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Abstract 

The objective is to describe existing studies of effects of local safety policy (LSP), aimed at 

reducing risks, preventing injuries and improving the safety in a community, in an overview. 

LSP refers to all kinds of safety interventions including one- and multi-component 

interventions. 

Methods: We screened six databases for publications published 2000-2011 and selected 

publications through title/abstract and full-text exam. The search terms corresponded to the 

concept LSP. Studies of health care, crime, fire prevention, industry, terrorism, and traffic 

with motorized vehicles were excluded. The main findings were categorized as positive, 

mixed, and no intervention effects. 

Results: 22 reviews and 45 primary studies were selected. The safety domains/target groups 

evaluated in these studies include: home (n=272), child (n=253), whole 

population/community (n=142), elderly (n=130), bicyclist (n=67), pedestrian (n=40), and 

school safety (n=15). Education was the most frequently studied intervention followed by 

exercise/training and safety inspection/assessment. Bicycle helmet legislation, safety 

education, burn prevention, traffic calming, and fall prevention exercise programs were found 

to be effective for some age groups of the population.  

Conclusion: Positive intervention effects are contingent, dependent on many factors, and 

require a valid intervention theory and successful implementation. There is a need to support 

continuing collection of local intervention and outcome data, and to develop evaluation of 

local safety interventions. 

Implications: A policy implication of this overview is the need for supporting improved 

monitoring and evaluation of LSP. Support for continuing collection of high-quality data, 

preferably disaggregated, on safety interventions,   incidents, and injuries on the local level 

would allow for better conclusions on intervention effects. 
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1. INTRODUCTION  

Extensive resources are invested in Local Safety Policy (LSP), but there is a lack of 

knowledge regarding the effects of safety interventions. Existing knowledge of intervention 

effects have been primarily compiled in relation to safety domains, target groups, and specific 

interventions. A need for an overview of which safety interventions work exists. Such an 

overview can aid policy makers and practitioners to attain general and specific knowledge of 

which safety interventions exist and which are effective and which are not effective in 

different settings. It can be used to learn from, and inform policy and practice. 

After screening publications for the effects of LSP we found a number of reviews concerning 

specific safety domains and interventions, and a few covering multi-component programs but 

we found no review covering all kinds of LSP. Hence, there is a lack of generic knowledge 

concerning effects of LSP.  

Therefore, the purpose of this article is to describe existing studies of effects of LSP, aimed at 

reducing risks, preventing injuries and improving the safety in a community, in an overview 

and synthesize the knowledge. The overview does not claim to cover everything that can fall 

within the concept LSP. LSP is an umbrella concept developed from a policy analysis 

approach [1,2 ] and used to refer to all kinds of LSP including safety policies, programs and 

one- and multi-component interventions developed and implemented by actors in the public 

and private sector in a local community. The concept is all encompassing as LSP is a many-

sided and partly disjointed policy domain. In the safety science literature other terms are used 

to refer to interventions covered by this concept, for example, injury preventions programs 

covering all local injury event environments [3], multifaceted community-based injury 

prevention programs [4], specific safety domain interventions such as, home safety 

interventions [5] and sports safety interventions [6]. 

 

2. METHOD 

This overview is aimed to identify, comprehensively; appraise; and synthesize all relevant 

studies of effects of LSP, aimed at reducing risks, preventing injuries and improving the 

safety in a community. All retrieved studies were published in peer-reviewed journals. A 

pluralist epistemological approach permits a narrative synthesis of findings as the studies 

concern different safety interventions and domains; thus the results cannot be synthesized into 

one quantitative estimate.  

The overview follows Rossi and Freeman’s conceptualization of intervention effects; 

outcomes (gross outcomes) caused by intervention effects (net outcomes), effects of other 

processes (confounding factors), and sometimes by the study itself (design effect) [7].  

Mostly, the research process follows the steps developed for systematic reviews [8] and criteria 

for evaluating review articles [9]. The evaluation of reviews and primary studies is confined to 

applying the inclusion criteria and the peer-review process used by all the journals and our 
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inclusion criteria is assumed to guarantee acceptable scientific quality for synthesizing 

intervention effects. The characteristics of included studies are described according to a 

matrix of variables of importance for assessing intervention effects (Table A, B, Appendix 1).  

 

2.1 Criteria for judging the quality of included publications 

Studies included meet the following criteria:  

1. published in peer-reviewed journals in English 

2. published between January 2000 and July 2011 

3. intervention conducted within a community/municipality 

4. description of the safety intervention provided 

5. description of outcome measure(s) 

6. data on conditions before and after the intervention  

7. assessment of effects of the intervention  

8. description of the research method  

 

Included are, Random-Control Trials (RCT), quasi-experimental, and before-after studies; 

corresponding to the first, second, and third level of evidence of Ray Pawson’s Hierarchy of 

evidence [10]. Also included are Cohort studies not covered by Pawson’s typology, classified 

as a fourth level of evidence [11]. Included are reviews that describe search method, inclusion 

criteria, and criteria to assess validity of included studies [9].  

 

2.2 Search terms, data sources, and literature search 

 

As many terms are used to refer to the LSPs covered by this overview, it is challenging to 

develop relevant and feasible search strategies to identify existing studies on effects of LSP. A 

list of search terms and operators was compiled corresponding to the concept of LSP and the 

inclusion/exclusion criteria. All safety intervention studies aimed at reducing risks, 

preventing, or limiting injuries were included. Excluded from this review are studies on 

effects of fire prevention, traffic safety intervention (except for studies targeting pedestrians 

and bicyclists), health, patient, hospital and medical safety intervention, industry safety 

intervention, crime/ terror prevention, pesticide safety, agricultural safety, occupational 

safety, and food safety. 

Appendix 2 describes in detail the search words and operators. The following search terms 

(and variations of these) were used: safety, security, prevention, effect, outcome, public, 

community, municipal, local, intervention, measure, program, policy, pedestrian, and bicycle. 

If the list of search terms was extended we would have identified more publications, however, 

the overview does not claim to cover everything that can fall within the concept LSP. 

The literature search was iterative and performed by an experienced librarian with author 

guidance. We conducted an extensive literature search in six databases:  
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Cochrane 

PubMed  

Academic search elite 

socINDEX  

ERIC 

Web of Science. 

 

2.3 Narrative synthesis  

We compiled the main findings of effects of safety interventions as summarized by the 

authors of the original studies. When the original authors extensively described their results, 

we interpreted the most important results in regard to intervention effects. Intervention effects 

are synthesized on safety domain and type of intervention, and compiled as positive, mixed, 

and no effects. The focus is on positive intervention effects, hence positive effects found in 

studies that arrived at mixed results are also summarized.  

 

3. RESULTS 

Figure 1 summarized the selection process. The titles and abstracts of 1,025 potential 

publications were assessed against the inclusion/exclusion criteria. Publications that did not 

meet these criteria and duplicate publications were excluded. We retrieved 179 publications 

for a full-text assessment. Publications excluded at this stage lacked intervention, the 

intervention was not relevant, the studies did not measure conditions before and after the 

intervention, or full text was unavailable. Because of inclusion in selected reviews, 15 original 

studies were excluded. Ultimately we identified a sample of 22 reviews and 45 original 

studies to be included in our overview. 
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Figure 1.  Summary of selection process for included and excluded publications. 

 

3.1 Characteristics of the included reviews and original studies  

Twenty-two reviews (Table A, Appendix 1) met our inclusion criteria and in turn are based on 

468 original studies including studies published before and after 2000. Six reviews were 

Cochrane reviews, fourteen were systematic reviews, and two were other kinds of reviews. 

Studies included in the reviews range from 4 to 111 studies.  

 

Table B (Appendix 1) summarizes key characteristics of the 45 included original studies. Four 

types of study designs were found: 14 random-control trials (RCT) studies, 14 quasi-

experimental studies, 15 before and after studies, and 2 cohort studies. The sample size varied 

Publications excluded that did not 

meet the inclusion/exclusion criteria 

(n=846) 

Full-text exam of 179 publications               

(45 reviews and134 primary studies) 

Publications meeting inclusion criteria:                                    

22 reviews and 60 primary studies 

 

 

 

 

Publications excluded: that did not 

meet inclusion/exclusion criteria, and: 

- had no intervention or no relevant 

intervention 

- conditions were not measured before 

and after the intervention 

- the full text unavailable 

- were duplicate publications 

(n=97) 

Publications screened from six database search 

1025 publications identified 

 
Title and abstract exam of 1025 publications 

Original studies covered by reviews:  

(n=15) 

  

  

  

Publications ultimately included:                 

22 reviews and 45 primary studies 
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between six cases/individuals to > 1,000 persons. Samples were also drawn from existing 

schools/preschools (or schools in low income areas), sport clubs, homes/households (or 

households with children younger than10). 

 

Table 1 summarizes the safety domains explored in the retrieved publications. The majority of 

studies target more than one safety domain but most reviews and original studies have 

evaluated effects of home safety interventions, primarily child and elderly safety 

interventions. Child safety interventions is the second most frequently studied domain, 

followed by studies on whole population/community safety interventions target specific injury 

outcomes, specific age populations, whole population, or multi-targeted safety domains 

including, for example, home and school safety. 

 

Table 1 Included studies divided by safety domain/target group 

Safety domain/ 

target groups 

Reviews Original studies Total 

nr  

Home [13, 15, 19, 43, 44]  

(n=248)  

[23-27, 30-32, 34-36, 38, 39, 41, 42, 45-53]   

(n= 24) 

272 

Child  [12-22]  

(n=233)  

[23-42]  

(n=20) 

253 

Whole 

population/com

munity 

[4, 16-18, 21, 22, 54-56]  

(n=133) 

[25, 32, 34, 39, 40, 51, 53, 57, 58] 

(n= 9) 

142 

Elderly  [43, 54, 59]  

(n=126) 

[33, 47-50] 

(n=4) 

130 

Bicyclist [60-64]  

(n=64) 

[33, 37, 65]  

(n=3) 

67 

Pedestrian [22, 61]  

(n=33) 

[28, 29, 33, 39, 51, 58, 66, 67] 

(n=7) 

40 

School  [68]  

(n=7) 

[32, 57, 66, 69-76] 

(n=8) 

15 

Sports   [6] 1 

Fireworks/firear

ms  

 [45, 77] 2 

Open spaces  [32, 40, 53, 78]  3 

Shopping center  [79] 1 

Number of 

studies explored 

844 82 926 

Key: While many studies cover more than one safety domain the total number of studies in 

Table 1exceeds the original numbers of studies (468 studies in 22 reviews and 45 primary 

studies).  
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The included reviews differ in regard to scope and specificity of the intervention. Effects of 

one- or multiple-component interventions mainly concern education followed by safety 

equipment and safety interventions developed and implemented in WHO Safe communities. 

Studies on effects of exercise/training, bicycle helmet legislation, and safety assessment have 

also been compiled (Table 2). 

 

The majority of interventions explored in the original studies are multiple-component 

interventions. The most frequent intervention involves education followed by 

training/exercise. Other interventions include safety assessment/inspection, free or discounted 

safety equipment, safety information and awareness initiatives, traffic calming interventions, 

and legislation. 

 

While the majority of studies explore multiple safety interventions, education is the most 

frequently studied safety intervention followed by exercise/training. Safety 

inspections/assessment, safety equipment, and legislation have also been explored but not to 

the same extent as education or exercise/training has been. 

Table 2 Interventions studied in the retrieved publications 

Interventions  Reviews Original studies 

Education  [12, 13, 15-22, 43, 44, 54-56, 59] [23-28, 32, 34, 36, 41, 45, 46, 50-52, 57, 58, 65, 66, 69, 70, 72, 74-

76, 80]  

Safety 

equipment 

[13, 15, 16, 19, 61, 64, 68]  [20, 26, 30, 36, 40, 42, 45, 46] 

WHO Safe 

communities 

[4, 17, 21, 54-56] - 

Exercise/trainin

g 

[12, 43, 54, 59] [6, 23-25, 27, 40, 41, 45, 47, 48, 50-52, 57, 58, 65, 66, 69, 70, 73, 

75, 80] 

Legislation  [16, 60, 81] [37, 38, 77] 

Safety 

inspection/asses

sment 

[19, 44] [26, 30, 32, 36, 39, 40, 42, 48, 65, 72] 

Safety 

information 

awareness 

- [31, 35, 39, 46, 53, 73, 78, 79] 

Traffic calming - [29, 33, 67] 

 

The most frequent outcome measures used in the original studies are safety behavior, 

including helmet use, pedestrian behavior, injury rates, and safety knowledge (Table 3). 

Further outcome measures that were used are specific safety scores (e.g., burns, poisoning) [6, 

42, 58], safety attitudes [74] and safety awareness [32]. 
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Table 3 Outcome measures in the retrieved original studies 

Outcome 

measures 

Original studies 

Safety behavior [23-26, 28, 30, 31, 33-35, 39, 41, 45, 46, 51, 52, 57, 58, 67, 69, 70, 73-75, 79, 80] 

Injury rates [23, 29, 32, 33, 36-38, 40, 42, 47-50, 52, 53, 65, 77] 

Safety 

knowledge 

[27, 28, 34, 35, 52, 57, 66, 70, 72-75, 80] 

Specific safety 

scores 

[6, 32, 42, 58, 74, 78] 

 

Taken together, the interventions studied in the reviews and original studies were either 

specific in terms of safety domain, target group, intervention or broad in scope. Generally, 

studies of intervention effects involved multiple safety domains. The most frequent safety 

domain was home safety (n=270) followed by child safety (n=253). Many studies covered 

whole population/community safety (n=142), and elderly safety (n=130) interventions 

whereas bicyclist (n=67), pedestrian (n=40), and school safety (n=15) interventions have not 

been studied to the same extent.  

