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Abstract: 
Introduction: Few controlled studies of community-based injury prevention programs have been reported and varying levels 
of injury reduction outcomes have been demonstrated.  Measures of intermediate effects on risk factors and program reach 
are seldom reported. At the same time expansion of such interventions is occurring across many countries, including 
Australia. 
Aim: To evaluate a community-based injury prevention program, the “Safe Living Program”, a WHO accredited Safe 
Community, conducted over a six year period (1990-1996) in the  Shire of Bulla, Victoria. 
Methods: A prospective controlled quasi-experimental research design was used. A comparison population (33,600) was 
matched to the intervention population (37,300) on a number of relevant variables. It was not possible to find a comparison 
community with a baseline injury rate as low as that of the  Shire of Bulla. Statewide data were used as an additional control. 
 Process and impact measures of intermediate effects on risk factors and program reach were obtained by three 
randomised household surveys in the experimental and control populations, conducted pre-, mid- and post-intervention.  
Separate studies of the impact of selected program components were conducted using observational and survey methods.  
Results: The evaluation was complicated by changes to injury data collection systems and populations, particularly increases 
to hospital admission rates associated with case-mix funding and the transition to a new emergency department injury data 
collection system. No significant reductions were found in overall rates for deaths, hospitalised injury or emergency 
department  presentations (child ).  A significant increase in the proportion of short hospital admissions (a proxy for severity) 
was observed compared with the control population, though there was no difference in average bed days.  Analyses of health 
sector injury data by specific age groups and injury mechanisms did not reveal any significant differences from the controls. 
 Self reported injury data showed a statistically significant reduction for households and close to a significant 
reduction for individuals in households when compared with pre-intervention and control data. Household reported injuries 
most often required no medical attention nor interruption to normal activities. The possibility of regression to the mean 
cannot be excluded when interpreting these results. A portion of a reported reduction in occupational injuries among 
municipal employees appears to be attributable to the intervention program. Process and impact measures demonstrated 
some significant effects of the program. The reach of interventions to individuals in  the community ranged between <1% - 
27%.  Awareness rasing activities had a wider reach. 
Conclusions: The Safe Living Program evaluation was not able to replicate findings of significant reductions in injury rates 
in health sector data as reported elsewhere in some community based studies.  Methodological problems may have 
contributed to this finding.  Some reductions in self-reported, mostly minor injuries, and occupational injuries among 
municipal employees appear to be attributable to the program.   
 While substantial changes were made to some risk factors, these often also occurred in the control community.  
Limited reach appears to have contributed to the outcomes.  In future community based injury prevention programs 
consideration should be given to: fewer, more targeted, interventions; issues of community reach; organisational change; and 
enhanced evaluation design, including the involvement of several intervention and control communities.   
 Secure injury data sources are required at all levels of severity.  The evaluation was underpowered to detect minor 
changes to hospital data,  though robust changes would have been detected, particularly since some intervention effects 
would have been expected to increase over time.  The theoretical base for community based injury prevention and its 
evaluation is not yet fully developed and requires further refinement. 
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EXECUTIVE SUMMARY 

INTRODUCTION 

Few controlled studies of community-based injury prevention programs have been reported 
and varying levels of injury reduction outcomes have been demonstrated.  Measures of 
intermediate effects on risk factors and program reach are seldom reported.  

Community-based injury prevention was first described in the research literature in 1987 by 
Schelp21.  Significant injury reductions were attributed to a three year intervention program in 
Falkoping, Sweden  compared to Lidkoping, the control municipality21-24.  The four published 
studies of community-based programs that meet the criteria described by WHO for “Safe 
Communities” have reported  varying levels of successful injury reduction outcomes.  Despite 
the somewhat equivocal findings of these evaluations, a rapid expansion of such interventions 
is occurring across many countries, including Australia. 

The rationale underpinning the evaluation reported here was the need to examine whether the 
injury and risk factor reductions gained in the model project in Sweden could be replicated in 
Australia; and, if so, to demonstrate the effectiveness or injury or injury risk factor reductions 
and potential cost effectiveness of community-based injury prevention projects. 

AIM 

The aim of this study was to evaluate a community-based injury prevention program, the 
“Safe Living Program”, which was modelled on similar Swedish interventions.  The former 
Shire of Bulla was incorporated into the City of Hume in 1994, but this evaluation focusses 
on the area and population covered by the original program conducted over a six year period 
(1990-1996) in the Shire of Bulla*, Victoria.  

SPECIFIC OBJECTIVES 

1. To evaluate the extent to which the intervention program objectives were met 

• These program objectives were: 

• to increase community awareness of injury prevention and create a 'safer community' 
environment 

• to develop strategies which provide an overall reduction in the number and severity of 
injuries within the Shire of Bulla 

• to reduce the number of hospital bed days that result from injuries 

• to reduce the frequency and severity of injuries requiring hospital attendance or 
admission 

                                                 
* Since the Shires of Bulla and Melton (comparison municipality) were incorporated into larger 

amalgamated local government areas in 1994, reference to these Shires should generally be read as 
“former” Shires in this report. 
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• to reduce the incidence of accidental death 

• to reduce hazards 

• to increase the use of safety devices and equipment 

• to institutionalise the program (added in 1994) 

2.  To undertake a formative evaluation to feed back into the program and into wider 
strategic planning processes. 

3.  To identify potential improvements to both the intervention and evaluation 
methodologies. 

METHODS 

A prospective controlled quasi-experimental research design was used. A comparison 
population (33,600) was matched to the intervention population (37,300) on a number of 
relevant variables. It was not possible, however, to find a comparison community with a 
baseline injury rate as low as that of the Shire of Bulla. Statewide data were used as an 
additional control. 

Process and impact measures of intermediate effects on risk factors and program reach were 
obtained by means of three randomised household surveys in the experimental and control 
populations, conducted pre-, mid- and post-intervention.  Separate studies of the impact of 
selected program components were conducted using observational and survey methods.  

RESULTS 

The results are summarised for each objective. 

• To increase community awareness of injury prevention and create a 'safer community' 
environment 

This objective relates to program reach and to a culture of safety at various levels of the 
community.  It was particularly addressed by the process evaluation. 

Importantly, the community fulfilled the requirements for WHO Safe Community 
accreditation in 1994 and this was re-confirmed in 1996 for the wider City of Hume, 
following Council amalgamations. 

While there was substantial awareness of the Safe Living Program (46.6% of residents in 
1996), and recall of safety messages and displays (eg. 37.4% recall of safety displays at fairs) 
unfortunately only a moderate amount of action with the potential to reduce injuries appears 
to have followed from such exposure. 

The level of general media coverage was comparable to that of  other successful community 
programs with close to equivalent newspaper articles and information delivered to households 
compared with the community based Minnesota Heart Health Program102.  In 1996, the Safe 
Living News was read by 13.3% of householders.  Up to 12.2% of the population participated 
in injury prevention courses or activities, though there was generally no significant difference 
when compared with the comparison community, the Shire of Melton on issues of safety 
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knowledge attitudes and awareness identified in telephone surveys.   Support for laws to 
improve safety showed a significant increase in the  Shire of Bulla against a negative trend in 
the  Shire of Melton. 

Overall, the reach of interventions to individuals in the community ranged between <1% - 
27%, while  potentially awareness raising activities had a wider reach.  Organisational reach 
was higher than for the Shire of Melton for primary school utilization of road safety 
programs, such as Streets Ahead and Bike Ed, from 1991-1993, (86% of schools versus 56% 
respectively for both programs) though no information is available about the proportion of 
children reached.  Other road safety programs such as Starting out Safely had similar reach in 
the intervention community  versus the comparison community (both 58% in 1996). 

In summary, this objective was assessed as reasonably well met at the macro level of WHO 
accreditation and sustainability and at the micro level of program and safety awareness. 

• To reduce the incidence of accidental death 

As may have been anticipated, no significant reduction in injury deaths occurred in the Shire 
of Bulla compared with the Shire of Melton during the four years of the intervention program 
for which death data were available (1991-1994).  In retrospect, this was probably an 
inappropriate objective because it is unlikely to be capable of evaluation given the small 
number of deaths and the long lag time before data become available.  A dramatic reduction 
in the number of deaths would have been required before any statistical significance could be 
expected to be demonstrated.  None of the published successful community based injury 
prevention programs showed a significant reduction in deaths over a similar time-frame. 

• To reduce the frequency and severity of injuries requiring hospital attendance or 
admission 

No significant reduction was found in the rate for hospital admissions compared with 
controls.  No difference was found for aggregated hospital admission data which generally 
involve moderate to severe injuries in comparison with the Shire of Melton or Victoria, or 
when the data were disaggregated by age or mechanism of injury for major causes targeted by 
the program.  Factors influencing this outcome may include: changes to data systems (see 
page xxiii) , lack of efficacy of program interventions, lack of program reach, issues of 
council amalgamations, nature of community compared with Scandinavian communities, low 
base rate of injury, and lack of equivalence of the comparison community. 

Available child injury surveillance data from hospital emergency departments showed no 
evidence of a reduction in the rate of injuries in the Shire of Bulla during the period of the 
evaluation nor when the Shires of Bulla and Melton were compared.  Adult emergency 
department data were not available post-intervention. 

Hospital data generally involves moderate to severe injuries.  Although the program objective 
did not specifically require evaluation of reductions in less severe injuries, this was an 
obvious direction to investigate, particularly since the gains made in other similar programs 
were largely for minor injuries23,24,30.  The possibility that an effect may be found in general 
practice presentations could not be determined as attempts to establish an ongoing data 
collection were unsuccessful.   

Self-reported injury data, collected by the series of telephone surveys, indicated a statistically 
significant reduction for households in the Shire of Bulla and a non-significant reduction for 
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individuals in households,  when compared with pre-intervention and control data.  
Household reported injuries most often required no medical attention nor interruption to 
normal activities. The possibility of regression to the mean cannot be excluded when 
interpreting these results, where a single high estimate was observed pre-intervention for the 
proportion of households with injuries reported in the Shire of Bulla.  A portion of the 
reported reduction in occupational injuries among municipal employees also appears to be 
attributable to the intervention program. 

• To reduce the number of hospital bed days as the result of injuries 

The proportion of injuries requiring short hospital admissions of <2 days , a proxy for low 
severity, increased for the Shire of Bulla, when pre-/post- and intervention/control 
comparisons were made.  However, there was no statistically significant difference between 
average bed days between the Shires of Bulla and Melton. In the Falkoping Program, hospital 
bed days reduced after 3 years of the program23. 

As the number of bed days is not necessarily a good measure of severity108, alternative, more 
specific quantified measures, such as the Abbreviated Injury Severity Scale (AIS)  and the 
Injury Severity Score (ISS)109,110,111, should be considered for future studies.  

• To develop strategies which will provide an overall reduction in the number and 
severity of injuries within the Shire of Bulla 

Although a large number of intervention activities were developed and implemented in the 
course of the Safe Living Program (more than 100), these did not convincingly achieve an 
overall reduction in the number and severity of injuries. 

The international literature generally lacks detail of intervention strategies within community 
based injury prevention programs.  Nevertheless, it seems that there was considerable overlap 
between the Safe Living Program and successful overseas programs.  Because of the large 
number of Safe Living Program strategies, there may have been dilution of effort compared 
with other programs. 

High levels of program reach, including training of professionals and uptake of safety 
products or environmental changes appear to be key strategies in successful community 
interventions.  Reach (or penetration) appears to be greater in Falkoping compared with the 
Shire of Bulla.  In Falkoping, study and educational programs were arranged for large 
numbers of professionals who, in turn, acted directly to intervene in the community in various 
ways. 

Falkoping, for example,  provided safety education for 650 home visitors who worked 
through safety checklists with their clients. Although some similar approaches were adopted 
in the  Shire of Bulla, the scale of direct transfer of safety information and recommendations 
contrasted with that of Falkoping22,23. 

Similarly, effective reach was achieved in Harstad30, where, for example, 80% of persons 
aged 75-79 years were reached by the home visiting intervention program. 

In the Minnesota Heart Health Program, 42 of 65 local physicians participated in continuing 
education and 728 other health professionals attended relevant professional education 
classes102.   
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Uptake of the countermeasures specifically promoted in the Shire of Bulla has been generally 
quite small.  Hence, even if the interventions were highly effective, only small population 
reductions in injury frequency and severity would be expected.  Furthermore, while the Safe 
Living Program distributed safety checklists to all households, by contrast, in Falkoping23 and 
Harstad30 checklists were used actively by professionals on home visits. Thus, the practical 
work of implementation was effected primarily via personnel groups who are in contact with 
the target group in their daily work23. 

A recommendation of the evaluation report of the Safe Living Program after the first three 
years of the intervention was to “increase the reach of and community participation in the 
existing successful interventions”46. 

The quality of the interventions is another important contributor to effective injury 
prevention. The one successful intervention in the United States  SCIPP program, motor 
vehicle occupant protection, was described by Guyer36 as highly efficacious.    

Social and cultural differences between the Falkoping community and the Shire of Bulla may 
also have contributed to the lower than expected level of demonstrable outcome46.  It is 
possible that the Swedish community is more homogeneous, with stronger common values121,  

than the Shire of Bulla.  Some demographic differences between the Shire of Bulla (1991 
census) and Falkoping121 include a lower immigrant population in Sweden and a higher adult 
proportion of the population.  The Shire of Bulla also had higher unemployment and the 
program was conducted during a recession.  Falkoping has local radio, television and daily 
papers. 

It is clear that the translation of the Falkoping model to Australian conditions is not without 
its difficulties and although some have been identified, other factors, such as availability of 
resources, may confound the analysis of the two programs making some comparison 
inappropriate. 

• To reduce hazards 

Response by the Shire of Bulla Council to recommendations from the road safety audit (at 
least 47% implementation), footpath safety audit and Safe Routes to Schools shows a high 
level of commitment to action.  Council also introduced footpath cycling, and occupational 
safety measures as a result of advocacy by the Safe Living Program.  The primary schools 
implemented the majority of recommendations (56%) arising from a professional safety audit 
of school playground equipment in 93% of local primary schools.  All primary schools 
participated in Safe Routes to School and $35,000 was spent on minor works.  The update and 
expenditure on Safe Routes to School in unknown for the Shire of Melton. 

A State government regulation allowing footpath cycling in the Shire of Bulla was  
implemented in late October 1991.  A statistically significant increase from 47% to 56% in 
footpath versus road cycling, p<0.01, occurred between October 1991 and October 1992.  
Several extensions to the legalisation of footpath cycling were subsequently negotiated with 
the State Government to April 1998. 

Telephone surveys indicated significantly more hot tap water temperature reductions and the  
presence of other safety features in the home, an increase in items purchased for child safety  
and the presence of electrical circuit breakers in the Shire of Bulla compared with Melton  
The uptake of some other interventions promoted in the Shire of Bulla was matched by the 
Shire of Melton (smoke detectors, first aid training). 
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• To increase the use of safety devices and equipment 

The Shire of Bulla Safe Living Program achieved increased levels of effective sales of 
children's safety seats and restraints, sales of smoke detectors, usage of the Early Childhood 
Injury Prevention Program, training conducted by the Train the Trainer Course participants, 
and an increase in the use of a handyman service for senior citizens.  Attempts to measure 
sales of other safety products were generally unsuccessful. 

An accredited child car restraint fitting station was established in 1991 in the Shire of Bulla, 
which fits approximately 50 restraints per year and checks about 100 more.  While the 
number of visitors to the four sequential safety display homes, which demonstrate safe design, 
was high, there is little evidence that a large proportion of  Shire of Bulla residents visited the 
houses, nor of large scale on-selling of the safety features within the Shire.  This intervention 
may have had a greater impact outside the Shire. 

A limitation to the reduction of hazards was the diminution of effect.  Following the supply of 
household safety information to every household on two occasions during the program, few 
householders recalled receiving it ( 27.5%, 1991;  9.3% 1996) and less used it, with only 
0.3% reporting making safety changes as a result.  Attenuation of effect, or the decreasing 
impact, of an intervention as it diffuses through a community can strongly influence the 
impact and outcome of education and training activities73.  This effect may not have been 
appreciated in designing the prevention programme. 

• To institutionalise the program (objective ) 

The Safe Living program as a whole survived amalgamation of local government areas, 
replacement of elected councillors by appointed commisioners, cost cutting, uncertainty and 
delays  in planning and implementation.  It has continued beyond the evaluation period as 
core business of the Hume City Council from June 1997.  The response of the program to 
uncertain future funding and to evidence that a top down approach continued to be required to 
sustain interventions was to accelerate progress to institutionalisation of the program and its 
components. 

Questions remain, regarding sustainability.  For example, is institutionalisation enough to 
achieve sustainability?; what are the criteria for deciding what is to be sustained?; are the 
currently available measures of institutionalisation valid for injury programs? 

MUARC has been funded by the Victorian Health Promotion Foundation to continue to 
evaluate the sustainability of the intervention and its component strategies in the relatively 
short term.  This evaluation will be reported seperately.  Clearly, the longer term effects of 
institutionalisation should also be evaluated. 

FORMATIVE EVALUATION 

This evaluation has aimed to be formative for both the Safe Living Program and for the 
broader development of community based injury prevention in Australia and internationally. 

Close liaison has been maintained with the intervention program and the local government in 
which it is embedded for approximately 7 years.  Updated local injury data and information 
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from new research have been provided regularly to the program.  Similarly, feed-back from 
the evaluation has been reported at all stages, both formally and informally.   

A full evaluation report of the first three years of the Safe Living Program was published in 
199446.   It made recommendations for the ongoing program’s strategic planning processes, 
including increased reach31,46 and specifically more training of professionals, based on the 
Falkoping success.  The introduction of new interventions to address high frequency, high 
severity injury issues was also recommended, with specific examples46. 

 

LESSONS LEARNED 

Introduction 

An important objective was to identify potential improvements to both intervention and 
evaluation methodologies.  This section identifies and discusses lessons learned from both the 
intervention program and the evaluation. 

Lessons learned from the intervention program 

• A high level of program reach and uptake of countermeasures is essential.  The “snowball” 
effect gained by training professionals and volunteers working in the community to 
implement the program is a vital tool. 

• It is most efficient to focus on interventions with known benefits.  Highly efficacious 
countermeasures should be chosen36,115.  

• Organisational involvement and change are important factors23 

• Education and awareness do not necessarily translate into action 

• Implementation should occur early in the life of the program and be sustained for 
maximum effect 

• Community based injury prevention may work better in cohesive, homogenous and 
isolated communities (Falkoping and Lidkoping homogenous; Harstad isolated and 
homogenous) 

• Few severe injuries would need to be prevented in order for a program such as the Safe 
Living Program to be cost-effective 

• Institutionalisation may be an important component of community based injury prevention 
programs.  The longer term effects of institutionalisation should be evaluated, particularly 
in terms of sustainability and injury prevention impacts and outcomes. 

• Statewide implementation appears to be more efficacious than local intervention for some 
countermeasures 

“Planners of future community trials should be confident that they are effective programs 
that can be delivered to a sufficiently large fraction of their target population to allow them to 
accelerate the secular trends for the exposures of interest”. 
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Lessons learned from the evaluation 

• It is necessary to use an appropriate number of entire communities to provide valid 
evidence of the efficacy of a community intervention method36, 48,115.  Logistical problems 
and costs119 would be a major barrier, perhaps insurmountable, in Australia. 

• Changes which may affect prospective studies may be unpredictable and this possibility 
should be taken into account in the research design. The Safe Living Program evaluation 
was complicated by changes to injury data collection systems and populations, particularly 
increases to hospital admission rates associated with case-mix funding and the transition to 
a new emergency department injury data collection system.  Alternative sources of data 
would be an advantage. 

• There are many advantages to the research design if programs are implemented in stable 
populations (Falkoping, Lidkoping and Harstad appear to have stable populations) 

• Reliable measures of low severity injury rates are required. The Falkoping reduction was 
mostly in minor injuries, at least for home and occupational injuries. Since it was not 
possible to record minor injuries in the  Shire of Bulla and the control municipality, except 
for self reported data, some gains in minor injury reductions may have been missed.  The 
availability of both emergency department and general practitioners data, is thus desirable.  
The apparent gains in the Latrobe Valley study50 were also for relatively minor injuries 
(requiring emergency department treatment, but not hospital admission).  While prevention 
of medically treated minor injury is clearly warranted116,  Rivara124 observes that injuries 
treated in the physician’s office and in emergency departments “probably represent the 
minimum severity of injury that deserves prevention”. 

• Improved measures of severity of hospitalised injuries beyond number of  bed-days should 
be applied in evaluation studies, though accurate coding may be costly 

• Intervention populations with high baseline injury rates are likely to be more  susceptible 
to reductions in injury rates.  It was beyond the control of this study to choose such an 
intervention population nor to find a comparison community with a baseline injury rate as 
low as that of the Shire of Bulla. It is noteworthy that, in Falkoping the injury rate was also 
lower than for the control community.  Statewide data were used as an additional control. 

• Comparison communities may be non-equivalent in a number of ways (e.g. injury rates, 
and methods of collecting injury data; geographically; size and nature of community) 

• In the absence of evaluations of many countermeasures, it is difficult to differentiate 
between the effects, or lack of effects, of an intervention with regard to the actual 
countermeasure efficacy and the implementation method 

• Case control studies of populations reached versus not reached may show significant gains 
among those reached, though such gains may not be cost-effective 

• Indicator measures need to be developed for the impact of injury prevention programs 
(current reporting on all available measures is costly and not efficient) 
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• Telephone surveys may decrease in value as a survey tool due to the high prevalence of 
answering machines and the increasing proportion of households which are not prepared to 
participate 

• The comprehensive documentation of intervention strategies (preferably standardised), 
research methods and results is essential to further progress 

• Key informant interviews may contribute to explanations of successful and less successful 
impacts and outcomes 

• Measures of institutionalisation and its outcomes are required 

• Larger budgets are required to undertake comprehensive well designed evaluation studies, 
including benefit/cost analyses, to inform further developments in community based injury 
prevention  

• The publication of results, including process, impact and outcome results, and of negative 
results, is essential 

OTHER ISSUES  

Comparison Community 

The choice of the Shire of Melton as a comparison community was based on similar 
demographics to the Shire of Bulla and also the fact that both Shires had a high catchment by 
VISS hospitals for determining emergency department injury presentations.  In contrast with 
Scandinavia, where the intervention municipalities of Falkoping and Harstad were separated 
from their controls by 150 and 1000 kilometres, respectively, the Shires of Bulla and Melton 
are contiguous, although the population centres are separated in various ways. 

The possibility of contamination of the Shire of Melton by the Safe Living Program was not 
ignored.  Preliminary investigations were undertaken for potential contamination sources 
prior to choosing the Shire of Melton.  Knowledge of the Safe Living Program in the Shire of 
Melton was only 2.8% by 1996, indicating a low level of contamination.  Alternative 
possibilities for a comparison community posed even greater methodological problems. 

Data quality 

The introduction of case-mix funding during the course of this evaluation had a profound 
effect on the possibility of identifying small changes in hospitalised injury rates, though 
robust results should still have been evident.  Data quality issues were also reported for some 
of the controlled studies of community based injury prevention reported in the international 
literature23,36. 

Process and impact measures are also dependent on the availability of good quality data.  
Organisational change and lack of detailed record keeping makes long term evaluation 
problematic.  It is also possible that low priority attention is given to such information 
requests.  Organisations responsible for intervention programs should keep systematic records 
as part of quality systems management and for specific evaluation purposes. 

Evaluation period 
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Limitations reported by the authors of the SCIPP study36 included short duration of program 
(22 months), a lag in the detected benefit of the program, and difficulties in the ambitious task 
of implementing and managing  many complex interventions in many communities 
simultaneously.   They also assert that evaluation should be over an extended period to 
determine with certainty whether a measurable benefit is achieved.  Indeed, the successful 
Falkoping and Harstad programs ran, in total, over several years. 

Statistical methods 

Debate continues regarding the appropriate methods for statistical analysis of intervention and 
control data in quasi-experimental time trend designs for community based injury prevention 
programs37,44,45,117,118,125.   

Poisson regression and time series analyses were compared by Kuhn in the analysis of a 
community based injury prevention program and he found both methods to provide similar 
results118.  This finding presumably relates to relatively large rates of injury, thus reducing the 
variance. 

For our analyses, linear regression modelling was chosen as the main tool for analysis.  While 
simple regression methods rely on the assumption of normality in the data, which is 
approximately true in the case of injury rates, they also rely on constant variance, which was 
not the case in our results. The low rate of injury presentation per person allowed the 
binomial model to provide a good fit to the data (as good as when the Poisson model was 
used). 

An editorial in Injury Prevention125 remains salient “although choosing the most appropriate 
statistical procedure is undoubtedly important, solid findings are usually robust and unlikely 
to differ greatly regardless of how they are analysed”.  This view is also supported in 
Tauber’s review of the limits of epidemiology117, where it is suggested that a relative risk of 3 
or more is required before an association is believable.  

Unanswered methodological questions 

Many questions remain regarding community interventions, including: how large a gain in 
public health is acceptable from community intervention; what size community would best 
suit a community action approach; how can scientific concerns about standardisation of 
intervention be married with community realities of needing to be flexible and allow 
community input120.   

Furthermore, does increased awareness of injury facilitate the uptake of new interventions?  
That is, awareness may be the basis for receptive attitudes to future interventions.  This 
hypothesis could be tested by a controlled implementation study of a countermeasure or series 
of countermeasures, in established “Safe Communities”, new intervention communities and 
appropriate control communities. 

CONCLUSIONS 

The Safe Living Program evaluation was not able to replicate findings of significant 
reductions in injury rates in health sector data as reported elsewhere in some community 
based studies.  Methodological problems may have contributed to this finding.  Some 
reductions in self-reported, mostly minor injuries, and occupational injuries among municipal 
employees appear to be attributable to the program.   
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While substantial changes were made to some risk factors, similar changes often also 
occurred in the control community.  Limited reach appears to have contributed to the 
outcomes.  In future community based injury prevention programs consideration should be 
given to: fewer, more targeted, interventions; issues of community reach; organisational 
change; and enhanced evaluation design, including the involvement of several intervention 
and control communities, ideally randomised.  Appropriately developed implementation 
strategies should be required  before further funding of community based injury prevention. 

Secure injury data sources are required at all levels of severity.  The evaluation may have 
been underpowered to detect minor changes to hospital data due to the confounding effect of 
case-mix funding,  though robust changes would probably have been detected, particularly 
since some intervention effects would have been expected to increase over time.   

The theoretical base for community based injury prevention and its evaluation is limited in its 
development, and requires further refinement. 
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CHAPTER 1 

1. INTRODUCTION 

This study evaluates a community-based injury prevention program, “Safe Living”, 
conducted over a six year period in the  Shire of Bulla, Victoria. 

This introductory Chapter provides an overview of the project’s background, rationale, 
objectives and methods and the explanation of the structure of the report. 

The evaluation project builds on, and inter-relates with, many research projects undertaken by 
the Monash University Accident Research Centre’s Injury Prevention Research Program over 
the past 10 years.  Monash University Accident Research Centre (MUARC) papers arising 
from this evaluation are listed in Appendix 1. 

In 1994, following local government amalgamations, the intervention program was extended 
to the wider City of Hume.  With the support of the Victorian Health Promotion Foundation 
funding, intervention commenced in late 1995. 

1.1 BACKGROUND 

1.1.1 Nature and size of the injury problem 

The prevention of injury has been identified as an international, national and state public 
health priority1,2,3,4,5.  Injury is the leading cause of premature death to 65 years of age and 
beyond in Australia.  Furthermore, it is the principal cause of death for ages 1 to 44 years.6  
Injury accounts for approximately 10% of total hospital admissions (all ages) and 13% of 
hospital bed days in Australia6.   In childhood, injury accounts for approximately 50% of all 
deaths and by adolescence and young adulthood, injury causes approximately 75% of deaths 
(including suicides)7. 

