, EMS, Disability Registry and Cause of  Death Registry (mid-

term, 2015-2017).

5. WHO to offer expertise in establishing the RTC-data warehouse and collaborate 

with the various partners in implementation of  the recommendation (short-term, 

before the end of  2014 and/or mid-term, 2015-2017).

6. Suggest a revision of  MoH data flow (see the MoH data system description). The 

DCF should be completed at the stage of  patient discharge, not at admission to 

the ED (short-term, before the end of  2014).

7. Suggest a replacement of  paper-based MoH-based DCFs by electronic facility-

based web-based data collection mechanisms to be used at peripheral and central 

levels. Ensure the sustainability of  such changes (secure human and financial 
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national resources)(mid-term, 2015-2017 and /or long-term, after 2017).

Resources:

• PNIPH;

• WHO technical expertise;

• Cost of  meetings;

• Cost of  IT expert (Warehouse Feasibility Assessment);

• Cost of  data warehouse development (IT Company).

Recommendation 3 – Standard case definitions for 
crash-related death, injury and disability:

Description of  tasks:

1. To establish a working group to adopt standard case definitions for crash-related 

deaths, injuries and disabilities, along with classification of  injury severity. The 

working group should consist of  relevant stakeholders and WHO (mid-term, 

2015-2017).

2. The standard case definitions should be reviewed and discussed by the working 

group members and approved for Palestine by the relevant authorities (mid-term, 

2015-2017).

3. Standard case definitions adopted for Palestine should be included in the 

Palestinian Health Data Dictionary (mid-term, 2015-2017).

Resources:

• Multisectoral working group;

• WHO team working hours;

• Cost of  workshops.

Recommendation 4 – Revision of  the Data 
Collection Forms:

Description of  tasks:

1. The following aspects should be taken into consideration when revising the data 

collection forms:

o Define a set of  compulsory variables for RTC-IS (minimum data set) for 

incorporation into DCFs used by different stakeholders (e.g. ID number, 

date of  birth, crash locality, outcomes – dead or injured); 

o Ensure that DCFs collect information not only on variables related to final 

outcomes (death, injuries, disabilities), but also on exposure measures 
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(demographic data, information on traffic volume), intermediate 

outcomes (helmet wearing) and other information of  interest;

o Eliminate all ambiguous and redundant questions to make sure that 

DCFs are well understood by users and not overly detailed.

2. Members of  the RTC-IS working group have to take responsibility for formalizing 

and standardizing DCFs used by the police and MoH to ensure that both parties 

collect compatible and consistent information (short-term, before the end of 

2014).

3. To pilot and finalize TDPCPC and MoH data collection forms – DCFs should 

be evaluated to ensure that the length and timing for completing DCFs are 

acceptable to data-collectors (short-term, before the end of  2014).

4. All DCFs should be produced in both Arabic and English language formats.

5. To present the finalized DCFs to appropriate decision makers for review and 

approval (short-term, before the end of  2014).

6. If  other stakeholders decide to join the RTC-IS initiative, their DCFs should be 

also revised and piloted (mid-term, 2015-2017).

7. To ensure TDPCP collects information on the exact crash location using GIS or 

LRS or X/Y coordinates system (mid-term, 2015-2017 and /or long-term, after 

2017).

8. To prepare electronic DCFs and follow-up forms for hospitals (long-term, after 

2017).

Resources:

• Multisectoral working group;

• PNIPH;

• Cost of  meetings;

• Cost of  printing DCFs.

Recommendation 5 – Guidelines for completing 
DCFs:

Description of  tasks:

1. To develop short guidelines on completing RTC DCFs (for both hospitals 

and police) with examples in Arabic and English. This one-page document of 

guidelines can accompany the DCFs when they are revised (mid-term, 2015-

2017).

2. To prepare more extensive draft guidelines in a small booklet (up to 10 pages) 

written in both Arabic and English, with a link to an online electronic copy (mid-
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term, 2015-2017). 

3. To pilot the use of  the guidelines in workshops held in hospitals and with the 

police (mid-term, 2015-2017).

4. If  other stakeholders decide to join the RTC-IS initiative, guidelines for completing 

their revised DCFs should be also developed and piloted (mid-term, 2015-2017).

5. To print the guidelines after the DCFs have been reviewed and approved (mid-

term, 2015-2017).