 

3.2 Narrative synthesis of effects of local safety interventions 

Table 4 summarizes studies with positive, mixed, and no intervention effects including 

positive effects reported under mixed results. For further information regarding the 

intervention effects see Tables C and D, Appendix 1.  

Effects of home safety interventions are summarized under child and elderly safety as all but 

three studies [45, 46, 77] belong to one of these domains. Effects of child safety interventions, 

integrated in whole community, and pedestrian and bicycle safety interventions, are 

summarized under these three domains. 
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Table 4 Summary of intervention effects of included publications 

Safety domain/ 

target groups 

Positive effect Mixed effect  No effect  

Child  [22, 25-27, 29, 35, 37, 38, 40]  

(n=9) 

[12-21, 23, 28, 30, 31, 34, 36, 42, 45]  

(n=18) 

[24, 41]  

(n=2) 

Whole community [22, 25, 40, 51-54] 

(n=7) 

[16-18, 21, 34, 39, 55-58]  

(n=10) 

[32]  

(n=1) 

Elderly  [48-50, 54] 

(n=4) 

[43, 47, 59] 

(n=3) 

 

Bicyclist [37, 60, 62, 64, 75]   

(n=5) 

[33, 34, 63]  

(n=3) 

[61, 65] 

(n=2) 

Pedestrian [22, 29]  

(n=2) 

[28, 33, 39, 58, 66, 67]  

(n=6) 

[61] 

(n=1) 

School  [40, 51, 69, 70, 72, 75]  

(n=6) 

[34, 39, 57, 58, 66, 73, 80] 

(n=7) 

[32, 68, 74] 

(n=3) 

Sports  [6]  

(n=1) 

  

Fireworks/firearms  [46] 

 (n=1) 

[45, 77]  

(n=2) 

[41]  

(n=1) 

Open spaces [40, 53] 

(n=2) 

[78] 

(n=1) 

 

Shopping center [79] 

(n=1) 

  

 

Some child safety interventions, including education programs and road safety/traffic calming 

measures, had positive effects on child/pedestrian safety [22, 29]. Car restraint [12], poison safety 
[12, 17, 75], and street-crossing [12, 28] interventions were also effective. Furthermore, safety 

education, exercise, and equipment improved home safety practice but no effect was reported 

on injury rates in these studies [13, 15, 44]. One program improved first aid knowledge and skills 
[27], and scald prevention programs reduced scald risk [31] or improved parent safety behavior 
[23, 26]. Some multi-pronged pediatric burn interventions prevented pediatric burns [18], and 

burn safety information improved parents’ safety knowledge and behavior [35]. Home visit, 

safety assessment, and safety equipment reduced risks related to burns [19, 42], but the effects 

were conditional. Window guards legislation prevented falls [38], and a multi-component 

safety program decreased the risk of injuries for preschool children [40]. An abduction 

prevention [24] and handgun storage program [41] was proven ineffective, but another firearm 

program improved gun safety practice [46].  

Some elderly fall prevention exercise programs indicated cost saving in a subgroup of 

participants [59]. Multiple-component exercise programs (to improve strength, balance, 

flexibility, or endurance) improved balance [49, 50] and reduced falls [43, 49]. Population based 
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interventions with the goal of preventing falls, decreased trends in fall-related injuries [54]. 

Fall-preventive moderate intensity group-exercise programs had positive effects on falling 

and physical performance in pre-frail but not in frail elderly [47]
. Exercise by itself and in 

combination with vision or home hazard reduction reduced falls [48]. The results are in line 

with the systematic review of the effectiveness of methods to implement falls prevention 

among community-dwelling older people published after our overview [82].  

Among the whole community/population safety interventions a virtual reality training 

program had positive effects on child safety when crossing the street within the virtual 

environment [51], a multiple safety program decreased risk of injury for preschool children [40], 

and an education and training program enhanced knowledge and reduced kerosene-related 

burns [52]. A community-based multi-component injury prevention program indicated a long-

lasting reduction in injuries in communities with high injury rates [53]. Community-based 

education approaches improved helmet and car child safety seat use. However, there was 

no evidence that such interventions increased child pedestrian safety, increased adolescent 

vehicle safety through the reduction of drinking and driving, or reduced the rates of several 

childhood injury categories [16]. A first aid program improved safety skills but had no effect 

on safety knowledge [57]. Some multipurpose community-based injury prevention programs 

reduced injuries [55]. In one of two districts a multi-component program resulted in an increase 

in children’s ability to go to and from school on their own. [39]. 

Population-based interventions developed according to the WHO Safe community model 

decreased trends in fall-related injuries in some communities but not in all [54]. Hence, there is 

no evidence that the adoption of the Safe Communities model generally leads to reduction in 

injuries [56]. Multiple-intervention programs [21] were partially effective and contributed 

to developing a culture of safety within a community (6 of 10 were WHO safe 

communities). A multi-component childhood safety program was ineffective in creating 

community awareness and reducing child injuries [32]. 

 

Within bicyclist and pedestrian safety interventions, helmet legislation increased helmet use 

among cyclists, particularly in younger age groups [60]. The increase in helmet use reduced 

bicycle injuries [37], head injuries [81 64] and facial injuries [64]. Providing free rather than 

subsidizing helmet costs was shown to be more effective in improving helmet use and also 

more effective than purely educational initiatives [63].  The “Bike Smart program” improved 

safety knowledge and proper helmet placement [75]. Proper helmet use was also improved 

through an education and exercise program [25]. An education and road safety/traffic 

calming program improved pedestrian safety and reduced injuries for children aged 0-

14 [22].Traffic calming measures reduced child pedestrian injuries [29], increased cycling, 

improved road safety behavior, and reduced traffic related problems [67] but pedestrian 

falls increased [33]. A safety education program improved parental knowledge about bicycle 

injury events and correct bicycle helmet placement and fit [34]. A national program “SAFE 

Kids walk this way” improved pedestrian safety during the intervention [58]. Another program 

improved child pedestrian safety behavior but not child safety knowledge [28]. In contrast, 
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another program improved safety knowledge but not safety behavior [66]. Visibility aids (e.g., 

fluorescent jackets, reflective tires, and lights) had no effect on cyclist or pedestrian safety [61], 

and a multi-component safety intervention had no effect on preventing incidents or injury 

events for bicyclists [65].  

 

Multi-component school safety programs improved safety knowledge and behavior for 

children grade 1-3 [70], and enhanced safety knowledge concerning school violence and safety 
[72]. One program enhanced safety knowledge acquisition and safety behavior in some 

groups[80], and another program enhanced safety knowledge and skills, but the effects were 

not long-lasting [73].A school health and safety program improved safety behavior [69], whereas 

two safety programs were proven ineffective [32, 74]. The use of metal detectors had no effect 

on school violence and climate and some research suggests that the presence of metal 

detectors may detrimentally impact student perceptions of safety [68]
. 

To conclude, existing knowledge of the effects of LSP, aimed at reducing risks, preventing 

injuries and improving the safety in a community, is highly disjointed as the studies explore 

interventions developed for specific or overlapping safety domains, one or several target 

groups, single or multi-component interventions; and concern diverse contexts and cultures. 

Existing studies of the effects of examined LSP mainly concern child safety and home safety, 

of which home/child safety and home/elderly safety dominates. Effects of elderly safety and 

whole population/community safety have also been frequently explored, whereas bicyclist, 

pedestrian, and school safety interventions have not been studied to the same extent.  

Most studies report mixed results, including those listed as having positive effects (Table 5). 

Bicycle helmet legislation, a national policy instrument, fall exercise programs, and burn 

prevention programs were found to be mostly effective for some targeted age groups of the 

population. There was no evidence that the WHO-Safe-community-model can explain 

measured injury rate reductions. The studies indicate that intervention effects are confined by 

time and context and the general conclusion is that there is scarce knowledge on what is 

effective and can be used to inform LSP everywhere. 

Discussion 

A strength of this overview is that it covers different safety domains and interventions all 

aimed at reducing risks, preventing injuries and improving the safety in a community. 

Reviews included in this overview of effects of safety interventions cover specific safety 

domains which makes it difficult to synthesize knowledge of what is effective and what is not 

effective LSPs. The limitation of this overview is that it does not cover all studies falling 

under the umbrella LSP and only studies published before July 2011. A comprehensive 

overview, however, is not possible to compile as all overviews need to exclude some safety 

domains and interventions. The evaluation of publications does not follow standard 

procedures of systematic reviews and overviews [8, 89], which could be interpreted as a 

limitation depending on one’s epistemological position, but should be considered in relation 

to the aim and assumptions of this review. 
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The explored studies are published in peer-reviewed journals but often lack sufficient data to 

measure intervention effects. Many studies measure injury rate reductions but provide 

insufficient information about the intervention (program) [4], its context, and implementation, 

and thus conclusions about intervention effects are often based on scarce data. Because 

registered injury reduction can be caused by many factors, spurious effects cannot be 

excluded. To evaluate intervention effects valid and trustworthy data is needed, not only on 

outcomes (before and after) but also on local conditions, the interventions, and 

implementations. LSP, to be effective, requires a sound intervention theory and successful 

implementation [83]. Also, as shown in a number of the studies, a critical safety situation is 

needed from the outset. 

It is assumed that the RCT-study design provides strong evidence per se. However, not all 

researchers share the assumptions behind this evidence claim. In particular the value of the 

RCT-study design can be questioned when applied to (multi-component) policies and 

programs [8, 84]. Pre-requisites for drawing valid conclusions include relevant and high quality 

data (on conditions before intervention, intervention, implementation, and outcomes) in both 

intervention- and control-groups/communities. However, the quality of data differs 

significantly, implying that conclusions of intervention effects often rest on insufficient data. 

RCT-studies are no exception. If only evidence from rigorous (systematic) reviews [89] is 

included, the knowledge bases will be weakened, however, the quality of data is still an issue, 

and the same overall conclusion should be drawn. 

Effectiveness is a relational concept implying that LSP can be effective or ineffective in 

relation to, for example, handling complex safety problems, preventing/limiting injuries, 

achieving goals, or creating a safety culture. As local risks, injuries and conditions vary there 

is a need for different action (LSP) in different communities. Hence, a safety intervention can 

be (in) effective in part of a community but not in another because of different risks, safety 

conditions, existing LSP, and dedicated implementers etc. 

Although general and specific knowledge of effective implementation, e.g. competence, 

political and financial support, devoted implementers [4, 82, 85-88], can help improving LSP, 

there is limited knowledge that shows what is effective and that can be applied everywhere. A 

policy implication of this overview is the need for supporting improved monitoring and 

evaluation of LSP. Support for continuing collection of high-quality data, preferably 

disaggregated, on safety interventions,   incidents, and injuries on the local level would allow 

for better conclusions on intervention effects. Additionally, the sustainability of effects needs 

follow-up as intervention effects, e.g., safety education programs; tend to diminish over time 

if not repeated. There is also a need for theory-driven evaluation research that can contribute 

to knowledge of why LSP works, or does not work, under various conditions. 
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Study Purpose of review Type of 

review 

Databases/ sources and Inclusion criteria Studies 
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Interventions  I type Safety 

domain 

Bruce B & 

Mcgrath P 

2005[12]  

Examine the effectiveness of 

group based injury 

prevention interventions 

targeting young children’s 

safety behaviors. 

Systematic 

review 

 

 

The Cochrane Library, CINAHL (Cumulative Index to Nursing 

and Allied Health Literature), PUBMED, Cambridge Scientific 

Abstracts, Dissertation Abstracts, and PsycINFO 1980–2002. 

  

1. younger than 6;  

2. control group;  

3. used a group intervention approach;  

4. English;  

5. addressed unintentional injuries,  

6.injuries, knowledge, or safety behaviors as outcome measures. 

9 studies 

  

 

 

Safety interventions of 

road crossing (4) car 

restraint (2), spinal cord 

safety (1) 

poison safety (1) 

911/stranger danger/  street 

crossing (1) 

 

Videos, interactive 

activities, cartoons, stories, 

puppets, singing, coloring, 

games simulation games, 

demonstrations, 

modeling/role playing, 

rehearsal practice and real 

street crossing. 

Multiple  

 

Education 

 

Exercise 

programs 

Child  

Davis JC et 

al. 2010[59]  

Investigate if fall prevention 

in older adults living in the 

community is the best value 

for the money. 