In 1993/94 in Victoria, the death rate from injury was 32/100,000 and the incidence of injury 
hospitalisation was 1528/100,000 (68,184 cases)(public and private hospitals, excluding 
deaths, adverse effects of medications and medical and surgical misadventure, readmissions 
for the same condition within 30 days and transfers from another hospital )8.  When all 
Victorian public hospital admissions for injury (excluding re-admissions) were analysed for 
the period 1987 -19939 the mean annual rate was 1843/100,000.  Preliminary data from the 
newly established Victorian Emergency Minimum Dataset indicates that the non-hospitalised 
all age injury incidence rate for emergency department presentations, excluding admissions, 
was 5,241/100,000 (total adjusted assuming 80% coverage of all cases by participating 
hospitals) in 1996.  From studies undertaken in the Australian Capital Territory10 and in the 
Latrobe Valley in Victoria11, it appears that the ratio of the general practice injury rate to 
emergency department (non-admitted) presentations rate is in the range of 1:1 to 1.2 :1.  
These ratios suggest a more appropriate schematic representation for injury epidemiology 
across levels of severity is a truncated pyramid (Figure 1.1), rather than the earlier notional 
pyramid. 
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Figure 1.1 Schematic Representation of Injury Epidemiology in Victoria 
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Preliminary findings from a cost of injury study undertaken by the Monash University 
Accident Research Centre indicate that the direct and indirect estimated lifetime costs of 
injury, using the human capital approach to costing, is about $7.015 billion in Victoria8. 

Although death rates from injury are decreasing overall6,12, mainly because of a substantial 
reduction in road deaths, rates for hospitalisation appear to be increasing9.  However, case-
mix funding may be affecting coding of medical records and hospital admission policies and 
these factors may have contributed to the changes in hospitalisation frequency and rates. 

The pattern of injury in terms of causes and severity varies across age groups.  These 
variations may be largely related to exposure to hazards and to physical and developmental 
issues.6,13,14,15 

1.1.2  Principles of injury prevention  

Although injury prevention is a relatively new discipline within public health, it is 
underpinned by a  set of principles and methods that are generally recognised by researchers 
and practitioners in the field.  There are several definitions of injury in the public health 
literature.  All are based on the notion that injury occurs as the result of an exchange of 
energy between the environment and the individual, which is beyond the tolerance of the 
body to withstand.  The energy may be thermal, mechanical, chemical, electrical or ionising 
radiation16. 

Conceptually, “injuries are a culmination of a set of circumstances and pre-existing conditions 
which may best be understood as a chain of events”17.  Intervention anywhere along this chain 
of events can prevent or ameliorate the damage to body tissues.  In the 1960’s, Haddon 
devised a simple matrix which encapsulates the factors and phases of the chain of events 
(Figure 1.2)18. 
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Figure 1.2 Haddon's Matrix 
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As shown in this matrix, primary prevention is conventionally equated with prevention of the 
event (e.g. dual highways to prevent head-on crashes) while ‘secondary’ prevention refers to 
protection during the event (e.g. seat belts) and tertiary prevention relates to minimising the 
harm after an injurious event.  Clearly, intervening at the  primary prevention level  is 
optimal, although it may not always be possible, practical or acceptable. 

Haddon also developed a set of simple strategies for injury prevention (Table 1.1) which 
focus on design, environmental and organisational measures to prevent or ameliorate (control) 
injury. 

Table 1.1: Haddon's ten strategies to prevent or control injury 

(1) Prevent the creation of the hazard in the first place. 

(2) Reduce the amount of the hazard brought into being. 

(3) Prevent the release of the hazard that already exists. 

(4) Modify the rate or spatial distribution of release of the hazard from its source. 

(5) Separate, in time or space, the hazard and that which is to be protected. 

(6) Separate the hazard and that which is to be protected by interposition of a material 
barrier. 

(7) Modify relevant basic qualities of the hazard. 

(8) Make what is to be protected more resistant to damage from the hazard. 

(9) Begin to counter the damage already done by the environmental hazard. 

(10) Stabilize, repair, and rehabilitate the object of the damage. 

These strategies were first published by Haddon in 197319 but were later modified to this 
simplified form. 

The application of these and other strategies, (such as modifications of intrinsic host 
behaviour and other social risk factors which are amenable to change) within the framework 
of Haddon’s matrix, allows a substantial range of potential countermeasures to be devised.  
This process requires well-developed lateral thinking skills. 
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Criteria that should be applied to the selection of specific countermeasures to injury (adapted 
from Ozanne-Smith, 1995)20 include: 

• a countermeasure should have been proven effective or, at least, have good potential for 
effectiveness, based on scientific principles 

• the adequate problem definition should precede the appropriate countermeasure 

• a countermeasure ideally involves a design change (of a product or environment) because 
this obviates the requirement for individual action to occur each time there is exposure to 
the hazard 

• a countermeasure should ideally have a protective effect (for example, pool fencing, 
pedestrian median strips) 

• the countermeasure must be acceptable to those who are to be protected and therefore, 
community (user) consultation and awareness raising programs should be conducted prior 
to implementation 

• the effects of the countermeasure should be measurable 

• a positive benefit/cost ratio should be evident 

• there should be no unwanted side effects, or potential to misuse the countermeasure 

To date, few injury countermeasures have, in fact, been scientifically evaluated in Australia or 
elsewhere.  Therefore, in many cases, the selection of countermeasures will necessarily be on 
potential effectiveness based on scientific principles rather than on proven effectiveness. 

1.1.3 Intervention strategies 

Interventions are comprised of two components: countermeasures and implementation 
strategies.  These components have not usually been evaluated prior to the implementation of 
the intervention because of the short history of a systematic scientific approach to injury in 
Australia and elsewhere.  Hence, in many cases, community-based injury prevention program 
evaluations are dealing with untested countermeasures and strategies. 

Monash University Accident Research Centre, encouraged the “Safe Living” Program to 
implement only proven countermeasures, those that had good potential for success based on 
scientific principles or countermeasures used successfully in other fields of prevention.  Lists 
of recommended countermeasures were provided to the program, some of which were 
implemented.  Other influences determined choice of countermeasures such as solutions 
proposed by community members.  These were not necessarily supported by available 
research evidence. 

The selection of implementation strategies is even more problematic than choosing 
countermeasures.  In the case of a community-based injury prevention program, the situation 
is complicated by  there being implementation strategies required for component interventions 
within the overall implementation strategy framework. 

Implementation strategies that have been shown to be successful in the injury prevention field 
have predominantly been legislative or regulatory changes, design or organisational changes 
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and, less commonly, behavioural changes.  Generally, these measures have been accompanied 
by enforcement. 

Such countermeasures are only available to local communities in very restricted areas (i.e. 
confined to the regulatory functions of local government) and may be opposed on 
philosophical grounds by those who support the community development approach to health 
promotion which relies heavily on community, education and empowerment. 

1.2 CURRENT STATUS OF COMMUNITY-BASED INJURY PREVENTION 

1.2.1 World Health Organisation (WHO) Safe Communities 

Community-based injury prevention was first described in the research literature in 1987 by 
Schelp21.  Significant injury reductions were attributed to a three year intervention program in 
Sweden  compared to Lidkoping, the control municipality (ref)21,22,23,24.  The four controlled 
studies of community-based programs that meet the criteria described by WHO for “Safe 
Communities” have reported  varying levels of successful injury reduction outcomes.  Despite 
the somewhat equivocal findings of these evaluations, a rapid expansion of such interventions 
is occurring across many countries including Australia. 

In order to maximise health and the productive use of scarce prevention dollars in health and 
other sectors, it is important to address the effectiveness of injury reduction interventions 
including cost and effectiveness. 

1.2.2 Evaluation of community-based interventions 

The specific issue of evaluation of community-based injury prevention is topical in the 
international research literature - both in terms of methods and results.  The study reported 
here is one of few controlled studies of community-based injury prevention internationally 
and it has probably been evaluated more comprehensively than any other to date in terms of 
outcome, impact and process.  This type of evaluation study is complex in both methodology 
and the interpretation of results.25 

1.2.3  Shire of Bulla “Safe Living”  Program 

The  Shire of Bulla was funded by the Victorian Health Promotion Foundation and Vic Roads 
for six years to implement and demonstrate  a community-based injury prevention program, 
entitled the “Safe Living Program”.  The program was based on the Swedish model shown to 
be effective in Falkoping.  During the first three years of the Safe Living program, 113 
intervention activities were implemented26.   These are listed in Appendix II. 

At the end of this period, local government amalgamations saw the  Shire of Bulla 
incorporated into the City of Hume and the continuation of the program, with extension into 
the wider municipality. Activities continued in the   Shire of Bulla, although at a reduced 
level compared with the first three years. 

The Monash University Accident Research Centre (MUARC) was funded by a grant from the 
same funding bodies (the Victorian Health Promotion Foundation and VicRoads) to evaluate 
this program and Dr Joan Ozanne-Smith was designated Chief Investigator.  After the first 
three years, only the VHPF continued to fund the evaluation and the funding support was 
reduced considerably.   
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This report focusses on the 6 year program in the   Shire of Bulla.  The results of a 1995 pre-
intervention telephone survey to provide baseline data for the Broadmeadows area of the City 
of Hume and a comparison are presented in Appendix III.  Injury rates will continue to be 
monitored by MUARC in the City of Hume.  It is recommended that the telephone survey 
should be repeated to explain any injury reductions identified after 3 - 5 years of intervention. 

1.3 RATIONALE 

Based on a research proposal by MUARC, the funding bodies decided to support an in depth 
evaluation of what was the fist community-based injury prevention program in Australia to: 

(i) examine whether the injury and risk factor reductions gained in the model project in 
Sweden could be replicated in Australia; and 

(ii) demonstrate the effectiveness and potential cost effectiveness of community-based 
injury prevention projects. 

Since the literature on program results and evaluation methods for community-based injury 
prevention is sparse,  an outcome of this study is the potential to contribute to that literature. 

1.4 OBJECTIVES OF EVALUATION 

1.4.1 To evaluate the extent to which the intervention program objectives were met  

These program objectives were: 

• to increase community awareness of injury prevention and create a 'safer community' 
environment 

• to develop strategies which provide an overall reduction in the number and severity of 
injuries within  the  Shire of Bulla 

• to reduce the number of hospital bed days that result from injuries 

• to reduce the frequency and severity of injuries requiring hospital attendance or admission 

• to reduce the incidence of accidental death 

• to reduce hazards 

• to increase the use of safety devices and equipment 

• to institutionalise the program (added in 1994) 
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1.4.2 To undertake a formative evaluation to feed back into the program and into 
wider strategic planning processes 

1.4.3 To identify potential improvements to both the intervention and evaluation 
methodologies 

1.5 METHOD 

The research design is probably best described as a controlled trial.  A comparison population 
was matched to the intervention population on a number of relevant variables to minimise 
differences in response to potentially confounding factors and the differences between the 
experimental and control populations in terms of injury reductions and other evaluation 
variables were observed over time (i.e. quasi-experimental).  Statewide data was also used 
comparatively in the evaluation of hospitalised injury rates and road trauma. 

Controls (comparisons) were used for injury outcome and impact data and for some process 
measures.  The study and control populations were of sufficient size to detect any significant 
changes in both serious injury outcomes and impact measures over the six year duration of the 
intervention and evaluation (1991 - 1996).  Sample size considerations are addressed in 
Chapters 4 and 7. 

Epidemiological and statistical techniques were applied as appropriate, including sample size 
estimates (although community populations are given), age specific rate comparisons, age 
standardisation, secular trend analyses (using regression techniques), and chi square tests.  

1.6 PUBLIC HEALTH BENEFITS 

The results of this study were expected to contribute to public health by determining the 
effectiveness of the intervention and identifying factors contributing to any positive 
outcomes.  In addition, the study was expected to suggest potential refinements to both the 
intervention methods and the evaluation methodology.  The outcomes of this long term and 
relatively comprehensive evaluation may also have implications for community-based 
interventions with regard to public health interventions other than for injury. 

1.7 STRUCTURE OF THE REPORT 

A comprehensive review of the literature relating particularly to the controlled evaluation of 
all-age, all-injury community-based injury prevention programs, as defined by the WHO 
criteria for Safe Communities,  is included in Chapter 2.  Other literature is reviewed where 
appropriate throughout the report. 

Chapter 3 describes the intervention program, including its structures and gives a brief 
account of the specific interventions, which are extensively described elsewhere26, and 
explains the relationship between the intervention program and the evaluation. 

The evaluation methodology, including its scope and limitations, is described in considerable 
detail in Chapter 4.  

The results are presented and interpreted with regard to process, impact and outcome,  
measures respectively, in Chapters 5, 6 and 7.   
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In Chapter 5, selected results are presented for process measures such as participation in 
program activities and media coverage.  Here the focus is on the first three years of the 
program, when more intensive process evaluation occurred.  

Full detailed results are included as appendices where relevant. The evaluation of the 
institutionalisation of the intervention program is the subject of another research project, but 
some early results will be discussed. 

Chapter 6 presents the impacts of the study.  Impact data were collected from the telephone 
surveys, train the trainer programs, footpath cycling, playground safety audits, and other 
measures. 

Chapter 7 covers the outcomes of the study.  Outcome data are derived from mass analyses of 
secondary data sources.  Data on minor injuries is derived from the results of pre- and post-
intervention which is derived from an analysis of random household telephone surveys. 

The results are discussed in Chapter 8.  Outcomes are explained in terms of the impact and 
process measures especially with regard to program reach and the diminution of effect 
between exposure, knowledge and action.  Particular attention is paid to the effectiveness of 
the intervention program and the potential application of the findings to future policy and 
practice.  

Lessons learned to inform future injury prevention intervention and evaluation design are also 
presented in Chapter 8. 
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CHAPTER 2 

2. LITERATURE REVIEW 

2.1 INTRODUCTION 

The literature on the development and implementation of the community-based all-age, all-
injury, injury prevention projects based on the Swedish model is summarised briefly in this 
Chapter and analysed more comprehensively in other sections of this report, particularly in 
Chapter 3.  Aspects of the literature that deal with demographic, analytic and statistical issues 
relating to the methods adopted by these programs are discussed in Chapter 4.   

In this Chapter, the results of published evaluation studies of community-based injury 
prevention will be critically analysed.  Literature on evaluations of community-based injury 
prevention programs that meet the WHO criteria of all-age, all-injury focus, is sparse.  
Therefore, wherever relevant this literature has been augmented by evaluation studies of 
other community interventions, particularly those that have an injury prevention component.  
The somewhat neglected topic of sustainability as a project outcome, will also be reviewed in 
this Chapter. 

2.2 REVIEW OF CONTROLLED ALL AGE ALL INJURY STUDIES 

2.2.1 Introduction 

The community-based approach to all-age all-injury prevention has been applied increasingly 
in various parts of the world, following the first reports of the success of this approach in 
Sweden during the early 1980s21,22,23,24.  Worldwide, 19 communities have been designated 
as WHO Safe Communities since 1989. 

The defining characteristic of the first reported successful Swedish community-based injury 
prevention project was a combination of a community-controlled (“top-down”) approach 
with the grassroots controlled (bottom-up) approach22,24,27. In this model, the community-
controlled approach refers to those activities that are initiated by established local 
organisations.  In comparison, the grassroots-controlled approach refers to activities initiated 
by the citizens themselves. According to this consensus model, working through the local 
organisations is the starting point for initiating community work. Individuals from the 
community become involved in assisting with problem definition and, increasingly take more 
responsibility for parts of the program as their knowledge and skills develop22. An additional 
characteristic described as being central to a program’s success is synergy.  It is posited that 
by targeting all age groups and all injury types concurrently, the various activities within the 
program combine synergistically to produce a greater effect than that which could be 
produced by a series of individual projects22. 

Various community-oriented health promotion principles and models, such as those described 
by Green and Keuter28 and Bracht and Kingsbury29 have been utilised to provide the 
underlying theory and structure for these programs.  Features of these principles include the 
necessity for determining pre-requisite conditions for implementation; community 
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ownership; the use of sound theory, meaningful data and local experience for problem 
decisions; good knowledge of appropriate, efficacious interventions; well-developed plans 
for a cohesive program; the development of means to keep the program running after initial 
funding has been exhausted; and  ongoing evaluation that feeds information back into the 
program. 

In addition the principles of injury prevention as defined by Haddon and others have been 
applied19,20,22,30.  A further common feature is the availability of good local injury 
surveillance data to stimulate local interest and to evaluate the program20,22-24,30-38.  However, 
few community-based all-age all-injury prevention programs have been rigorously evaluated 
in terms of the intended health outcome i.e. reductions in the frequency and severity of 
injury.  

2.2.2 Method 

A review of the literature was undertaken using a medline search, utilising the key words 
injury or injuries, community and evaluation or evaluating.  This review was last updated in 
January 1997.  Conference abstracts were also searched and contact was made with project 
officers of community-based programs, where possible.  Full technical reports of the 
evaluations were obtained, since it is these that contain much of the necessary detail to make 
meaningful comparisons between data sources and methods24,26,30,38-42,43. 

These searches identified four programs conducting all-age all-injury prevention at the local 
level (with community participation), where the evaluation designs featured injury reduction 
as an outcome and included a comparison community (Table 2.1).  The evaluation of the first 
three years of the  Shire of Bulla Safe Living Program published in 199431, is included among 
the four programs. 

Table 2.1 Controlled community-based all-age all-injury prevention programs 

Program Time period Study population Control & 
Population 
Lidkoping 

References 

Falkoping Accident Prevention Program, 
Sweden 

3 years 
(1980-1982) 

32,000 34,700 21-24,38 

Lidkoping Accident Prevention Program, 
Sweden 

8 years 
(1984-1991) 
 

36,000 42,000 
(Local 
Municipalities) 
278,060 
(Country) 

37,44,45 

Harstad Injury Prevention Program, Norway 
 

3-7 years 
(1985-1993) 

22,000 136,400 
(Trondheim) 

30,33,34,35 

 Shire of Bulla Safe Living Program, 
Australia 

3 years 
(1991-1993) 

39,400 34,800 
( Shire of Melton) 

26,31,46 

Note: Population figures are at the commencement of program 

2.2.3 Evaluation designs and results 

All four studies were prospective quasi-experimental designs with non-random assignment of 
intervention and comparison communities.  Process (program implementation) and impact 
(changes to risk and protective factors) measures were infrequently reported in the published 
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and unpublished reports and journal articles on the four programs. All the programs included 
education and environmental change strategies, and three included legislative/policy changes 
(Table 2.2). 
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Table 2.2 Strategies used by controlled community-based all-age all-injury prevention programs 

       

 info to 

key 
individs 

info to 

populn 

info 

one 

info 

grp 

train 

key 
individs 

train 

populn 

change by 
individ 
choice 

insp haz mod/ 

rem 

enforce 

existing 

new 
leg/polic
y 

Falkoping Accident 
Prevention Program, 
Sweden 

 

 * * * *   * *  * 

Lidkoping Accident 
Prevention Program, 
Sweden 

 

 * * * * * * * *   

Harstad Injury Prevention 
Program, Norway 

 

* * * *   * * * * 

traffic 

* 

traffic 

 

 Shire of Bulla Safe Living 
Program, Australia 

* *  * * * * * *  * 
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 Shire of Bulla Safe Living Program 

Methods of statistical analyses differed across the evaluation studies (Table 2.3).  The 
findings also varied.  Significant decreases in injury were reported in Falkoping, Lidkoping, 
and Harstad relative to the comparison communities22,24,30,33-35,37.  There were no significant 
decreases in hospital admissions or presentations reported for the  Shire of Bulla.  However, 
there was a significant decrease in the all-age mean annual rate of injury, relative to the 
comparison community, based on reported injuries in the previous 2 week period in a 
telephone survey of approximately 0.8% of the population31,46.  In two of the programs, there 
was some effect on targeted injury categories only, and there was a dose-response effect in 
three programs, Falkoping, Lidkoping and Harstad, in the sense that the impact on injury 
appeared to increase over time24,30.  This is an expected outcome because of the cumulative 
effects of design and organisational changes.  

However, the reductions in injury achieved in these programs was not demonstrated to be 
associated with reductions in injury risk or increases in protective factors. Insufficient 
information was reported on such changes in these factors24,27 for the two Swedish programs.  
In the Harstad program, reductions in risk factors were only reported for the traffic and falls 
components30, and in the  Shire of Bulla, some increase in knowledge was demonstrated 
while, no difference was shown in changes to the home environment or daily activities to 
reduce risk of injury or increase protection from hazards.31,46 

The analysis of data from community-based interventions is complex and may be 
controversial.  Figure 2.3 demonstrates some of the methods applied. With regard to possible 
controversies, it is noted in Injury Prevention editorial (2:1996)125, that “although choosing 
the most appropriate statistical procedure is undoubtedly important, solid findings are usually 
robust and unlikely to differ greatly regardless of how they are analyzed”.   
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Table 2.3 Injury outcomes in controlled community-based all-age all-injury prevention 
program 

Program Method of analysis Injury outcome 

Falkoping Accident Prevention 
Program, Sweden 

optimum test for comparing 2 Poisson 
distributions 

significant decrease in overall injury rates in 
Falkoping, cf no significant change in 
comparison population 

Lidkoping Accident Prevention 
Program, Sweden 

 

mean annual rates and 95% conf 
intervals 

linear regression 

no significant difference between experimental 
and control groups 

average annual change: 

Male Female 

2.4% 2.1%   decrease in all-age, all- 
 injury rates 

1% 0.3%  decrease in all-age, all- 
 injury rates 

0.6% 2.2%  increase in all-age, all- 
 injury rates 

Harstad Injury Prevention 
Program, Norway - All Injury 

 

traffic 

 

 

burns 

 

 

falls/fractures 65+ yrs 

 

chi sq (inc trend analysis) 

M-H stratified weighting 

 

chi sq 

2 tailed p value Fisher exact 

 

chi sq 

M-H weighted relative risk 

 

chi sq 

M-H weighted relative risk 

significant rate decrease 26.6% cf 

significant rate increase of 25% in comparison 
group 

 

significant rate decrease 53% cf 

no significant change in comparison 

 

no significant change cf  

sig rate increase 33% in comparison 

 

significant rate decrease 26% in private homes 

significant rate decrease 65-74 yrs males in 
traffic, in winter  

no significant change in nursing homes 

Safe Living Program, Australia chi sq no significant diff hosp admissions, or 
emergency department presentations 

dec occupational inj Shire employees 

significant rate decrease 36% injury reported in 
telephone survey 
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2.3 REVIEW OF CONTROLLED CHILD STUDIES 

Similarly, there are few controlled evaluations of community interventions that address only 
child injury.  The only published study is the evaluation of the Statewide Childhood Injury 
Prevention Program (SCIPP)36 which reported a significant reduction in only one of the five 
injury problems that were addressed, occupant injuries. The program was implemented from 
September 1980 to June 1982 in Massachusetts. 

The outcome evaluation for this study was based on a comparison of pre- and post-
intervention injury rates, using the Mantel-Haenszel test to determine odds ratios and 
confidence intervals. 

It can be argued that each community is a unit, equivalent to a single case, so that no matter 
how large its population, the effective N equals one25,48,125.  To a limited extent, the SCIPP 
intervention addressed this issue by implementing five distinct interventions concurrently in 
nine Massachusetts cities and towns (total population 139,810 persons), and by using five 
sites, matched on selected demographic characteristics, as control sites (total population 
146,866).  This issue is further addressed in Chapter 8. 

The SCIPP research measured participatory exposure to the interventions by means of 
telephone surveys.  They concluded that the reduction in motor vehicle occupant injuries was 
related to a participatory exposure of about 55% of households with children aged 0-5 years 
to the intervention. 

A Western Australian child injury prevention program, Neighbourhood Injury Prevention 
Project for Education and Research (NIPPER) achieved a 25% decrease in injury rates 
between 1987 (pre-intervention, 17.9/1000 population) and 1990 (post-intervention, 
13.4/1000 population) (ref 2nd report, May 1990).  The control area matched on selected 
demographic variables, showed a small increase in rate over the same period (16.3/1000 and 
16.7/1000).  Although process results are presented in the unpublished report, little 
measurement of impact relating to risk and protective factors is available.  The change in 
injury rate reflected reductions in minor injuries and not hospital admissions42. 

2.4 OTHER CONTROLLED STUDIES 

A number of additional controlled studies are in progress49,50.  Others report either significant 
injury reductions51 or significant impact52, but not both. 

2.5 ISSUES 

2.5.1 Data sources 

There were a number of limitations in the data sources used for the reported controlled 
studies, which highlighted some of the methodological difficulties in undertaking this sort of 
study, especially when resources are limited24,30,36,46.  For the Massachusetts child study, only 
one year of pre-intervention data was available36.  In the control population for the Falkoping 
Study24 injury rates had to be estimated because of non-response in data collection.  The non 
response to data collected resulted in 44% of injuries having to be estimated pre intervention, 
and 59.7% post intervention.   The  Shire of Bulla evaluation suffered from the lack of good 
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quality minor injury data for adults.  The only significant reduction in injury was determined 
by a telephone survey which resulted in a small number of injury reports, standard errors 
were not reported but were presumably, large.46 

The Harstad data appears to have been collected in a consistent manner at both study and 
control sites, with audits to monitor completeness of capture.  However, the control 
population for this project (Trondheim) was not matched with regard to geographic and 
demographic factors.  Trondheim is situated 1000 km south of Harstad outside the Artic 
Circle.  Trondheim’s population is over six times that of Harstad’s (a town of 22,000) and is 
therefore more urbanised.30 

The NIPPER data was incomplete, resulting in under-ascertainment of injury rates.42  
Adjustments were made in the analyses for differences in population and injury 
ascertainment rates between the experimental and control regions. 

2.5.2 Numbers of injuries prevented 

An estimate based on data presented from the Lidkoping program suggested that, despite 
significant injury rate reductions (determined by linear regression), a relatively small number 
of non-fatal injuries was prevented44.  On reconstructing the original data from rate and 
population data published, Langley and Alsop concluded that it is clearly inappropriate to 
present percentage changes without revealing the number of injuries prevented44.  They 
estimated that 26 hospitalised injuries would have been prevented in the Lidkoping project in 
1991. 

The significant decrease in injury rate reported from the  Shire of Bulla Program after three 
years was based on small numbers of households reporting injuries over the previous two 
week period in a random survey of households.  The  Shire of Bulla pre-intervention injury 
rate was high compared with the control and a regression to the mean phenomenon may have 
contributed to the reported reduction30,46. 

2.5.3 Quality of interventions 

While significant injury reductions have been demonstrated in a small number of community-
based injury prevention programs, their relationship with the efficacy of the countermeasures 
implemented is not always addressed in published reports.  It was recognised by Guyer et al36 

that the only successful one of the five components of the SCIPP intervention, injury 
countermeasures for motor vehicle occupants, was known to be highly efficacious compared 
with the other interventions.  The Harstad project identified specific interventions including 
the “spiking” of boots to prevent falls on icy paths in winter, by a gas station at low cost to 
senior citizens.  However, no specific results were reported, such as the proportion of persons 
by age and sex taking up this intervention, which could indicate the degree of hazard 
reduction which may be an intermediate stage of injury prevention.  Similarly, the  Lidkoping 
evaluation has also been criticised for not providing details of impact or intermediate 
measures44.  It is critical that such components of  evaluations are reported,  particularly 
because there is a growing investment of resources in this approach.44 
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Although the  Shire of Bulla program reported a large number of specific interventions, some 
were not selected on the basis of efficiency (Chapter 3).  Since there are few proven 
countermeasures in injury prevention, it is argued by some that a demonstration project 
should also be the “proving ground” for new measures53. 