6. To develop electronic guidelines for hospitals with an electronic DCFs registry 

(mid-term, 2015-2017).

Resources:

• Multisectoral working group;

• Cost of  workshop;

• Cost of  printing the guidelines booklet.

Recommendation 6 – Establish a feedback system:
Description of  tasks:

1. To conduct one workshop with focal points in hospitals, MoH (PHCGD/HGD, 

MIRS, and PHIC) and PNIPH to decide on: (1) A form for the facility-specific 

reports with results from the RTC-IS that can be disseminated to hospitals; 

(2) A form and frequency of  feedback on the quality of  completed DCFs; (3) 

Approaches to collecting and analyzing suggestions and comments from field 

health workers (mid-term, 2015-2017).

2. To conduct one workshop with TDPCP, EUPOL COPPS and PNIPH to decide 

on: (1) A form for the facility-specific reports with results from the RTC-IS that 

can be disseminated to district police offices; (2) A form and frequency of  feedback 

on the quality of  completed PDCFs; (3) Approaches to collecting and analyzing 

suggestions and comments from police in the field (mid-term, 2015-2017).

3. To develop quarterly feedback reports to hospitals and TDPCP based on the 

results of  the workshops. The report could include the RTC facility-specific 

reports, including insights from the data. This would be part of  a continuous 

feedback on the use of  RTC statistics to hospitals and TDPCP (mid-term, 2015-

2017).

4. To develop a follow-up form (either paper-based or electronic) to ensure 

completeness of  the form and the status of  patients, especially after referral (mid-

term, 2015-2017).
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Resources:

• Two workshops;

• Programming of  reports at PNIPH;

• Resources at PNIPH to produce the quarterly reports.

Recommendation 7 – Capacity building (training 
and education) for stakeholders:
Description of  tasks:

1. To identify and appoint a doctor in each hospital to be the focal point for the follow 

up of  the road casualties registration (data entry) process. Non-MoH hospitals 

should also be encouraged to follow this practice. Medical syndicates and other 

stakeholders should be consulted in this process (mid-term, 2015-2017).

2. To identify and appoint a police officer in each district of  the West Bank to be 

the focal point for the follow up of  the RTC cases registration (data entry) process 

(mid-term, 2015-2017).

3. To train all focal staff: (1) Three workshops will be organized in the West Bank 

(north, south, centre) for all appointed focal point doctors; (2) One workshop 

will be organized in the West Bank for all appointed police officers/TDPCP. 

The workshops will explain how to complete DCFs; data entry; and training of 

trainers (ToT) methodology (mid-term, 2015-2017).

4. To identify an expert with extensive knowledge and experience in data collection 

and reporting of  RTCs to assist in developing the workshop and teach. The 

expert could be national or international, but should preferably be an Arabic 

speaker (mid-term, 2015-2017).

5. Contact insurance companies and EMS (namely PMRS and PRCS) in Palestine 

to discuss how to increase the awareness of  personnel of  the RTC-IS initiative 

and how to include it in training plans (mid-term, 2015-2017).

6. Conduct a conference on the RTC-IS in Palestine to deliver: (1) Results of  the 

assessment of  the RTC surveillance system in the West Bank; (2) Results of  the 

pilot phase of  RTC-IS implementation. This conference can be used to increase 

awareness of  the public health importance of  RTC-IS for Palestine, and for 

leveraging EMS and PIF members to join the RTC-IS initiative in the WB (short-

term, before the end of  2014).
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Resources:

• WHO and PNIPH;

• Cost of  workshops;

• Cost of  RTC expert.

Recommendation 8 – Quality Assurance:
Description of  tasks:

1. Establish a working group of  the relevant stakeholders to develop Standard 

Operating Procedures (SOP) for Quality Assurance in RTC-IS (mid-term, 2015-

2017).

2. To draft an outline describing Quality Assurance SOP required for RTC-IS: 

(a) Formal requirements for RTC data reporting; (b) A form and frequency 

of  feedback on the quality of  completed DCFs; (c) Cross-checking data from 

different stakeholders (mid-term, 2015-2017).

3. The SOP should be reviewed and approved by the relevant authorities (mid-

term, 2015-2017).

4. Ensure effective collaboration between PIF, MoH and TDPCP to make a 

completed DCF a prerequisite for insurance payment to improve the level of  data 

representativeness (mid-term, 2015-2017 and/or long-term, after 2017).