 

Systematic 

review  

 

MEDLINE, PUBMED, EMBASE and NHS EED.Economic 

evaluation of fall prevention intervention as part of randomized 

controlled trials or controlled trial, or using an analytical model 

(cost-effectiveness, cost–benefit or cost-utility analysis) 

 

1. younger than 60  
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3. based on falls prevention intervention  

4. between1945-2008 
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(8 cost-effectiveness 

analyses,  

1 cost–utility and 

one cost–benefit 

analysis) 

Individually customized 

multi factorial, multiple 

intervention, single factor 

interventions, e.g., exercise 

programs  
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Multiple  
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Exercise 

programs 

Elderly  

Gillespie LD 

et al. 2009[43] 

Assess the effects of 

interventions to reduce the 

incidence of falls in older 

people living in the 

community 

Systematic  

review 

(Cochrane) 

 

Cochrane Bone, Joint and Muscle Trauma Group Specialised 

Register, CENTRAL (The Cochrane Library 2008, Issue 

2), MEDLINE, EMBASE, CINAHL, and Current Controlled 

Trials (all to May 2008).  

 

1. randomized trials (RCTs) 

2. community-dwelling older people  

3. rate or number of falls and risk of falling  

111 studies  

(only RCTs) 

Multiple-component 
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improve strength, balance, 

flexibility, or endurance, 

overall vitamin D, home 

safety interventions, 

psychotropic medication, 

pacemakers  

Multiple  
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Exercise 

programs 

 

(Medication) 

Home 

 

Elderly 

Hankin A et 

al. 2011[68] 

Assess the impact of metal 

detectors on school violence, 

climate, and students safety 

Systematic 

review  

Published articles, conference proceedings and abstracts in: 

PubMed, PsycInfo, EMBASE, CINAHL, ERIC, Social Services 

Abstracts, Sociology Abstracts, Health and Safety Science 

7 studies (5 

examined 

perceptions, 2 focus 

Metal detector use, school 

safety, “system of law”, 

secure building, school 

Safety 

equipment 

School  
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1. assessed perceptions related to metal detectors, or the impact of 
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2. utilized walk-through or wand-style metal detectors.  
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4. public or private schools; elementary, middle, or high schools. 

on violence related 
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Karkhaneh 

M et al. 

2006[60] 

Evaluate the effectiveness of 

legislative interventions to 

increase bicycle helmet use 

among all age groups. 

Systematic 

review 

 

CENTRAL, MEDLINE, EMBASE, CINAHL, Web of Science, 

British Education Index, LILACS Database, TRIS. 

 

1. community based investigations,  

2. cohort studies, controlled before-after studies, time series 

studies, non-equivalent control group studies 

3. children, adolescents, and/or adults of both genders  

4. bicycling within a defined community 

5. bicycle helmet wearing legislation at the regional, 

state/province-wide, or municipal level, 

6. matched pre-, non-legislative period in the same community or 

control community without legislation. 

11 studies (8 

published articles, 2 

published reports, 

and 1 an 

unpublished article) 

Helmet use legislation Legislation Bicyclist 

Kendrick D 

et al. 2010[13] 

Evaluate the effectiveness of 

home safety education, with 

or without the provision of 

low cost, discounted or free 

equipment in increasing 

home safety practices or 

reducing child injury rates 

and if the effect varied by 

social group. 

Systematic 

Review  

(Cochrane) 

The Cochrane Library, MEDLINE, EMBASE, CINAHL, DARE, 

ASSIA, Psychinfo and Web of Science, plus a range of relevant 

web sites, conference proceedings and bibliographies to June 2004. 

 

1. RCTs, non-randomized controlled trials (non-RCTs) and 

controlled before and after studies (CBA) 

2. home safety education with or without the provision of safety 

equipment  

3.19 or younger,  

4. safety practices, possession of safety equipment or injury rate 

80 studies (23 

RCTs, 37 included 

in at least one meta-

analysis) 

Home safety education 

programs with or without 

provision of low cost, 

discounted or free safety 

equipment 

Multiple 

 

Education 

 

Safety 

equipment 

Child  

 

Home 

Kendrick D 

et al. 

2008a[44] 

To evaluate the effectiveness 

of parenting interventions in 

preventing child injuries 

(unintentional injury and 

increasing parental safety 

practices). 

Systematic 

review, meta- 

analysis  

Cochrane controlled trials register (CENTRAL), Cochrane 

database of systematic reviews, Medline, Embase, Biological 

Abstract, PsychINFO, Sociofile, Social Science Citation Index, 

CINAHL, Dissertation Abstracts, ERIC, Database of Abstracts of 

Reviews of Effectiveness, ASSIA, Web of Science, SIGLE and 

ZETOC, without language restrictions from the date of inception to 

May 2005. Abstracts from the first to seventh World  Conferences 

on Injury Prevention and Control and the journal Injury Prevention 

were hand searched.  

 

1. RCTs, non-RCTs and CBA  

15 studies (11 

RCTs, 1 non-RCTs, 

3CBA) 

11 Multi-faceted home 

visiting programs provided 

parenting education and 

other services as helping 

families solving problems. 

 2 Pediatric practice-based 

interventions including 

some home visits 

2 Parental education 

without other services  

 

Multiple 

 

Education 

 

Safety 

assessment 

Child 

 

Home 
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2. parenting interventions  

3. Parents of children 18 or younger   

4. injuries, safety equipment or safety practices 

Kendrick D 

et al. 

2008b[15] 

Evaluate effect of education 

and safety equipment on 

poisoning-prevention 

practices and poisoning: 

systematic review, meta-

analysis and meta-regression. 

Systematic 

review, meat-

analysis 

 

Medline, Embase, Cinahl, ASSIA, Psychinfo, Web of Science, 

plus other electronic sources and hand searching of conference 

abstracts and reference lists. Abstracts from 1st (1989)–7th (2004) 

World Conferences on Injury Prevention and Control.  

 

1. RCTs, non-RCT and CBA 

2. younger than 19  

3. providing home safety education with or without free or 

subsidized safety equipment 

 4. reporting poison prevention practices or poisoning incidents  

18 studies (14 

RCTs, 2 non-RCTs, 

and 2 CBAs) 

Education and safety 

equipment on poisoning-

prevention practice 

Multiple  

 

Education 

 

Safety 

equipment 

Child 

 

Home 

Klassen TP 

et al. 2000[16] 

Evaluate the impact of 

community based injury 

prevention efforts on 

childhood injuries, safety 

behaviors and the adoption of 

safety devices.  

Systematic 

Review 

 

MEDLINE (1966–98), EMBASE (1974–98), Psychinfo (1967–

98), Current Contents (wk1–wk25), HealthSTAR (1975–98), 

Sportdiscus (1949–98), CINAHL (1982–98), and The Cochrane 

Database of Systematic Reviews (CDSR) (1998, Issue 2). The 

journal Injury Prevention from March 1995 to 1998 was searched 

by hand. Two additional articles were selected based on expert 

opinion. 

 

1. control group that  

2. 19 or younger 

3. examine the effectiveness of a community-based intervention  

4. injury rates or change in an injury-reducing behavior 

28 (6 RCTs, 22 non-

RCTs) 

Community-based injury 

prevention interventions 

targeting schools, 

municipalities and cities 

most relied on educational 

approach, legislation or 

subsidies to reduce the cost 

of safety devices such as 

bicycle helmets. 

Multiple  

 

Education 

 

Safety 

equipment  

 

Legislation 

Child  

 

Whole 

community 

 

Kwan I & 

Mapstone J 

2006[61] 

To quantify the effect of 

visibility aids on the 

occurrence of pedestrian and 

cyclist–motor vehicle 

collisions and injuries, and 

driver responses in detection 

and recognition. 

Systematic 

review 

 

1963- May 2001: The Cochrane Controlled Trials Register, the 

specialised register of the Cochrane Injuries Group, MEDLINE, 

TRANSPORT, National Research Register and PsycINFO  

 

1. RCTs and CBA of effects of visibility aids   

2. pedestrian and cyclist-motor collisions and injuries  

2. driver detection and recognition responses 

29 articles (37 trials) All types of visibility aids  

(e.g. fluorescent jacket, 

Reflective tires, lights)  

Safety 

equipment 

Bicyclist 

 

Pedestrian  
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Macpherson  

A & Spinks 

A. 2010[62] 

Assess the effects of bicycle 

helmet legislation on bicycle-

related head injuries and 

helmet use, and the 

occurrence of unintended 

adverse consequences 

Systematic 

review 

(Cochrane) 

 

Cochrane Central Register of Controlled Trials (The Cochrane 

Library 2009, Issue 1); The Cochrane Injuries Group specialised 

register (searched July 2009); MEDLINE (Ovid SP) (1950 to April 

2010); EMBASE (Ovid SP) (1980 to April 2010); CINAHL 

(EBSCO) (1982 to April 2010);TRANSPORT(Ovid SP) (1988 to 

September 2009); and other specialist electronic databases; 

government websites, hand searched selected journals and 

examined the reference lists of selected publications.  

 

1. head injuries, helmet use or bicycle use post- versus pre-

legislation 

2. concurrent control group (adults or jurisdictions with no helmet 

legislation)  

3. report  effect of legislation implemented at either the country, 

state or province wide level (for children only) 

6 studies (only non-

randomized CBAs)  

 

Bicycle helmet legislation. Legislation Bicyclist  

McClure R 

et al. 2008[54] 

To assess the effectiveness of 

population-based 

interventions (coordinated, 

community-wide, multi-

strategy initiatives) for 

reducing fall-related injuries 

among older people. 

Systematic 

review 

(Cochrane ) 

Cochrane Injuries Group Trials Register (searched May 2007);  

CENTRAL (The Cochrane Library 2007, Issue 2); MEDLINE 

(1950 to May (week 1) 2007); CINAHL (1982 to 2007);  

PsycINFO (1966 to May, 2007); EMBASE (2002 to week 18, May 

2007); AgeInfo (2002 to May 2007); Social Science Citation Index 

(2002 to May, 2007); National Research Register (Issue 2, 2007). 

Handsearched: Injury Prevention (1995 to 2007); Accident 

Analysis and Prevention (1974 to 2007).  

 

1. prospective controlled community trials where the unit of 

analysis is the entire community 

2. people aged 65 or older  

3. population-based interventions (multi strategy initiatives) to 

reduce fall-related injury 

6 studies (No RCTs) 

Australia, Denmark, 

Norway, Sweden 

and Taiwan. 3 WHO 

Safe Communities 

Population-based multi 

strategy initiatives in an 

entire community or a 

large part of a community 

Multiple  

 

Education 

 

Exercise 

programs 

 

WHO Safe 

community 

informed 

Whole 

community 

 

Elderly  

Nilsen P. 

2004[55] 

Examine and report 

effectiveness and key 

components of existing 

evaluations of multi strategy, 

multi-target community 

based injury prevention 

programs  

 

Systematic 

review  

 

PubMed (biomedical research) and SafetyLit (injury prevention 

research). The specialty injury prevention journals and journals in 

the domains of health promotion and public health. Relevant 

textbooks, safe Community website operated by Karolinska 

Institutet, Stockholm, Sweden, which provides detailed 

information, including listings of published papers, on all 

designated Safe Community members. Each of the 78 Safe 

Communities was examined with regard to published evaluations. 

 

1. community based, multi strategy, multi target  

2. the evaluation of the program had to be peer reviewed and 

published in a peer reviewed scientific journal  

16 studies   Multi strategy or Multi 

target community based 

injury prevention programs 

Multiple 

 

Education  

 

WHO Safe 

community 

informed 

Whole 

community 
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3. targeting multiple injury categories 

Nilsen et al 

2007[5] 

Assess the effectiveness 

of the WHO Safe 

Community model for 

community-based 

injury prevention, as it has 

been applied in Sweden. 

Review Swedish municipalities that are 

WHO-certified Safe Communities 

 

1.time-series analysis of injury rates 

2.between 1987 and 2002 

14studies 

(quasiexperimental 

and time-series 

designs) 

The WHO concept as such 

(the review does not 

include information on 

implemented interventions) 

Multiple 

 

 

WHO Safe 

community 

informed 

Whole 

community 

Nixon J et 

al.2004[17] 

Assess the effectiveness of 

community based 

interventions to reduce 

poisoning mortality and 

morbidity in children 

younger than 15. 

Systematic 

review 

 

Medline (1966–2003), CINAHL (1982–2003), and PsycINFO 

(1872–2003) databases. A separate hand search of the journal 

Injury Prevention (1995–2003) was performed. 

 

1. younger than 15  

2. community based intervention  

3. measure poisoning rates  

4. community control and historical control  

4 studies (2 

community control, 

2 historical control 

in a BA design) 

Community based 

childhood poisoning 

prevention programs 

Education 

 

WHO Safe 

community 

informed  

Child  

 

Whole 

community 

Parbhoo A et 

al.  2010[18] 

Evaluate differences between 

developed and developing 

countries regarding causes 

and prevalence of pediatric 

burns, prevention strategies, 

and evidence of effectiveness 

of prevention initiatives 

Literature 

review 

(targeted) 

 

Cochrane library, Medline, Cinhal, Web of Knowledge, PubMed, 

Proquest, Journals at Ovid, and Sciencedirect. (No date exclusions, 

or restrictions on research designs were applied.) 

 

1. population-based initiatives with any strategy to reduce pediatric 

burns 

2. any country  

3. anyone  younger than 15  

30 studies 

(epidemiology 

studies, prospective 

survey, reviews, 

case control studies) 

Population-based 

initiatives to prevent 

pediatric burns 

Multiple 

 

Education 

Child  

 

Whole 

community 

 

Pearson et al 

2011[19] 

Assess the effectiveness of 

increasing the number of 

correctly installed smoke 

alarms and other home safety 

equipment in homes where 

one or more children 15 or 

younger resided.  