2.5.4 Cost effectiveness 

A positive benefit/cost ratio is frequently cited as a necessary criterion for injury prevention 
measures54.  None of the studies discussed here, with the exception of NIPPER42, reported 
even a crude cost per injury prevented.  This information is necessary in order to gain an 
appreciation of the cost-effectiveness of community-based injury prevention programs.  

2.5.5 Reach 

Reach or penetration of specific interventions provides a crude measure of exposure and was 
clearly an important factor in influencing changes in injury rates in the programs reviewed 
here.  The SCIPP motor vehicle occupant injury prevention program reached 55% of 
households with children aged 0-5 years36.  In Harstad, 80% of persons aged 75 - 79 years 
were reached by the home visiting intervention program (1991 - 1993)30. 

While the proportion of households with smoke detectors installed by the end of the first 
three years of the program in the  Shire of Bulla (1991 - 1993) was reported to be 31.1%, a 
similar proportion of control households (32.4%) also had smoke detectors, indicating this to 
be a general community rather than project specific effect.  A subsidy scheme for older 
residents reached only 6.6% of eligible households which would be insufficient to make a 
significant difference in impact. 

2.5.6 Sustainability 

For community-based programs, the identification of successful interventions is the most 
important outcome of evaluations but is also vital to consider their sustainability.  The  
literature search undertaken on sustainability and institutionalisation of intervention 
programs, identified few published studies.  Day55 defines sustainability in the context of 
health programs as “the ability to provide ongoing control of the health problem” by design 
and permanent environmental change; policy and legislative change; or institutionalisation. 

According to Goodman and Steckler56, institutionalisation involves the attainment of 
longevity and is the final stage of an innovation-diffusion process where programs settle into 
their host organisation as integrated components.  They developed the Loin scale, an 
instrument for quantifying and measuring the level of institutionalisation of health promotion 
programs.   

The instrument arose from observations and in-depth qualitative evaluation of criteria present 
in apparently institutionalised programs.  The scale can be applied to a total program or to 
individual components of programs.  Although it has been validated for construct validity and 
to the extent that the identification of critical criteria for institutionalisation has been 
replicated57, further prospective trials are required56,58,59.  This instrument has not previously 
been applied to injury prevention programs and modification and validation for this specific 
context is also required.   
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When writing on sustainability, Bjaras describes a “common opinion” that the process of 
community development allows a shift in involvement from “top down” to “bottom up” as 
shown in Figure 2.127.  In this model, a high level of activity is maintained throughout, 
however, the level of involvement of the project leader and organisations progressively  
decreasing as grass roots community activity increases.   

Figure 2.1 Community Development Model 
 

1 2 3 4 5 6 7 8 9 10

Level of 
activity

Years

(External) 
approach
"top-down"

(Internal) 
approach
"bottom-up"

 

The evidence from the Stockholm County program does not support the community 
development model of sustainability.  Bjaras concluded that “based on our experience it does 
not seem possible to maintain a self-sustained program solely with input from community 
members”27.  The City of Hume (incorporating the   Shire of Bulla) came to a similar 
conclusion and, when threatened with an uncertain funding, accelerated activity to    
institutionalise the program components into the core business of Council and other 
agencies.43,60 

A follow up evaluation of the Swedish model community-based injury prevention program38  

concluded that community-based programs are not sustainable without the involvement of  a 
cross-sectional organisation that drives the program and local injury surveillance data.  
Svanstrom et al  (1996) re-visited the initially successful Falkoping program (which ran from 
1980 - 1982) to analyse its effects over time (1983-1991)38.  The reduction of hospital out-
patient injuries was found to have levelled off and injury hospitalisations showed annual 
average increases of 8.7% for females and 4.9% for males, which were significantly higher 
than for the annual increases in Sweden as a whole (2.3% and 0.5%, respectively).  These 
increases in injury levels corresponded to the break-up in 1982 of the cross-sectional 
organisation set up to run the program.  

It seems from the above observations that the actual model may be more like that described 
by Figure 2.2 
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Figure 2.2 Observed Model 
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It describes the apparent effects of a reduction over time in an organised “top-down” 
approach to community-based injury prevention.  Here, when the level of “top-down” 
activity is reduced bottom-up activity also reduces and may not be integrated.  There is no 
cross-over representing increased bottom-up activity as top-down is reduced. 

2.6 CONCLUSION 

Few community-based injury prevention programs have been rigorously evaluated.  The 
difficulties of implementing quasi-experimental evaluation methods in the community-based 
on injury prevention are compounded by the unknown efficacy of many injury 
countermeasures, the lack of measurement of reach and impact on risk factors, the lack of 
continuity of injury data collections and the frailties of program sustainability.  The cost 
effectiveness of these programs has not yet been adequately examined to determine whether, 
in their current form, their benefit in terms of injury reduction and other economies exceed 
their costs. 
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CHAPTER 3 

3 THE INTERVENTION PROGRAM 

3.1 INTRODUCTION 

The intervention program (the Safe Living Program) is a community-based, all-age, all-injury 
prevention program which commenced in 1991 in the  Shire of Bulla, an outer metropolitan 
Melbourne municipality. 

The  Shire of Bulla, located 25 km north west of Melbourne, had an estimated population of 
approximately 39,400 in 1991, which grew rapidly to approximately 43,900 in 1993.  By the 
end of 1996, the population had reached an estimated 51,31361.   

The Safe Living Program is based on the Swedish model pioneered in Falkoping, Sweden by 
Schelp and others between 1980 and 198222,24.  The Swedish model utilises local 
epidemiological data and emphasises intersectoral co-operation and community 
involvement22.  The Falkoping project focussed on the three environments which had the 
greatest frequencies of injuries: the home, the workplace and traffic24.  Its program consisted 
of information, education, supervision (e.g. systematic safety visits using safety checklists 
and inventories) and changes to the physical environment22.  Of these intervention methods, 
Schelp identified that changes to the physical environment were the most efficient approach 
to the reduction of the accident (injury) incidence24.  

The Safe Living Program aims to demonstrate the effectiveness of the community-based 
approach to preventing injuries, reducing hazards, and increasing public awareness of injury 
prevention in Australian conditions by comparing injury reduction and other outcomes 
achieved by the program with a demographically matched Shire ( Shire of Melton) and the 
whole State of Victoria.  Program strategies have been targeted particularly at reducing injury 
in the home, at school, in sport and on the road.   The program focussed on high risk groups 
in each of these environments, especially children and older persons. 

Assumptions underlying the intervention method include, firstly, an expected synergistic 
effect by which the combined effect of the interventions will be greater than the sum of their 
separate effects.  Describing the successful Swedish intervention, Schelp observed “in order 
to achieve real changes in the accident pattern, it is important to set in (place) all imaginable 
measures and let them supplement each other”22.  Secondly, there will be an expected 
cumulative effect over time from design, environmental and organisational changes.  The 
approach is also based on the premis that “community ownership, participation and 
responsibility for the program will lead to progressive commitment to injury prevention”62. 

3.2 HISTORY OF THE PROJECT 

The  Shire of Bulla was originally unsuccessful in obtaining a substantial Healthy Localities 
three year grant from the Victorian Health Promotion Foundation in 1990. 

However, a subsequent proposal for a demonstration community-based injury prevention 
project, prepared jointly by the Monash University Accident Research Centre (MUARC) and 
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the Shire, was funded.  The Safe Living Program was supported, initially for three years from 
December 1990, by the Victorian Health Promotion Foundation and VicRoads, with a 
contribution from the  Shire of Bulla and other minor corporate funding (e.g. free use of a 
motor vehicle).   

The intervention component of the Safe Living Program was funded to implement a 
community-based program aimed at the prevention of injuries from all causes to people of 
all-ages in the  Shire of Bulla26,43.  MUARC was funded to evaluate the program and was 
given overall responsibility for managing all project funding. 

Subsequent funding from the Victorian Health Promotion Foundation between 1994 and 
1996 was made directly to the City of Hume for the ongoing intervention and to MUARC for 
evaluation. 

The  Shire of Bulla took responsibility for development of the program, employment of 
program staff, and administration of the intervention program and budget.  Their other 
responsibilities included the establishment of a local steering committee, incorporation of 
community groups to drive interventions and the implementation of intervention activities. 

The program employed two project officers for the first three years, located within the Health 
Services Department of the  Shire of Bulla but with strong community support and 
involvement.  While the program was housed in this local government department, and it was 
accountable through council officers to Council, and, later, Commissioners, it acted as a 
semi-independent special program.  It liaised directly with the community and agencies 
external to the Shire with the Safe Living Program staff co-ordinating and driving most  
activities.  This appears to be a departure from the Falkoping model, where program activities 
were conducted directly by local government departments in a more integrated way. 

Local government re-structuring in Victoria in 1994, resulted in the inclusion of the  Shire of 
Bulla into a larger municipality with  a total population of 121, 50461.  The new City of Hume 
adopted the Safe Living Program and made a commitment to it for the longer term.  The 
project was jointly funded by the Victorian Health Promotion Foundation and the City of 
Hume in the period 1994 - 1997.  In 1996, the new City of Hume was admitted to the WHO 
International Network of Safe Communities. 

Throughout the life of the program, it  has been managed by the Safe Living Program 
Committee, which has been composed of Councillors (or Commissioners), representatives of 
the funding bodies, local organisation representatives, community representatives and the 
Monash University Accident Research Centre.  A number of working groups, have met 
regularly during the six year program and they have contributed to specific interventions in 
the areas of Traffic Safety, Schools Safety, Children’s Safety, Seniors Safety, and from 1995, 
Sports Safety.  These groups involve representatives from organisations within and external 
to the local community as well as individual community members.  They have generally been 
convened by program staff, who provide a secretariat function. 

A broad community reference group met on several occasions to advise on the setting of  
program directions, facilitate the program,  receive feedback and respond to evaluation 
reports. 
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The intervention activities for the first three years 1991-1993, are outlined in section 3.3 and 
summarised in standard format in the Safe Living Program’s report26.  Appendix II lists 
intervention strategies.  Activities in the City of Hume for the period 1994-1996 are reported 
in a number of documents43,60 and, to the extent possible, those implemented in the   Shire of 
Bulla have been identified seperately.  The intervention activities are revisited in the results 
section of this report (Chapters 5 - 7). 

During the first three years of the intervention program, 1991-1993, efforts were fully 
directed towards implementation in the Shire of Bulla.  This effort was diluted after 1993 for 
two reasons.  Firstly, the program was extended to the whole of the new City of Hume, 
population 121,504 in 199661.  Accordingly, a major focus became implementation into the 
new sectors of the target population.  This was justified on the grounds that injury rates in the 
new area, determined principally from hospital data, were considerably higher than those for 
the   Shire of Bulla.  These was also a local political imperative to extend the program to the 
whole municipality. 

Secondly, the program resources were not increased to implement the program into the wider 
community, thus effectively diluting the effort in the Shire of Bulla. 

3.3 PROJECT ACHIEVEMENTS  

3.3.1 Program survival 

The survival, re-funding and expansion of the Safe Living Program in the period of the local 
government amalgamation was a major achievement in itself.  Re-establishment of WHO 
accreditation of the City of Hume as a “Safe Community” was achieved in February 1996. 

3.3.2 Project implementation activities 

Overall, 113 strategy activities were developed and implemented in the first three years 
covering all-ages and all-injury settings26,46.  While some of these interventions were one-off 
short term initiatives, many were implemented over a  longer term or repeated intermittently.  

Substantial activities included school playground safety audits, traffic safety audits, the 
application of engineering solutions to traffic blackspots, smoke detector subsidies and 
promotion, footpath cycling legalisation and the building of a number of safety demonstration 
houses. 

The intervention activities which were evaluated in the first three years (1991 - 1993) are 
listed below in three broad categories: 

1. Publicity on the Safe Living Program 

• Publicity of the program in local newspapers 

2. Education and training for injury prevention 

• Traffic Safety Education Programs for schools 

• Safety products outlets: education 
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• Train the Trainer Course in Children's Safety 

• Introduction to Emergency First Aid Course 

• National Sports Trainers Scheme Courses 

• Sports Safety Equipment grants from the Victorian Health Promotion Foundation 

• Successful Small Farm Management Course (including safety) 

• Walk with Care for older pedestrians 

• Safe Living - Out and About for older community members 

• Home Care Staff talks and referrals 

• Home Safety talks to senior citizens 

3. Promotion and action for hazard reduction and environmental change 

• Production and dissemination of activities guide for seniors 

• Walk with Care: environmental changes to roads and paths 

• Local safety products retailers: identification and promotion 

• Safety product sales 

• Child Safety Centre sales 

• Installation of safety switches in Council buildings 

• Sales of Finger-safe devices and other products from manufacturer to prevent finger jam 
injuries 

• Finger-safe devices installed in Council pre-school centres 

• Smoke detector subsidies for older persons 

• Child restraint fitting station 

• Child Safety Harness rebate scheme 

• Usage of Early Childhood Injury Prevention Program (ECIPP) 

• Safety audit of main roads and Council action 

• Safe Routes to Schools 

• Footpath cycling and helmet wearing promotions 
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• Schools playground equipment safety audit and resultant action 

• Occupational safety for Council employees 

• Shire and Community Health Centre home handyman service 

• Medication card for older community members 

• Personal alarm call system for older community members 

• Safety display homes in new housing estates 

During the second stage of the program from 1994 to 1996, approximately 50% of these 
substantial activities continued.  Others were institutionalised as part of the core business of 
the City of Hume or other agencies and some ceased to operate. 

Tracking of the continuing and new intervention activities was undertaken, to the extent 
possible, over this three year period.  MUARC continued to evaluate outcomes (injury 
reductions) and also those program process and impact measures that were evaluated by the 
telephone surveys conducted by MUARC in 1990, 1992, 1993 and again in 1996 for the 
experimental and control areas. 

Some new interventions, such as Play It Safe Sport63 and the Community Workplace Safety 
Project were implemented only in the last year of the program  (1996) - too late to have a 
measurable impact.  Tracking of quantifiable specific details for the   Shire of Bulla in the 
second three year period (1994 - 1996) were limited by both the integration activities across 
the broader City of Hume and the reduced funding for evaluation. 

While community development (increasing community advocacy skills and empowerment) 
may have been an outcome of the program, it was not an articulated program objective and, 
therefore, was not specifically evaluated. 

3.3.3 Acceptance as a WHO Safe Community 

The  Shire of Bulla achieved admission to the World Health Organisation (WHO) 
International Network of Safe Communities in 1994 which was extended to the City of Hume 
in 1996.    MUARC is a signatory to the WHO application documents. 

Criteria for admission were:  

1. The existence of a cross-sectoral group responsible for injury prevention 

2. Involvement of the Local Community Network 

3. A program covering all-ages, environments and situations 

4. The program must show concern for high-risk groups and high risk environments and 
aim particularly at ensuring justice for vulnerable groups 

5. Those responsible must be able to document the frequency and causes of injury 
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6. The program must be long term rather than short term 

7. Appropriate indicators should be utilised to evaluate processes and the effects of 
change 

8. The Community’s organisations should be analysed along with the possibility of them  
participating in the program 

9. The program should involve the health care organisation in both registration of 
injuries and the prevention program 

10. The program should be prepared to involve all levels of the community in solving the 
injury problem 

11. The program should disseminate experiences both nationally and internationally 

12. Be prepared to contribute to a strong network of “Safe Communities” 

3.3.4 Sustainability/institutionalisation 

An objective of the program, particularly in recent years, has been sustainability and 
institutionalisation (this objective was added in about 1994).  Achievements in this area are 
the subject of a separate evaluation by MUARC and are discussed further in Chapter 4. 

3.3.5 Extension of Program into the City of Hume 

When the Safe Living Program extended to the wider City of Hume, a separate evaluation 
strategy was developed by MUARC, in consultation with the City of Hume and the funding 
agency, to measure progress in the new part of the municipality (a major portion of the  City 
of Broadmeadows). 

Because little effect on injury rates was demonstrated at the end of the first three years, it was 
considered essential to continue to separately evaluate the program in the   Shire of Bulla in 
order to determine the effects of a community-based all-age, all-injury program over an 
extended period. 

In both evaluations, in addition to measuring injury outcomes, the attention of the evaluation 
was focussed on general process and impact measures so that any outcomes could be 
explained and to measure progress towards meeting other program objectives. 

Selected interventions were also subjected to evaluation in a series of nested evaluation 
projects in the  Shire of Bulla.  These included a trial of legalised footpath cycling64, 
observational studies of bicycle helmet wearing, a telephone survey to determine the reach of 
the ‘train the trainer’ program for child safety and monitoring of intervention by the schools 
following a schools playground safety audit. 
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3.4 MUARC’S ROLE IN SAFE LIVING PROGRAM 

3.4.1 Introduction 

MUARC had monitored the reports coming from the first Swedish community-based injury 
prevention program, in Falkoping, for some years.  When very optimistic reports of 
substantial injury reductions were first published in the international literature in 198822, I 
visited Sweden in 1989 to learn more about the intervention and control communities and the 
intervention and evaluation methods.   

An active search for a Victorian community with an interest in injury prevention commenced 
in late 1989 in order to determine whether similar injury reductions could be achieved under 
Australian conditions.   

When seeding funding became available from the Victorian Health Promotion Foundation for 
local government “Healthy Localities” projects in 1990, MUARC participated in seminars to 
identify a potential municipality to work with, which had indicated injury prevention as a 
priority among its population.  The subsequent process is described in Section 3.2. 

MUARC is also responsible for the evaluation of a similar intervention in the Latrobe Valley 
for the years 1992-1996.  This has been conducted under my supervision and similar 
evaluation methods have been employed50. 

3.4.2 Program committee 

MUARC was represented  on the Safe Living Program Management Committee, a sub-
committee of the  Shire of Bulla Council, and participated in most of its 28 meetings in the 
first three years and a further 20 subsequently.  MUARC has also served on selected working 
groups and the broad community reference group.  This level of involvement was required to 
fulfil MUARC’s evaluation and program advisory roles.  It was necessary to have input into 
design stages of activities in order to develop evaluation strategies, ensure that 
documentation of the program occurred and collect baseline data. 

3.4.3 Data for targeting interventions 

MUARC undertook analyses of large data bases, including hospital admissions, set out below 
and emergency department presentations to determine injury frequencies and rates by specific 
locations, activities and causes.  The local data extracted from these databases was used to 
inform the selection of intervention activities vulnerable group and high risk environments.  

Data sources included: 

• Coronial data (Victorian Coroner’s Facilitation System)65 

• Victorian public hospitals admission data (Victorian Inpatient Minimum Dataset), selected 
by the International Classification of Diseases, ninth revision66, mechanism of injury 
codes (E-codes) and post-code of residence 

• Public hospital  emergency department data, (Victorian Injury Surveillance System).  Data 
were available for children prior to and throughout the program 
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• Vic Roads police reported traffic casualty data 

Data were also supplied to the program from surveys conducted by MUARC, particularly the 
series of four periodic community household telephone surveys undertaken in 1990, 1992, 
1993, and 1996.  MUARC also supplied additional risk factor analyses, derived by the 
Australian Bureau of Statistics, from the 1992 Household Safety Survey67.  This information 
included baseline data for Melbourne households on risk and protective factors relevant to 
interventions under consideration by the program, such as the proportions of households with 
hot tap water at scalding temperatures, smoke detectors, first aid training, and electrical 
circuit breakers. 

3.4.4 Advice on interventions 

A list of possible countermeasures and implementation strategies was supplied to the 
program. This was based on previous MUARC research studies5,68,69,70,71,72,73,74 (on child 
injury, nursery furniture, finger jam, bicycle helmets, sports injuries, etc), and reports from 
the Swedish interventions and extensive literature reviews32,73,75.  The list was limited to 
interventions with a proven record of effectiveness (as shown by evaluations) or those that 
had good potential for success on basic scientific principles.  This information was updated 
throughout the program. 

3.4.5 Feedback and review 

From the outset it was clear that a formative evaluation, rather than simply reporting back on 
the results (summative evaluation), was appropriate for this intervention.  Accordingly, many 
feedback and review sessions were held with program staff and wider community reference 
groups throughout the course of the evaluation.  Regular reports were also presented at the 
Steering Committee meetings. 

In addition to the evaluation of the overall program, selected program components were 
evaluated and progressively reported back to the program. 

3.4.6 Evaluation committee 

An evaluation committee was established by MUARC to advise on the evaluation 
methodology and to facilitate broader application of successful interventions.  The committee 
also advised on the development of guidelines for the broader dissemination of successful 
community-based injury prevention programs and activities.  The preparation of these 
guidelines for community-based injury prevention was part of the funding agreement with the 
Victorian Health Promotion Foundation.  The guidelines have been developed in draft form75 
and will be finalised after evaluations are completed for the Safe Living Program and the 
Latrobe Valley Better Health Injury Prevention Project76. 
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CHAPTER 4 

4 EVALUATION METHODS 

4.1 INTRODUCTION 

The effectiveness of applying interventions in the field must be tested before the 
interventions are routinely applied in the community at large.  Evaluation of programs allows 
rational decisions for optimising the allocations of economic resources for the public 
benefit46. 

The evaluation of community-based injury prevention programs is affected by a range of 
complex  conceptual, methodological, analytical and political issues.  Some main issues 
relate to determining  effective reach of interventions into communities, determining whether 
specific effects are the result of specific interventions in an open environment where outside 
influences cannot easily be controlled, the need for longitudinal evaluation designs affected 
by population and data quality changes, limited resources, and balancing the need for good 
evaluation design against the realities of implementing these evaluations in the complex 
community  setting46,77. 

Commenting on quasi-experimental design, Pless observed  in 1994: “The experienced and 
wise researcher makes the best of what is offered, knowing that it will contribute something 
to the store of knowledge if it is done well”47. 

As described in Chapter 1, the evaluation study aimed to determine the extent to which the 
program met its objectives.  It also aimed to identify potential improvements to both the 
intervention and evaluation methodologies. including a formative evaluation to feed back to 
the program and into strategic planning processes.  It was agreed that the evaluation should 
be formative with regular feedback. 

4.2 EVALUATION DESIGN OVERVIEW 

4.2.1 Research design 

The research design for this study is a controlled trial, where a comparison population was 
matched to the intervention population on a number of relevant variables (Section 4.4.2) to 
minimise differences in response to potentially confounding factors.  The intervention effects 
were observed in both experimental and control populations over time (i.e. the design was 
quasi-experimental).   

In addition, statewide control data were used in the evaluation of hospitalised injury rates and 
police reported road casualties. Only three other community-based injury prevention 
programs have been evaluated and reported on in the international literature (Chapter 2). 
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4.2.2 Sample size 

The study population was the whole population of the  Shire of Bulla.  Thus, the population 
size was a given, as were various attributes of the population, including injury rates.  One of 
the criteria on which the control population was matched was population.  Hence, this 
population size was also a given. 

Therefore, instead of prospectively determining sample size estimates for potential statistical 
significance of effects for intervention purposes, sample size sensitivities were determined.  
The observed effects of these would be judged to significance at p values of < 0.05 both for 
total injuries and for disaggregated categories of injury (Chapter 7).  Given that the effects of 
the intervention program were expected to be cumulative, the changes in rates within the 
intervention population and between the intervention and control populations would also be 
expected to increase over the six year duration of the program (1991 - 1996). 

Household survey sample sizes were determined with reference to Australian Bureau of 
Statistics criteria (section 4.6).  Depending on the particular variable in question, the 
denominator was number of households (e.g. with smoke detectors installed) or number of 
residents in those households (e.g. injured in the past two weeks). 

4.3 SCOPE 

4.3.1 Overview 

The evaluation of a public health program is designed to determine its effectiveness in terms 
of improved outcomes and to show the mechanisms by which these are achieved.  There are 
three types of evaluation: process (which measures the activities of the program, program 
quality and reach); impact (which measures the immediate effects of the program); and 
outcome evaluation (which measures the long term effects, in this case injury reduction) 
evaluation73,78,79,80,81 . 

While determining whether significant reductions in injury rates and severity occurred was 
the principal objective, it is also important, particularly for a demonstration program, to 
explain and document any observed changes which may explain successes and failures of the 
program in meeting its other objectives.  The identification of the strengths and limitations of 
the evaluation methods was also within the scope of this evaluation. 

Thus, the evaluation of the Safe Living Program in the  Shire of Bulla encompasses the 
elements of process, impact, and outcome evaluation and focuses on enumeration, collation, 
analysis and reporting of the data for all three stages of the evaluation.  Evaluation of the 
sustainability of the program and its successful elements is the subject of a further MUARC 
study and is reported only briefly in this thesis. This evaluation, supported by detailed 
documentation from the program26,  will also facilitate the transfer of the project’s principles, 
where successful, to other municipalities. 
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4.3.2  Types of evaluation 

In summary, the major measures comprising the outcome evaluation were changes in injury 
morbidity and mortality incidence rates over time, within the study population, and compared 
with controls. 

The impact evaluation includes measures of changes in hazards, environment, and 
community knowledge, attitudes and behaviour.  Process evaluation measures program reach 
and community participation.   Both impact and process measures were generally obtained 
from a series of three controlled telephone surveys and an interim telephone survey, 
conducted only in the study population.  Other substantial intervention activities were 
evaluated by means of observational and specific telephone follow-up studies and quantified 
responses to safety audits. 

The results of process, impact and outcome evaluations are reported in Chapters 5, 6 and 7, 
respectively.  The evaluation stages are summarised by Table 4.1. 

Table 4.1 Evaluation: Types and Phases 

 STAGES 

PHASES Context 
Assessment 

Process Impact Outcome Sustainability 

Pre-Intervention - community 
consultation 

- pre-intervention 
telephone survey 

- pre-intervention 
telephone survey 

- baseline 
injury data 

 

Intervention  -publicity 

-participation  
working groups; 
training; 

       education 

- intervention      
telephone survey 

- footpath cycling 

 audits (traffic, 
playgrounds) 

- subsidies 

data - 
feedback 

-local government 
amalgamations 
- WHO 
accreditation 

- LOIN scale 

Post-Intervention  - post-intervention 
telephone survey 

- post-intervention 
telephone survey 

- final injury 
data 

- LOIN scale 

4.3.2.1 Context assessment/community diagnosis 
A preliminary phase in the intervention and evaluation process was a context assessment 
which appears to correspond quite well to the Swedish concept of “community 
diagnosis”27,81. 

This process aimed to assess community capacity and   potential roles and structures as 
shown conceptually by Moller82 in Table 4.2. Assessment of community structures, networks 
and resources was the responsibility of the program staff. 
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Table 4.2 Matrix of roles and structures possible in community injury prevention 

Structures Roles 

 Identify 
problem 

Develop 
coalition of 
interests 

Choose 
priorities 

Find solutions Develop 
Resources 

Implement 
change 

Individual       

Informal group       

Formal group       

Elected 
representative 

      

Interested 
organisation member 

      

Formally nominated 
organisation 

      

 

MUARC assessed information relating to the evaluation design and the selection of a control 
population based on matching criteria which included the population age structure, socio-
economic status, and injury rates (Section 4.4.2) 

4.3.2.2 Process 
Process evaluation is designed to assess the extent to which the program has been 
implemented or delivered as planned.  Measures of program reach to the population and 
organisations, particularly implementation for interventions with good potential for injury 
reductions, participation by the community in program activities and the successful 
implementation of activities are tools by which the achievements of process objectives can be 
judged.  (These may have no observable correlation to a reduction in injury).  
Documentation of the program and its activities is also part of the process evaluation of a 
program. 