5. To enforce the use of  Quality Assurance SOP (mid-term, 2015-2017).

Resources:

• Multisectoral working group;

• WHO team working hours;

• PNIPH;

• Cost of  workshops.

Recommendation 9 – Improve RTC-IS data 
utilization:

Description of  tasks:

1. To create a working group tasked with studying how RTC data is disseminated 

elsewhere, to assess local needs and to make recommendations for improved data 

utilization (mid-term, 2015-2017).

2. Develop an accessible and searchable web-based information presentation 

system (hosted on the PNIPH website) to perform data mining at the RTC-IS 

data warehouse. Typical tools for improving access to data and reaching an 
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optimal audience include web-based dashboards, reports and ad-hoc queries. 

RTC-related information should be generated in at least two languages: Arabic 

and English (short-term, before the end of  2014 and/or mid-term, 2015-2017).

Resources:

• Meetings of  the working group;

• Cost of  designing and programming the searchable web-based RTC information 

presentation system;

• PNIPH.

Recommendation 10 – Examine the possibility 
of  participation by the Gaza Strip in the RTC-IS 
initiative:

Description of  tasks:

1. To perform an assessment of  the RTC surveillance system in the Gaza Strip to 

assess the feasibility of  introducing a RTC information system in Gaza and roll 

out a full scale Palestinian RTC-IS (mid-term, 2015-2017).

Resources:

• PNIPH;

• WHO team working hours.

Recommendation 11 – Improve other relevant 
registries:

Description of  tasks:

1. To establish connections between the multisectoral working group and specialists 

responsible for the development of  other relevant registries for the RTC-IS 

initiative:

a. The quality of  data produced by CoDR must be addressed against the 

recommendations provided in the Report on the Assessment of  CoDR 

in Palestine 2013;

a. Special attention should be given to the development and improvement 

of  data quality in the Disability Registry;

a. The ICD-10 registry should be improved to ensure that collected data 

are of  good quality and compatible with information from other sources.

Resources:

• Not defined yet. A separate protocol is being prepared.
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8. FOLLOW-UP

The final report of  the RTC-IS assessment will be distributed to all interested 

stakeholders, in particular the relevant departments of  MoH, Palestinian Civil 

Police, EUPOL COPPS, PRCS, PMRS, and insurance companies. The PNIPH and 

WHO/oPt will meet with the MoH and PCP to propose implementation of  the 

recommendations. Once agreed, a detailed work plan will be developed. The work 

on implementing the 11 recommendations and the follow-up assessments can be 

grouped into several major areas.

Area 1.Improvement of  procedures
Recommendation 1 – Multisectoral working group;

Recommendation 3 – Standard case definitions;

Recommendation 4 – Revision of  the DCFs;

Recommendation 5 – Guidelines for completing the DCFs;

Recommendation 8 – Quality assurance.

• A multisectoral working group with relevant stakeholders and with technical 

support provided by WHO can proceed with recommendations 1, 3, 4, 5 

and 8. The members of  the working group may vary depending on the topic. 

The working group will proceed with the following documents: (1). Revised 

data collection forms; (2) Guidelines for filling in the data collection forms; 

(3) Standard case definitions for crash-related death, injury, disability and 

classification of  injury severity; (4) Draft quality assurance SOP required for 

the RTC-IS; (5) Develop an engagement strategy for all partners identified 

in the stakeholder analysis; (6) Develop a national road safety strategy with 

measurable indicators.

• A Task Force (see Recommendation 1, task 2) will review all draft documents 

before they are sent to the appropriate authorities for approval. WHO will 

write a letter to the Minister of  Health and Ministry of  Interior to ask for 

the establishment of  this Task Force.

Area 2.Training and education
The PNIPH project team at WHO will work closely with MoH, hospitals and police 

offices to allocate doctors and police officers as focal persons to plan for the workshops 

(Recommendation 7 – capacity building).
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• The PNIPH project team at WHO will write a letter to the DGs of  hospitals, 

MoH and heads of  private and NGO hospitals and ask for the appointment of 

focal staff  at hospitals. 

• The PNIPH project team at WHO will write a letter to the Traffic Department, 

PCP to ask for the appointment of  focal staff  at Central and District Police 

Offices.

• The PNIPH project team at WHO will develop and organize the training 

program.

• Conduct a conference on RTC-IS in Palestine.