Systematic 

review 

Medline, PsycINFO, ISI Web of Knowledge Social Science 

Citation Index, (SSCI), Science Citation Index Expanded (SCI-

EXPANDED), Health Management Information Consortium 

(HMIC), CINAHL,  Applied Social Science Index and Abstracts 

(ASSIA), The Cochrane Library database of systematic reviews 

EconLit, SafetyLit,  EPPI-Center, TRoPHI, DoPHER,  Bibliomap 

Center for Reviews and Dissemination databases, Database of 

Abstracts of Reviews of Effects (DARE) 

 

1.English  

22studies  Programs supplying and/or 

installing home safety 

equipment 

Education  

 

Safety 

equipment 

 

Safety 

assessment 

 

 

Child 

 

Home 

Royal S et al. 

2007[20] 

Assess the effectiveness of 

non-legislative interventions 

in increasing bicycle helmet 

use among children and 

young people. Identify 

possible reasons for 

differential effectiveness of 

interventions 

Systematic 

review and 

meta-analysis 

 

  

From the date of inception through October 2006: Cochrane 

Central Register of Controlled Trials, Database of Abstracts of 

Reviews of Effectiveness, Medline, Embase, Transport Research 

Laboratory, CINAHL, ERIC, PsycINFO, Transport Research 

Information Service and British Education Index), 5 online 

bibliographies (http://www.cyclehelmets.org, European cyclists 

federation, bicycle helmet safety institute, cyclecraft and the 

Bicycle Helmet Initiative Trust), reference lists of systematic 

13studies (11 meta-

analysis) 

Non legislation 

Interventions to promote 

bicycle helmet use without 

the enactment of 

legislation  

 

Health education 

programs, subsidized, 

Multiple 

 

Education 

 

Safety 

equipment  

Child 

 

Bicyclist  
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reviews and other key papers, the proceedings of the first 8 World 

Conferences on Injury Prevention and Safety Promotion and the 

journal Injury Prevention through October 2006. 

 

1. RCTs, non-RCTs and CBAs 

2. evaluate non legislation interventions to promote bicycle helmet 

use (Interventions with legislation as a component were excluded). 

3. helmet wearing as an outcome measure  

4. 18 and younger. 

discounted or free helmet 

distribution programs and 

media campaigns. 

Spinks A et 

al. 2009[56] 

Determine the effectiveness 

of the WHO safe community 

model to prevent injury in 

whole populations. 

Systematic 

review 

(Cochrane )  

CENTRAL (The Cochrane Library 2007, Issue 3, 2008, Issue 4); 

MEDLINE (Ovid SP) 1950 to December 2008; EMBASE (Ovid 

SP) 1980 to December 2008; PsycINFO (Ovid SP) 1806 to 

December 2008; ISI Web of Science: Social Sciences Citation 

Index (SSCI) 1970 to August 2007 ZETOC (searched August 

2007)  

 

1. conducted within a WHO Safe Community  

2. reported changes in injury rates and  compared to a control 

community.  

3. before and after studies  

4. whole population or specifically target groups 

 

21studies (WHO 

communities) 

 

(From five countries 

in two geographical 

regions: Austria, 

Sweden and 

Norway, and 

Australia and New 

Zealand.) 

WHO Safe community 

designed intervention 

programs broad in focus 

and targeted specific injury 

outcomes, specific age 

population, or both 

 

Multiple  

 

Education  

 

WHO Safe 

community 

informed 

Whole 

community 

Thompson 

DC et al. 

2009[64] 

Determine whether bicycle 

helmets reduce head, brain, 

and facial injury for 

bicyclists of all ages involved 

in a bicycle crash or fall.  

Systematic 

review 

(Cochrane ) 

 

CENTRAL (The Cochrane Library issue 3, 2006); MEDLINE 

(1966 to 2006, September, week 3); EMBASE (1980 to 2006, 

September (week 39); Sport; ERIC; NTIS; Expanded Academic 

Index; CINAHL; PsycINFO (1970 to 2006, August, week 4); 

Occupational Safety and Health; Dissertation abstracts; Web of 

Science (2005 to 2006, (searched October 3, 2006)); Pubmed 

(searched October 3, 2006 (last 12 months)) 

 

1. controlled studies evaluate effects of helmet use 

2. bicyclist experienced a crash 

3. ascertain cases prospectively  

4. determinate exposure measurement 

5. control of bias and confounding   

5 studies 

(case-controls) 

Use of any type of bicycle 

helmet, including hard 

shell, thin shell 

or no shell helmets. 

Safety 

equipment 

Bicyclist 

Towner E & 

Dowswell T. 

2002[21] 

Examine the effectiveness of 

community based injury 

prevention programs that 

target childhood injury 

prevention and consider 

which component works.  

Systematic 

review 

 

Data source: Towner et al 2001 (studies found 1993-1996) 

 

1. English  

2. published between 1975-2000  

3. younger than 15  

4. intervention to prevent accidents  or reduce severity of injuries 

10 studies 

 (6 WHO Safe 

Communities) 

Community based injury 

prevention program target 

childhood injury 

prevention   

Multiple 

 

Education 

 

WHO Safe 

community 

Child  

 

Whole 

community  
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 5. evaluate changes in injury mortality or morbidity, behavior, 

environmental change or hazard removal or changes in knowledge 

or attitude.  

 

 

informed 

Turner C et 

al.  2004[22] 

Examine effectiveness of 

Community-based models for 

injury prevention in reducing 

pedestrian injury in children 

14 or younger. 

 

Systematic 

review 

 

MEDLINE (1966–2003); CINAHL (1982–2002); PsycINFO 

(1872–2003); Separate hand and electronic searches of the journals 

Injury Prevention (1995–2002) and Accident Analysis and 

Prevention (1995–2002). 

 

1. community based interventions  

2. 14 or younger  

3. pedestrian injury rate or observed child pedestrian or vehicle 

driver behavior  

4. community control or an historical control in the study design.   

 

 

4 studies  Community based 

interventions and injury 

prevention, accident 

analysis and prevention 

intervention 

Multiple 

 

Education 

 

(Road safety) 

Child  

 

Whole 

community 

 

 Pedestrian  
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Table B Descriptive characteristics of 45 primary studies 

 

Study 

Purpose of study Design  Intervention (I) Type of 

I 

Safety 

domain 

Sample 

/N 

Outcome 

measures  

Abbot et al. 

2008[7] 

Evaluate a sports safety risk 

management training program  

Before and 

after 

SafeClub, a sports safety-focused risk management training program (362 

1-hour sessions) based on adult-learning principles and injury-prevention 

concepts and models 

-3x2 hour training sessions  

-Try out ideas between sessions 

-Develop sustainable club specific sport safety manual 

Training Sports  76 clubs (32 

intervention, 

44 control) at 

baseline  

Specific 

safety scores 

(policy, 

infrastructure 

and overall 

safety scores) 

Adegbenro et 

al. 2007[69] 

Assess the impact of school health 

program on ensuring safe 

environments for primary school 

children. 

Before and 

After  

The school health program (SHP) promoting safe environment   

-Training of medical students who were used as research assistants in all 

aspects of SHP. 

-Training of pupils, teachers and other school personnel by the medical 

students.  

-Including demonstration, role play, drama sketches, and the use of 

relevant audiovisual aids 

Education      

 

Training 

School 10 of 71 

primary 

schools 

Safety 

behavior 

(condition of 

buildings, 

classrooms, 

water etc.)   

Babul et al. 

2007  [23] 

Test a home safety intervention 

program aimed at addressing the 

risk of injury in homes with infants 

2 – 12 months of age.  

RCT Home visit and safety kit intervention program with randomly assigned 

groups:  

-Home visit plus safety kit; (202 parents) 

-Safety kit alone; (206 parents) 

-Control group.(192 families) 

Multiple 

 

Education   

 

Training       

Home  

 

Child 

600 parents  Safety 

behavior 

 

Injury rates 

Bacchieri et al. 

2010[65] 

Evaluate an educational 

intervention designed to prevent 

traffic accidents among workers 

that use the bicycle for commuting 

Quasi 

experimental 

 A longitudinal intervention study with a stepped wedge implementation -

Meeting every 15 days, including educational component (a talk and a 

video presentation) 

-Distribution of safety kit (reflective belt & sash, reflective tape and an 

educational booklet)  

-Bicycle brakes check-up (maintenance performed if necessary) 

Multiple 

 

Education   

 

Training      

 

Safety 

inspection 

 Bicyclists 1,133 male 

bicyclists 

older than 20 

 

Accidents 

(near 

accidents) 

Beck & 

Miltenberger 

2009[24] 

Evaluate the efficacy of 

commercially available child 

abduction-prevention programs. 

RCT All participants received in situ training (IST) implemented by the parent 

-Safe side training DVD 

-42 min. passive teaching approach 

Education 

 

Training 

Child 

 

Home  

5 girls and 1 

boy, age 6 to 

8  

 

Safety 

behavior  

(child safety 

and 

abduction-

safety skills) 

Blake et al. Determine whether children who RCT Education based prevention program; Education  Child  162 second Safety 
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2008[25] participated in BB&B (bikes, blades 

& boards) program improved their 

ability to demonstrate proper helmet 

wearing skills 

-Presentation 

-Demonstration and bicycle helmet checklist 

-Individual practice. 

 

Training 

 

Home 

 

Whole 

population 

grade 

students 

intervention 

group: 85 

behavior 

(properly 

certified, 

worn, fitted, 

helmets) 

Cagle et al. 

2006 [26] 

Evaluate the effect of a scald 

prevention program 

 

 

Before and 

After 

Scald prevention home visit program 

-Workshops with parents led by health educator, addressing the problem 

of scald burns, common scald injury scenarios, scald prevention 

measures, and burn emergency treatment.  

-Safety knowledge test  

-Home visit with risk assessment 

Multiple 

 

Education   

 

Safety 

assessment   

 

Safety 

equipment 

Child  

 

Home  

 

 

173 parents:  

62 completed 

post-test and 

48 home 

visits 

Safety 

behavior 

(scald risks, 

safety 

knowledge, 

safety 

practice) 

Campbell et al. 

2001[27]  

Evaluate a first aid and an injury-

prevention program for Hispanic 

migrants, 11 to 16 years old. 

RCT First aid and home safety training and tobacco and alcohol prevention. 

-8 session, multimedia program, with different content presented by 

students. 

Education   

 

Training 

Child  

 

Home 

660 Hispanic 

adolescent 

and parent 

pairs 

Safety 

behavior 

 (first aid 

knowledge, 

acquisition of 

a first aid kit, 

behavioral 

skills  

Carbone et al. 

2005[45]  

Evaluate the effectiveness of gun-

safety counseling within a pediatric 

visit, written gun safety brochure 

and donated gun lock 

Before and 

After  

-A gun-safety counseling,  

-Family brochure to reinforce the counseling (STOP 2)   

-Gun lock given with printed instructions on its use  

Multiple 

 

Education   

 

Training       

 

Safety 

equipment 

Home 180 gun 

owning 

families out 

of 2,649  

 

 

Safety 

behavior 

(home safety 

practice/gun 

storage skills) 

Carruth et al. 

2010 [57] 

Evaluate the educational 

effectiveness for first aid skill 

development and awareness of 

safety issues and injury prevention 

impacting agricultural communities 

Quasi 

experimental 

School-based train the trainer intervention program. 

-First aid peer instructors using the F.A.R.M.E. (first aid for rural medical 

emergency) manual to train agricultural high-school students to improve 

safety knowledge and skills 

Education   

 

Training 

School  43 

agricultural 

science 

students 

Intervention 

group: 27  

Safety 

knowledge 

(safety skill 

acquisition)  

 

Cohen et al. 

2009[78]  

Assess the impact of park 

improvements on park use and 

physical activity 

Quasi 

experimental  

Major park improvements with budgets in excess of $1,000,000 including 

renewal/refurbish gyms and playgrounds, walk paths etc. 

-Open public meetings to ensure community participation  

Multiple 

 

Safety 

information 

 

Parks 2,000 park 

users 

in 5 

intervention 

parks and 5 

Specific 

safety scores 

(park use, 

physical 

activity, 
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matched 

parks 

safety 

perception) 

Coyne-Beasley 

et al. 2001[46] 

To determine if a firearm safety 

counseling and 

gun lock distribution program 

improved storage practices. 

Before and 

After 

Firearm safety counseling and gun lock distribution program  

-Participants completed a survey at the shopping mall, 

-Tailored counseling of gun safety information 

-Free gun lock and instructions to use it. 

Multiple 

 

Education 

 

Safety 

information  

 

Safety 

equipment 

Home 112 gun 

owners 

Safety 

behavior 

Cross et al. 

2000[28] 

To summarize the results of a Child 

Pedestrian Injury Prevention project 

aimed to enhance children’s road-

related safety behavior. 

 

Quasi 

experimental  

Safety education for students, their parents and teachers, and the local 

community, and several environmental interventions. 

Multiple 

 

Education 

Child  

 

Pedestrian 

1,603 

children 

followed 

from age 6 to 

9  

Safety 

behavior and 

knowledge 

Edwin AF et 

al. 2008[77] 

Assess the possible impact of 

Fireworks legislation on UK 

pediatric population. 