Program staff kept routine records of numbers of participants in courses and working parties 
and were encouraged to collect Council and other community data for evaluation purposes.  
These included data relating to program publicity (eg., newspaper articles/notices of the 
program), education and training (e.g. schools Traffic Education programs), and promotion 
and action for hazard reduction and environmental change (eg. safety products sales)46. 

After Council amalgamations in 1994, it was more difficult to separate process and impact 
evaluation data applying to the   Shire of Bulla from those applied to other parts of the new 
City of Hume.  To the extent possible, this information was extracted from program records 
by program staff.  MUARC staff gathered information from external sources, such as the 
number of participants in sports safety awareness courses from Sports Medicine Australia 
and the number of small safety grants given to local sporting bodies by VicHealth. 

4.3.2.3 Impact 
Impact evaluation assesses the effectiveness of the program by measuring changes to  factors 
which contribute to or cause injuries (risk or caused factors) or protect against them 
(protective factors).  These factors include (1) changes to knowledge, attitude and behaviour 
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which reduces the risk of injury  (2) reductions in the exposure to hazards such as 
unprotected swimming pools, unsafe products, unguarded machinery, electricity, chemicals, 
fire, smoke and motor vehicles and increases in exposure to protective factors such as smoke 
detectors, pool fences, electrical circuit breakers and child safety seats; (3) improvements in 
the state of the physical environment such as roads and playgrounds in the community which 
are related to community safety.   

Changes in levels of risk or protective factors which are favourable for injury prevention are 
considered to be proxy, or intermediate, measures of injury reductions.  Impact indicators are 
used to assess the immediate effectiveness of the program pending data on long term effects 
or outcomes.  This is particularly relevant when injuries are severe but relatively rare, such as 
drownings, electrocutions, and house fire related injuries. 

4.3.2.4 Outcome 
Outcome evaluation is the final phase of program evaluation and corresponds to the program 
aims.  The outcome measure for the Safe Living Program was the reduction in  injury rates 
and severity in the  Shire of Bulla compared with the  Shire of Melton, and also with 
Victoria.  The term “comparison” community is more accurate than “control” community, 
which generally implies a level of rigour in design that is more consistent with the 
epidemiological research methods employed in clinical trials and case-control studies. 

4.3.2.5 Sustainability/institutionalisation 
Another objective of the program, particularly in recent years, has been to achieve 
sustainability and institutionalisation (this objective formally added to the list of objectives 
about 1994).  The  Shire of Bulla’s achievements in this area is the subject of a separate 
evaluation by MUARC using methods reported in a small international literature on 
institutionalisation56,57,58.  The aims of this separate component were to measure changes in 
the level of institutionalisation/sustainability over time both at the levels of the program, and 
the successful components (intervention activities) of the program.  A validated scale (the 
“Level of Institutionalization” Scale) developed by Goodman et al58, was applied to the Safe 
Living Program.  This instrument requires some modification and further validation as it had 
not been applied previously to community-based injury prevention programs.  The evaluation 
of institutionalisation will be completed and reported separately in late 1997. 

4.3.2.6 Documentation 
In consultation with project staff, a standardised format was developed for the documentation 
of each intervention activity.  Core information about all 113 activities in the years 1991-
1993 were recorded by program staff26 under these headings: 

• Title of strategy 

• Brief description: age group, location, type, how did this strategy originate? 

• Key words 

• Focus 
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• Implementation method 

• Implementation period 

• Key contacts 

• Costs 

• Resources 

• Was strategy successfully implemented? 

• Has the strategy become institutionalised? 

• Outcomes and recommendations 

Some of the program intervention activities were conducted in the early phases of the 
program or in a limited way, while others continued for most of the first three years.  A 
substantial number continued for a further full three years, either as part of the ongoing 
program, or were institutionalised into the functions of local government departments or 
other community agencies. 

4.4 METHODS 

4.4.1 General overview 

The evaluation was conducted prospectively, utilizing a non-random controlled methodology.  
It was summative and formative, involving regular feed-back to the program. 

The methods were complicated by changes which took effect within the period of the 
evaluation.  These included changes to geographic boundaries, including post-codes, re-
structuring of local government throughout Victoria, the introduction of casemix funding to 
the public hospital system together with the introduction of through-put bonuses and the re-
structuring of the Victorian Injury Surveillance System which collects hospital emergency 
department injury data.  Complexities of population estimates and the time since the last 
published census data created the need for some assumptions in population data.  Changes in 
comparative population sizes and age structures between the intervention and control 
populations and the Victorian population over the period of evaluation also required 
consideration. 

Other limiting factors were budget restrictions which resulted in the need to use only selected 
process evaluation measures, and the sparse literature on relevant methodology for the 
evaluation.  

The major evaluation measures used were injury data analyses, a series of randomised pre-
intervention, interim and post-intervention household telephone surveys (involving a total of 
1607 interviews), targeted follow-up telephone surveys to obtain specific post-intervention 
data, observational exposure studies of footpath cycling and bicycle helmet wearing, a pilot 
general practice injury data collection study, and audits of playgrounds and arterial roads 
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against safety standards.  Many other process measures were also employed. Program staff 
were involved in data collection for some of these studies. 

Methods for the injury data analyses and telephone surveys are discussed in detail in this 
chapter (Sections 4.7 and 4.6, respectively).  The methods and results of the other specific 
evaluations are described in Chapters 5, 6 and 7. 

4.4.2 Selection of comparison (control) municipality 

Prior to the commencement of the intervention program, a demographically and 
geographically matched comparison municipality, the  Shire of Melton, was chosen as the 
comparison community.  Injury frequencies and rates were compared at baseline, at the end 
of the first three years of the program and at the end of six years.  A comparison population 
enables the determination and control of the effect of outside influences on the experimental 
population. 

A number of potential comparison municipalities were considered within the catchment area 
of the Victorian Injury Surveillance System (VISS).  This database records hospital 
emergency presentations data which is collected from hospitals in the north-western suburbs 
of Melbourne.  It was expected that comparisons for hospital presentations for injury would  
be made over the period of the program. 

The Shire of Melton was chosen as it matched the  Shire of Bulla on the basis of a number of 
demographic and other characteristics.  The  Shire of Melton is served by the same VISS 
hospitals as the  Shire of Bulla. Although the Shires are contiguous, it was assessed that the 
possibility of contamination (i.e. the inadvertent application of the safe living interventions to 
the comparison community) was low. 

The main population centres of the two shires are geographically separated by the Calder 
Highway which creates a barrier between them.  The township of Digger’s Rest in the  Shire 
of Melton is the only actual contiguous population centre, and its data could be examined 
separately if there was any reason to expect contamination. 

The examination of other potential sources of contamination revealed that the Shires are 
served by different local newspapers, and there is little crossing of municipal boundaries by 
Melton residents for school, work, shopping or sport (with the possible exception of Diggers 
Rest). 

Factors considered when choosing between the three potential comparison communities are 
shown in Tables 4.3 and 4.4 
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Table 4.3 Average annual injury frequencies and rates Shires of Bulla, Melton and 
Werribee 

Hospital admissions - Victorian Inpatient Minimum Database 1986 - 1988 

Injury 

 

 Shire of 
Bulla 

 Shire of 
Melton 

Shire of 
Werribee 

Average 
Annual 
Frequency 

436 678 1515 

Injury rate* 769 1177 1444 

* rate/100,000 population of each Shire based on the 1986 census 

Note:  an average of 2 years of injury data (1986/87, 1987/88) was  

used to calculate rate data. 

Table 4.4 Population estimates Shires of Bulla, Melton and Werribee 1989 

(Based on 1986 census) 

Shire 0-19 

years 

(%) 

20-54 

years 

(%) 

>54 

years 
(%) 

Total 
(%) 

Bulla 11017 

(39) 

14826 

(52) 

2504 

(9) 

28347 

(100) 

Melton 12248 

(43) 

14732 

(51) 

1832 

(6) 

28812 

(100) 

Werribee 20289 

(39) 

27476 

(52) 

4693 

(9) 

52458 

(100) 

 

Although the size, age structure, and socioeconomic status of the population of the Shires of 
Bulla and Melton were very similar, there was considerable difference in the injury rate 
between the two Shires.  The hospital admission injury rate for Melton was over 50% higher 
than that for Bulla, and Werribee’s rate was higher again (88% higher than for Bulla). 
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The VISS data for children were also compared.  It was assessed that the higher frequency of 
presentations of less severe injury in 1989 in the  Shire of Bulla (389) compared with Melton 
(282) would compensate, to some extent, for the observed difference in injury hospital 
admission rates. 

4.5 DATA SOURCES 

4.5.1 Injury 

The available databases provided data on injuries at three levels of severity: deaths, hospital 
admissions, and emergency department presentations. 

4.5.1.1 Deaths 
Data on deaths were available from the Victorian Coroner’s Facilitator System65 for the six 
year period July 1989 - June 1995.  Since the numbers of deaths were expected to be small, 
the opportunities to make meaningful comparisons of frequencies and manner of death 
between the Shires of Bulla and Melton were expected to be limited.  Coroners’ data contain 
more detailed information than Australian Bureau of Statistics death data.  However,  there is 
a 15% shortfall of deaths in reported Coroners data, mostly elderly falls8. 

4.5.1.2 Hospital admissions 
The Victorian Inpatient Minimum Database (VIMD) records all public hospital admissions 
(separations) data for Victoria.  The injury subset of these data is held by MUARC for the 
period July 1987 - June 1996, covering the period leading up to the intervention in the  Shire 
of Bulla and the intervention period, except for the final six months. 

In the VIMD an external cause of injury code (E-code), according to the International 
Classification of Disease-9 CM66 coding manual, is entered for each case where there is one 
or more N-code (diagnosis code) in the injury range of codes.  As well as the primary E-code, 
other variables on thee database include: encrypted unit record number,  sex, date of birth, 
date of separation (discharge or death), a principal diagnosis and up to four further diagnosis 
codes, post-code of residence and a discharge destination9,83. 

4.5.1.3 Emergency department data 
The Victorian Injury Surveillance System (VISS), a major project of MUARC, provides 
emergency department presentation and admission data for the period 1989-1993 from four 
major public hospitals serving both the Shires of Bulla and Melton (the Royal Melbourne  

Hospital, the Royal Children's Hospital, Preston and Northcote Community Hospital and the 
Western Hospital).  Since October 1995, detailed injury data have been available from most 
major Victorian public hospitals from the new Victorian Emergency Minimum Dataset 
(VEMD), the data items relevant to injury being centralised to VISS to form a second 
generation injury surveillance system within VISS84,85.  Nineteen ninety six VEMD data were 
examined to determine whether they could reasonably be applied to the analyses initiated on 
the original VISS dataset (1989-1993). 
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4.5.1.4 General practice data 
It was recognised at the evaluation design stage that minor injury data presenting to general 
practice were important to this evaluation since the number of injury cases presenting to 
General Practitioners would predictably be greater than presentations to hospitals for more 
severe injuries. These data could potentially increase the power of the study and provide an 
opportunity to more readily determine any difference in injury between experimental and 
comparison populations.  A reduction in minor injuries occurred in Falkoping23,24.   

A commonly held view among injury prevention professionals is that the types of injuries 
presenting to general practice are similar to those presenting to emergency departments and 
that, with the possible exception of injuries occurring in sport, these “probably represent the 
minimum severity of injury  that deserves prevention”86.  The establishment of a collection of 
general practice data for his study would also have enable the determination of any 
differences in injury patterns between patients presenting to hospitals and general practice. 

No studies which specifically address the collection of detailed injury data in general practice 
could be found in the literature prior to the study.  A series of Australian general practice 
studies, undertaken by Bridges-Webb and others87,88,89, was too general in nature and fails to 
separate specific injury types by mechanism, activity or location. 

A pilot general practice injury collection was undertaken in the  Shire of Bulla in 199146, 
following a meeting between MUARC and the Safe Living program staff and local general 
practitioners, in order to attempt to institute a system to monitor less severe injuries.  The 31 
local general practitioners were contacted and all except one agreed to participate in pilot 
data collection over a four week period. 

A simpler version of the VISS data collection method was developed.  The data recording 
system, which was pre-tested in two General Practices, required the recording of de-
identified cases of injury on a simple running sheet for nine variables. 

Operational definitions and data collection forms were developed and supplied to general 
practitioners and regular telephone contact was maintained with General Practices by 
MUARC staff to keep Practice staff informed of collection dates and to answer any queries. 

Only 17 of the 31 General Practitioners who attended the initial meeting participated in the 
data collection phase of the pilot.  Analyses of data for the 193 cases of injury recorded 
during the four week period indicated that patterns of injury by age group were similar to 
those for hospital admitted cases in the Shire46. 

Injuries presenting to General Practitioners were generally less severe than those admitted to 
hospital or attending hospital emergency departments.  Differences in mechanisms of injury 
were also observed.  In particular, cases of poisoning, injury to motor vehicle occupants and 
those related to machinery were less likely to present to General Practitioners than to 
hospitals46. 

It was originally planned to collect and monitor general practice injury data for four weeks in 
each of the four seasons of the year (to overcome seasonal bias).  However, the low 
participation rate in the pilot and the general lack of interest from general practitioners in the 
ongoing data collection, together with the high level of resources which the pilot revealed 
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would be necessary to audit and validate the data led to the decision to discontinue the 
collection of General Practitioners data. 

Nonetheless, useful information was obtained which informed the  Shire of Bulla’s injury 
prevention program and assisted in the development of recommendations for improvements 
to the methodology for future general practice studies.  The knowledge was subsequently  
used to collect General Practitioner data on injury in the Latrobe Valley and for a national 
piilot11,89. 

4.5.1.5 Vic Roads injury data 
Vic Roads police reported data were also analysed for road user casualties occurring in the  
Shire of Bulla and Melton and also the state.  These casualties may or may not involve Shire 
residents, since data relates to crashes in the Shire.  Since no suitable population denominator 
could be estimated, simple proportional changes in frequencies were compared and tested for 
significance using the chi-square test. 

4.5.2 Population data 

Census data provides best estimates of total population size90.  For this evaluation,  pre-
intervention and study period census data were available for the years 1986 and 1991.  
Unfortunately, 1996 census data was not available.  The 1986 census was taken on June 30, 
1986 and the 1991 census on August 9, 1991. 

Population estimates for the inter-censal years were made by interpolating population growth 
from the two available census years (1986 and 1991) based on the assumption that there was 
a linear population increase between the census years.  Australian Bureau of Statistics (ABS) 
inter-censal estimates were found to be over-estimates9,46 and there are not yet any true 
values of the population after 1991.  Therefore, population values were estimated by the 
interpolation of population growth rates.  The annual average growth rate in population for 
the  Shire of Bulla was estimated to be  5.2% and, for the  Shire of Melton, 2.4%.  The 
estimates from the ABS and the interpolation methods are shown in Table 4.5 

Table 4.5 ABS estimates compared with MUARC linear interpolation estimates 

Estimates of Bulla population (linear interpolation) and ABS ERP

June 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
Interpolation 30575 32802 35016 37257 39485 41712 43940 46154 48395 50623
ABS ERP 31100 32900 35500 37600 40750 43100 45350 48450 51313 53184
Difference 525 98 484 343 1265 1388 1410 2296 2918 2561
Difference (%) 2 0 1 1 3 3 3 5 6 5

Estimates of Melton population (linear interpolation and ABS ERP)

June 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
Interpolation 30007 31202 32390 33592 34788 35983 37178 38367 39569 40765
ABS ERP 31000 31900 33200 34600 35850 36850 37700 38700 39997 40504
Difference 993 698 810 1008 1062 867 522 333 428 -261
Difference (%) 3 2 2 3 3 2 1 1 1 -1  

Linear interpolated population data by year and age group is presented in Appendix IV. 
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4.6 TELEPHONE SURVEYS 

4.6.1 Rationale 

After careful consideration of the strengths and limitations of the telephone survey, it was 
assessed to be the soundest and most cost effective method of gathering data on the impact of 
the Safe Living Program. 

A series of these telephone surveys was conducted in the period 1990 - 1996 to collect impact 
data and some data on changes in awareness of injury risk factors and protective factors and 
program activities along with data on self-reported injury. 

Three surveys, in December 1990, 1993, and 1996 were conducted in both the Shires of Bulla 
and Melton.  In August  1992, an interim survey was conducted only in the  Shire of Bulla.  
The 1990 survey was conducted prior to project commencement and will be referred to in this 
report as the pre-intervention survey. The 1993 survey will be referred to as the post-stage 1 
survey.  Although the project still continues in 1997, for convenience the 1996 survey will be 
referred to as the post-intervention survey. The post intervention survey form is found in 
Appendix V. 

The telephone mode of interviewing was chosen because it was assessed as the most efficient 
and cost effective way of collecting non-sensitive data.  Penetration of telephones to private 
homes in Melbourne is 93-94% (Australian Overseas Telecommunication Corporation, 
personal communication), and it was assumed that a similar high proportion of penetration 
applied to the Shires of Bulla and Melton. 

The strengths of the telephone survey method include: its good response rate, which is 
generally higher than for mail surveys; telephone numbers can be selected at random, it is 
cheaper to conduct than face to face interviews and sample sizes therefore can be larger, 
thereby representative sampling is possible and interviews can be computer assisted, 
building-in time and cost efficiencies. 

Validity studies of telephone survey methodology give an indication that in most 
circumstances, respondents provide accurate information91, and that the telephone interview 
mode compares favourably with face-to-face interviewing92.  Moreover, since telephone 
surveys are more anonymous than face-to-face interviews, fewer untruthful answers are 
obtained93. 

A major limitation was the relatively low ‘hit rates’ and therefore the many repeat calls that 
had to be made.  For example, a total of 293 interviews resulted from 1646 diallings (18%) 
and 293 interviews from 474 connections (62%) response rate in the  Shire of Bulla post-
intervention survey (Table 4.7).  Further limitations were the shorter acceptable interview 
time compared to face to face interview and possibly, mailed questionnaires; and the absence 
of a phone in approximately 6-7% of households which introduces a potential response bias. 
Since connection to the telephone is biased towards the top end of the socio-economic 
scale94, the rate of non-phone ownership is possibly lower for the Shires of Bulla and 
Melbourne because these are relatively higher socio-economic municipalities compared with 
Melbourne as a whole. 
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Sampling errors may be introduced by factors such as double connections and silent numbers 
if telephone books are used to extract the sample. The length and complexity of telephone 
interviews are more limited than face-to-face interviews, due to earlier respondent fatigue 
when this medium is used91 and also because there may be greater difficulty in establishing 
rapport94.  While random digit dialing will capture the population with silent numbers, this 
method was generally rejected because of expected lower hit rates. 

4.6.2 Sampling Frame 

Random samples were drawn from a sampling frame defined by the listings in the local 
telephone directories, where available (Table 4.7).  In areas, where directories were not 
available, samples were randomly generated by the computer using area prefixes.  The phone 
numbers from directory listings were selected by a pre-determined process ie., the column 
was selected by rolling a dice and computer generated random numbers were used to select 
phone numbers from in the column.  Business numbers, if recognisable,  were discarded.  Up 
to four attempts were made to contact a person each phone number before the number was 
discarded. 

Table 4.6 Response rates for second post-intervention telephone survey 

(December 1996) 

Rates Bulla Melton 

Connection rate* 72.2% 88.5% 

Response rate** 61.8% 53.1% 

Households 293 256 

Persons 1049 864 

Proportion 2.1% 2.1% 

Population 50,623 40,765 

*Connection rate based on total numbers used (incl. answering machines). 

**Response rate based on connected calls (residential only). 
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Table 4.7 Summary table for second post-intervention telephone survey 

(December 1996) 

 

Area 

 

 

Interviews 

 

Connected Calls 

 

Unconnected Calls 

Total 
Diallings 

(incl. call 
backs) 

 

Total 
numbers 
used 

  Residential 

(Interviews, 
unwillings, 
NESB) 

N/A 

(Business, 
public facility, 
wrong numbers, 
appointments) 

Ans. 
machine 

Other 

(Fax, no 
answer, not 
connected) 

  

Bulla        

Craigieburn 82 130 52 35 151 368 235 

Roxburgh Park* 22 29 62 26 192 309 280 

Greenvale* 37 45 19 15 66 145 136 

Sunbury 152 270 90 96 368 824 552 

Total 293 474 223 172 777 1646 1203 

        

Melton 256 482 137 137 489 1242 851 

*Telephone numbers for these areas were computer generated. All other numbers were obtained from public 
telephone directory listings. 

As reported above, the post intervention survey had a response rate of 55%.  This was 
slightly higher than that for the pre-intervention survey (52%),  which was determined from 
the detailed investigation of a sample of 277 calls.  The reasons for declining to be 
interviewed included: too busy ‘just now’ (25%), no adult present (25%), too busy to be 
interviewed (11%), language difficulties (9%) and antagonistic (8%). 

Surveys were conducted of households selected randomly for both the intervention and 
comparison populations.  The adult respondent interviewed from each household, provided 
information both on the household and, on some questions, for each individual resident. This 
increased the population sample from the number of households to all occupants for selected 
variables.  This is the standard method used for household surveys by the Australian Bureau 
of Statistics95. 

Seasonal variation and other related biases were minimised by repeating the surveys at the 
same time of each survey year except for the interim survey in mid-stage 1, which was 
undertaken largely to gain feedback on the program’s reach. 

The survey instruments were pre-tested prior to each survey and interviewers were trained to 
avoid inter-rate variations, to the extent possible. 
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The final survey, which was also the largest because of increases in population and a 
corresponding increase in sample size, was conducted using computer assisted survey 
techniques.  Responses were entered directly into a data base program constructed in 
Microsoft Access Version 296.  Analyses were undertaken using SPSS for Windows, Version 
6.197. 

4.6.3 Population sample 

The sample sizes for the pre- and post-interventions surveys covered an estimated 0.8% - 
2.0% of households depending on the survey. The pre-intervention, post-stage 1, and post-
intervention surveys included households from both the Shires of Bulla and Melton, whereas 
the interim survey was conducted in the  Shire of Bulla only.  The numbers of participants in 
each survey are shown in Table 4.8. 

Table 4.8 Comparison of the number of households in the telephone surveys in the 
Shires of Bulla and Melton 

Survey  Shire of 
Bulla 

 Shire of 
Melton 

Pre-intervention 202 245 

Interim 111 0 

Post-stage 1 250 250 

Post-intervention 293 256 

 

4.6.4 Questionnaire design 

Questionnaires were designed to address issues which could not readily be addressed by 
other methods employed in the evaluation.  Questions covered individual participation in 
activities, their knowledge, awareness, and behaviours relating to injury and injury 
prevention, as well as information about the safety features of their households. A number of 
questions in the surveys concerned program reach and community involvement in the Safe 
Living Program activities. 

Because there was no collection of General Practitioner data, for reasons discussed above, the 
telephone survey was the best available means of determining rates of minor injury.  
Accordingly, questions were designed to collect data on recent injuries to members of the 
households surveyed. 

Since reliable recall has been shown to be limited to approximately two weeks prior to 
interview98, this was the period for which injury data were collected.  It was recognised in the 
planning stages that this would result in a small number of injury cases which had the 
potential to present difficulties in terms of the calculation of statistically significant 
differences in injury rates between the experimental and comparison populations.  It was not 
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possible, because of resource restraints, to increase the sample size sufficiently to increase 
this probability of being able to discern changes in rates.  

Some changes were made to the questionnaire over the course of the evaluation.  In 
particular, questions were added to evaluate one-off interventions and new interventions 
introduced over the course of the program. 

4.6.5 Selection of telephone numbers 

As explained earlier (Section 4.6.2) local telephone directories, and computer generated 
phone numbers where listings were not available, were used to randomly select telephone 
numbers taking account of the geographical distribution of the population in the intervention 
and comparison communities.  The number of interviews allocated to each sub-area was in 
proportion to its population. 

For each survey, approximately half the calls were made during business hours and half after 
hours.  Where there was no initial answer at least two and up to four further attempts were 
made to contact the household at other times. 

4.6.6 Reliability 

The determination of standard errors, a measure of sampling error, or the likely difference 
which could be expected between the estimate based on the sample and the figure that would 
have been obtained from a complete collection95, is complex for household surveys of this 
nature.  The difficulties are further discussed in Chapter 6.   

Non-sampling error was avoided, to the extent possible, by careful design and pre-testing of 
questionnaires, training and supervision of interviewers and quality control of coding. 

4.6.7 Statistics 

Chi-square tests were used, where appropriate, to determine the significance of any 
differences between the two populations.  Where the p value determined by the test was less 
than 0.05, it was assumed that there was a statistically significant difference between the 
intervention and comparison populations. 

4.7 INJURY DATA ANALYSES 

4.7.1 Introduction 

The available data for all injuries in the  Shire of Bulla and the  Shire of Melton were 
analysed for several years prior to the program, as well as over the period of the program.  
The analysis focused particularly on injuries in the areas targeted by the Safe Living Program 
(e.g. transport, sport and children’s injuries). 

4.7.2 Data quality 

Public hospital data was cleaned to ensure that the data were true incidence data, to the extent 
possible.  Duplicate records and cases where patients were re-admitted within thirty days to 
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the same public hospital for the same external cause of injury were excluded to avoid double 
counting83.  

Examination of the VIMD data for the seven year period July 1986 to June 1993 showed that 
5.6% of patients were admitted from other hospitals9.  Since it is very  difficult to track these 
cases through the data systems, these admissions to second hospitals for the original injury 
were not excluded.  This non-exclusion represents a potential source of bias. 

In 1992 - 93 the total number of hospital admitted injury cases for Victoria was 11.0% 
greater than for 1991/1992.  In the previous 5 years, the average increase was only 1.9%, 
with the greatest increase of 4.7% occurring between 1989/1990 and 1990/1991 (Watt 1995).  
It is speculated that this rapid increase between 1991/1992 and 1992/1993 was linked to the 
introduction of case-mix funding and through-put bonuses for public hospitals9.  Case-mix 
funding was officially introduced in July 1993, although hospitals had begun gearing-up for it 
in preceding months. 

These large changes in the operation of the hospital system distort trends in injury rates.   
Because of their magnitude, these large  effects could mask any small real changes in the 
injury rates, despite the presence of a comparison community. 

Data from private hospital admissions were excluded from analysis since these data were not 
available for the full study period. 

4.7.3 Age standardisation 

Age standardisation is required for the comparison of injury rates where the age structure of 
populations differs widely in experimental and control populations.  The application of direct 
age standardisation against a relevant population, in this case Victoria, allows constant 
weights to be applied to crude age specific injury rates in the experimental and comparison  
populations90. 

The comparison population was selected in part, on the basis of its similar population 
structure to the study population.  However, when the age structures of the populations were 
compared for the years 1987-1996, some variation in population structure was identified 
(Table 4.5).  Thus rates were age standardised as required (Chapter 7). 

4.7.4 Methods of analyses 

Injury rates per 100,000 population for different 5 year age groups were calculated by 
dividing the appropriate number of injury admissions by the age specific population, derived 
from the adjusted ABS estimates (Table 4.5) and multiplying by 100,000. 

Hospital bed days were calculated by multiplying the number of patients for each bed-day by 
the bed-day (zero days taken as 1, and 43+ days taken as an average of 50 days) and 
summing for each 5-year age group, or financial year as appropriate9.  

Throughout this report, data have been analysed using SPSS for Windows97, and many 
graphs and charts have been prepared using the Excel software package99. 
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4.7.5 Trends 

A number of methods was available to this study to represent and compare trends over time 
between the intervention and comparison populations. Examples are provided in Chapter 7 of 
crude rate comparisons, compared with age standardised rate comparisons. 