Area 3.Improvement of  data utilization
The PNIPH project team at WHO will work closely with key stakeholders 

(multisectoral working group) on improved and increased reporting to RTC-IS. 

• Recommendation 6 – Establish a feedback system.

• Recommendation 9 – Improved RTC data utilization.

Area 4.Data warehouse
The PNIPH project team at WHO will work closely with the MoH, MoI, and other 

key stakeholders to improve data flow between stakeholders and establish the RTC-

IS data warehouse.

• Recommendation 2 – Establish a RTC-IS data warehouse.

• Recommendation 9 – Improved RTC data utilization (Task 2).

Area 5.Further assessments and areas for 
improvement

The PNIPH project team at WHO will work closely with relevant organizations and 

ministries to continue assessment of  the RTC surveillance system in the Gaza Strip 

(Recommendation 10 – Examine the participation of  the Gaza Strip in the RTC-IS 

initiative).

According to Recommendation 11, possible areas for improvement and collaboration 

are:

• CoDR;

• Disability Registry;

• ICD-10 registry.
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Annex 1. Questionnaire for the Assessment of  the 
Road Traffic Casualties Information System (RTC-
IS) in the West Bank

41 
 

Annex 1. Questionnaire for the Assessment of the Road Traffic Casualties Information System (RTC-IS) in the West Bank 
A. General Information 

1. Who are the focal points (key contacts) at your 
organization for the RTA Information System? Please 
provide name and contact info: 

Who is in charge of leading overall RTA-IS activities in your organization? 
 
Who is in responsible for technical implementation of RTA-IS activities in your 
organization? 
 

2. Please define the goals of your organization for the RTA 
data collection system 

Please use a separate sheet of paper if needed. 
 
 

3. How many staff work in your organization on RTA-IS at 
national level (who might require training in future, e.g. 
epidemiologists, statisticians, data managers, etc.)? 

Please specify: 

4. Does your organization conduct training or have a training 
plan for RTA-IS that includes staff involved in data 
collection and reporting at all levels of the reporting 
process? 

☐ Yes 
☐ No 
If Yes, please specify what training is available: 
 
 

5. Do you have any funding mechanisms specifically for RTA-
IS in your organization? 

☐ Yes 
☐ No 
If Yes, please describe: 
 
 

B. Data Coverage: 
6. Which geographical area - political jurisdiction - is covered 

(nationally, locally or by district)? 
Please specify: 
 
 

6.1. Are all security zones (A, B, and C) of West Bank 
covered? 

 Yes 
 No 
If No, please specify: 
 
 

7. Are there any population or geographical areas (e.g. 
security areas A, B and C) that are not currently using or 
participating in the RTA-IS data collection system? 

 Yes 
 No 
If Yes, please specify: 
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8. Which events are captured in your database?  Fatalities,  

 Non-fatal injuries,  
 Disabilities due to RTA, 
 Damage-only crashes, 
 Anything else? Please, specify: 
 
 

C. Dataset: 
9. Which variables are included (based on data collection 

forms)? 
Please attach a list of variables or the data collection form or use a separate sheet of paper 
to describe. 

10. Does your organization have a set of definitions for RTA-IS 
to be used in everyday practice? 

 Yes 
 No 
If Yes, please, attach a list of definitions that determine which events are 
included/excluded from the system, and how injuries and crashes are classified (please use 
a separate sheet of paper). 

11. Does your organization have definitions for injury severity?  Yes 
 No 
If Yes, please provide your definition for injury severity. 
 
 

12. Is your organization required to judge injury severity?   Yes, this is done at the crash scene only 
 Yes, this is done through follow-up with the victim and health services  
 No 
Please specify: 
 
 

13. Do your personnel receive training to determine injury 
severity?  

 Yes 
 No 
If Yes, please specify: 
 
 

14. Are comparisons made by your organization with medical 
data (provided by ambulance/hospitals) to evaluate the 
accuracy of police-reported injury severity? 

 Yes 
 No 
If Yes, please specify: 
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15. Are definitions used by various sectors (e.g. police, 
hospitals, ambulance, insurance, etc.) harmonized?  

 Yes 
 No 
 Not sure 
If No, please explain if there were opportunities to harmonize definitions. 
 
 

16. Does your organization collect data on the exact location of 
road crash (e.g. GIS or LRS systems, X/Y coordinates, 
names of streets, etc.)? 