 

Before and 

after 

  

UK fireworks laws 1875 -2004 

-Focus on the impact of the two recent UK law changes. 

Legislation  Fireworks 

/firearms 

 

 

54 firework-

injured 

children over 

the last 10 

years  

 

Injury rates  

Faber et al. 

2006 [47] 

To determine the effects of 

moderate intensity group-exercise 

programs on falls, functional 

performance, and disability in older 

adults, and to investigate the 

influence of frailty on these effects.  

RCT Two exercise programs; functional walking (FW) and In balance (IB) 

Thai Chi exercise 

-20 week exercise program with meetings for intervention group 

-No changes in physical activity in control group 

 

 

Training Home  

 

Elderly 

278 men and 

women in 15 

home centers 

Injury rates 

(fall)  

Fitzharris et al.  

2010[48] 

Examine the effectiveness of the 

Whitehorse No Falls trial on falls 

resulting in injury and falls 

requiring medical care. 

RCT Community based combination of exercise, vision and or home hazard 

reduction. 

-15 week strength and balance exercise-class, supplemented by daily 

home exercises.  

-Home hazard interventions with removal or modification of hazards, 

both inside the home and at the entry points 

-Vision test check and intervention if needed 

Multiple 

Training   

  

Safety 

assessment 

Home 

 

 Elderly 

1,090 

participants 

assigned to 

one of eight 

groups 

Injury rates 

(fall) 

Fuzhong et al. 

2008[49]  

Evaluate Tai Chi—Moving for 

Better Balance, an evidence-based 

falls-prevention program developed 

for use in community-based 

organizations such as senior centers. 

Before and 

After  

Community based falls-prevention program  

-Trained community Tai Chi instructors delivered the program.  

-Twice-weekly 1-hour classes, for 12 weeks, and a  

-12-week post intervention follow-up  

-Videotapes or DVD distribution to practice at home 

Training Home  

 

Elderly 

287 

participants at 

6 centers 

Injury rates 

(balance, 

functional 

reach, number 

of falls) 

Gresham et al. Evaluate an injury prevention Before and Curriculum-based intervention program “Think first for kids” with Multiple School  2,465 Safety 
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2001[70] program for children grades 1, 2, 

and 3. 

after  classroom interactions and homework assignments delivered by trained 

school personnel 

-Violence prevention, gun safety and conflict resolution,  

-Playground, recreation and sports safety 

-Vehicle and pedestrian safety 

-Anatomy and function of the brain and spinal cord. 

  

Education 

 

Training 

students  

grades 1-3 

schools: (8 

intervention 

schools) 

 

behavior and 

knowledge  

Hotz et al 

2009[66] 

To evaluate the effectiveness 

of the 3-day WalkSafe 

intervention, an elementary 

school-based pedestrian injury 

prevention program, applied in 

a high-risk district. 

Before and 

after 

Videos and teacher-lead classroom discussion for 30 minutes to introduce 

the topic. Day 2:  an outside simulation engaged students in a street 

crossing practice activity that included parked cars and traffic cones (30 

minutes). Day 3: students demonstrated safety messages they had learned 

by participating in an individual poster contest (30 minutes). Workbooks 

and suggestive homework assignments were also provided. (All materials 

may be found on the program’s website: www.walksafe.us.) 

Education  

 

Training 

School 

 

Pedestrian 

16 schools 

with 10,621 

children in 

grades K-5, 

and 462 

teachers. 

Safety 

knowledge 

(pedestrian) 

Jacobson et al. 

2011[50] 

Evaluate the effectiveness of 

independently conducted static 

balance exercises within a fall-safe 

environment in elderly participants 

engaging in independent training 

RCT  Standing, static balancing, and mild leg exercise 

12 minutes per session, three times per week for 12 weeks 

Education   

 

Training 

Home 

 

Elderly  

32 volunteers 

divided on 

intervention 

and control 

group 

Injury rates 

(functional 

ability, 

balance, fall 

rates)  

Jones et al. 

2005[29]  

To determine if area wide traffic 

calming distribution reflects known 

inequalities in child pedestrian 

injury rates. To determine if traffic 

calming is associated with changes 

in childhood pedestrian injury rates.  

Before and 

After 

A street by street audit of traffic calming was carried out in two cities.  

-Speed bumps, road narrowing, and road closures 

Multiple 

 

Traffic 

calming  

Child 

 

Pedestrians  

Database 

study: 

children ages 

4–16, 

between 1992 

and 2000 

Injury rates 

Kendrick et al. 

2007[80]  

Evaluate the effectiveness of the 

risk watch program aimed at 

increasing safety knowledge and 

skills and safety behavior among 

children. 

RCT School based injury prevention program with teachers giving knowledge 

and skills to make positive choices about children’s’ personal safety and 

wellbeing  

-Improving bike and pedestrian safety,  

-Falls,  

-Poisoning, 

-Fire and burn safety. 

Education   

 

Training 

School 20 primary 

schools; 459 

children 7-10 

years 

Safety 

behavior and 

knowledge 

(safety skills) 

Kendrick et al. 

2009[30]  

Examine the effect of health visitor 

safety advice and access to safety 

equipment to low-income families 

living in disadvantaged areas. 

RCT A standardized safety consultation in which parents completed a 

questionnaire on the safety needs of their family  

-Current safety practices and possible solutions were discussed with the 

parents and they agreed to a plan for making their home safer 

-Distribution of free or low-cost safety equipment 

Safety 

assessment  

 

Safety 

equipment 

Child  

 

Home 

2,000 low 

income 

families, 

(1,000 in 

intervention 

group) 

Safety 

behavior 

(home safety 

practice)  

Kendrick et al. 

2011[31]  

Assess the effectiveness of 

thermostatic mixing valves (TMVs) 

in reducing bath hot tap water 

temperature, assess acceptability of 

RCT A TMV fitted by a qualified plumber and educational leaflets before and 

at the time of TMV fitting (in families with children younger than 5 

living in Glasgow Housing Ass. Housing 

Safety 

informatio,  

Safety 

equipment 

Child  

 

Home 

124 families 

with at least 

one child 

younger than 

Safety 

behavior 

(bath hot tap 

water 
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TMVs to families and impact on 

bath time safety practices 

5 temperature 

and bath 

safety 

practice) 

Korn et al. 

2009 [32] 

Estimate the effectiveness of a 

community-based injury prevention 

program in preventing unintentional 

injury among children. (aim also to 

describe the process, impact, and 

outcome of the program) 

Before and 

After 

Five-year multidisciplinary, multi-strategic childhood safety promotion 

and injury prevention. More than 18 interventions, including well-baby 

clinic education, programs for child safety in kindergarten and schools, 

and tools for tracking, mapping, and controlling public hazards. 

Interventions adjusted to address each specific community need. 

Multiple 

 

Education    

 

Safety 

assessment 

Child 

 

Home  

 

Whole 

population  

 

School 

 

Open 

spaces 

10 low-

income 

communities 

in Israel (6 

Arab and 4 

Jewish). 

 

Children 

younger than 

14 in families 

at risk. 

Injury rates 

(children, 

community 

awareness of 

safety) 

Kramer et al. 

2002[72] 

To assess if a safety program 

increases school personnel’s 

knowledge about effects of violence 

and evidence-based programs for 

school safety, to assess perceptions 

of school personnel about school 

safety, and to develop a model for 

strategy planning that could be 

disseminated into the community 

Before and 

After 

One-day workshop including a session on violence in schools, risk factors 

and what characterizes safe schools. Self- assessment of schools 

according to six safe school characteristics and assistance to develop 

safety measures for the schools 

Multiple 

 

Education,     

 

Safety 

assessment,     

School  32 school 

personnel (22 

teachers) 

from 23 

schools 

Safety 

knowledge 

(school safety 

and violence, 

implementati

on of school 

safety 

program) 

Lamb et al. 

2006[73]  

Assess two studies aimed to 

improve safety skills and 

knowledge (based on the Life skills 

‘‘Learning for Living’’ village) 

Quasi 

experimental  

A life skill program 

-During a two-hour school visit, children go around 10 realistic sets—for 

example, kitchen, bedroom, street—which contain hazards. 

-Children are encouraged to spot hazards and discuss ways of eliminating 

or avoiding them.  

-Children learn by doing, e.g., they open a door to a room ‘‘on fire’’ and 

learn to perform the correct escape routine.  

Multiple 

 

Training 

 

Safety 

awareness 

School Study 1: 145 

children ages 

10–11; 109 

from the 

Lifeskills 

program, 36 

control. Study 

2: 671 

children ages 

10-11; 511 

Lifeskills, 

160 control. 

Safety 

behavior and 

knowledge      

(safety skills) 

Leden et al. 

2004 [33] 

Evaluate road reconstruction aimed 

to improve safety for pedestrians 

and bicyclists, and to reduce the 

barrier effect of the E12 

thoroughfare. 

Before and 

After 

The European Road E12 through the community center of Storuman, 

Sweden was reconstructed in 1999 and 2000. 

Traffic 

calming          

 

Child 

 

Elderly 

 

Bicyclists 

Pedestrians 

and bicyclists 

in Storuman 

Safety 

behavior and  

injury rates   
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Pedestrians 

Lee et al. 

2004[74] 

Evaluate effects of a rural youth 

health and safety initiative 

implemented in 4,000 National FFA 

{formerly Future Farmers of 

America) chapters across the United 

States.  

 

RCT FFA's Partners Program including: CD-ROMS, printed resources, and 

instructions. Ongoing communications, quarterly newsletters, and 

encouragement to previously trained FFA advisers, and marketing the 

program 

 

Education  School  3,081 

students and 

81 advisers 

 

 

Safety 

behavior and 

knowledge.  

Specific 

safety scores 

(attitudes)  

 

Lohse JL., 

2003[34]  

Evaluation of a Bicycle Safety 

Education Program for Parents of 

Young Children (Examine parental 

perceptions of the benefits and 

barriers to bicycle helmet use and 

knowledge about bicycle safety and 

helmet use.)  

Quasi 

experimental 

Educational intervention program 

-45-minute program including discussion, videotape, and demonstration 

of correct bicycle helmet placement and fit.  

-Handouts, brochures, and booklets were given to parents and children 

Education     Child  

 

Home 

 

Whole 

population 

Parents of 

students of 

1st and 2nd 

graders in 3 

elementary 

schools (2 

intervention 

schools n= 

292, 1 control 

school n= 

173) 

Safety 

behavior and 

knowledge  

(helmet 

placement, fit 

and use) 

Macarthur C., 

2003[35]  

To evaluate Safe Kids Week 

2001—a national public awareness 

campaign on scald and burn 

prevention. 

Quasi 

experimental  

(Random 

digit dial 

telephone 

survey) 

Burn safety information disseminated via the media, 5,000 retail stores, 

and 348 community partners across Canada. (Key messages: Lower your 

water temperature; hot tap water could burn your child! Make sure your 

child is safe in the kitchen. Keep hot drinks away from your child. Check 

your smoke alarms regularly) 

Safety 

information 

Child 

 

 Home 

Parents of 

children 

younger than 

9 exposed 

(251) and not 

exposed (253) 

to 

information. 

Safety 

behavior and 

knowledge  

McComas et 

al. 2002[51] 

Evaluate a desktop virtual reality 

(VR) program, designed to educate 

and train children to safely cross 

intersections. 

 

Quasi 

experimental   

VR program with an individual test 

(Travel from a virtual home to a virtual school) 

Each child completed the entire journey three times: pre-training, 

training, and post-training. 

 

Education 

 

Training 

Pedestrians 

 

95 children; 

Intervention 

group n= 48, 

control group 

n= 47 

Safety 

behavior 

(pedestrians 

safety) 

McLaughlin K. 

& Glang A., 

2010[75] 

Evaluate the effectiveness of  an e-

Health software program ‘‘Bike 

Smart’’ that teaches bicycle safety 

behaviors to young children 

RCT The Bike Smart program is an e Health product 

-Video, animations, still images 

-Train children in key skills for bicycle safety. (2x 1week period)  

 

Control group only utilized video on childhood safety  

Education      

 

Training 

School 206 

elementary 

students in 

kindergarten 

to grade 3. 

Safety 

behavior 

(bicycle 

helmet 

placement) 

Miller et al. 

2004[58]  

Evaluate the effectiveness of 

“SAFE KIDS Walk This Way" a 

national pedestrian safety awareness 

Before and 

After 

Multiple baseline design  

-A half-hour session in which children learned pedestrian safety 

behaviors.  

Education      

 

Training 

Pedestrians 

 

Whole 

Elementary 

school 

children in 

Safety 

behavior 

(pedestrian 
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campaign and a training, feedback, 

and reinforcement package. 

-Children demonstrate the behaviors while crossing a mock intersection.  

-Reinforcement component consisted of the delivery of items (such as 

crayons and stickers) to children who performed all pedestrian safety 

behaviors correctly when crossing the intersection 

population 

 

grades 1 to 6, 

walking to 

and from 

school 

safety, e.g.,  

looking all 

ways, 

watching 

vehicle 

distance, 

using the 

cross walk) 

Morrison et al. 

2004[67]   

Evaluate the secondary health 

impacts of a traffic calming scheme 

on a community 

Cohort study 

with before 

and after 

survey 

-Five sets of speed cushions (raised platforms on the road to slow car 

drivers) 

-Two zebra crossings with adjacent railings 

-Creation of parking bays. 