Trend analyses using a least squares regression method, (where statistics relating to the trend 
lines, slope and intercept, 95% confidence intervals around the slope, and the p value, were 
calculated using the Excel regression function), were used in the evaluation of the first three 
years of the Safe Living Program46, but replaced by time trend modelling in this evaluation. 

4.7.6 Statistical analysis for comparison of trends 

Simple regression methods rely upon the assumption of normality in the data, which is 
approximately true in the case of injury rates, but also on a constant variance, which is clearly 
not the case for injury rates.  As population increases, variance in any rate measured on a per 
person basis decreases. Therefore, analyses were performed using the GLIM, (Generalised 
Linear Models)100,101 package using both Poisson and Binomial distributions and these 
models were compared for the best fit for the data. 

The Poisson model applies best if one person may present more than once during a given 
year of the study period, with new injuries.  If this is true but the effect is minimal, the fit 
may be equally good in the Binomial model, which has the advantage of greater simplicity. 

In either case, the dependent variable in the model is the frequency of injuries, as opposed to 
the rate.  In a Poisson model, population (stratified by other variables including age group) is 
a covariate.  In a Binomial model, population is simply the number of trials from which 
injury presentations occurred. 

Independent variables in both models (other than population) are: 

Factor:  Control/intervention group ( Shire of Bulla versus Melton, or  Shire of 
Bulla versus Victoria) 

Factor:  Age group (0-4 years, 5-9, 10-14, 15-64, 65+) 

Covariate:   Year (1987/1988 to 1995/1996) 

Factor:  Program active (occurs within intervention group only) 

For the purposes of modelling, using age group as a factor in the analysis alleviates the need 
to age-standardise the data, as differences in profiles between the intervention and control 
groups are automatically taken into account. 

Interactions between these variables are also considered, so that effects such as “program 
worked better for 65+ age group than 10-14 age group” can be detected. 
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4.8 EVALUATION STAFF 

Professor Joan Ozanne-Smith was the principal investigator throughout the planning stages 
and the six year evaluation project.  This task was undertaken in consultation with Professor 
Peter Vulcan, Director of the Monash University Accident Research Centre.  Many MUARC 
staff were involved in aspects of this major project. These contributions are described in the 
acknowledgments. 

Statistical advice was provided at various stages of the project by MUARC statisticians,  
Associate Professor Terry Nolan and Dr John Carlin of the Clinical Epidemiology and 
Biostatics Unit of the University of Melbourne Department of Paediatrics, and the Australian 
Bureau of Statistics. 

A specially constituted Project Advisory Committee advised on the evaluation methods and 
interpretation of the results. 
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CHAPTER 5 

5 RESULTS: PROCESS 

5.1 INTRODUCTION 

Process evaluation is designed to assess the extent to which the program has been 
implemented or delivered as planned particularly using measures of participation and program 
reach.  The results presented in this Chapter relate to the process of implementation of the 
Safe Living Program in the  Shire of Bulla for the period 1991-1996, inclusive.  Although the 
program was designed as an all-age, all-injury prevention program, activities tended to focus 
on segments of the population considered to be at increased risk of injury. 

The information presented here was compiled from a number of sources, particularly from 
records kept by program staff, the series of telephone surveys conducted by MUARC, and 
information extracted from records kept by other organisations.  Selected information has 
been analysed and tabulated to describe the reach, or penetration, of the program into the 
community, and the level of community involvement in the program activities.  Comparative 
data is included, to the extent possible from the control  Shire of Melton, or other appropriate 
controls. 

The resources available for collecting information for the process evaluation were more 
limited for the period 1994-1996, compared with the first three years of the program.  The 
program staffing level and evaluation funding were reduced in the later period.  Moreover, the 
integration of the  Shire of Bulla into the wider City of Hume in 1994 made the extraction of 
information relating specifically to the   Shire of Bulla (which no longer exists as a separate 
entity) very difficult. 

The intervention activities are described comprehensively in program reports26. 

Process evaluation results are presented within the categories of: general participation, 
participation in working groups, publicity, educational and training programs, product safety 
initiatives, older persons safety, farm safety and institutionalisation.  Where possible, 
measures of reach into the community are examined. 

Overlap occurs between some process and impact measures, such as those relating to safety 
display homes.  Where this occurs, the evaluation will usually be presented under impact 
evaluation (Chapter 6). 

The population data used to calculate rates is shown in detail by age group and year in 
Appendix IV. 

5.2 GENERAL PARTICIPATION 

The three telephone surveys conducted by MUARC, using random samples of households. 
were based on estimates of 1-2% of households.  The first (pre-intervention survey) was 
conducted in December 1990, the second (post-phase 1) in December 1993, and the third 
(post-intervention) in December 1996.  The pre-intervention, post phase 1 and post- 
intervention surveys included households from both the Shires of Bulla and Melton.  An 
interim survey in August 1992 was conducted in the  Shire of Bulla only.  Details of the 
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survey methods are provided in Chapter 4.  Detailed results of all three surveys are shown in 
Appendix VI. 

A number of questions in the surveys concerned program reach and community involvement.  
Table 5.1, repeated from Chapter 4, describes the telephone survey samples. 

Table 5.1 Comparison of the number of households in the telephone surveys in the 
Shires of Bulla and Melton 

Survey  Shire of 
Bulla 

 Shire of 
Melton 

Pre-intervention 202 245 

Interim 111 0 

Post-stage 1 250 250 

Post-intervention 293 256 

 

By the end of 1993 (post-phase 1 survey), 44.6% of household respondents in the  Shire of 
Bulla had heard of the Safe Living Program as had 4% of the  Shire of Melton residents, 
indicating some contamination of program information into the comparison Shire.  Post-
intervention (1996), 46.6% of  Shire of Bulla householders surveyed had heard of the 
program compared with 2.8% of the comparison population householders.  This result was 
highly significant (chi square 135.98, p<0.001).  The interim survey indicated that 33% of 
household respondents had already heard of the Safe Living Program by August 1992. 

At the interim survey (1992), 28% of respondents in the intervention community had assisted 
in promoting a safety message to others in the previous year.  This rose to 29.4% in 1993 
(compared with Melton 22.8%) and 42.8% in 1996 (compared with Melton 35.9%).  The 
1996 difference was not statistically significant. 

With regard to residents attending or participating in any community meetings or activities 
relating to safety in the previous year, no significant change was observed for the  Shire of 
Bulla between the interim survey (20.7%) and the post-intervention survey (15.4%).  In 
addition, there was no significant difference between the two Shires post-intervention (Melton 
16.4%). 

The total community involvement, in the first three years, is estimated to have been 
approximately 300 volunteers, representing approximately 1% of the population of the  Shire 
of Bulla aged 20 years and over at that time.  These volunteers contributed to a number of 
activities including observations for bicyclist behaviour, safe routes to school, and footpath 
surveys. 

5.3 PARTICIPATION IN WORKING PARTIES 

Community volunteers, who served as members of formal working groups in key areas of the 
program, provided a major contribution to the program organisation and implementation.  The 
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available participation data is summarised in Table 5.2 expressed as the number of  Shire of 
Bulla community members who were in the working groups, at some time, and the average 
attendances of Bulla members at meetings. 

Table 5.2 Community participation in volunteer working groups 

Working group No of Bulla 
members 
1992-1993 

Total no of 
members 
1994-1996 

Average 
attendance 
1994-1996 

Bulla 
members 
1994-1996 

Bulla average 
attendance 
1994-1996 

Home /Children's safety 19 27 5  2 

Occupational Safety 6 20 15  2 

Traffic Safety 18 30 12  6 

Craigieburn Shopping Centre 
Car Park* 

9 * *  * 

Bicycle Safety* 9 * *  * 

Bus Safety* 25 * *  * 

Senior Safety 11 34 10  6 

Playgrounds and Schools 39 58 4  0 

Sports 15 102 10  4 

Total 151 194  Unknown  

* Combined into the traffic safety working group 

A number of working groups amalgamated in the 1994-1996 phase of the program, as 
indicated in Table 5.2, and others, including occupational and sports safety, were 
institutionalised into substantial ongoing projects managed by Council rather than program.  
The average overall attendance at meetings by  Shire of Bulla residents was 3.3 for the six 
ongoing working groups compared with 9.3 for the residents of the City of Hume as a whole.  
The  Shire of Bulla maintained its number of participants, the program would at least hold its 
community participation level. 

Overall, in the first three years (1991-1993) these working group volunteers represented 
approximately 0.5% of the  Shire of Bulla population aged 20 years and over though in part 
some left and were replaced by others.  The average proportion of residents participating  
over the three year period was not recorded, but would have been considerably smaller 
because some of the groups were short lived.  Records of average attendance in the second 
three years suggest there was a falling-off of participation by  Shire of Bulla residents in the 
program from 1994 - 1996.  No separate records were kept of the total number of  Shire of 
Bulla members (totals) for 1994-1996. 
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5.4 PUBLICITY 

5.4.1 Introduction 

Publicity for the program was carried out in accordance with a marketing strategy developed 
by a sub committee of the Safe Living Program Steering Committee26.  A variety of methods 
were used including direct mail, a monthly newsletter, weekly press reports, special 
information sheets and promotional items such as fridge magnets and bumper stickers. 

5.4.2 Media 

A total of 168 newspaper clippings that featured the Safe Living Program and its activities 
were collected between October 1990 and December 1993 (over one clipping per week on 
average).  The distribution of newspaper items over the three year period was 34% in the first 
year, 26% in the second and 36% in the third, with a greater proportion in the second half of 
each year.  The clippings were collected from thirteen different sources, with one-half from 
"The Regional" newspaper and over one-quarter from "The Telegraph".  Seventy-one percent 
of the clippings related to notices of program activities and events, 27% to the prevention of 
injuries and 4% to an injury or accident event.  No data were available from the  Shire of 
Melton, to determine whether or not injury articles occurred at a comparatively increased rate 
in the  Shire of Bulla. 

A comparable study of promotion using newspapers in a community of 38,000 people is 
reported by Mittelmart101.  Results are reported at the end of 3 years of a 5 year cardio-
vascular disease prevention program - the Minnesota Heart Health Program (MHHP).  The 
results for the intervention community were 180,500 paid newspaper inserts and 123 
newspaper stories, features and columns appearing in a daily newspaper.  The Safe Living 
Program achieved 168 stories in a similar period, together with the other means of publicity 
including those discussed in this section (5.4). 

A new media strategy was adopted after the local government amalgamations in 1994, 
Articles relating to the Safe Living Program, were paid for by the City of Hume Council and 
appeared fortnightly, or sometimes weekly, in the “Hume Observer”, one of the Leader group 
of newspapers.  Meanwhile, articles continued to appear irregularly in "The Telegraph".  In 
summary, the frequency of local newspaper articles was maintained at close to an average of 
one per week throughout the six years of the program. 

5.4.3 Safe Living News 

A multi-page newsletter, ‘Safe Living News’, was first published in 1991 as part of the 
marketing strategy for the Safe Living Program.  Although the initial rate of 10 issues each 
year was gradually reduced to 4, after 1993, 500 copies were mailed to key people or groups 
in the Shire throughout the six years of the evaluation.  Approximately 500 copies of each 
issue were available at Municipal Offices, safety courses and other community events and 
activities within the  Shire of Bulla.  Fifty issues were published over the six-year intervention 
period.  

In the telephone survey in 1993, post-phase 1 of the program, 27% of households reported 
they received ‘Safe Living News’ and nearly all of these respondents had read some of the 
contents.  Similar high reading rates by recipients were found in a survey carried out by a 
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group of medical students as part of their health promotion studies.  The impact measured by 
the student survey is discussed in Chapter 6.2. 

The post-intervention telephone survey revealed that only 17.1% of households reported 
receiving ‘Safe Living News’ reported a decrease of about one-third compared to the earlier 
survey.  Over three-quarters of the respondents indicated they had read it. 

5.4.4 Safety displays and promotions 

The analysis of the post-intervention telephone survey results indicated that 37.4% of  Shire 
of Bulla respondents and 26.6% of  Shire of Melton respondents recalled safety displays or 
promotions in conjunction with that year’s Craigieburn Festival or Sunbury Fair (1996).  The 
interim survey which only covered the  Shire of Bulla indicated that 13% of respondents 
recalled safety displays/promotions at the Craigieburn Festival or Sunbury Fair (which were 
located within the  Shire of Bulla).  The purpose of this question was to provide feed-back to 
the program rather than for comparison purposes.  The significant difference in recall between 
intervention and control populations, chi square 21.11, p<0.001, probably reflects only the 
local nature of the festivities, since no questions were asked about safety displays at local 
fairs. 

5.5 EDUCATION AND TRAINING 

5.5.1 Traffic safety education programs for schools 

VicRoads has a number of traffic safety education programs for different year levels at 
schools.  The Safe Living Program promoted the use of these programs in the schools and 
pre-schools in the  Shire of Bulla. 

5.5.1.1 Pre-school traffic safety educational program survey 
‘Starting Out Safely’ (SOS) is a traffic safety education program designed to enhance traffic 
awareness and safety among pre-school children.  A survey was conducted in the  Shire of 
Bulla over the period April to June 1993 to establish the level of use of the program in pre-
schools.  Data from VicRoads allows comparison with other shires, regions and the State.  
Follow-up data for 1994-1996 indicates an increase in the number of pre-school centres in the  
Shire of Bulla, but a drop in the proportion of pre-schools using the program between 1993 
and 1996 (Table 5.3).  In 1996 the proportion of  Shire of Bulla pre-school centres that uses 
SOS 58% had dropped below the regional usage level (62%).  No difference was found 
between usage in the intervention and comparison Shires. 
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Table 5.3 Comparison of use by pre-schools of Traffic Education Program 'Starting 
Out Safely’ 

Location 1991-1993 1994-1996 

 Pre-school Centres Proportion of 
pre-schools 
using SOS 
program  

(% ) 

Pre-school Centres Proportion of pre-
schools using SOS 

program  
(% ) 

Bulla Shire  18 75 24 58% 

Melton Shire 18 50 19 58% 

Region containing Shires* 472 42 587 62% 

Victoria 2240 37 2750 40-45% 

    * Western Metropolitan Region (1991-1993), North West Metropolitan Region (1994-1996) 

    Note:  Pre-school centres includes pre-schools and child care centres. 

The strong response to the SOS Program and the high involvement of teachers in the  Shire of 
Bulla in the first three years, did not continue to outpace the expansion of adoption of  SOS in 
the comparison community in the second three years.  The promotion of SOS by the Safe 
Living Program was the most likely explanation for the considerably greater uptake in the  
Shire of Bulla in 1991 - 93, compared to the  Shire of Melton, the region and the State (Table 
5.3).  No pre-intervention usage rates were available.  However, by 1996, SOS had no greater 
reach in the intervention versus the comparison regions. 

The method of promotion of SOS adopted by Safe Living was that they invited the VicRoads 
Pre School Traffic Safety Education consultant to address staff meetings of the pre-school 
teachers early in the program (March 1991) and again about a year later. Throughout the first 
three years, the Safe Living Program staff liaised closely with the teachers about traffic safety 
education, and also about other safety issues of concern to the teachers and pre-school 
committees.  In addition, a number of talks to parents of pre-school children were given.  The 
fact that the pre-schools are operated by the Shire assisted in establishing and maintaining a 
close working relationship between the program and the Centres. 

Responsibility for this program was transferred to VicRoads during the second three years of 
the program, with an apparent diminution of effectiveness in maintaining “better than 
average” reach for the  Shire of Bulla when compared with the  Shire of Melton. 

5.5.1.2 Traffic safety education program for schools 
The primary schools VicRoads traffic education program includes two components, Bike Ed 
and Streets Ahead.  The Safe Living Program promoted these programs in the  Shire of Bulla 
primary schools.  Surveys were conducted by program staff in 1992-1993 to assess the uptake 
and use of these programs  A summary of the results is shown in Table 5.4. 
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Table 5.4 Comparison of Proportion of Schools owning and utilising Primary School 
Traffic Education Programs 

Location 1991 - 1993 

 No of 
Schools 

Proportion 
utilising 
Program 

 
(%) 

Proportion 
owning Bike 
Education 
Program 

(%) 

Proportion 
utilising 
Program 

 
(%) 

Bulla 
Shire 

14 86 79 86 

Melton 
Shire 

16 38 63 56 

Region 368 52 44 52* 

Victoria 2203 51 49 49 

 

*  The higher figure for usage compared with ownership is accounted for by some schools 
borrowing programs from other schools 

In the first three years, the  Shire of Bulla had both a higher ownership and utilisation of  
Streets Ahead and Bike Ed than the comparison Shire, the region and the state.  It is likely 
that these higher levels resulted from the promotion effort put out by Safe Living Program. 

VicRoads manual records indicate that only 70% of schools own the Bike Ed program 
whereas regional data estimates that 49% of schools own the Bike Ed program.   These 
discrepancies suggest that comparisons between the  Shire of Bulla and the  Shire of Melton 
and the state are the best estimates and that the regional data is unreliable.  Although it was 
anticipated that pre-intervention data would be available from VicRoads, this did not 
eventuate. 

Responsibility for this program was transferred from VicRoads to the Department of School 
Education from 1994.  VicRoads has not been involved as the central co-ordinator since 1993 
and has not kept records.  The available data for this period has been supplied by the program 
staff.  Part of the explanation for the apparent reduction in the use of Bike Ed is that very few 
Bike Ed programs were sent to schools in the second trimester because they ran out of stock 
and the program is being revamped. 

5.5.1.3 Secondary schools traffic education program 
The secondary schools Traffic Ed Program consists of a number of resources including One 
Way, Cycle On, and three VCE kits to be used in physics, legal studies and psychology.  The 
ownership of these resources by secondary schools in the  Shire of Bulla for the period 1991-
1993 is shown in Table 5.5. 
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Table 5.5 Ownership of Traffic Ed Programs by Secondary Schools located in the  
Shire of Bulla 1991 - 1993 

Secondary College 'One Way' 
resource 

Physics Pack 
VCE resource 

Legal Studies 
Pack VCE 
resource 

Psychology Pack 
VCE resource 

Cycle 
On 

Craigieburn - Yes Yes - - 

Salesian Yes - - - - 

Sunbury Downs Yes Yes - - - 

Sunbury - - - Yes - 

 

The schools with VCE kits acquired them in 1993 for particular common assessment tasks 
(CATS) or Work Requirements.  Schools with the One Way kit had it by 1992.  Utilisation 
has not been determined by VicRoads.  No schools had purchased Cycle On kits.  VicRoads 
indicated that they have had difficulties in determining whether any staff in secondary schools 
in the  Shire of Bulla have been trained in the use of these kits. 

State and regional figures show a poor ownership level of One Way and Cycle On (at 
approximately 25% each) compared with ownership of Traffic Ed programs by primary 
schools.  No figures are available for utilisation.  Two of the 4 schools in the  Shire of Bulla 
owned One Way.  Due to the small numbers of secondary schools in the Shire, meaningful 
comparisons with the state were not feasible. 

In general terms the utilisation of the secondary school program appears to be poor.  Program 
staff indicate that the schools tend to concentrate their resources on other priorities.  After 
1993, Safe Living Program involvement with  Shire of Bulla secondary schools was further 
reduced, the only activity program staff undertook in secondary schools was several road 
safety talks to secondary students. 

Only Bike Ed has been evaluated in terms of injury outcome measures (Carlin et al, 1997, 
personal communication).  The major finding of this control study was that Bike Ed exposure 
was negatively associated with injury to child bicyclists.  This finding suggests that all Traffic 
Ed programs in schools should be rigorously evaluated. 

5.5.1.4 Train the trainers course in children’s safety 
The Safe Living Program in conjunction with the Child Safety Centre of the Royal Children's 
Hospital conducted two-day ‘Train the Trainers’ Courses in Children's Safety in 1992, 1993 
and 1996 and a total of 64 participants attended (29, 19 and 16 attendees respectively). 

The impact of the Course as measured by the numbers of participants who went on to conduct 
child safety courses themselves is discussed in Chapter 6. 

5.5.1.5 Introduction to emergency first aid 
During the first three years, the Safe Living  Program in conjunction with the Craigieburn 
Community Health Centre and other community members conducted Emergency First Aid 
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Courses which included a total of 6 hours over 2 or 3 sessions.  Twelve courses attended by  a 
total of 219 participants were held between May 1992 and August 1993. 

After 1993, the first aid training was upgraded to the full St Johns course, First Aid which 
involves (14 hours over 7 weeks), and two of these have been held since 1993 in the Shire 
attracting 28 and 16 participants respectively, bringing the total of participants in First Aid 
Training to 263.  In addition, a number of emergency first aid courses were conducted 
between 1994 and 1996 by maternal and child health nurses. 

Assuming that the total number of trained persons during the program was 300, this would 
represent 1.1% of the adult population (using the 1993 adult population figure for the Shire of  
26,905 as the denominator). The household rates of first aid training, as determined by the 
series of telephone surveys, showed no significant difference between the intervention and 
comparison Shires for having ever received first aid training in 1993 (72.3% Bulla; cf 66.4% 
Melton) and f values 1996 (66.0% Bulla; cf 65.2% Melton) or having received it in the 
previous three years in 1993 (45.2% Bulla; cf 42.7% Melton) and 1996 (55.2% Bulla; cf 
61.1% Melton). Given the relatively small reach of this training, this measure seems to have 
had little impact on the population as a whole.  

This result suggests that the desire to participate in first aid training has not necessarily been 
influenced by promotion of specific courses by the Safe Living Program, rather that the Safe 
Living Program course possibly was a convenient alternative to existing courses. 

5.5.1.6 National Sports Trainers Scheme : programs conducted in the  Shire of Bulla 
Sports Medicine Australia runs a number of programs, which include a focus on sports safety, 
under the National Sports Trainers Scheme.  The Safe Living Program promoted the basic 
Sports Medicine Awareness Course (SMAC) (conducted over three hours) and Level 1 Sports 
Trainers Course (an extended program over 24 hours plus an examination) (Table 5.6).  Six 
Awareness Courses and two Trainers Courses were conducted from October 1991 to April.  
Fewer courses were run since 1993.  No courses were conducted in the  Shire of Melton 
between 1991 and 1996. 

Table 5.6 Comparison of sports trainers scheme courses conducted in the  Shire of 
Bulla and Victoria 1991 - 1996 

Course 1991-1993 1994-1996 

 No participants 
in  Shire of 
Bulla 

Rate of 
uptake in  
Shire of 
Bulla* 

No.  
participants in 
Victoria 

Rate of 
uptake in 
Victoria 

No. 
participants in  
Shire of Bulla 

Rate of 
uptake in  
Shire of 
Bulla* 

No.  
participants 
in Victoria 

Rate of 
uptake in 
Victoria 

SMAC 94 238 ~1000 24 56 181 2769 84 

Level 1 
training 

31 79 ~1000 24 # # 1874 57 

Notes: * rate of uptake is a measure of the numbers of participants/100,000 population 

# no training: proposed courses abandoned due to lack of interest 

Participation rates for Victoria were extracted from the 1993/94, 94/95 and 95/96 Sports 
Medicine Australia annual reports.  Participants in the  Shire of Bulla Courses were drawn 
from local sporting groups including parents, coaches, trainers and players. 
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Although, the early results indicate a substantial uptake of the Sports Medicine Awareness 
course (10 times the state rate), and a good uptake of the Level 1 Training course (3 times the 
state rate) as a result of promotion by the Safe Living Program, this had fallen off by the 
second three years to a little more than twice the state average for the Awareness Course. 

5.5.1.7 Home Care staff talks 
The Seniors Safety Working Group of the Safe Living Program arranged for a series of talks 
to be given to the Shire's Home Care Staff.  A total of 5 talks were given in the  Shire of Bulla 
between 1991 and 1996.  There were a 62 participants at these sessions, comprising 20 who 
attended a talk given by a chief hospital pharmacist (September 1992) on safe use of 
medications by older people, and 42 who attended sessions on safety in the home given by 
occupational therapists (April 1993).  

The Home Care Services Co-ordinator attended an April 1993 session.  Talks in late 1996 
attracted the largest proportion of the total participants (25 of 62) but were too late to have a 
substantial effect on home safety practices during the evaluation period. 

The evaluation of the impact of these talks is documented in Chapter 6. 

5.5.1.8 Home safety talks to senior citizens 
The Safe Living Program arranged for occupational therapists to give a number of talks on 
home safety to a range of seniors groups within the Shire.  By December 1993, 133 senior 
Shire residents had attended these talks.  An additional 48 people participated in similar talks 
given in the period 1994-1996.  An undetermined number of residents attended more than one 
of these talks.  In all, approximately 8.2% of the Shire's senior citizens (assuming attendees 
were aged >65 years) had attended a home safety talk by the end of 1996. 

5.5.1.9 Summary of uptake by key people in the community of education and training by 
the Safe Living Program 

Key people are defined as local opinion leaders and those in a position to teach and train 
others.  Included in this definition are teachers, community group leaders, sports coaches, 
coronial staff and committed residents. 

Table 5.7 Total number of key participants in courses conducted/promoted by the 
program 

Course No of 
Participants 
1991-1993 

No of 
Participants 
1994-1996 

Train the Trainer in Children's Safety 43 16 

Level 1 Trainers Course in Sport 79 0 

Walk with Care trainers 11 0 

Home Help Training Course 23 25 
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Total 145 41 

 

Based on the Shire population for those aged 20 years and over at the midpoint of the 
program, the percentage uptake by the community of the Safe Living Program training key 
people courses was 0.6% by the end of 1996, assuming no attrition.  There was no more 
specific denomination available (such as potential participants who fall into this category). 
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5.5.1.10 Summary of community participation in courses offered by the Safe Living 
Program 

 

Table 5.8 Number of participants in courses conducted by the Safe Living Program 

Course  No of participants 
1991-1993 

No of participants 
1994-1996 

Sports Medicine Awareness Course 238 48 

Level 1 Sports Trainers Course 79 0 

Train the Trainer in Children's Safety 43 16 

Children's Safety Courses 328 369 

Successful Small Farm Management Course 28 - 

Introduction to Emergency First Aid Course 219 44 

Walk with Care 347 21 

Safe Living - Out and About 6 - 

Home Help Training Course 17 25 

Home safety talks to senior citizens 133 48 

Ed Med talks 20 - 

Home Safety talks 80 25 

Drinking and Driving 14 - 

Safe working with keyboard screens 25 - 

Infant restraint use 17 Unknown 

School safety - teachers 18 Unknown 

Falls prevention - doctors 6 14 

Traffic and Home Safety 130 Unknown 

Sport injury prevention - teachers 30 - 

Total 1774 610+ 

 



62 MONASH UNIVERSITY ACCIDENT RESEARCH CENTRE 
 

The participation in courses conducted under the auspices of the Safe Living Program are 
summarised in Table 5.8.  Those not described in detail above are covered in the Safe Living 
Program report26.  Although information was not collected on participation in all courses 
conducted in 1994 - 1996, available information shows that an increase in the rate of 
participation occurred for Children’s Safety Courses, Home Help Training Courses and Falls 
Prevention Course for General Practitioners. 

The general community participated in program courses in injury prevention and control at a 
level of 6.4% by 1993.  This figure would have reached at least 12.2% by the end of 1996 if 
there were no movement out of the Shire.  The participation rate for seniors in educational 
program activities by the end of 1996, assuming that they only participated once and no 
population attrition, was somewhere between 19.4%, if calculated on population figures for 
residents aged 60 years and over, and 26.7% if calculated on residents aged 65 years and 
above. 