 Yes 
 No 
If Yes, please explain your approach: 
 
 

D. Data Flow and Data Sharing: 
17. What are the processes by which data move through the 

system? 
Please provide description of data flow (use a separate sheet of paper if needed): 
 
 

18. Do you have specific reporting requirements?  Yes 
 No 
If Yes, please specify: 
 
 

19. Which departments contribute data, enter data, or analyze 
data directly from the existing system? 

Please specify: 
 
 

20. Does your organization have existing and/or potential links 
with other RTA-related databases (e.g. Death Registry, 
Disability Registry, hospital registry, etc.)? 

 No 
If Yes, please specify: 
 Yes, within your organization, please specify:  

 
 

 Yes, with other organizations, please specify:  
 
 

20.1. If the database of your organization does not have 
existing links with other RTA-related databases, would 
it be feasible and desirable to establish them? 

 Yes 
 No 
 If yes, what are the possible mechanisms to establish such connections? 
 
 

21. By whom and how are your data accessed (who are end- Please explain: 
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users of your data)?  
 

22. Who are the principal users of your RTA data and/or 
reports?  

Please specify: 
 
 

E. Data Management and Data Quality: 
a) General requirements 

23. In your opinion, what is the level of data completeness and 
accuracy of the events captured?  

 100-90% 
 89-80% 
 79-70% 
 69-60% 
 59-50% 
 Less than 50% 
Please explain what validation procedures are in place. 
 
 

24. At what levels of the system are RTA data systematically 
verified for accuracy, timeliness and completeness? 

☐ From the service unit upwards 
☐ From a local level upwards 
☐ Only at national level 
☐ Not at any level 

25. What type of quality assurance procedures are 
systematically undertaken for RTA data? 

☐ Quality controls are in place for the electronic system (automated checks at data entry 
and batch checking, other standard operating procedures (SOPs)); 
☐ Data are reviewed during supervisory monitoring visits to service units and sub-national 
levels (How often? _______________); 
☐ Data are reviewed during meetings with RTA staff (How often?____________________) 
☐ Other (Specify:_________________________) 

26. Is feedback on RTA data quality systematically provided to 
all lower reporting levels? 

☐ Yes, completely 
☐ Mostly 
☐ Partially 
☐ No, not at all 

27. Are there written protocols for data management including 
RTA data collection, storage, cleaning, quality control, and 
is analysis available and up-to-date? 

☐ Yes. They are posted on the internet 
☐ Yes. They are available in a manual or other reference document, e.g. training materials 
☐ No 

28. Which parts of the process lead to long time delays, 
duplication of work, or have a negative impact on data 
quality? 

Please specify: 
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29. Are data systematically missing for certain variables or 
certain types of crashes? 

 Yes 
 No 
If Yes, please explain what validation procedures are in place. 
 
 
 

28.1. What is the frequency with which missing data 
occurs? 

Please explain: 

b) Data Entry: 
30. How many stakeholders (i.e. organizations/departments) 

enter data in the system? At how many different locations? 
 Please specify: 

31. How are data recorded in the system for individual RTA 
cases?  

 Data are recorded electronically on a national internet-based system 
 Data are recorded electronically on a national/district internet-based system 
 Data are recorded electronically on a local system  
 Data are recorded on paper 
 Data are not recorded 
 Other, please explain: 
 

32. What is the format of the data?  Hard-copy only (paper reports); 
 Electronic records; 
 Combination of hard copies and electronic records. Please provide more information: 
 
 

33. Please describe how the data are coded? Please use a separate sheet of paper if needed. 
 

 
c) Data Transmission: 

34. How are your RTA-data transferred from the crash scene to 
the national database? 

Please explain: 
 
 

35. What is the expected frequency of data transmission from 
local to national level? 

☐ Real-time  
☐ More often than monthly 
☐ Monthly  
☐ Quarterly 
☐ Less often than quarterly 
If other, please specify: 
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d) Data Storage: 
36. In what format are data stored in the database?  As case-level records, tabulations provided to customized specifications; 

 As pre-tabulated results 
 If other, please explain: 
 
 

e) Data Analysis: 
37. How many stakeholders have direct access to the system 

for data analysis purposes? 
Please specify: 
 
 

38. What system is used to process the data?  Tallies done by hand;  
 Computerized statistical analysis 
 Other, please specify: 
 
 

f) Reporting: 
39. What types of RTA data are available at nationally? (What 

kind of information could be derived from your database 
for reporting purposes?) 