Multiple 

 

Traffic 

calming          

 

 Pedestrians A random 

sample of 750 

households of 

a total 2,587 

households in 

the 

community 

Safety 

behavior 

(neighborhoo

d perceptions 

of health and 

traffic safety. 

Pedestrian 

activities) 

Odendaal et al. 

2009[36] 

Assess the effectiveness of a home 

visit program on household hazard 

associated with unintentional 

injuries  

 

RCT Home visit program with a multi-component intervention focusing on 

child development, prevention of burn, poison, and fall injuries 

-Educational inputs,  

-Provision of safety devices,  

-Implicit enforcement strategy.  

Multiple 

 

Education      

 

Safety 

assessment 

 

Safety 

equipment 

Child  

 

Home 

211 

households 

with child 10 

years or 

younger 

Accidents or 

injury rates 

(home safety 

(risks for 

burns, 

poisoning etc) 

Pardi et al. 

2007[37] 

Evaluate the effect of bicycle 

helmet legislation on pediatric 

bicycle-related injuries, at Akron 

Children's Hospital. 

. 

Quasi 

experimental  

Helmet legislation Legislation Child  

 

Bicyclists  

Injured 16 or 

younger 

2000-2005, 

grouped by 

injury type, 

age, and 

gender 

Injury rate   

Pressley J.C. & 

Barlow B., 

2005[38] 

Examine incidence, demographic 

risk factors, and patterns of injury 

resulting from falls from buildings 

and structures in areas with and 

without legislation based prevention 

programs. 

Before and 

After 

Legislation based window fall prevention program with enforcement  

 

Legislation  Child  

 

Home  

18 or younger 

in areas with 

and without 

legislation. 

Injury rate 

Prezza et al. 

2010[39] 

Evaluate the outcomes of the ‘‘We 

go to school alone’’ program in two 

Districts of Rome. 

Quasi 

experimental 

-Preparatory work in classrooms 

-Surveys to identify danger points on the routes 

-Cooperation with shopkeepers and others 

Multiple 

 

Safety 

Child 

 

Home 

392 children 

and 270 

parents. 2 

Safety 

behavior 

(independent 
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 -Experimental week with mayor, band and street entertainers, leaflets etc. assessment     

 

Safety 

awareness  

 

Pedestrians  

intervention 

schools and 1 

control 

school. 

mobility, 

number of 

times car 

used)  

Schwebel et al. 

2009[52] 

Assess a community-based 

intervention to reduce kerosene-

related injury risk. (kerosene is a 

hydrocarbon fuel, also called 

“paraffin”) 

Quasi 

experimental 

Theory-driven, pragmatically motivated, and culturally sensitive 

intervention with a train the trainer model 

-Expert trainers train local paraprofessionals, who in turn deliver 

educational materials to community residents.  

Education      

 

Training 

Home 238 randomly 

selected 

homes in 2 

low income 

housing 

districts 

divide on 

intervention 

and control 

group 

Injury rates 

Safety 

knowledge 

(kerosene 

safety, safe 

kerosene use, 

and 

recognition of 

risks for 

kerosene 

injuries) 

Sellström et al. 

2003[76]  

Assess the impact of evidence-

based safety promotion measures in 

general municipal, preschool, 

school, and leisure activity settings, 

on injury outcome. 

Cohort study 

controlling 

for municipal 

safety 

measures 

Evidence based safety measures mainly identified from seven reviews 

include: preventive measures taken based on injury registration; safety 

work by inter-sectorial groups; injury preventive program in place; safety 

playgrounds rounds; plan for staff safety training; staff educated in child 

safety prevention;  

Multiple 

 

Education,     

 

Training 

 

Safety 

inspection 

  

Safety 

equipment 

Child  

 

Whole 

population 

 

School 

 

Open 

spaces 

15 and 

younger in 25 

municipalities 

of Stockholm 

County  

Injury rates 

Sidman et al. 

2005[41]  

Evaluate effect of a handgun 

storage community education 

campaign on gun-related pediatric 

injuries, 

Quasi  

experimental  

Multi faceted community education program conducted 1997 as a safe-

storage campaign  

-Television and radio announcements,  

-Educational materials and billboards  

-Discount coupons for lock boxes  

Multiple 

 

Education      

 

Training 

 

Safety 

equipment  

Child 

 

Home  

151 

intervention 

and 151 

control 

county 

households in 

1996 and 127 

intervention 

and 128 

control 

county homes 

in 2001. 

Safety 

behavior (gun 

storing and 

loaded guns 

use of lock-

boxes)  

Smith GA. 

2006 [79] 

Evaluate the effectiveness of an in-

store intervention to increase the 

use of restraints in shopping carts 

Quasi 

experimental 

Shopping cart safety intervention 

-Greeters at the store entrance who encouraged the use of appropriate 

shopping cart restraints 

Multiple 

 

Safety 

Shopping 

store 

3 intervention 

and 4 non-

intervention 

Safety 

behavior 

(shopping 
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by children who are younger than 5.  -A $2 off incentive coupon was given at the register to those who used   

the shopping cart's safety restraint for their children. 
inspection  stores. 442 

observations 

at baseline 

and 535 at 

follow up 

cart use and 

correct use of 

restrain)  

Swart et al. 

2008[42] 

Evaluate the effectiveness of a 

paraprofessional home visitation 

program in reducing hazards for 

burns, poison ingestion, and fall-

related injuries for low-income 

neighborhood with children <10 

years. 

 

RCT Home visitation program with focus on specific injury topic and injury 

prevention practices 

-Four home visits, one every two weeks, by trained paraprofessionals 

-Focused on home inspection and hazards  

-Supply of safety devices 

Multiple 

Safety 

assessment 

 

Safety 

equipment 

 

Child  

 

Home  

households  

with children 

younger than 

10 : 198 in 

the 

intervention  

and 201in 

control group 

Specific 

safety scores 

(burns, 

poisoning, 

and falls) 

Tellnes et al. 

2006[53] 

Evaluate the effects of community-

based injury prevention 20 years 

after the initiation of the program. 

The program was carried out 

intensively from 1981 to 1987. 

Cohort study Multi factorial injury prevention program 

-Health information was distributed through various channels 

-Causes of accidents were discussed with injured patients, the county 

council, trade unions, and voluntary organizations. 

 -Information about sanding icy steps and roads, using protective gloves 

when cutting half-frozen fish, using a helmet when riding a motorcycle. 

Multiple 

 

Safety 

information 

  

Home 

 

Whole 

population 

 

Open 

spaces 

all medically 

treated 

injuries on the 

island 

(population 

<1,000). 

Authors 

consider the 

data from 

1979–80, 

1982–83, 

1985–87, and 

2001 reliable  

Injury rates 
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Table C: Main findings of 22 reviews  

Study Safety 

domain 

I type Findings Intervention effects  

Bruce B & 

Mcgrath P 

2005[12] 

Child  Multiple  

 

Education 

 

Exercise 

programs 

Five of the nine studies had a positive effect, three had mixed effect on children’s safety behavior, and one reported no effect. Of 

those studies demonstrating an effect, differences in behavior, attitude, and knowledge were reported.  

Mixed  

(5 positive, 3 mixed and 1 no 

effect ) 

Davis JC et al. 

2010[59] 

Elderly  Multiple  

 

Exercise 

programs 

Three of nine effective fall prevention strategies were cost saving in a subgroup of participant. Effective single factor interventions 

such as the Otago Exercise gave best value for money 

Mixed 

(3 of 9 prevention exercise 

were cost savings of falls) 

Gillespie LD et 

al. 2009[43] 

Home 

 

Elderly 

Multiple  

 

Education 

 

Exercise 

programs 

 

 

Exercise programs that contain two or more components (strength, balance, flexibility, or endurance) reduce rate of falls and 

number of people falling. Exercising in supervised groups, participating in Tai Chi, and carrying out individually prescribed 

exercise programs at home are all effective. Multifactorial interventions assess an individual’s risk of falling, and then carry out or 

arrange referral for treatment to reduce their risk. Current evidence shows that they do reduce the rate of falls in older people 

living in the community. These are complex interventions and their effectiveness may be dependent on factors yet to be 

determined. Taking vitamin D supplements probably does not reduce the number of falls, except for those with a low level of 

vitamin D in the blood. Interventions to improve home safety do not seem to be effective except in people at high risk, for 

example, those with severe visual impairment. An anti-slip shoe device worn in icy conditions can reduce falls. Some medications 

increase the risk of falling. Ensuring that medications are reviewed and adjusted may be effective in reducing falls. Gradual 

withdrawal from some types of drugs for improving sleep, reducing anxiety, and treating depression has been shown to reduce 

falls. Cataract surgery reduces falls in people having the operation on the first affected eye. Insertion of a pacemaker can reduce 

the number of falls for people with frequent falls associated with carotid sinus hypersensitivity, a condition that may result in 

changes in heart rate and blood pressure. 

Mixed 

(component (group) exercise 

reduce falls whereas vitamin D, 

home safety interventions only 

for people at high risk) 

Hankin A et al. 

2011[68] 

School  Safety 

equipment 

There is insufficient data in the literature to determine if the presence of metal detectors in schools reduces the risk of violent 

behavior among students, and some research suggests that the presence of metal detectors may detrimentally impact student 

perceptions of safety. 

No  

(insufficient data and evidence) 

Karkhaneh M 

et al. 2006[60] 

Bicyclist Legislation Legislation increased helmet use among cyclists, particularly younger age groups and those with proportionally low pre-

intervention helmet use. These results support legislative interventions in populations without helmet legislation 

Positive  

(legislation  improve helmet 

use) 

Kendrick D et 

al. 2007[71] 

Child  

 

Home 

Multiple 

 

Education 

 

Safety 

equipment 

Home safety education was effective in increasing the proportion of families with safe hot tap water temperatures, functional 

smoke alarms, storing medicines and cleaning products out of children’s reach, having syrup of ipecac and poison control center 

numbers accessible, having fitted stair gates, covering unused sockets, and storing sharp objects out of children’s reach. There was 

a lack of evidence that interventions reduced rates of thermal injuries, poisoning, or a range of other injuries. Home safety 

education provided most commonly as one-to-one or face-to-face education in a clinical setting or at home, especially with the 

provision of safety equipment is effective in increasing a range of safety practices. There is a lack of evidence regarding its impact 

on child injury rates. There was no consistent evidence that home safety education, with or without the provision of safety 

Mixed 

(home safety education and 

safety equipment improve 

home safety, but no evidence of 

impact on child injury rates) 
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equipment was less effective in those at greater risk of injury.  

Kendrick D et 

al. 2008a[44] 

Child 

 

Home 

Multiple 

 

Education 

 

Safety 

assessment 

Intervention arm families had a significantly lower risk of injury (measured by self-report of medically or non-medically attended 

injuries). Several studies found fewer home hazards, more conducive home environment for child safety, and a greater number of 

safety practices seen in intervention arm families. Parenting interventions using multi-faceted interventions appeared effective in 

reducing unintentional child injury. Further research is required to explore the mechanisms by which parenting interventions 

reduce injury. 

Mixed 

(parenting education improved 

home safety, but not for all 

families) 

 

 

Kendrick D et 

al. 2008b[15] 

Child 

 

Home 

Multiple  

 

Education 

 

Safety 

equipment 

Safe storage of medicines and cleaning products, the possession of syrup of ipecac, and having poison control center numbers 

accessible increased with the home safety intervention. Poisoning rates and if the intervention effects differed by child age, 

gender, or social group were not consistent. Home safety education and the provision of safety equipment improve poison-

prevention practices. The impact on poisoning rates is unclear. Such interventions are unlikely to widen inequalities in childhood 

poisoning-prevention practices 

Mixed 

(poisoning safety education  

and equipment improve home 

safety, but no evidence on 

lowering poisoning rates) 

Klassen TP et 

al. 2000[16] 

Child  

 

Whole 

community 

 

Multiple  

 

Education 

 

Safety 

equipment  

 

Legislation 

Community-based approaches are effective at increasing, e.g., bicycle helmet use and car seat use among children but less certain 

that such interventions increase child pedestrian safety, increase adolescent vehicle safety by reducing drinking and driving 

behaviors, or reduce rates of several categories of childhood injuries. The lack of randomized controlled designs and injury rate 

exam among children and youth as measure outcomes makes the evidence of effectiveness insufficient.  

Mixed 

(on bicycle helmet use  and car 

seat use, but not on child 

pedestrian safety) 

Kwan I & 

Mapstone J 

2006[61] 

Bicyclist 

 

Pedestrian  

Safety 

equipment 

The impact of visibility aids on pedestrian and cyclist safety is unknown and needs to be determined. drivers’ and observers’ 

detection and recognition improved with visibility aids. Fluorescent materials in yellow, red, and orange colors enhanced detection 

and recognition for daytime. ‘Biomotion’ markings enhanced recognition. Meta-analysis was not possible due to heterogeneity 

between the trials. 

No 

(of visibility aids on pedestrian 

and cyclist safety) 

Macpherson A 

& Spinks A. 