5.6 SPORTS GRANTS FROM THE VICTORIAN HEALTH PROMOTION 
FOUNDATION (VICHEALTH) 

Funding applications to VicHealth for sports safety equipment grants was actively supported 
by the Safe Living Program.  The results of submissions for grants is shown in Table 5.9. 

Table 5.9 Comparison of the number and size of VicHealth sports safety equipment 
grants to the Shires of Bulla and Melton 1993 - 1996 

Shire Club Names Equipment Amount $ 

1993    

Bulla Craigieburn Basketball association Wall Padding 1,250 

Bulla  Greenvale Cricket Club Inc Helmets 600 

Bulla Sunbury Cricket Club Inc Bowl Shepherds, Non slip mats 560 

Bulla Sunbury Rugby League Goal post pads 600 

Melton No grants given  - 

1994-1996    

Bulla Greenvale Football Club Inc Goal Post Padding 130 

Bulla Greenvale Softball Club Leg Guards 1450 

Bulla Craigieburn Basketball Association Wall Padding 2000 

Melton Glenlyon Pony Club Helmets 300 

Melton Diggers Rest Junior Football Club Goal Post Padding 1000 

Melton Melton Satelite City Netball  Goal Post Padding 272 

Melton Melton South Junior Football Club Goal Post Padding 1056 

Melton Rebel Bowmen Inc Barrier Mesh & Poles 1500 
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In 1995 VicHealth made 332 grants to sporting clubs in Victoria for sports safety equipment.  
The  Shire of Bulla received 4 of these grants, the  Shire of Melton none.  The success rate for  
Shire of Bulla was 10.2 grants per 100,000 population which was higher than the State rate of 
7.8 per 100,000.  Although the  Shire of Bulla received 4 of the 332 available grants in 1993 
(1.2%), it received only 3 of 971 (0.3%) in 1994 -1996. 

Over the total six year program, the  Shire of Bulla received seven grants, valued at $6590, 
while Melton received five, valued at $4128 (Table 5.9).  However, VicHealth’s policy to 
fund evenly across regions probably biased these results. 

5.7 SAFETY PRODUCTS 

5.7.1 Safety product outlets 

The Safe Living Program actively encouraged local traders to stock safety products.  The 
program produced two issues of a local guide of outlets for safety products.  These were 
based on surveys of local traders.  The first issue was published and distributed in June 1991 
and the second in April 1993.  A comparison of the number of local outlets selling safety 
products at the time of each of the publications is summarised in Table 5.10.  They indicate a 
large increase (50%) in retail outlets selling safety products in the major town in the  Shire of 
Bulla (Sunbury) but no increase or a decrease, in outlets in the two smaller towns. 

Table 5.10 Comparison of the number of outlets for safety products listed in the local 
buying guide 1991 and 1993 

Town in  Shire of 
Bulla 

No.  of outlets in 
1st issue June 
1991 

No.  of outlets 
in 2nd issue 
April 1993 

% change 

Sunbury 22 33 50 (11/22) 

Craigieburn 6 5 -16.7 (1/6) one shop closed 

Greenvale 3 3 0 

 

This intervention was discontinued in 1994.  The sale of safety products in the  Shire of Bulla  
is discussed in the impact evaluation (Chapter 6). 

5.7.2 Home safety package 

Two versions of a home safety package were delivered to all homes in the  Shire of Bulla in 
1991 and October 1996 respectively.  Recall of these packages was monitored by telephone 
surveys.  Recall diminished from 27.5% in 1992 to 9.3% in 1996.  Measurement of the impact 
of the package is discussed in Chapter 6. 
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5.8 OLDER PERSON SAFETY PROGRAM 

5.8.1 Introduction 

The Seniors Safety Working Group developed a strategy for reducing injuries among senior 
citizens which addressed a number of risk factors and involved health professionals and care 
givers for older people. 

Implementation of the strategy began in mid-1992 and continued through 1996.  The strategy 
was generally aimed at Shire residents aged 65 years and older who were living in the 
community.  The distribution of resources and activities undertaken by the program were not 
strictly focussed on those 65 years and over.  Residents under 65 years may have participated 
in and/or benefited from the seniors safety strategy.  Therefore, where appropriate, the reach 
of the Seniors Safety Strategy is shown as a range, generated by using population 
denominators for residents aged 60 years and over (1992 N= 2534, 1993 N= 2658, 1996 N= 
3030), and residents 65 years and over (1992 N= 1791, 1993 N= 1894, 1996 N=2204), as 
determined from interpolated ABS census statistics.  It should be noted that census population 
data includes older people living in institutions such as long term geriatric centres and 
psychiatric centres.  Ideally this group of older people should be excluded from the 
denominator.  However, there was no information on the number in this group. 

5.8.2 Walk with Care 

This community-based older pedestrian safety program (Walk with Care), designed by 
VicRoads, was adopted by the  Shire of Bulla Council (on the recommendation of the Safe 
Living Program Advisory Committee) as part of the Seniors' Safety Strategy.  The program 
integrates education, engineering and advocacy strategies.  The  Shire of Bulla was the first to 
adopt the program without special VicRoads funding, although VicRoads contributed staff 
time and resources. 

Eleven ‘Walk with Care’ discussion leaders were trained by the VicRoads Pedestrian 
Advocate for the North West Region.  Five health care workers, three Shire staff, two Shire 
residents and one Shire Councillor.  Five of the eleven trained leaders held a total of 15 
discussion sessions attended by 347 Shire senior citizens between September 1991 and June 
1993.  A further 21 senior citizens attended discussion sessions between 1994 and 1996.  This 
total represents 12.1 - 16.7% of the Shire's senior residents. 

Approximately 60 advocacy issues relating to pedestrian hazards raised during these 
discussion sessions were referred to the various Council departments for prioritising and 
attention.  The outcome of these referrals is not known. 

5.8.3 Activities Guide 

‘Safe Living’ compiled a guide of activities, including social, craft and exercise activities, 
available in the Shire for residents aged over 50 years.  By 1993, a total of 3000 were 
distributed which corresponded to a reach of at least 58% of the Shire residents (some copies 
may have been distributed to couples living together) over 50 years of age.  The Guide’s 
direct relevance to injury prevention is marginal. 

After 1993, this guide was distributed through the Social Support Department, which does not 
keep distribution records. 
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5.9 ‘SUCCESSFUL SMALL FARM MANAGEMENT’ COURSE 

The ‘Successful Small Farm Management Course’ was developed in conjunction with an 
agricultural consultant.  The course was conducted in August 1993 and 28  Shire of Bulla 
residents had participated.  It was designed to assist small farmers to establish links with more 
experienced farmers and obtain local knowledge.  The issues of safety and conservation were 
addressed with a large component of the course devoted to fire, manual handling, chemical 
and tractor safety. 

Participants expressed interest in forming a Farm Safe Working Group, however this did  not 
proceed.  Some resources from the course were provided to the Broadmeadows TAFE college 
to conduct a similar course.  There was no follow-up to find out whether the TAFE  course 
eventuated. 

5.10 TIMELINES 

A schematic representation of the timelines for the implementation of selected components of 
the Safe Living Program is shown in Figure 5.1 

It is apparent that most intervention activities were not in place before late 1991 and several 
commenced in later years.  While some activities were continuous e.g. distribution of the Safe 
Living News, others were one-off or offered intermittently e.g. smoke detector subsidies, farm 
management course.  The intervention program appears to have been most active in 1992 and 
1993 and a number of activities stopped after 1993 e.g. the guide to safety product outlets, 
sports trainer courses.  Some interventions, such as ‘Play it Safe Sport’63 commenced too late 
in the evaluation period to have a measurable effect. 
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Figure 5.1 Schematic representation of timelines for selected components 
of the Safe Living Program 1991 - 1996 

Jan '91 June '91 Dec '91 June '92 Dec '92 June '93 Dec '93 June '94 Dec '94 June '95 Dec '95 June '9

1 1

2 2

3 3

4(a) 4(a)
4(b) 4(b)

5 5

6 6

7 7

8 8

9 9

10 10

11 11

TIME
LEGEND

1 SMOKE DETECTOR SUBSIDY 5 TRAIN THE TRAINER (CHILD SAFETY) 9 FOOTPATH CYCLING
2 SAFETY HARNESS REBATE SCHEME 6 FIRST AID COURSES 10 HOME SAFETY PACKAGE
3 PRAV 7 SAFETY PRODUCT GUIDE 11 PLAY IT SAFE SPORT
4 SPORT COURSES 8 WALK WITH CARE x INDIVIDUAL COURSE OR ITEM

(a) AWARENESS
(b) TRAINERS

x

Dec '96

x

x x

x

x x

x x

 

5.11 INSTITUTIONALISATION 

As described in Chapter 3, the Safe Living Program as a whole was integrated into the wider 
City of Hume in 1994 after Council amalgamations.  It has been successfully institutionalised 
into the City of Hume’s functions including the Council’s corporate plan and the health 
services tender documents (1997).  Council departments have taken over responsibility for 
safety activities and the program, as a separate entity, will cease to operate in June 1997.  The 
sustainability of the program and its elements under these new arrangements is still to be 
determined. 

5.12 PROGRAM REACH 

To the extent possible, reach of the program’s key interventions is described by Table 5.11.  
Population statistics for adults (>20 years) or older persons (>60 and >65 years) in 1993 and 
1996 were used to estimate reach.  Where the intervention was considered to have a 
cumulative effect, reach was estimated using the total number of participants by 1996. 

Statistically significant differences were found in favour of the  Shire of Bulla (compared 
with the  Shire of Melton) in the 1996 telephone survey for: 

• awareness of the Safe Living Program 
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• receipt of the Safe Living News 

• receipt of the home safety package 

• recall of safety displays at fairs 

This finding suggests that, despite the community participation in courses and meetings 
reported earlier in this section, the reach of the program to the whole population of Bulla or 
the targeted segments of the population was relatively limited. 

The available measures of reach for the comparison community (awareness of Safe Living 
Program 2.8% compared with the  Shire of Bulla 46.6% and households receiving ‘Safe 
Living News’ 2.6% compared with 17.1%  Shire of Bulla) suggest a low level of 
contamination of the comparison municipality by program activities. 

Table 5.11 Reach for community activities and interventions 

 Program Reach 

Activity/Intervention 1991 - 1993 % 1994 - 1996 % 

 Bulla Melton Bulla Melton 

Awareness of Safe Living Program 44.6 4.0 46.6 2.8 

Assisted in promoting safety message to others in past 12/12 29.4 22.8 42.8 35.9 

Working Group Members 0.5 - - - 

Total Volunteers 1 - <1 - 

Households receiving Safe Living News 27 1.2 17.1 2.6 

Households reading Safe Living News - - 13.3 - 

Total reach of first aid training program   1.1  

Total reach of senior citizens home safety talks *   8.2  

Total reach of training for key persons **    0.6  

Total community participation in injury prevention courses 6.4  12.2  

Total seniors participation in education program   19.4 - 26.7***  

Total seniors participation in Walk with Care   12.1 - 16.7***  

 

Notes: 
* Assumes participants >65 years 
** Proportion of adult population 
*** Range using population 60 years or above and population 65 years or above 
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CHAPTER 6 

6 RESULTS: IMPACT 

6.1 INTRODUCTION 

Impact evaluation assesses the effectiveness of a program by measuring of the effect on, or 
changes to, factors which contribute to, cause or protect against injuries. 

The impact evaluation of the Safe Living Program includes measuring of changes in the level 
of hazards, safety improvements to the environment, and knowledge, attitude and behaviour 
of the community towards injury and injury prevention.  Not every intervention activity 
reported in the Safe Living Program progress reports have been evaluated26,43,62.  The 
emphasis of this evaluation has been placed on those intervention activities judged to be 
likely to have beneficial results in terms of impact and outcome. 

6.2 ‘SAFE LIVING NEWS’ 

The process evaluation, including the reach of the ‘Safe Living News’ is discussed in Chapter 
5 (Section 5.4.3). 

An evaluation of the impact of the Safe Living News was conducted by four Monash 
University medical students, working with program staff, as part of their Health Promotion 
and Preventive Medicine program.  Five hundred questionnaires were sent to residents on the 
mailing of ‘Safe Living News’ (considered to be key persons in the Shire who are in a 
position to influence others) and additional surveys were distributed by the students to local 
businesses.  Because the mailed back response rates were very poor, the students conducted 
telephone interviews using the questionnaire.  

The response rate of 20% of the total sample (which had been extended to include local 
businesses).  The low response rate and shortcomings in research design introduced 
substantial bias so the findings are not presented here.  A more appropriate method would 
have been to randomly select non-respondents on the mailing list for telephone interview and 
to compare this group with the original respondents to test representativeness. 

6.3 PRODUCT SAFETY 

6.3.1 Safety Package 

The results of the 1991 interim survey showed that 27.5% of the adult respondents in the 111 
households surveyed recalled receiving the home safety package, which was delivered 12 
months earlier to all households in the  Shire of Bulla.  After a similar package was 
distributed in 1996, the recall rate among the respondents at the 293 households surveyed two 
months later was only 9.3%. 

The impact, as measured by the telephone surveys is described by Table 6.1.  While the time 
from delivery of the first package may have affected recall in the interim survey, such an 
effect should have been less in the December 1996 survey, because the package was delivered 
much closer to the interview period. 
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The proportion of  Shire of Bulla residents who read the package, thought it was 
useful/interesting and made changes in response to the information in the package, was 
considerably lower in the post intervention survey. 

Table 6.1 Recall and use of the safety package from telephone surveys 

Impact  Shire of Bulla 

Interim Survey 

1991 

 

 

n=111(%) 

 Shire of Bulla 

Post-intervention 

Survey 

1996 

 

n=293(%) 

 Shire of Melton 

(Control) Post-intervention 
Survey 

1996 

n=256 (%) 

Recall receiving package 30 (27.5%) 27 (9.3%) 10 (4.0%) 

Read package items 31 (27.9%) 24 (8.2%) 6 (2.3%) 

Thought package 
useful/interesting 

28 (25%) 18 (16.1%) 5 (2.0%) 

Made changes to prevent 
accidents 

6 (5.4%) 1 (0.3%) 1 (0.4%) 

 

6.3.2 Safety product sales 

The Safe Living Program worked with the Bunyips and Toadstools Children's Shop in 
Sunbury to promote child care products.  The shop sales of child seats and restraints are 
shown in Table 6.2 and comments by the store owners on general sales of other children's 
items in the shop are included to enable any effects on sales of the economic downturn in 
Victoria to be assessed. 

Table 6.2 Sales of child car seats and restraints 

Year Sales of Britax child seats and restraints $ Comment on general shop sales 

1990 10,000 Shop sales buoyant 

1991 15,000 Shop sales static 

1992 20,000 Shop sales lower 

1993 19,500 Shop sales lower 
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The sales figures for Britax child seats and restraints increased by approximately 100% by the 
end of 1992 and this increase was largely sustained into 1993 despite a downturn in the sales 
of other children’s items in the shop from 1992 onwards.  The business conducted by the shop 
was restricted to children’s wear in the second three years of the Safe Living Program. 

Investigations were conducted of other key outlets for safety equipment, eg., Thrifty Link 
Hardware (Craigieburn), Handyman's Hardware (Sunbury), Coles New World (Sunbury), 
Tuckerbag (Craigieburn), Bi-lo (Greenvale) to gauge changes in sales of safety products but 
these were unsuccessful.  Most stores indicated that they lacked the resources necessary to 
systematically track sales.  The commercial nature of this type of information may also have 
influenced the shopkeepers/managers’ decision not to track or reveal sales data. 

6.3.3 Royal Children’s Hospital Child Safety Centre sales 

An attempt was also made to determine the extent of sales of safety products by the Royal 
Children's Hospital Child Safety Centre to residents of the Shires of Bulla and Melton.  The 
Centre’s record keeping was not designed for this purpose and data was too difficult to extract 
within the available resources. 

6.3.4 Safety knowledge, attitudes and awareness 

A number of the telephone survey questions related to safety knowledge, attitudes and 
awareness.  Table 6.3 summarises the results of the survey and reveals significant differences 
between the Shires of Bulla and Melton post-intervention and within and between Shires in 
the pre- and post-intervention surveys.  Questions relating to later Safe Living initiatives were 
included only in the 1993 and 1996 surveys.  Appendix VI provides complete survey results. 

Where there were positive changes on safety issues in the  Shire of Bulla against a negative 
trend in the  Shire of Melton i.e. inclusion of CPR in first aid training and scalding hot water 
in the home the increases were small and not significant, except for safety laws (p<0.01). 

Where there were increases in knowledge and awareness of  Shire of Bulla residents on safety 
issues over the three or six year period (i.e. knowledge and availability of safety items, 
awareness of local safety prevention programs, participation in safety discussions) these were 
matched or bettered in the  Shire of Melton. 

Contact with council over safety matters and the perception that home accidents are 
preventable actually decreased in the  Shire of Bulla between 1990 and 1996 surveys (p<0.05) 
as did first aid training for household members between 1993 and 1996 surveys (not 
significant). 
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Table 6.2 Safety knowledge, attitudes and awareness, Shires of Bulla & Melton 1990, 
1993 and 1996 

 

Positive Responses to survey 
questions:  

 

 

1990 

 

1996 

 

Difference 

(%) 

 

Difference 

(%) 

 

Significant 
difference  

 

 

(Yes answers) 

Bulla  

B1 

(n=202) 

% 

Melton 

M1 

(n=245) 

% 

Bulla 

B3 

(n=293) 

% 

Melton 

M3 

(n=256) 

% 

 

B1 B3 

 

M1 M3 

 

p< 0.05 

Have you ever contacted your local 
council about an accident prevention 
or safety matter? 

11.9 
(24) 

6.6 
(16) 

n=243 

11.0 
(32) 

n=291 

10.5 
(27) 

- 0.9 + 3.9 B1 M1 

(p=0.05) 

Do you know where in your area you 
can buy safety products for home 
leisure or everyday activities? 

45.3 
(91) 

n=201 

43.4 
(106) 

n=244 

83.2 
(243) 

n=292 

88.7 
(227) 

+ 37.9 + 45.3 B1 B3 (p<0.001) 

M1 M3 
(p<0.001) 

Are you aware of any safety or 
accident prevention programs or 
activities in your Shire or local 
community? 

21.8 
(44) 

13.3 
(32) 

n=241 

36.2 
(105) 

n=290 

28.5 
(73) 

+ 14.4 + 15.2 B1 M1 

(p=0.016) 
B1 B3 (p<0.001) 

M1 M3 
(p<0.001) 

What percentage of accidents around 
the home do you think are 
preventable? (>50%) 

84.1 
(170) 

87.0 
(207) 

n=238 

76.7 
(224) 

n=292 

65.4 
(159) 

n=243 

- 7.4 - 21.6 B1 M1 

B3 B1 

M3 M1 
Do you favour laws requiring safety 
improvements, or should people be 
free to make their own choices about 
safety? 

56.9 
(115) 

63.4 
(154) 

n=243 

59.8 
(174) 

n=291 

47.8 
(122) 

n=255 

+ 2.9 - 15.6 B3 M3 

(p<0.01) 
B1 B3 (p=0.04) 

M1 M3 
(p<0.001) 

The following questions were only 
included in the 1993 and 1996 
surveys: 

1993 

n=250 

1996 B2 B3 M2 M3  

Has anyone in the household ever 
received first-aid training? 

72.3 
(180) 

n=249 

66.4 
(166) 

66.0 
(192) 

n=291 

68.2 
(167) 

- 6.3 - 1.2 NS 

Did that training include mouth-to-
mouth resuscitation and heart 
massage (CPR)? 

92.9 
(166) 

n=180 

93.4 
(155) 

n=166 

95.8 
(184) 

n=192 

90.4 
(151) 

n=167 

+ 2.9 - 3.0 NS 

Has any first aid training taken place 
in the last three years? 

62.2 
(112) 

n=180 

63.3 
(105) 

n=166 

55.2 
(106) 

n=192 

61.1 
(102) 

n=167 

- 7.0 - 2.2 NS 

When your hot water is at its hottest, 
could it scald (burn) a young child? 

70.2 
(174) 

n=248 

77.1 
(192) 

n=249 

71.2 
(208) 

n=292 

75.8 
(194) 

+ 1.0 - 1.3 NS 

Have you attended or participated in 
any community meetings or activities 
where safety has been specifically 
discussed in the past 12 months? 

15.3 
(38) 

n=249 

11.2 
(28) 

15.4 
(45) 

n=292 

16.4 
(42) 

+ 0.1 + 5.2 NS 

Are you aware that riding bicycles on 
the footpath in the   Shire of Bulla is 
allowed by law? 

N/A N/A 33.0 
(94) 

n=285 

7.6 
(19) 

n=250 

N/A N/A B3 M3 

(p<0.001) 
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6.3.5 Safety switch installation in Council buildings 

Safety switches are designed to cut a power circuit immediately if power leaks to earth as a 
result of eg., a faulty appliance or insertion of an object into the power point.  The  Shire of 
Bulla Safe Living Committee recommended to Council in 1991 that safety switches be 
installed in Council premises and implementation commenced in 1992/93 following the 
purchase by Council of around 100 portable units. 

Table 6.3 Comparison of installation of safety switches in Council buildings, Shires of 
Bulla and Melton, December 1993 

Building Bulla Melton 

Pre-schools 7 12 

Maternal and Child Health Centres 3 8 

Other 32 18 

Total **42 48 

 

* Other - includes pavilions, a library, a child care centre, depots, offices, a community centre, and halls. 

** Another 18 were planned to be installed in 1994 

A key person in the  Shire of Melton took the decision to recommend installation of safety 
switches in the same period so no difference between the  Shire of Bulla and the  Shire of 
Melton was observed on this measure. 

6.3.6 Sales of Finger-safe and other products from ATP Fabrications. 

Table 6.4 Numbers of products sold from the beginning of 1992 to mid 1993 

Location Stove guard Poison Cabinet Finger-Safe 

Sunbury 

(Bulla) 

8 7 8 

Melton township 2 4 3 

Victoria 92 143 460 

 

Products were promoted through the  Shire of Bulla Council using a stall in the local 
shopping centre.  Interest and feedback from shoppers was noted by program staff. 
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The Finger-Safe device is manufactured only by ATP Fabrications who supplied sales figures.  
Hence the penetration into the  Shire of Bulla homes with young children was known to be 
minimal at that time (Table 6.5).   Although the sales were small for all safety products 
manufactured by ATP Fabrications,  Shire of Bulla sales were more than double those of the  
Shire of Melton. 

6.3.7 Finger-safe installation in Council pre-school centres 

Finger-safe installation was promoted by Safe Living  in pre-schools from 1992 to 1993.  Two 
of  the twelve pre-schools in the  Shire of Bulla had installed them by late 1993 but none had 
been installed in the four child care centres.  The cost is approximately $500 for installation to 
all doors in a pre-school centre and the decision to allocate funds was left to the discretion of 
the director of the pre-school because the cost would come from their budget. 

6.3.8  Smoke detector subsidies for older persons 

The subsidy of $5.00 per smoke detector was initially promoted by mailout, late in 1991, to 
pensioners who were recipients of the rates assistance scheme and later opened up to all 
pensioners with less promotion in 1992.  Some households bought two smoke detectors. 

The subsidy payment periods were 2 months at the end of 1991 for assisted pensioners (active 
promotion) and the first 10 months of 1992 for all pensioners (low level promotion). 

The uptake of subsidies by pensioners in the Shire is indicated in Table 6.6.  It is assumed that 
the households which bought subsidised smoke detectors also installed them.  This 
intervention was not repeated in later years of the Safe Living Program. 

Table 6.5 Smoke detector subsidies claimed by pensioners December 1991 to end of 
1992 

Pensioners Number of 
Pensioner 

Households 

n 

Number of 
households with 

subsidies 

   n        (%) 

Rates assisted 

(prime target group) 

~800 89            (~11) 

Non rate assisted 

(secondary target) 

~1000 30             (~3) 

Total ~1800 119            (6.6) 

 

After the intervention, the proportion of rates-assisted pensioner households with subsidised 
smoke detectors was estimated to be 11%.  Some households bought more than one smoke 
detector as shown in Table 6.7, resulting in total purchases of 176 subsidised smoke detectors. 
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Table 6.6 Number of pensioner households having subsidised smoke detectors 

Number of Subsidised Smoke Detectors 
in Pensioner Households 

Number of 
households 

1 62 

2 57 

Total 119 

 

Active promotion, by means of individual letters sent to each eligible person, appears to have 
generated a satisfactory response from the rate-assisted pensioners.  The lower response from 
all pensioners may be accounted for by the lower level promotion (addresses were not 
available for non-rates assisted pensioners).  A further consideration should be the proportion 
of pensioner households which already had smoke detectors but these data were not available. 

The Australian Bureau of Statistics95 'Safety in the Home' survey conducted in November 
1992 showed that 33% of surveyed Melbourne households had a smoke detector installed in 
their dwelling.  The evaluation telephone survey post-phase 1 indicated that by December 
1993, 66% of both the  Shire of Bulla and Melton households had smoke detectors installed.  
By December 1996, the post-intervention telephone survey showed  that the proportion of 
households with smoke detectors installed had risen to 89.0% in the  Shire of Bulla and  
89.5% in the  Shire of Melton.  

There is no apparent difference between the proportion of smoke detectors in each of the 
Shires.  The installation figures in 1996 are higher than the proportion of Melbourne 
households with smoke detectors installed, reported in a Metropolitan Fire Brigade survey in 
May 1996106.  These results suggest that newer housing areas have higher installation rates, 
but that the Safe Living Program campaign had no additional effect on smoke detector 
installations compared with the  Shire of Melton. 

6.4 ROAD SAFETY 

6.4.1 Child Restraint Fitting Station  

Prior to the Safe Living Program there was no approved child restraint fitting station in the  
Shire of Bulla.  Program staff were responsible for achieving the establishment of an 
approved service at Shepherds Smash Repairs in Sunbury in February 1991. 

By 1993, there were 40 restraint fitting stations in Victoria, 23 of which were located in the 
metropolitan area (including Sunbury) and 17 in rural areas.  Melton had  no approved 
restraint fitting station.  On average, Shepherds received 4 enquires, fitted 1 restraint, and 
checked 2 restraints per week from February 1991.  Receipts are issued when restraints are 
fitted and these data formed the basis for estimating the level of activity at different fitting 
stations in the state from 1991 - 1993 (Table 6.8).   
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Shepards indicated that restraint fitting continued at about the same rate during the period 
1994-1996.  It was not possible to up-date control data.  The RACV did not keep  records, and 
also indicated that records were no longer available from individual centres. 

Table 6.7 Comparison of receipts issued for restraint fitting for different localities 
(RACV) 1991 - 1993 

Location Receipts 
Issued 

Population  Rate/100,000 
population 

Bulla 123 39,299 313 

Victoria 8500 4,243,716 200 
approximately * 

* Note:  The crude figures for the state are based on a 1993 Vic Roads estimate of 80% as the 
proportion of receipt books filled.  Records of total receipt books issued and numbers of receipts 
returned to VicRoads were not available after 1993. 

Figures for the period 1991-1993 indicate a higher restraint fitting rate in the  Shire of Bulla 
when compared with the state as a whole (Table 6.8).  The populations in the townships of 
Craigieburn and Greenvale in the  Shire of Bulla are some distance from Sunbury and 
program staff reported that they were more likely to seek a restraint fitting service more 
conveniently located outside the Shire. 

6.4.2 Child safety harness rebate scheme 

The Safe Living Program promoted the North West Community Road Safety Council rebate 
scheme which encourages parents of small children to purchase a child safety harness for use 
in motor vehicles. 