☐ Patient-level data that allow multiple episodes of RTA in the same person to be 
identified are available; 
☐ Case-level data are available for all of the country; 
☐ Case-level data are available for parts of the country; 
☐ Aggregated data are available, i.e. summaries for groups of cases.  

40. When are national RTA data for a given calendar year 
considered ready for national analyses and reporting? 

☐ Before April the following calendar year 
☐ Before May the following calendar year 
☐ Before June the following calendar year 
☐ On or after beginning of June the following calendar year 

F. IT Requirements 
41. Who is the focal point of the IT department?  Please specify: 

 
 

42. Do you have IT specialists i.e. developers, system 
administrators, network specialists, etc.?  

☐Yes,  
☐ No 
☐ Not sure 
If Yes, please specify: 
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43. Please describe the typical quantity and quality of 

computer equipment (i.e. desktop, laptop, printers) 
available at each location/level for RTA-IS. 

Please use a separate sheet of paper if needed. 

44. Do you have server?  ☐Yes  
☐ No 
☐ Not sure 
If Yes, please specify the capacity, features i.e. RAM, hard drive, operating system, etc.? Do 
you conduct periodic maintenance? 
 
 

45. What type of database do you have for RTA data storage 
(i.e. ORACLE, SQL, etc.). 

Please specify: 
 
 

46. Please describe the typical method of data communication 
available at each location/level (i.e. landline modem, 
dedicated line, cell phone modem, satellite link, DLS line) 
and discuss requirements. 

Please use a separate sheet of paper if needed. 

47. Is software application for RTA-IS available for routine data 
entry, analysis and management? 

☐ Yes, at national level 
☐Yes, at district level 
☐Yes, locally 
☐ No 
If Yes, which system are you currently using to collect and analyze your RTA data? 
 
 

48. Is there a need to change/improve the data software 
platform used? 

☐Yes  
☐ No 
If Yes, please explain: 
 
 

49. Are procedures for RTA data backup available and 
documented? 

☐Yes 
☐ No 

50. Do you conduct regular (periodic) maintenance of the 
network and hardware devices? 

☐Yes  
☐ No 
☐ Not sure 

51. Does your software/database have integration feature i.e. 
system to system integration or external integration with 

☐Yes,  
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other facilities? ☐ No 
☐ Not sure 
If Yes, please explain: 
 
 

52. Does your database software have built-in quality checks 
(algorithms and logic checks)? 

☐Yes  
☐ No 
If Yes, please explain: 
 
 

53. Is it possible to export your data to third-party applications 
(e.g. Microsoft Excel, Statistical Analysis Software (SAS)) for 
further statistical analysis? 

☐Yes  
☐ No 
If Yes, please specify: 
 
 

54. Does your database have web-based access for data entry 
and analysis? 

☐Yes  
☐ No 
If Yes, please specify: 
 
 

55. Are your visions for a software platform of proposed RTA 
warehouse and related IT requirements compatible with 
current IT infrastructure in your organization? 

Please explain: 

56. Are policies and procedures in place to protect the 
confidentiality of all RTA data e.g. records, registers? 

☐ Yes, completely (please specify): 
 
☐ Mostly (please specify): 
 
☐ Partially (please specify): 
 
☐ No, not at all  

57. What are your RTA information system’s strengths and 
weaknesses? 

Please use a separate sheet of paper if needed. 
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Annex 2. Data Collection Form (Arabic), Medical Institute for Road Safety, MoH 

 

Annex 2. Data Collection Form (Arabic), Medical 
Institute for Road Safety, MoH
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Annex 3. Data Collection Form (English), Medical Institute for Road Safety, MoH 
Section I: General Information: 

1. District (place of accident) 
2. Hospital 
3. Date of injury 
4. Name of injured/deceased 
5. ID number of injured/ deceased  
6. Date of birth 
7. Gender: Male/Female 
8. Place of residence 

Section II: 

1. Type of case: Injury/Death 
2. In case of death, when the death occurred: 

a. During the accident; 
b. Within 24 hours of the accident; 
c. Within one week of the accident; 
d. Within 30 days of the accident; 
e. Within one year of the accident 

3. The deceased /injured was in 
a. A four wheel vehicle  
b. Passenger in a four wheel vehicle 
c. Driver/Passenger on a two or three wheel vehicle 