2010[62] 

Bicyclist  Legislation In three studies, statistically significant decreases in mortality or head injuries were reported following the implementation of 

helmet legislation compared with controls, whilst one reported a non-statistically significant decline in head injuries. Bicycle 

helmet use increased statistically significantly post-legislation in all three of the studies reporting on helmet use. Bicycle helmet 

legislation appears to be effective in increasing helmet use and decreasing head injury rates in the populations for which it is 

implemented. However, there are very few high quality evaluative studies that measure these outcomes, and none that reported 

data on possible declines in bicycle use.  

Positive 

(bicycle helmet legislation 

increased helmet use and 

reduced head injuries) 

McClure R et 

al. 2008[54] 

Whole 

community 

 

Elderly  

Multiple  

 

Education 

 

Exercise 

programs 

 

WHO Safe 

community 

informed 

Significant decreases or downward trends in fall-related injuries were reported in each of the included studies, with the relative 

reduction in fall-related injuries ranging from 6% to 33%. Despite methodological limitations of the evaluation studies reviewed, 

the consistency of reported reductions in fall-related injuries across all programs support the preliminary claim that the population-

based approach to the prevention of fall-related injury is effective and can form the basis of public health practice. Randomized, 

multiple community trials of population-based interventions are indicated to increase the level of evidence in support of the 

population-based approach.  

 

Positive   

(population –based  

interventions to prevent falls 

are effective)  



38 

 

 

Nilsen P. 

2004[55] 

Whole 

community 

Multiple 

 

Education  

 

WHO Safe 

community 

informed 

The effectiveness of the 16 programs varied considerably, from programs achieving little or no measurable effects, to programs 

that were associated with dramatic injury rate reductions. Category A programs (rigorous quasi experimental designs) decrease in 

injury incidence and reported injury rate reductions of between 15% and 50% for many of the targeted injury categories. Category 

B programs demonstrated mixed results. Category C programs show only minor or no degree of effectiveness. Category D 

included programs evaluating the effectiveness without comparison areas and showed both very positive and mixed results.  

Mixed  

(some multi-purpose 

community based injury 

prevention programs reduced 

injuries) 

Nilsen et al.  

2007[5] 

Whole 

community 

Multiple 

 

WHO Safe 

community 

informed 

All but three municipalities demonstrated higher average injury rate levels than their corresponding municipality groups. One 

plausible explanation is that municipalities with higher than average injury rates are those most likely to initiate injury prevention 

activities and seek designation as WHO Safe Communities. 

No  

Nixon J et al. 

2004[17] 

Child  

 

Whole 

community 

Education Only two studies used a trial design with a contemporary control and only one study provided convincing evidence of an effective 

community program for reducing poisoning in children. There is a lack of research studies in the literature from which evidence 

regarding the effectiveness of community based childhood poisoning prevention programs can be obtained and hence a clear need 

to increase the effort on developing this evidence base. No meta-analysis due to intervention and measure outcome diversity.  

Mixed 

(one of four programs indicate 

effects on reducing poising in 

children) 

Parbhoo A et 

al.  2010[18] 

Child  

 

Whole 

community 

 

Multiple 

 

Education 

Multi-pronged community-based interventions were most effective to prevent pediatric burns. Common elements comprised 

raising awareness of how burns occur, how burns can be prevented, the speed of sustaining significant injuries, and the short-term 

and long-term effects of burns. Burn prevention strategies relevant to South Africa were provision of education in different 

formats (written, pictorial, and verbal) in places frequented by children and parents, monitoring children more closely in 

hazardous areas (e.g., kitchens), and better planning of homes to reduce hazards. Effective pediatric burn prevention programs for 

South Africa should acknowledge parent and child literacy, how and where information is best accessed, the need to adapt 

effective hazard reduction programs to informal settlements, and the importance of legislated minimum safe housing standards. 

(programs with mixed or no effects on pediatric burns not described). 

Mixed 

(multi-pronged community-

based interventions were most 

effective to prevent pediatric 

burns) 

Pearson et al 

2011[19] 

Child 

 

Home 

Safety 

equipment 

 

Safety 

assessment 

 

Education 

Few programs reduce injury rates in children except where home safety equipment is supplied in conjunction with a home risk 

assessment. However, this effect was only evident in households where a child had previously suffered an unintentional injury. 

The distribution of smoke alarms alone is insufficient for improving installation rates. Programs containing an education 

component showed more success. Interventions integrated into wider health programs where trusting relationships with 

households were cultivated and/or where specific safety issues, identified by a community, were responded to also showed greater 

success in increasing smoke alarm installation rates. The evidence of effectiveness on installation rates of other home safety 

equipment is highly mixed, although there is some evidence to suggest that installation rates always decrease after 6 months. 

Where stair gates are both supplied and installed, inequalities in rates of use may be reduced.  

Mixed 

Royal S et al. 

2007[20] 

Child 

 

Bicyclist  

Multiple 

 

Education 

 

Safety 

equipment  

Community-based non-legislative interventions are effective in increasing bicycle helmet use among children and young 

people. Provision of free helmets may increase helmet wearing to a greater extent than subsidized helmets. Purely 

educational intervention that did not provide free, subsidized, or discounted helmets show smaller effect of helmet 

wearing. There was some evidence that the effect of interventions may decrease with increasing follow-up periods. 

Mixed 

(free helmet improve helmet 

use more than subsidized 

helmets and purely educational 

programs) 

Spinks A et al. 

2009[56] 

Whole 

community 

Multiple  

 

Education  

There is marked inconsistency in the results. No clear answer to the question of whether the adoption of the Safe Communities 

model leads to a significant reduction in injury. While the frequency of injury in some study communities did reduce following 

their designation as a WHO Safe Community, there remains insufficient evidence from which to draw definitive conclusions 

Mixed  

(injury rate reductions in some 

safe-communities  but unclear 
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WHO Safe 

community 

informed 

regarding the effectiveness of the model. The lack of consistency in results may be due to the heterogeneity of the approaches to 

implementing the model, varying efficacy of activities and strategies, varying intensity of implementation and methodological 

limitations in evaluations. While all communities included in the review fulfilled the WHO Safe Community criteria, these criteria 

were too general to prescribe a standardized program of activity or evaluation methodology. Adequate documentation describing 

how various Safe Communities implemented the model was limited, making it unclear which factors affected success. Where a 

reduction in injury rates was not reported, lack of information makes it difficult to distinguish whether this was due to problems 

with the model or with the way in which it was implemented. 

if this is an effect of the Safe 

community model ) 

Thompson DC 

et al. 2009[64] 

Bicyclist Safety 

equipment 

Helmets reduce bicycle-related head and facial injuries for bicyclists of all ages involved in all types of crashes, including those 

involving motor vehicles. Helmets provide a 63% to 88% reduction in the risk of head, brain, and severe brain injury for all ages 

of bicyclists. Helmets provide equal levels of protection for crashes involving motor vehicles (69%) and crashes from all other 

causes (68%). Injuries to the upper and mid facial areas are reduced 65%.  

Positive  

(helmets reduce bicycle-related 

head and facial injuries for 

bicyclists of all ages) 

Towner E & 

Dowswell T. 

2002[21] 

Child  

 

Whole 

community  

Multiple 

 

Education 

 

WHO Safe 

community 

informed 

Eight of the studies were partially effective and 2 showed uncertain effects.  The use of multiple interventions implemented over a 

period of time can allow injury prevention messages to be repeated in different forms and contexts and can begin to develop a 

culture of safety within a community. 

Mixed  

(8 of 10 studies of community 

based injury prevention 

targeting childhood injury 

prevention partially effective) 

Turner C et al.  

2004[22] 

Child  

 

Whole 

community 

 

 Pedestrian  

Multiple 

 

Education 

The hypothesis that community-based interventions are effective in reducing the incidence of childhood pedestrian injury 

would appear to be supported, with the degree of success being cumulative depending on the complexity of individual 

strategies employed. The three studies using injury as their outcome measure found a 12%, 45%, and 54% reduction for 

all childhood injuries with the fourth showing improved traffic control at child pedestrian sites (9% reduction in traffic 

flow) and sustainable community safety promotion activity. There is a paucity of research studies in the literature from 

which evidence regarding the effectiveness of community-based programs for the prevention of pedestrian injury in 

children can be drawn.  

Positive 

(community based intervention 

effective in reducing childhood 

pedestrian injury ) 
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Table D Main findings of 45 primary studies  

 

Study 

Safety 

domain 

Main findings Type of I Intervention effects 

Abbot et al. 

2008[7] 

Sports  Significant higher effect for measured policy, infrastructure and overall safety scores for the intervention clubs at 

postseason and follow up. SafeClub effectively assisted community soccer clubs to improve their sports safety activities, 

particularly the foundations and processes for good risk management practice, in a sustainable way. 

Training Positive  

(on sports safety) 

Adegbenro 

et al. 2007[69] 

School A well organized and properly executed SHP can be used to create safe environments for school children 

The result showed an increase in classroom spacing, sources of water, disposal of faeces, school fence and safety 

behavior. 

Education      

 

Training 

Positive 

(on school safety environments 

and behavior) 

Babul et al. 

2007[23]  

Home  

 

Children 

Intervention groups were more likely to report having their home hot water temperature adjusted to a safe level. Parents 

receiving a safety kit plus home visit were also more likely than those in the control group to report having plants placed 

out of reach of infants. No differences were found, between study groups, in parents’ perceptions towards seriousness or 

preventability of infant injuries and in the levels of parent-reported infant injuries. 

Multiple 

 

Education   

 

Training       

Mixed 

(on safety behavior, no effect 

on infant injuries) 

Bacchieri et 

al. 2010[65] 

 Bicyclists No effect observed from the intervention on either of the outcomes. 

45% did not attend the intervention. However 9% reported a traffic accident and 88% reported a near accident. 

Multiple 

 

Education  

 

Training 

 

Safety inspection 

No  

Beck & 

Miltenberger 

2009[24] 

Home  

 

Child  

The results of this study suggest that the DVD is not effective in teaching children to engage in abduction prevention skills 

when approached by a stranger in the community. 

Education 

 

Training 

No  

Blake et al. 

2008[25] 

Child  

 

Home 

 

Whole 

population 

BB&B program improved the participant’s knowledge and ability to demonstrate proper helmet wearing skills. Education 

 

Training 

Positive 

(on helmet fit and wear) 

Cagle et al. 

2006 [26] 

Children  

 

Home  

 

 

2 fold reduction in scald risks. No new scald burns in the intervention homes were detected.  

Significant different in parent behavior and knowledge. 

 

Multiple 

 

Education   

 

Safety assessment   

 

Safety equipment 

Positive 

(on scald prevention) 

Campbell et 

al. 2001[27]  

Child  

 

Improved first aid confidence in both groups. Participants in the “first aid group and home safety training” improved their 

ability to identify items to include in a first aid kit, and how to respond in an emergency situation and reported fewer 

Education  

 

Positive 

(on first aid skills)  



41 

 

 

Home erroneous victim caring procedures compared with the “tobacco and alcohol prevention group”. Training 

Carbone et 

al. 2005[45]  

Home A brief gun-safety counseling session supported with written information along with a gun lock giveaway resulted in 

significant improvements in safe gun storage behaviors. It did not significantly influence the removal of guns from the 

home. 

Multiple 

 

Education   

 

Training      

 

Safety equipment 

Mixed 

(on gun safety practice, but not 

on removal of guns) 

Carruth et 

al. 2010 [57] 

School  The F.A.R.M.E. training applied in a school setting was effective for skill acquisition of first aid and injury prevention 

among rural high school students. Intervention group scored significantly higher on skill (anticipatory action) but not on 

knowledge acquisition.  

Education   

 

Training 

Mixed 

(on first aid skills, but not on 

knowledge acquisition) 

Cohen et al. 

2009[78] 

Parks Park use and physical activity declined in both intervention and control parks 

Perceptions of park safety increased more in the intervention parks than in the comparison parks 

Multiple 

 

Safety 

information  

Mixed  

(on perception of park safety, 

but park use/physical activity 

decreased)  

Coyne-

Beasley et al. 

2001[46] 

Home These data suggest that a community-wide awareness program, tailored firearm safety counseling; and gun lock 

distribution with a demonstration of proper use promoted reports of safer firearm storage and use of gun locks among 

participants. Gun owners will ask friends, family, and neighbors about gun ownership and storage once they are educated 

about the prevalence of gun ownership and the epidemiology of firearm injury.  

Safety 

information  

 

Safety equipment 

Positive (improved gun safety 

practice) 

Cross et al. 

2000[28] 

Child  

 

Pedestrian 

Children in the high and moderate intervention groups were significantly more likely to cross the road with adult 

supervision and play away from the road than the comparison group. No differences were detected in children’s pedestrian 

safety knowledge between the intervention and comparison groups. 

Education  Mixed (on some safety 

behavior, not on safety 

knowledge) 

Edwin AF et 

al. 2008[77] 

Fireworks/fire

arms 

 

 

The legislation has had an impact on injury rate, but stricter enforcement of the existing laws and further education of 

children and the general public into the dangers of fireworks is needed, as children are still being injured The 

FireworkLegislationof1996/1997 and2003/2004 had a small impact on the UK injured pediatric population. 

Legislation  Mixed 

(small effect of some acts, but 

no effect of some acts)  

Faber et al. 

2006[47]  

Home  

 

Elderly 

Fall-preventive moderate intensity group-exercise programs have positive effects on falling and physical performance in 

pre-frail, but not in frail elderly.  