Table 6.8 Number of rebates recorded for the  Shire of Bulla localities 1991 - 1993 

Localities in the  Shire of Bulla Number of Rebates (1991-1993) 

Sunbury 40 

Greenvale 8 

Craigieburn 6 

Mickleham 3 

Attwood 1 

Total 58 
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Table 6.9 Child safety harness rebate in surrounding Municipalities and Shires 
1991 - 1993 

Municipality Rebate Population Rate 

Bulla 58 39305 1425 

Essendon 34 52663 1109 

Broadmeadows 22 103018 289 

Keilor 15 106083 176 

Brunswick 2 39902 110 

Coburg 1 50615 34 
  Rate per 100,000 population 

The results shown in Table 6.9 and 6.10 indicate that the Safe Living Program was successful 
in promoting a relatively higher level of purchases of child harnesses in the  Shire of Bulla 
compared with other Shires/Municipalities (no information was available for Melton).  The  
Shire of Bulla population of children aged 5-9 years was 3985 at the 1991 census.  The uptake 
rate for the child safety harness rebate was 1.5% for this age group (1991-1993).  Information 
on the level of child safety harnesses which were already fitted to all vehicles carrying 
passengers aged 5-9 years is unknown.  No information on rebate rates is available from 
VicRoads for the period 1994-1996. 

6.4.3 Safety Audit of main roads and Council action by November 1993 

The Safe Living Program, in co-operation with the Council Emergency Department, 
conducted an audit of the  Shire of Bulla main roads and recommendations to Council for 
changes to these roads to improve safety in mid.  Changes completed by Council by the end 
of 1993 are shown in Table 6.11. 

Table 6.10 Road safety audit and changes to roads 1991 - 1993 

Road Safety Audit and Changes  Number Percentage of 
recommendations 

Total changes recommended to Shire 
Council 

176  

Total action by Shire at November 1993 82 47 

To be done in Shire's 5 year plan 19 11 

Responsibility of other agencies 
/individuals* 

36 20 

Cost prohibitive/impractical to fix 39 22 
* State Electricity Commission, VicRoads, individuals or private business 

By November 1993, 47% of the recommended changes had been made.  Although a further 
11% were planned to be achieved by the Shire within this 5 year plan, it was not possible to 
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determine whether these were actually achieved because of the local government 
amalgamation.  The remainder of the recommended changes were outside the responsibility 
of the Shire or considered too costly or impractical to fix. 

6.4.4 Safe Routes to School 

The  Shire of Bulla Council allocated $25,000 to the Safe Routes to School Program for 
minor traffic engineering works as a result of advocacy by the Safe Living Program.  
VicRoads allocated a further $10,000.  The engineering works were completed in 1994. 

6.4.5 Footpath cycling and helmet wearing 

6.4.5.1 Introduction 
VicRoads commissioned MUARC to conduct an evaluation of the effects of legalisation of 
footpath cycling in the  Shire of Bulla.  The evaluation was based on a pre-post observational 
study.  The pre-intervention study was conducted in selected sites in October 1991 to assess 
bicycling behaviour, including helmet wearing, and footpath use prior to the legalisation of 
footpath bicycling.  In order to adequately sample time periods (mornings and afternoons, 
weekdays and weekends) the footpath cycling survey was conducted over a period of seven 
days, in three localities in the Shire (Sunbury, Craigieburn and Greenvale) at different times 
of the day.  No observations were made at night due to the low frequency of injury to 
bicyclists at this time. 

The second, post-trial survey was conducted 12 months later to assess whether there had been 
a change in the location of bicycling (road versus footpath) after the new law had been in 
effect for more than 11 months.  This survey was also conducted over seven days, in the same 
sites and time periods as used previously.   

Identical survey methods were used during both surveys to enable a valid evaluation of the 
effects of the change in footpath bicycling law and promotions of helmet wearing, in the  
Shire of Bulla. 

The results are summarised below and the full report of this study is published separately64. 

6.4.5.2 Footpath Cycling Trial 
A State government regulation allowing footpath cycling in the  Shire of Bulla was achieved 
as a result of advocacy by the Safe Living Program and implemented in late October 1991.  A 
statistically significant increase of 47% to 56% in footpath versus road cycling, p<0.01, 
occurred between October 1991 and October 1992.  Several extensions to the legalisation of 
footpath cycling were subsequently negotiated with the State Government to April 1998. 

6.4.5.3 Bicycle Helmet Wearing 
The pre and post observational studies of bicyclists revealed that, the average helmet wearing 
rate in 1992, in the  Shire of Bulla (58%) was lower than those observed in metropolitan 
Melbourne (76%).  Furthermore, unlike trends reported for Melbourne, the rate in the Shire 
decreased from 60% to 58% while Melbourne rates increased from 64% to 76% over the 
period 1991-1992.  Helmet wearing rates were particularly low among teenagers and this 
group was the target of activities aimed at increasing helmet wearing in the Shire. 
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An additional observational survey of  helmet wearing behaviour by bicycle riders was 
conducted in November 1993 in Craigieburn following local community promotion, using the 
same locations and times as for previous surveys. 

The results of the 1993 observational survey indicated that 68% of cyclist wore a helmet 
while riding.  The age group who wore their helmets least was those aged 12 - 17 years.  
Overall there was an increase in the helmet wearing rate in Craigieburn from 40% to 68% 
from 1991 to 1993 inclusive.   

No follow-up studies of footpath cycling or helmet wearing have been conducted since 1993.  
However, the local footpath cycling law has been maintained in the Shire until the present 
(1997). 

6.5  HOME DESIGN 

6.5.1 Safe Living House 

A Safe Living House incorporating approximately 60 safe design features (mostly structural) 
was built by a local builder (David Telfer) in a display village in the  Shire of Bulla in late 
1992 after discussion with Safe Living Program staff.  An average of 400 visitors to the house 
each week was estimated to the end of 1993.  This figure was based on estimates from the 
Urban Land Authority and the builder and considered to be conservative.  All 3000 pamphlets 
(which highlighted the safety features of the home)  were distributed to visitors who signified 
an interest in these features. 

Subsequently, two similar display houses were built by the same builder, thereby promoting a 
model for increasing awareness of safety in house design in the Shire and elsewhere.  The 
houses won a number of awards and received local, state and national press. 

A total of 80,000 people visited the Telfer safety homes between 1993 and 1996 (based on 
estimated average rate of 400 per week visitors). 

6.5.2 Kidsafe House 

A Kidsafe display house was built in the  Shire of Bulla in 1995 as a Child Accident 
Prevention Foundation and Urban Land Authority initiative.  Like the Telfer and Telfer 
homes, the Kidsafe house attracted many thousands of visitors throughout 1996.  The 
December 1996 evaluation telephone survey included specific questions about the Kidsafe 
house.  It seems that few of these visitors were local.  While 17.5% of the 293  Shire of Bulla 
survey respondents and 11% of the 256  Shire of Melton respondents were aware of the 
Kidsafe house, only 4 respondents, all from the  Shire of Bulla, had visited it. 

6.5.3 On-selling 

Telfer and Telfer sell about 10-20 houses each year, most with 90% of the 60 safety features 
as standard features. Some modifications may be made on personal choice e.g. square bench 
edges rather than rounded. 

When interviewed, David Telfer indicated that these sales could not be attributed directly to 
the safe home display.  He was of the opinion that the safe design was one of the  factors 
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influencing the decision to buy along with the appealing house design (look) and Telfer and  
Telfer’s ‘credibility rating’. 

The most popular safety design features included built-in child resistant medicine and 
domestic chemical cabinets and rangehoods with rounded edges. The slip resistant shower 
and bath bases where not as appealing to buyers as they were difficult to get from the Sydney-
based suppliers. 

Safety design guidelines highlighting safety features similar to those in the display homes 
were distributed widely in the Shire between 1994 and 1996. 

6.5.4 Home modifications 

The telephone surveys sought information on several factors relating to home modification in 
1993 and 1996.  The results are shown in Table 6.12.  Complete survey results are in 
Appendix VI. 
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Table 6.11 Comparison of home modifications, Shires of Bulla and Melton  
1993 - 1996 

 

Positive Responses to survey 
questions:  

 

 

1993 

 

1996 

 

Difference 

(%) 

 

Difference 

(%) 

 

Significant 
difference  

 

 

(Yes answers) 

Bulla  

B2 

(n=250
) 

% 

Melton 

M2 

(n=250) 

% 

Bulla 

B3 

(n=293
) 

% 

Melton 

M3 

(n=256) 

% 

 

B2 B3 

 

M2 M3 

 

p< 0.05 

Do you have any safety 
features in or around your 
home? 

66.5 
(167) 

n=248 

63.2 
(158) 

91.5 
(268) 

85.2 
(218) 

+ 25.0 + 22.0 B3 M3 

(p=0.021) 
B3 B2 
(p<0.001) 

M3 M2 
(p<0.001) 

Can you tell me some ways to 
improve safety in the home to 
prevent accidents? 

30.8 
(77) 

32.0 
(80) 

36.5 
(107) 

34.6 
(88) 

n=254 

+ 5.7 + 2.6 NS 

Have you purchased any safety 
items for yourself or your 
household in the last 12 
months? 

43.4 
(108) 

n=249 

41.6 
(104) 

33.2 
(97) 

n=292 

37.1 
(95) 

- 10.2 - 4.5 B2 B3 
(p=0.016) 

 

Were any of these items 
specifically for preventing 
injuries to children <5 years? 

28.6 
(30) 

n=105 

23.5 
(24) 

n=102 

39.6 
(38) 

n=96 

13.4 
(11) 

n=82 

+ 11.0 - 10.1 B3 M3 

(p<0.001) 

Have you made any other 
changes to your home or 
everyday activities in the last 
12 months to reduce the risk of 
accidents? 

10.5 
(26) 

n=247 

10.4 
(26) 

17.7 
(52) 

n=291 

15.4 
(39) 

n=254 

+ 7.2 + 5.0 B2 B3 
(p=0.016) 

 

Are there any smoke 
alarms/smoke detectors 
installed in your home? 

66.9 
(166) 

n=248 

66.4 
(166) 

89.0 
(259) 

n=291 

89.5 
(227) 

+ 22.1 + 23.1 B3 B2 
(p<0.001) 

M3 M2 
(p<0.001) 

If yes, were they installed in 
the last 3 years? 

95.2 
(158) 

n=166 

94.0 
(156) 

n=166 

71.1 
(182) 

n=256 

80.3 
(184) 

- 24.1 - 13.7 B2 B3 
(p<0.001) 

M2 M3 
(p<0.001) 

Does your hot water system 
have an adjustable thermostat? 

69.2 
(173) 

70.3 
(175) 

n=249 

67.7 
(197) 

n=291 

74.6 
(191) 

- 1.5 + 4.3 NS 

Is there an electrical safety 
switch installed in your home? 

N/A N/A 62.7 
(183) 

n=292 

44.3 
(113) 

n=255 

N/A N/A B3 M3 
(p<0.001) 
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In the cases of presence of safety features, items purchased for child safety and the presence 
of electrical safety switches, there was a significant positive effect in the  Shire of Bulla 
compared with the  Shire of Melton. 

Purchase of safety items and installation of smoke detectors in the past 3 years decreases 
significantly between 1993 and 1996 in the  Shire of Bulla and the  Shire of Melton.  This 
result may indicate close to saturation levels already having been reached.  Other changes 
were either non significant or involved material changes between the two shires. 

6.6 TRAINING PROGRAMS 

6.6.1 Use of the Early Childhood Injury Prevention Program (ECIPP) 

The Early Childhood Injury Prevention Program (ECIPP) is a national program of Kidsafe 
(Child Accident Prevention Foundation of Australia) designed to prevent injuries to young 
children.  The program was actively promoted to maternal and child health nurses in the Shire 
by the Safe Living Program from 1991.  In 1995, use of ECIPP had become mandatory for the 
Maternal and Child Health Service in the state of Victoria. 

In the first three years of the Safe Living Program, however, the  Shire of Bulla’s distribution 
of ECIPP safety material to parents attending Maternal and Child Health Centres was 6 times 
greater than that for the  Shire of Melton.  It is reasonable to assume that this difference was 
largely the result of the Safe Living Program promotion and support of the ECIPP.  
Comparative use is shown in Table 6.13. 

Table 6.12 Comparative use of ECIPP Shires of Bulla and Melton January 1991 - 
June 1993 

Shire No. of Centres No.  Centres ordering 
ECIPP material 

Mean No.  of parent 
sheet pads ordered 
/Centre 

Bulla 7 4 7.5 (30 pads) 

Melton 8 1 5 (5 pads) 

 

The age distribution of children whose parents received ECIPP material is shown in Table 
6.14 for the Shires of Bulla and Melton, where data were available.  Of the  300,000 ECIPP 
distributed statewide in 1996, 1532 were distributed to the  Shire of Bulla (0.5%).  Although 
ante-natal figures for 1996 were not available, it appears that mandation has further increased 
the high annual average use of ECIPP materials in the  Shire of Bulla.  No 1996 data were 
available for  the  Shire of Melton. 
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Table 6.13 Distribution of ECIPP parent sheets by child development age 

ECIPP Stage 

 

 Shire of Bulla 

1991-93        1996 

(3 years) (1 Year) 

 Shire of 
Melton 

Ante-natal 

0-9 months 

9-18 months 

18 months - 3 years 

3-5 years 

 

Total 

400 

900                425 

700                461 

500                288 

500                358 

 

3000             1532 

100 

100 

100 

100 

100 

 

500 

 

Use of ECIPP services was further enhanced when the  Shire of Bulla Maternal and Child 
Health Centres, encouraged by the Safe Living Program, requested and organised an ECIPP 
in-service session for nurses early in the program.  Five nurses participated, including one 
reliever.  The four permanent nurses who participated in the sessions were those who 
subsequently used ECIPP. 

No follow-up in-service was able to be arranged for nurses who did not participate in the 
initial session.  Lack of use of ECIPP by these nurses could be partly attributed to non-
participation in the in-service session.  A crude estimate of the reach of the program in the  
Shire of Bulla in 1993 was 65% and 15% for the  Shire of Melton, based simply on the 
number of Maternal and Child Health Centre nurses who ordered ECIPP material.  No in-
service sessions were requested by the Melton Maternal and Child Health Centres. 

The initial substantial increase in use of ECIPP in the  Shire of Bulla, compared with the  
Shire of Melton, has been partially overtaken by the mandation of this program in 1995.  
Nevertheless, the several years of increased anticipatory guidance on child safety to many  
Shire of Bulla families by Maternal and Child Health nurses with specific training may have 
contributed to the higher levels of safety knowledge, awareness and action  among  Shire of 
Bulla residents, compared with  Shire of Melton residents, that was  identified in the 
telephone surveys (Tables  6.3 and 6.12). 
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6.6.2 Train the trainer course in children's safety 

The primary purpose of conducting Train the Trainer courses was to increase the exposure of 
the community to safety issues and child first aid by increasing the number of trainers who 
would offer courses to the community.  A telephone survey of the participants in two Train 
the Trainers Courses in Children's Safety (undertaken in 1992 and 1993) was conducted by 
MUARC to assess their effectiveness (Table 6.15).  A total of 43 participants attended the 
courses and 38 responded to the telephone survey (response rate 84%). 

Table 6.14 Rating of Train the Trainers Course by participants (%) 

Aspect of the course Excellent  Good Satisfactory Poor Can't Remember 

Course content  71 18 11 0 0 

Materials  71 21 5 0 3 

Presentation 66 29 5 0 0 

Emphasis on training  21 50 24 5 0 

Video/kit  29 58 8 3 3 

Length of course 8 47 42 3 0 

 

Some training in child safety or first aid had been undertaken by 71% of the respondents in 
the survey prior to attending the Train the Trainer courses.  Twenty-one percent of 
respondents had previously conducted courses in these areas.  The proportion of respondents 
who had conducted courses rose to 34% (an increase from 8 to 13 individuals) after 
completion of the Train the Trainer course. 

At the time of survey in 1993, 25 courses had been run consequent to the Train the Trainer 
courses, 13 were conducted by those who had no previous experience.  The number of 
participants in these 25 courses was 185.  The main reasons given by those  who did not run 
courses after completing a Train the Trainer course were ‘too busy’ (52%) and ‘no longer 
interested’ (20%). 

When respondents were asked whether they had modified their home, car or yard as a result 
of exposure to the video, 71% reported to have done so.  Other applications of information 
gained in the course related to buying a safety product (54%), ceasing to buy certain products 
believed to be unsafe (21%), and increased awareness of unsafe environments for children 
(66%). 

There was a definite short term impact of the Train the Trainer Courses on the number of 
courses offered in the community, and additional benefit for the participants of the Trainers 
courses who reported increased awareness of safety issues, altering their environment, or 
buying safety items.  Training of an additional 16 trainers in the broader City of Hume, in 
1996, led to 23 more community courses in the  Shire of Bulla.  Ten other courses were 
conducted in 1996 by previously trained trainers which brought the total number of 
community courses conducted in the Shire in 1996 to 33. 
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6.6.3 Home care staff - referrals as a result of talks 

The impact of the home care education sessions was evaluated by program staff using a self 
administered questionnaire completed at the end of 1993.  The short questionnaire was 
provided to the Shire Manager of Aged and Disability Services for distribution among the 
home care staff.  Twelve questionnaires were returned from a total of 20 staff (60% response 
rate). 

All respondents stated that they knew of the Safe Living Program, and 10 reported that they 
had attended one of the education sessions.  Ten workers had attended a home care talk, and 7 
had attended the Ed Med talk.  Most respondents (9) reported that they found the sessions 
useful, while one respondent reported that the information was repetitive, having received 
similar information during home care training.   

Nine respondents reported the provision of information as useful and 6 reported that the 
sessions had changed the way they work, all citing increased awareness as the nature of that 
change.  In response to a specific question relating to the identification of client problems, all 
respondents who attended the talks reported that, as a result, they were more readily able to 
identify client problems in the areas of daily living (10), medication use (9) and safety (5).   

It would seem that, in this group of home care workers, there was already a reasonable level 
of awareness as 9 of the 10, who attended the sessions, had previously reported client 
problems  to relevant council staff in these areas.  This continued after the education sessions 
but at an increased rate.  One of the occupational therapists who conducted courses, for 
example, reported that 8 referrals for home assessment were received after one of the 
education sessions. 

6.6.4 Home safety talks to senior citizens 

To December 1993, there were at least 21 referrals to an occupational therapist as a result of 
these talks to senior citizens, a referral rate of at least 16% of attendees.  It is likely that not 
all participants needed referrals. 

6.7 SCHOOLS PLAYGROUND EQUIPMENT SAFETY AUDIT AND RESULTANT 
ACTION 

Based on a recommendation from the Safe Living Program Committee, the Shire Council 
commissioned the Playgrounds and Recreation Association of Victoria (PRAV) to survey the 
safety of play equipment in school playgrounds in the Shire in 1991.  Of the 16 schools which 
agreed to the Council sponsored audits, 15 (93.8%) returned the survey checklist provided, 
listed the actions taken (Table 6.16). 
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Table 6.15 PRAV audits and changes to  Shire of Bulla primary schools' 
playgrounds 

School Changes 
recommended 

 

(n) 

Changes 
implemented 

 

(n) 

Percentage of 
changes 

implemented 

(%) 

Primary School A 27 17 63 

Primary School B 38 19 50 

Primary School C 44 1 2 

Primary School D 32 20 63 

Primary School E 40 38 95 

Primary School F 34 5 15 

Primary School G 14 14 100 

Primary School H 26 22 85 

Primary School I 41 39 95 

Primary School J 32 32 100 

Primary School K 27 23 85 

Primary School L 23 1 4 

Primary School M 20 7 35 

Primary School N 30 5 16 

Secondary College A 2 2 100 

Secondary College B 22 8 36 

Total 452 253 56 

Note:  These figures include recommendations to meet  Draft Australian Standards for Playgrounds (Junior and 
Senior).  (Standards were since revised and a new draft developed)  The proportion of recommendations with 
completed changes to bring equipment in line with Education Department Regulations is much higher. 

Because of changes in staffing levels in schools during 1993, it was difficult to obtain further 
feedback on improvements to playgrounds from all schools.  Safe Living Program staff 
believe the number of recommendations actually carried out is higher than reported here. 
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It should be noted that many schools invested considerable time and effort in carrying out the 
recommendations of the PRAV report.  Three schools completely replaced obsolete 
equipment, costing up to $12,000 per school, and dedicated hundreds of hours of volunteer 
time into the planning and installation of equipment and fundraising to met the cost of the 
changes. 

The audits were the initiative of the Safe Living Program, which approached the schools to 
participate.  Over half the changes recommended from the audit were accomplished.  
Implementing the remaining changes was dependent on available resources.  From 1994, the 
Safe Living Program focussed on implementation of playground audits in the new parts of the 
City of Hume and no follow-up was undertaken in the original schools. 

6.8 OCCUPATIONAL INJURIES TO SHIRE EMPLOYEES 

The Safe Living Program provided assistance and advice to the Shire’s Occupational Health 
and Safety Manager and the chairman of the Shire’s Occupational Health and Safety 
Committee.  Advice to the Council included adopting the National Safety Council of 
Australia (NSCA) 5-star Program.  The NSCA program has the potential to influence 
managers to accept responsibility for occupational health and safety, thereby incorporating 
the occupational safety component of the Safe Living Program into local government 
structures.  The Safe Living Program conducted a safety audit of several Council departments 
and arranged for job risk assessments to be carried out.  Changes in injury frequency and lost 
time data are reported in Chapter 7. 

6.9 SHIRE AND COMMUNITY HEALTH CENTRE HOME HANDYMAN SERVICE 

The  Shire of Bulla provided a home handyman service which was used primarily by older 
residents.  Records for 1992 and 1993 were compared to determine if the activities of the 
Senior Safety Strategy had an impact on older residents' use of the service for safety related 
matters.  Table 6.17 describes the results. 

There was a slight increase in the number of safety related repair jobs, but a decrease in the 
proportion of all jobs which were safety related.  This was accompanied by a  marked 
increase in other jobs, particularly painting.  The number of houses visited for safety related 
repairs increased slightly from 21 to 23.  The number of new clients for safety related jobs 
remained fairly constant (16 in 1992 and 15 in 1993).  The number of client generated safety 
related jobs increased slightly from 9 to 12, while the number of occupational therapist 
generated jobs remained constant at 15.  Based on the 1991 census, there are approximately 
1293 dwellings occupied by residents over 65 years in the  Shire of Bulla.  Therefore, 2.1% of 
these dwellings were reached by the Shire home handyman for a safety related matter in 1992, 
and 2.3% in 1993.  It should be noted that the Shire handyman does safety jobs mainly  in the 
Craigieburn area.  No details of safety related repair jobs were available for the period 1994-
1996. 
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Table 6.16 Safety related repair jobs -  Shire of Bulla 1992/1993 

Type of repair job 1992 1993 

 Number 
of jobs  

n = 79 

(n) 

 

 

 

% 

Number 
of jobs 

n =107 

(n) 

 

 

 

% 

safety related general 
repair 

1 1.3 6 5.6 

falls prevention 21 26.6 19 17.8 

smoke detector 2 2.5 2 1.9 

     

total safety related jobs 24 30.4 27 25.3 

     

general repair 31 39.2 43 41.2 

personal and household 
security 

4 5.1 3 2.8 

Painting 4 5.1 17 15.9 

Plumbing 14 17.7 17 15.9 

Other 2 2.5 0 0 

     

Total other jobs 55 69.6 80 75.8 

 

Sunbury Community Health Centre also provides a home handyman service which deals 
mainly with safety related jobs for the Sunbury area.  A comparison of the records for the 
three month period July to September 1992 and 1993 is shown in Table 6.18. 
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Table 6.17 Safety related jobs - Sunbury 1992/93 

Type of job July- Sept 1992 July- Sept 1993 

 Number 
of jobs 

(20) 

% Number 
of jobs 

(40) 

% 

grab rails 8 40 25 62.5 

shower hoses 3 15 8 20 

special equipment 
made/modified 

9 45 6 15 

paint white edging on steps 0 0 1 2.5 

 

The number of jobs increased dramatically from 20 in the 1992 period to 40 in the equivalent 
1993 period, with the increase being apparent in the installation of grab rails and shower 
hoses.  The number of homes visited by the home handy person increased from 12 to 23 for 
the same periods.  Assuming that these three month time periods were representative of the 
years 1992 and 1993, then the total number of homes visited by the community health centre 
handy person increased from 48 to 92. 

If the numbers from the Shire and Sunbury Community Health Centre are pooled, then 
approximately 5.6% of dwellings occupied by Shire residents over 65 years were reached by a 
handy person on a safety related matter in 1992, compared to 9.2% in 1993. 

In addition, the occupational therapist based at the community health centre reported an 
increase in the number of occupational therapy home assessments from 29 to 40 for the same 
three month periods in 1992 and 1993.  Anecdotal evidence suggests that some of this 
increase may be the result of changes to the Victorian health care system, such as the early 
discharge policy adopted by most Victorian public hospitals.  However, this occupational 
therapist was a key figure in the home safety talks for senior residents, and it is apparent that 
the talks lead to a direct increase in home assessments and home modification. 

6.10 OLDER PERSONS 

6.10.1 Medication Card 

The Senior Safety Working Group designed a medication card for use by senior citizens 
within the Shire.  The medication cards were launched in conjunction with the National "Be 
Wise With Medicines" campaign, towards the end of 1992, and were distributed to medical 
practices, community health centres, North West Hospital (Greenvale) and the Royal District 
Nursing Service.  As of January 1993, these organisations had supplied just over 1000 senior 
citizens with cards.  This represents 38 - 53% of the senior residents in the  Shire of Bulla.   
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An evaluation was conducted in January 1993 to determine the extent to which the 
medication cards were being used within the context of doctor-patient consultations, and 
pharmacy visit. The cards were supplied to the patients by their doctor, chemist, or  hospital.  
In summary, 3 of the 26 medical practitioners surveyed (19%) had a card presented to them in 
the previous four months ie., during the distribution period. 

Six pharmacies were asked to keep a presentation log sheet for one week.  Five of the 6 
pharmacies (83%) participated and none of them reported a card presentation during the 
evaluation week.  Four pharmacists were interviewed and none could recall the presentation 
of a medication card during a pharmacy visit in the previous 4 months. 

Approximately one third to one half of older persons within the Shire had received a 
medication card between the initial distribution in October-November 1992 and January 
1993.  However, there was very little use of these cards in the context of either the pharmacy 
or general medical practice.  While most of the doctors interviewed were in favour of the 
Senior Safety Strategy and rated the cards as very useful, there remained a substantial gap 
between this good will and the actual regular and widespread use of the medication cards. 

As a result of this finding, the strategy was altered and use of the cards was promoted directly 
to the older persons through the Walk with Care and Home Safety talks. 

After 1993 medication cards were distributed through pharmacies.  The card design was later 
copied by the Council on the Ageing, which also took over responsibility for distribution.   

The 1996 telephone survey results indicated that a lower proportion of  Shire of Bulla  
households with residents aged over 65 years used the medication cards 13 persons (28%) 
compared with the  Shire of Melton, 19 persons (49%).  These percentages are over-estimates 
since they assume that all medication card use was by persons aged over 65 years. 

6.10.2  Personal Alarm Call System 

The Shire arranged for senior residents, a discount on the purchase of a personal alarm call 
system, a scheme that is monitored by the Queen Elizabeth Centre in Ballarat.  The discount 
was offered to Shire residents in December 1993 and by February 1994, a total of 4 Shire 
senior residents purchased the system, using the discount. 