4. Place of body injury 
a. Head 
b. Upper part of the body 
c. Lower part of the body 

5. Injuries: 
a. Bruises and wounds 
b. Fracture 
c. Bleeding 
d. Surgical intervention 

6. Extent of Injury: 
a. Slight 
b. Medium 
c. Severe 

7. Physical Disabilities: 
a. No disability 
b. Impaired mobility 
c. Optical disability 
d. Hearing impairment 

8. The treatment took place in: 
a. Emergency department 
b. Admission beds 
c. Referred to a hospital 

9. Length of stay in hospital 
10. Name of the person who filled the form 
11. Date of filling the form 

  

Annex 3. Data Collection Form (English), Medical 
Institute for Road Safety, MoH
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Annex 4. Data Collection Form (Arabic), Traffic Department, Palestinian Civil Police 

 

Page 1 Page 1 

Annex 4. Data Collection Form (Arabic), Traffic 
Department, Palestinian Civil Police
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 Page 2 
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Annex 5. Data Collection Form (English), Traffic Department, Palestinian Civil Police 
Driver / Vehicle 
1.Vehicle Type  1 2 3 4 2.Vehicle movement 1 2 3 4 3.Vehicle defect 1 2 3 4 
 Type M      Turn from the right 

side of junction  
     No defect     

 Type N      Turn from the left 
side of junction 

     Brake system     

 Type O      Junction       Steering     
 Type L      U-Turn       Wheel     
 Type T      Moving into front      Light     
 Bicycle      Change of lane      Not tested     
      Reversing      Test expiry      
      Sudden stop     4.Insurance 1 2 3 4 
      Parking outside the 

road 
     Valid     

      Parking in the road      Not valid     
      Other       No insurance     
 1 2 3 4 
5.Vehicle year of production                 
6. Country of production                 
Driver’s details 
7. License 1 2 3 4 8.Driver mistake 1 2 3 4 9.Driver damage     
 Valid      No mistake      Death     
 Not Valid      Not paying attention      Severe     
 No 

license 
     Exceeding speed limit      Mild     

 Irrelevant       Very close to other 
vehicle 

     Slight     

10.Gender 1 2 3 4  Turn signal      No harm     
 Male      Overtaking     13.Alcohol/drugs 1 2 3 4 
 Female      Roundness      No test     
11.Age 1 2 3 4  Ignoring Give Way sign       Positive     
12. Seat belt 1 2 3 4       Negative     
 Yes               
 No               

Annex 5. Data Collection Form (English), Traffic 
Department, Palestinian Civil Police
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Death/Injury 
- Passenger 

1. Vehicle 2.Gender  3.Age 4. Damage Type (Death/Injury) 5.Passenger 
position 

6.Passenger 
movement 

7. 
Helmet/Se
at belt 

Passenger 1 1 2 3 4 MaleFemale  Death Severe Mild Slight    
Passenger 2     MaleFemale  Death Severe Mild Slight    
Passenger 3     MaleFemale  Death Severe Mild Slight    
Passenger 4     MaleFemale  Death Severe Mild Slight    
Passenger 5     MaleFemale  Death Severe Mild Slight    

 

 

 

 

Car Manufacturer code: USA 2; Japan 3; Germany 4; UK 5; Italy 6; France 7; Sweden 8; China 9; India 10; Korea 11; Israel 

License degree Passenger position Passenger Movement Pedestrian Movement 
1. A2 
2. A1 
3. 1 
4. B 
5. C1 
6. C 
7. E 
8. D1 
9. D 

1. front seat 
back seat 
Bicyclist 

2. Passenger in 
car 

3. Passenger in 
heavy vehicle  

1. Sitting 
2. Standing 
1. Through rid 

the vehicle 
2. Through come 

down the car  

3. Standing 
4. Passing the road 
5. Walking in the 

middle of the 
road 

6. Walking on the 
edge of the road  

 

 

Death/Injury – Pedestrian 1. Vehicle 2.Gender  3.Age 4. Damage Type (Death/Injury) 6.Pedestrian 
movement 

7. Alcohol 

Pedestrian 1  1 2 3 4 MaleFemale  Death Severe Mild Slight  Yes/No 
Pedestrian 2     MaleFemale  Death Severe Mild Slight  Yes/No 
Pedestrian 3     MaleFemale  Death Severe Mild Slight  Yes/No 
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