Training Mixed 

(on preventing falls in pre-frail, 

not in frail elderly) 

Fitzharris et 

al.  2010[48] 

Home 

 

 Elderly 

Exercise alone and in combination with vision and/or home hazard reduction was associated with fewer falls. For falls 

resulting in injury and the subset requiring medical care, the vision plus exercise intervention was associated with fewer 

falls. 

Multiple 

 

Training   

  

Safety assessment 

Positive 

(on preventing falls) 

Fuzhong et 

al. 2008 [49] 

Home  

 

Elderly 

Participants showed significant improvements in balance, functional reach, up and go test, speed walk, and the number of 

falls declined. 

Training Positive 

(on balance and falls 

prevention) 

Gresham et 

al. 2001[70] 

School  The intervention group had significant increase in knowledge about brain and spinal cord and safe behavior to prevent 

traumatic injuries and a decrease in self reported high-risk behaviors.  

Multiple 

 

Education 

Training 

Positive  

(on knowledge acquisition and 

safe behavior)  
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Hotz et al 

2009[66] 

School 

 

Pedestrian 

Significant differences were observed on enhanced safety knowledge between pre-testing and post-testing for grades K-1 

and grades 2–3. No significant differences were found between pre-testing and post-testing for grades 4 –5 and between 

post-testing and 3-month testing across all grades. 

Education  

 

Training 

Mixed (only enhanced safety 

knowledge on the youngest age 

groups) 

Jacobson et 

al. 2011[50] 

Home 

 

Elderly  

Standing, static balance exercises conducted independently without safety supervision led to improvements in balance, 

functional ability, and leg functioning in frail elderly people. 

Education  

 

Training 

Positive  

(on balance and leg function)  

Jones et al. 

2005[29]  

Child 

 

Pedestrians  

Area wide traffic calming is associated with absolute reductions in child pedestrian injury rates and reductions in relative 

inequalities in child pedestrian injury rates There were 891 traffic calming features in city A, mainly in the most deprived 

fourth (71.3%). City B had 553 features, with 48.3% in the most deprived fourth. There were 4.8 times more features in 

the most deprived compared with most affluent fourth of City A. 

Multiple 

 

Traffic calming  

Positive 

(on injury reduction) 

Kendrick et 

al. 2007 [80] 

School Intervention group increased their knowledge and safety choices on burns and fire and also how to wear a cycle helmet 

and correctly demonstrated more safety skills.  More effective in increasing fire and burn prevention knowledge in 

younger than in older children and in increasing bike and pedestrian safety knowledge in boys than in girls. It was also 

effective in increasing children’s safety skills in terms of fire and burn prevention. There was little evidence to suggest the 

first year of the program had an impact on self-reported safety behaviors. 

Education  

 

Training 

Mixed  

(on knowledge acquisition and 

behavior in some groups of 

children) 

Kendrick et 

al. 2009[30]  

Child  

 

Home 

Significantly reduced inequalities in terms of stair gates possessions, in relation to maternal age and family type, but not in 

functioning smoke alarms.  

Intervention only partially successful in reducing inequalities in safety practices; costs and need help to fit equipment.  

Safety assessment  

 

Safety equipment 

Mixed  

(on some measured safety 

practice) 

Kendrick et 

al. 2011 [31] 

Child  

 

Home 

Intervention families had significantly lower bath-water temperature at 3-month and 12-month follow-up than families in 

the control arm. Most families were satisfied with the temperature and speed of flow of their hot bath water after the 

fitting. Those with a TMV were significantly less likely to check the bath temperature of every bath. No negative effect on 

other safety practices. 

Safety 

information 

  

Safety equipment 

Mixed 

(on lowering bathwater temp, 

but less checking of bath temp) 

Korn et al. 

2009[32]  

Child 

 

Home  

 

Whole 

population  

 

School 

 

Open spaces 

The program was not effective. The study indicates hindrances to the progress and implementation of the program, and 

gave insights into these obstacles and how to correct these. 

 

Multiple 

 

Education   

 

Safety assessment 

No  

Kramer et 

al. 2002[72] 

School  Effective to enhance knowledge on school violence and school safety. 61 % indicate that they had implemented at least 

one program to improve school safety and prevent violence. 

 

Multiple 

 

Education  

 

Safety assessment     

Positive  

(on knowledge on school 

violence and school safety, on 

implementation of programs on 

school safety/violence)  

Lamb et al. 

2006[73]  

School Intervention children did significant better than control in both safety knowledge and skill test. 

 The life skills intervention successfully teaches children safety knowledge and was substantially maintained 3 month 

later. However, there was a drop of knowledge after that. 

 

Multiple 

 

Training 

 

Mixed; 

(on safety knowledge and 

skills, but not long-lasting) 
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Safety awareness 

Leden et al. 

2004 [33] 

Child 

 

Elderly 

 

Bicyclists 

 

Pedestrians 

Increased cycling. A minor increase in fall injuries after reconstructions and change of code. Indirect safety measures 

suggest improved safety. Measures of speed, behavior and crashes suggest that safety has increased not only along the 

E12 but also along adjacent roads. 

Traffic calming          Mixed;  

(on road safety, but increase of 

falls) 

Lee et al. 

2004[74] 

School  Program implementation was inconsistent, desired outcomes were not achieved. Education  No  

Lohse JL., 

2003[34] 

Child  

 

Home 

 

Whole 

population 

Significant difference in parent knowledge levels about bicycle accident and injury information and correct bicycle helmet 

placement and fit. No difference in parent responses on perceived benefits and barriers to helmet use.  

Education    Mixed;  

(on knowledge acquisition, but 

not on benefits of helmet use) 

Macarthur 

C., 2003 [35] 

Child 

 

 Home 

Parents exposed to Safe Kids Week 2001 were 1.5–5 times more likely to be aware of key campaign messages, and 2–3 

times more likely to test and lower the water heater temperature, compared with unexposed parents. 

Safety 

information 

Positive 

(on safety knowledge and 

behavior) 

McComas et 

al. 2002[51] 

Pedestrians 

 

There was a significant change in performance after three trials with the VR intervention.  

Children learned safe street crossing within the virtual environment. 

Education 

 

Training 

Positive 

(on safety behavior) 

McLaughlin 

K. & Glang 

A., 2010[75] 

School A significantly greater increase in safety knowledge and helmet placement. 

The Bike Smart program can be a low cost, effective component of safety training packages that include both skills-based 

and experiential training 

Education     

 

Training 

Positive  

(on bicycle safety knowledge 

and helmet placement) 

Miller et al. 

2004 [58] 

Pedestrians 

 

Whole 

population 

 

Increase in crossing behaviors and pedestrian safety during the intervention but decrease at the end of the intervention. A 

training, reinforcement, and feedback package implemented in school and on the street corner is an effective procedure to 

teach pedestrian safety skills to children. The national safety awareness program demonstrated negligible improvements in 

pedestrian safety behavior. 

Education      

 

Training 

Mixed  

(on pedestrian safety but not 

sustainable effect) 

Morrison et 

al. 2004[67] 

 Pedestrians Increases in pedestrian activity in the area. Physical health improved significantly but mental health did not change. 

Traffic related problems improved, while other local nuisances were reported to be worse. Residents perceived that 

problems with road-safety improved No significant difference in overall feelings about the area 

Multiple 

 

Traffic calming          

 

Mixed;  

(on some health criteria and 

safety problems)  

Odendaal et 

al. 2009[36] 

Child  

 

Home 

Significantly reduce of household hazards associated with electrical and paraffin appliances and poisoning among children 

in a low-income South African setting. No changes for burn safety household practice and fall injuries.  

Multiple 

 

Education     

 

Safety assessment 

 

Safety equipment 

Mixed;  

(on poisoning hazard, but no 

effect on burn safety and falls) 
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Pardi et al. 

2007[37] 

Child  

 

Bicyclists  

Injury rate decreased both post legislation and at follow up The greatest reduction occurred 1 year after legislation. The 

overall rate of bicycle-related injury continues to be down 24%, suggesting bicycle helmet legislation for children is 

effective in reducing injury. Female head injury rates in the 10- to 16-year-old population changed very little from 

baseline. 

Legislation Positive  

(on bicycle injuries)  

Pressley J.C. 

& Barlow B., 

2005[38] 

Child  

 

Home  

Window guards were associated with fewer falls from buildings and also reduced injury rate.  

Window guards should be mandated in multifamily dwellings where small children reside.  

Prevention programs for young children should be initiated in early spring and continued through fall. 

Legislation  Positive 

(on falls from buildings and 

associated injuries) 

Prezza et al. 

2010[39] 

Child 

 

Home 

 

Pedestrians  

 The outcomes of the program in the two Districts were very different. Only one resulted in an increase in children’s 

autonomous mobility on the home–school journey and number of times a child was taken to school by car. 

Multiple 

 

Safety assessment     

 

Safety awareness  

Mixed  

(on child independent mobility 

in one District)   

Schwebel et 

al. 2009[52] 

Home Higher self reported knowledge about kerosene safety in the intervention group and kerosene safety practice and 

recognition of kerosene injury risk. 

Education      

 

Training 

Positive 

(enhanced knowledge and 

reduction of kerosene-related 

burns ) 

Sellström et 

al. 2003[40]  

Child  

 

Whole 

population 

 

School 

 

Open spaces 

Implementation of multiple safety measures in a municipality had a significant effect on the risk of injury for preschool 

children. In municipalities that implemented few safety measures, the risk of injury was 33% higher than in municipalities 

that implemented many. A similar effect, though insignificant, was observed in the school-aged children. 

 

Multiple 

 

Education 

 

Training 

 

Safety inspection 

Positive 

(on decreased risk of injury for 

preschool children, but not 

clearly for school aged 

children) 

Sidman et al. 

2005 [41] 

Child 

 

Home  

No statistically significant overall intervention effects on locking or loading guns. Multiple 

 

Education     

 

Training 

 

Safety equipment  

No 

Smith GA. 

2006[79]  

Shopping 

store 

The percentage of children who were in shopping carts and restrained correctly increased from 19% at baseline to 31% 

during the follow-up observation period 1 week later. 

Multiple 

-safety promotion/ 

instruction 

-economic 

incentive  

Positive  

(on shopping cart restraining) 

Swart et al. 

2008[42] 

Child  

 

Home  

Significant reductions for injury risks related to burn safety practices. 

No significant difference post intervention between the intervention and control group for overall injury risk scores. No 

decline for fall related injuries.  

Multiple 

 

Safety assessment 

 

Safety equipment 

Mixed.  

(on burn reduction but not fall 

reduction and overall injury 

risk)  
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Tellnes et al. 

2006[53] 

Home 

 

Whole 

population 

 

Open spaces 

A long-lasting community-based intervention with defined aims can lead to a considerable and long-lasting reduction in 

injuries, at least in communities with high incident rates. A marked reduction in injury incidence rates at Værøy appeared 

from 1983 to 1987, while in 2001, the incidence rate was similar to the rate in 1987. 

Multiple 

 

Safety 

information  

Positive 

(on injuries) 
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Appendix 2 The following search terms and operators were used: 

#1= (safety OR security) AND (prevention OR preventive) AND (effect OR effects OR 

outcome OR effectiveness) AND (public OR community OR municipal OR local OR 

regional) AND (intervention* OR measure* OR polic* OR program*) 

#2= (safety OR security) AND (prevention OR preventive) AND (effect OR effects OR 

outcome OR effectiveness) AND (public OR community OR municipal OR local OR 

regional) AND (pedestrian* OR cycle OR bicycle OR cyclist OR biker OR bicyclist) AND 

(intervention* OR measure* OR polic* OR program*) 

#3= (drug OR drugs OR traffic OR institution* OR patient OR patients OR HIV OR 

residential OR vaccine OR vaccination OR airport OR antibiotic OR crime OR fire OR 

terror* OR industr* OR depression OR diabetes OR vehicle* OR obesity OR diet OR surgery 

OR cancer OR nano OR allergy OR allergies OR infarction* OR hypertension) 

#4= (drug OR drugs OR institution* OR patient OR patients OR HIV OR residential OR 

vaccine OR vaccination OR airport OR antibiotic OR crime OR fire OR terror* OR industr* 

OR depression OR diabetes OR obesity OR diet OR surgery OR cancer OR nano OR allergy 

OR allergies OR infarction* OR hypertension) 

#5= (security OR safety) AND (effect OR effects OR effectiveness) AND (prevention OR 

preventive) AND (intervention OR measure* OR polic* OR program*) 

The literature search was iterative and carried out by an experienced librarian guided by a 

research-team.  The operators were defined to match the inclusion/exclusion criteria.  The 

exclusion criteria #3 and #4 were added after considering the studies identified in the first 

search. Two searches, with different operators, were made in the database Pubmed, academic 

search elite and Socindex as the first search excluded safety intervention studies targeting 

pedestrians and bicyclists.  

The following databases and operators were ultimately used: Cochrane (operator #5);PubMed 

(operator  #1 not #3, and operator #2 not 4); Academic search elite  (operator  #1 not #3, and 

operator #2 not #4); socINDEX   (operator  #1 not #3, and operator #2 not #4); ERIC  

(operator  #1 not #3); Web of Science (operator #2 not #4). 

 

 