In 1995, the Sunbury Kiwanis Club donated 8 personal alarm systems for loan from the 
Sunbury Community Health Centre, located in the  Shire of Bulla.  These are constantly in 
use.  Although alarms are available from the State Government, there is a waiting period of 
approximately 7 months and the eligibility criteria are tight.  The availability of alarm systems 
on loan fills an important gap. 

6.10.3 Safe Living - Out and About 

The Safe Living Program in conjunction with the Sunbury Community Health Centre 
conducted a short course to help seniors and people with intellectual disabilities to live an 
active, safe and independent life.  The course was run once with 6 participants.  Although the 
numbers of participants was low, the course generated a newspaper story, which led to 
pedestrian crossings being installed. 
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6.11 SUMMARY OF RESULTS 

Impact measures of knowledge, attitudes and awareness showed increases in the  Shire of 
Bulla against a negative trend in the  Shire of Melton for the inclusion of CPR in first aid 
training, hot water temperature reductions, and support for safety laws.  However, the 
differences were small and were significant only for support for safety laws.  

Increased sales or purchase of safety products and services were evident particularly between 
1991 and 1993 for child car restraints, smoke detectors and the fitting of child restraints in 
motor vehicles.  

The telephone surveys identified a significant positive effect in the  Shire of Bulla compared 
with Melton for the presence of safety features in the home, items purchased for child safety 
and the presence of electrical safety switches, but indicated that further changes were not 
significant and others were negative or matched by the  Shire of Melton. 

There was a similar finding for first aid training, where the courses offered by the Safe Living 
Program had no added effect when compared with the  Shire of Melton, which also achieved 
similar increases in the levels of training. 

The Train the Trainer course in child safety resulted in a substantial number of community 
presentations. 

In the  Shire of Bulla, safety audits of school playgrounds and the main roads resulted in 
substantial changes, at least 56% and 47% of recommended changes being implemented, 
respectively.  There was also a significant shift from bicycling on the more risky road 
environment to footpaths, and bicycle helmet wearing rates increased. 

The  Shire of Bulla Council response to recommendations from the road audit and Safe 
Routes to Schools initiatives indicated a high level of commitment to action.  Council also 
introduced footpath cycling, and supported occupational safety measures as a result of 
advocacy by the Safe Living Program.  It also sought and gained WHO accreditation as a 
‘Safe Community’. 
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CHAPTER 7 

7 RESULTS: OUTCOMES 

7.1 INTRODUCTION 

Public health outcome evaluation assesses the effect of a program on the actual health issue 
under investigation.  The Safe Living Program goal is a reduction in the incidence and 
severity of all-injury in all-age groups in the  Shire of Bulla. 

Injury data from the available databases were analysed for the Shires of Bulla and Melton 
residents for all injuries for several years prior to the program (where these data were 
available) as well as for the period of the program.  The analyses also focused on the injuries 
and age groups that were particularly targeted by the Safe Living Program. 

Road casualty data from VicRoads were also analysed for the Shires of Bulla and Melton.  
These casualties may or may not be Shire residents, since data relate to crashes in the Shire. 

As described in Chapter 4, there is some uncertainty about population numbers denominator 
data.  Major analyses of injury rates over time were undertaken using interpolated ABS 
census population estimates.  Analyses were also undertaken using age specific and age 
standardised rates where appropriate.  In addition, overall (total) hospitalised injury rates over 
time were analysed using ABS population estimates for comparative purposes. 

The differences in intercensal population estimates (interpolated census versus ABS 
estimates) amount to a maximum percentage difference of +6% in the  Shire of Bulla in 1995 
and +3% in 1987, 1990 and 1991 for the total population of the Shire of  Melton (Table 4.5).  
Therefore, results for trends in injury have been calculated by both methods and represented 
seperately. 

Injury incidence data is presented for all available levels of severity: deaths, hospital 
admissions and emergency department presentations (children only) and for self-reported 
injury (mostly minor).  Statistical analyses were undertaken generally using chi square tests.  
Linear regression modelling techniques were used as a tool for the more complex analyses103. 

7.2 DEATHS (CORONER’S DATA) 

Death data were available, for only four of the six years of the program (1990 - 94).  No 
significant difference was found in the number of deaths between pre-intervention (1989 - 
1990) and intervention data (1991 - 1994) for the Shires of Bulla and Melton and no 
differences were found when the Shires were compared (chi square=1.25, p>0.5) (Table 7.1).  
Because of small numbers, a substantial change would be required to achieve statistical 
significance.  
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Table 7.1 Frequency of deaths, Shires of Bulla and Melton 1989 - 1994 

Shire 1989 1990 1991 1992 1993 1994 Total 

Bulla 4 9 6 9 10 5 43 

Melton 5 10 11 6 11 8 51 

  Intervention commenced 

Major causes of death were motor vehicle (Bulla 46.5%, Melton 42.2%), suicide (Bulla 
34.9%, Melton 21.6%), and fire and flames (Bulla nil, Melton 9.8%). 

7.3 PUBLIC HOSPITAL ADMISSIONS 

7.3.1 Rates and frequencies 

7.3.1.1 Overview of hospitalised injuries 
Annual average hospitalised injury rates for the Shires of Bulla and Melton over time are 
shown in Table 7.2.  Injuries caused by adverse effects of medications, medical and surgical 
treatment have been excluded since they are not directly relevant to the intervention program 
and because changes in rates associated with casemix funding were high for this category for 
example, they increased by 300% in the  Shire of Melton in 1996 compared with 1990 for 
persons aged 65 years of age and over. 

Table 7.2 Frequency and rate of injury hospitalisations 1987/88 to 1995/96: Shires of     
Bulla and Melton 

  Bulla   Melton  Victoria 

Year Frequency Interpolated Rate ABS Rate Frequency Interpolated Rate ABS Rate Rate 

1987/88 211 643 641 296 949 928 1124

1988/89 245 700 690 344 1062 1036 1140

1989/90 278 746 739 338 1006 977 1120

1990/91 282 714 692 370 1064 1032 1120

1991/92 264 633 613 352 978 955 1109

1992/93 311 708 686 376 1011 997 1161

1993/94 476 1031 982 464 1209 1199 1248

1994/95 524 1083 1021 483 1221 1208 1329

1995/96 482 952 906 490 1202 1210 1326

Note: Safe Living Program established in January 1991 

Figures 7.1 - 7.2 compared the secular trends for hospitalised injury rates using interpolated 
population rates determined by the methods described in Chapter 4, and ABS population 
estimates.  Figure 7.3 shows the age standardised rates. 
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The effect of casemix funding in injury rates is evident in the last (3) three years of the 
program and there may have been a ‘gearing-up’ effect in 1992-93.  However, there was no 
evidence of a reduction in injury rates in the  Shire of Bulla compared to the  Shire of Melton 
prior to 1993.  There was no injury rate reduction in the  Shire of Bulla which was sufficiently 
robust to indicate success of the program. 

Figure 7.1 All hospitalised injury crude rates Shires of Bulla, Melton, 
Victoria 1987/88 - 1995/96 (using interpolated ABS Census population figures - 

preferred) 
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Figure 7.2 All hospitalised injury crude rates, per 100,000 population, 
Shires of Bulla, Melton, Victoria 1987/88 - 1995/96 (using population figures 

estimated by ABS) 
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Figure 7.3 All age standardised hospitalised injury rates, per 100,000 
population, Shires of Bulla, Melton 1987/88 - 1995/96 (using interpolated ABS 

Census population figures) 
 

0

200

400

600

800

1000

1200

1400

1987/88 1988/89 1989/90 1990/91 1991/92 1992/93 1993/94 1994/95 1995/96

Year

R
at

e 
pe

r 1
00

,0
00

Bulla
Melton

 
    Start of Program  Case-Mix Funding 

7.3.1.2 Injury rates by age and mechanism 
Average for the pre-intervention (1987/88-1990/91) and intervention years (1991/92-1995/96) 
injury frequencies by age group are given in Appendix VII for all major mechanisms of injury 
for the Shires of Bulla and Melton. 

Average injury rates by age group (<15 years, 15-64 years and 65 years and over) for pre-
intervention and intervention years are shown by mechanism in Tables 7.3, 7.4 and 7.5, 
respectively.  

It should be noted from Appendix VII that annual average frequencies by mechanism of 
injury and age group generally involve small numbers in most cells. 

The weight of evidence is that for mechanisms of injury where numbers are greater, changes 
observed are mostly increases in rates in the  Shire of Bulla in comparison with the  Shire of 
Melton (Table 7.3-7.5) (0-4 years playground falls; poisoning; 15-64 years motor vehicle 
occupants; collision in sport and other; poisoning; other unintentional and self inflicted; 64 
years and over other falls).   

Increases in rates were less for the  Shire of Bulla compared with the  Shire of Melton for 15-
64 years fall (other), cutting and piercing and fight/brawl. 

Overall rate changes were favourable to the  Shire of Melton, except for the 15-64 years age 
group where the rate increased by 16/100,000 in both Shires. 
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Table 7.3 Average rates (per 100,000 population) by injury mechanism, pre and post 
intervention, Hospital admission Shires of Bulla and Melton (July 1987- June 
1996 VIMD) Residents under 15 years 

Mechanism of Injury Bulla (Average Rates) Melton (Average Rates) 

Intervention Stage Pre Post % Change Pre Post % Change 

Motor Vehicle Occupant 25 22 - 12 35 33 - 6 

Motorcyclist 6 15 + 150 16 16 0 

Bicyclist (MV) 3 11 + 267 16 14 - 13 

Bicyclist (N-MV) 70 57 - 19 94 70 - 26 

Pedestrian 13 31 + 138 25 26 + 4 

Animal being ridden 15 14 - 7 19 30 + 58 

Other Transport 6 7 + 17 16 26 + 63 

Fall (Sport) 30 28 - 7 9 16 + 78 

Fall (Playground) 70 102 + 46 122 117 - 4 

Fall (Other) 263 260 - 1 248 238 - 4 

Collision (Sport) 18 28 + 56 9 30 + 233 

Collision (Other) 93 65 - 30 98 86 - 12 

Fire/Burns/Scalds 33 23 - 30 56 19 - 66 

Poisoning 58 78 + 34 78 67 - 14 

Cutting/Piercing 73 65 - 11 97 62 - 36 

Other unintentional 121 102 - 16 119 121 + 2 

Intentional (Self inflicted) 12 5 - 58 9 10 + 11 

Unarmed fight/brawl 9 0 - 100 6 4 - 33 

Other Intentional (Inflicted by other) 3 1 - 67 6 4 - 33 

Undetermined intent 3 0 - 100 0 0 0 

Missing 0 0 0 0 4 - 

Total 924 914 - 1 1061 992 - 7 
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Table 7.4 Average rates (per 100,000) by injury mechanism, pre and post intervention, 
Hospital admission Shires of Bulla and Melton (July 1987- June 1996 VIMD) 
Residents 15 to 64 years 

Mechanism of Injury Bulla (Average Rates) Melton (Average Rates) 

Intervention Stage Pre Post % Change Pre Post % Change 

Motor Vehicle Occupant 90 108 + 20 171 129 - 25 

Motorcyclist 31 26 - 16 58 44 - 24 

Bicyclist (MV) 2 4 + 100 3 5 + 67 

Bicyclist (N-MV) 4 9 + 125 10 12 + 20 

Pedestrian 15 14 - 7 3 12 + 300 

Animal being ridden 11 3 - 73 10 14 + 40 

Other Transport 21 10 - 52 41 27 - 34 

Fall (Sport) 13 14 + 8 11 24 + 118 

Fall (Playground) 2 1 - 50 2 1 - 50 

Fall (Other) 85 126 + 48 96 160 + 67 

Collision (Sport) 19 42 + 121 60 52 - 13 

Collision (Other) 32 42 + 31 56 44 - 21 

Fire/Burns/Scalds 17 11 - 35 17 14 - 18 

Poisoning 19 37 + 95 60 17 - 72 

Cutting/Piercing 58 59 + 2 61 84 + 38 

Other unintentional 87 146 + 68 159 242 + 52 

Intentional (Self inflicted) 36 74 + 106 65 121 + 86 

Unarmed fight/brawl 32 45 + 41 51 74 + 45 

Other Intentional (Inflicted by other) 10 18 + 80 18 30 + 67 

Undetermined intent 3 7 + 133 8 7 - 13 

Missing 0 0 0 0 2 - 

Total 686 794 + 16 960 1115 + 16 
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Table 7.5 Average rates (per 100,000) by injury mechanism, pre and post intervention, 
Hospital admission Shires of Bulla and Melton (July 1987- June 1996 VIMD) 
Residents aged 64 years and over 

Mechanism of Injury Bulla (Average Rates) Melton (Average Rates) 

Intervention Stage Pre Post % Change Pre Post % Change 

Motor Vehicle Occupant 24 91 + 279 65 64 - 2 

Motorcyclist 0 18 - 0 0 0 

Bicyclist (MV) 0 10 - 0 0 0 

Bicyclist (N-MV) 0 9 - 0 0 0 

Pedestrian 21 74 + 252 0 47 - 

Animal being ridden 0 0 0 0 0 0 

Other Transport 48 0 - 100 34 0 - 100 

Fall (Sport) 0 0 0 0 0 0 

Fall (Playground) 0 0 0 0 0 0 

Fall (Other) 352 1414 + 302 633 1479 + 134 

Collision (Sport) 0 0 0 0 0 0 

Collision (Other) 0 29 - 0 50 - 

Fire/Burns/Scalds 23 9 - 61 0 63 - 

Poisoning 0 39 - 0 86 - 

Cutting/Piercing 21 49 + 133 31 49 + 58 

Other unintentional 137 168 + 23 276 306 + 11 

Intentional (Self inflicted) 21 20 - 5 62 24 - 61 

Unarmed fight/brawl 0 9 - 0 0 0 

Other Intentional (Inflicted by other) 0 0 0 0 0 0 

Undetermined intent 21 0 - 100 0 0 0 

Missing 0 0 0 0 27 - 

Total 667 1939 + 191 1100 2192 + 99 

 

Age specific injury rates are shown in Figures 7.4-7.8 for the broad age groups targeted by the 
intervention program.  These figures are presented to provide visual representation of the age 
specific findings.   They correspond to the linear regression results presented in Tables 7.7 
and 7.8.  There were no significant injury reductions for the  Shire of Bulla in any age group 
examined (0-4, 5-9, 10-14, 15-64, and 65 years and over).  Data on injuries by adverse effects 
of reduction and medical and surgical treatment have not been excluded here. 
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Figure 7.4 Hospital admission rates (per 100,000) 0-4 year olds, Shires of 
Bulla and Melton July 1987 - June 1996 (VIMD) 
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Figure 7.5 Hospital admission rates (per 100,000) 5-9 year olds, Shires of 
Bulla and Melton July 1987-June 1996 (VIMD) 
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Figure 7.6 Hospital admission rates (per 100,000) 10-14 year olds, Shires of 
Bulla and Melton July 1987-June 1996 (VIMD) 
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Figure 7.7 Hospital admission rates (per 100,000) 15-64 year olds, Shires of 
Bulla and Melton July 1987-June 1996 (VIMD) 
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Figure 7.8 Hospital admission rates (per 100,000) 65 year olds and over, 
Shires of Bulla and Melton July 1987-June 1996 (VIMD) 
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7.3.2 Sample size sensitivity analyses 

As discussed in Chapter 4 (4.2.2) analyses were undertaken to estimate the percentage 
changes for hospital admissions rates in the  Shire of Bulla which would be required in order 
to achieve statistical significance given a range of possible scenarios for changes in 
hospitalisations in the  Shire of Melton (Table 7.6).  Because of the anticipated cumulative 
and synergistic effects of all-age all-injury programs, annual changes in injury rates would be 
expected to be higher in the later years of the program. The 1989/90, 1992/93 and 1995/96 
interpolated population and injury figures were used for these estimates. 
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Table 7.6 Sensitivity analysis for the range of overall percentage changes, Shires of 
Bulla and Melton hospital admissions (all injuries) 

 Bulla          (%) Melton 
(%) 

Chi Statistic Significant at 
a=0.05* 

Minimum overall 
% change 

required in Bulla

Required average % change 
over the two survey periods 

in Bulla 

If Melton 
admissions 
constant 

-25% 0 6.13 Yes Reduction of at 
least 25% 

-12.5% or less 

If Melton 
Admissions 
increased by 
20% 

-6% 20% 6.02 Yes Reduction of at 
least 6% 

-3% or less 

If Melton 
Admissions 
increased by 
35% 

8% or less 35% 6.06 Yes Can increase up to 
8% 

4% or less 

If Melton 
Admissions 
increased by 
50% 

22% or less 50% 6.1 Yes Can increase up to 
22% 

11% or less 

If Melton 
Admissions 
decreased by 
20% 

-44% -20% 6.27 Yes Reduction of at 
least 44% 

-22% or less 

If Melton 
Admissions 
decreased by 
50% 

-72% -50% 6.25 Yes Reduction of at 
least 72% 

-48% or less 

* From tables Chi for df=2  a=0.05, is 5.991 

7.3.3 Statistical analysis 

7.3.3.1 Introduction 
The analysis of injury rate data and comparisons with controls must be treated with some 
care.  Where appropriate, data were analysed by several methods to identify an effect of the 
project if it were present. 

7.3.3.2 Overview 
Linear regression modelling was chosen as the main tool for analysis.  Simple regression 
methods rely upon the assumption of normality in the data, which is approximately true in the 
case of injury rates, but also on a constant variance, which is clearly not the case.  As 
population increases, variance in any rate measured on a per person basis decreases.  Analysis 
was performed using the GLIM (Generalised Linear Models) package100,101 using a binomial 
distribution.  The low rate of injury presentation per person allowed the binomial model to 
provide a good fit to the data (as good as when the poisson model was used), notwithstanding 
the possibility of a single person presenting more than once per year. 
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The dependent variable in the model was the frequency of injuries, as opposed to the rate.  
Population was then used as the number of binomial trials from which the injuries occurred. 

Independent variables used in the model were: 

• Control/treatment group ( Shire of Bulla vs Melton, or  Shire of Bulla vs Victoria) 

• Program active (occurs within treatment group only) 

• Age group (0-4, 5-9, 10-14, 15-64, 65+) 

• Year 1987/88 pre-intervention through to the start of the program, January 1991 to 
1995/96) 

All of these variables were treated as multi-level factors.  Modelling was also performed 
using year as a covariate rather than a factor (to detect a consistent yearly trend), but year to 
year changes were too erratic for this to provide a good fit. 

The method of using age group as a factor in the analysis alleviates the need to age-
standardise the data, as differences in profiles between the treatment and control groups are 
automatically taken into account.  Also, interactions between these variables were considered 
so that effects such as “the program worked better for 65+ age group than 10-14 age group” 
could be detected. 

The importance of a control group for this analysis was highlighted by the apparent effects of 
case-mix funding and the associated changes in hospital admissions.  Injury rates rose 
dramatically in 1993, with marked variation in this change by age group.  The effect of the 
introduction of case-mix funding was less when the mechanisms of injury for adverse medical 
effects were excluded because these “injuries” were frequent and up to a 300% increase 
occurred in this variable.  This ‘co-morbidity’ variable (including adverse effects of 
medications and medical and surgical treatment) does not usually originate from injuries.  The 
inclusion of the interaction between the year and age group factors adjusted to the extent 
possible for this case-mix effect, which explained almost all of the variation in the data.  
Because of this effect, the model has little predictive value, as each 12 month period appears 
to act quite independently of prior trends.  Hence odds ratios are not presented for each year 
or as year-age interactions. 

The odds ratios in this model compare a particular group with the reference group (i.e. the 
control municipality, no intervention program and the 0-4 years age group, respectively) for 
that variable, which is not set here at 1.0.  Two non-reference groups can be compared by 
checking whether or not the 95% confidence intervals for their odds ratios coincide.  Since 
both main effects of a variable and interactions of the same variable occur, the interaction 
odds ratio is relative to the odds ratio for the main effect102.  Thus the overall effect is 
obtained by multiplying the two odds ratios together, to obtain a nett odds ratio (e.g. program 
x age group). 
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Table 7.7 provides a summary of the model for the  Shire of Bulla versus Melton for all 
injuries, excluding adverse medical effects, all-ages and by age group.  The results are 
presented as odds ratios with 95% confidence intervals103.  It should be noted that, outside the 
program influence, Bulla had a significantly lower injury rate than Melton (chi square=81.64, 
1df).  Where the confidence intervals include unity (1.0), it cannot be certain that the value 
estimated differs from unity103. 

The program itself did not have a significant effect on hospital admission rates overall.  The 
interaction between program effect and age group (i.e. difference of goodness of fit between 
model with program and age interaction and without) was significant (chi square=20-60, 4df, 
p=0.0004), however, there was not sufficient evidence to determine which levels within age 
groups experienced a significantly different program effect (see also Figures 7.4-7.8). 

Table 7.8 shows a summary of the model for the  Shire of Bulla versus Victoria.  This model 
was a poorer fit for the data than the comparison with Melton.  The chi square value of 
113.38, 39df and p=0.0000 indicate that the model was unable to explain away the variance.  
Similar conclusions may be drawn as for the Melton comparison, the exception being in the 
interaction between program effect and age.  Here, too, this effect was significant (chi 
square=10.15, 4df, p=0.038), but in this model age categories may be distinguished.  It would 
appear from this analysis that age groups 5-14 and 65+ were in a category which fared worse 
under the program than age groups 0-4 and 15-64. 

While case-mix funding and associated changes appear to have a major impact on the 
admission rates, these effects are not uniform by age or injury mechanism, and possibly not 
by hospital and therefore, cannot readily be controlled for in this evaluation. 
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Table 7.7 Summary of Logistic model for injury reports, Bulla vs Melton 

Model = city + program + year + age + year.age + program.age 

 95% C.I.   

Variate Odds 
Ratio 

Lower Upper c2 df p-value 

Melton (reference level)   

Bulla 0.69 0.63 0.74 81.64 1 0.0000 *

No program (reference level)   

Program 1.14 0.92 1.42 1.52 1 0.2173  

Age 0-4 (reference level)   

Age 5-9 0.93 0.68 1.29 0.17 1 0.6759  

Age 10-14 1.03 0.75 1.42 0.03 1 0.8517  

Age 15-64 0.57 0.45 0.74 18.56 1 0.0000 *

Age 65+ 0.83 0.51 1.35 0.56 1 0.4540  

Year and year.age (all levels combined) 220.19 40 0.0000 *

Interactions with Program: (0-4 reference level)   

Age 5-9 1.24 0.94 1.65 2.28 1 0.1311  

Age 10-14 1.33 1.01 1.75 4.19 1 0.0406 *

Age 15-64 0.91 0.74 1.13 0.76 1 0.3819  

Age 65+ 1.13 0.85 1.51 0.73 1 0.3921  

Model Fit 53.712 39 0.0586  

Note * indicates significance at the 5% level. 
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Table 7.8 Summary of Logistic model for injury reports, Bulla vs Victoria 

Model = city + program + year + age + year.age + program.age 

 95% C.I.   

Variate Odds 
Ratio 

Lower Upper c2 df p-value 

Victoria (reference level)   

Bulla 0.65 0.61 0.69 183.48 1 0.0000 *

No program (reference level)   

Program 0.65 0.61 0.69 183.48 1 0.0000 *

Age 0-4 (reference level)   

Age 5-9 0.93 0.89 0.98 8.51 1 0.0035 *

Age 10-14 0.94 0.90 0.98 7.72 1 0.0055 *

Age 15-64 0.82 0.79 0.84 136.71 1 0.0000 *

Age 65+ 1.60 1.54 1.66 570.08 1 0.0000 *

Year and year.age (all levels combined) 3397.82 40 0.0000 *

Interactions with Program: (0-4 reference level)   

Age 5-9 1.27 1.05 1.54 6.02 1 0.0142 *

Age 10-14 1.28 1.06 1.54 6.54 1 0.0106 *

Age 15-64 1.12 0.97 1.30 2.39 1 0.1222  

Age 65+ 1.22 1.01 1.48 4.10 1 0.0429 *

Model Fit 113.38 39 0.0000 *

Note * indicates significance at the 5% level. 

7.3.3.3 Injury mechanism 
The results of linear regression modelling for the  Shire of Bulla versus the  Shire of Melton, 
are shown in Tables 7.9-7.15 for specific injury mechanisms targeted by the intervention 
program: bicyclists, pedestrians, older persons falls, playground falls, and falls and collisions 
in sport.  No significant reductions in injury were found for the  Shire of Bulla in comparison 
with the  Shire of Melton for any of these mechanisms, despite good fit of the model for all 
analyses except for motor vehicle occupants (Table 7.10).  Variance by year had a substantial 
effect only for motor vehicle occupants, the only significant changes were in favour of the  
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Shire of Melton.  As for analyses for all injuries the model for the  Shire of Bulla versus 
Victoria was a much poorer fit and the results are therefore not shown. 

Table 7.9 Summary of logistic model for pedestrians, Bulla vs Melton 

Pedestrians: 

Model = city + program + age
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 1.45 0.91 2.30 2.50 1 0.1140
No program (reference level)
Program 1.06 0.68 1.67 0.07 1 0.7945
Age 0-4 (reference level)
Age 5-9 3.24 1.29 8.15 6.28 1 0.0122 *
Age 10-14 3.15 1.24 7.95 5.86 1 0.0155 *
Age 15-64 1.41 0.61 3.28 0.64 1 0.4227
Age 65+ 15.96 6.75 37.74 39.80 1 0.0000 *
Model Fit 86.095 83 0.3863  

 

Table 7.10 Summary of logistic model for motor vehicle occupants, Bulla vs Melton 

MV Occupants: 

Model = city + program + year + age
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 0.55 0.42 0.71 19.61 1 0.0000 *
No program (reference level)
Program 1.58 1.12 2.21 6.97 1 0.0083 *
Age 0-9 (reference level)
Age 10+ 4.49 3.16 6.38 70.33 1 0.0000 *
Year (all levels combined) 27.62 8 0.0006 *
Model Fit 38.838 24 0.0284 *  
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Table 7.11 Summary of logistic model for non motor vehicle pedal cyclists, Bulla vs 
Melton 

Non MV Pedal cyclists 

Model = city + program + age
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 0.81 0.55 1.20 1.11 1 0.2918
No program (reference level)
Program 1.02 0.67 1.56 0.01 1 0.9277
Age 0-4 (reference level)
Age 5-9 3.42 1.92 6.10 17.32 1 0.0000 *
Age 10-14 5.78 3.33 10.03 38.98 1 0.0000 *
Age 15-64 0.45 0.25 0.81 7.02 1 0.0080 *
Age 65+ 0.17 0.02 1.30 2.89 1 0.0889
Model Fit 81.609 83 0.5226  

Table 7.12 Summary of logistic model motor vehicle pedal cyclists, Bulla vs Melton 

MV Pedal Cyclists 

Model = city + program
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 0.29 0.09 0.97 4.04 1 0.0446 *
No program (reference level)
Program 2.92 0.84 10.15 2.86 1 0.0909
Model Fit 101.37 87 0.1391  

Table 7.13 Summary of logistic model playground, Bulla vs Melton 

Playground: 

Model = city + program
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 0.67 0.43 1.03 3.38 1 0.0659
No program (reference level)
Program 1.40 0.88 2.22 2.03 1 0.1538
Model Fit 8.5981 15 0.8976  
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Table 7.14 Summary of logistic model Falls in Seniors, Bulla vs Melton 

Falls in Seniors 

Model = city + program + year
95% C.I.

Variate Odds Ratio Lower Upper c2 df p-value
Melton (reference level)
Bulla 0.96 0.57 1.62 0.02 1 0.8763
No program (reference level)
Program 1.02 0.57 1.82 0.00 1 0.9558
Year (all levels combined) 68.69 40 0.0032 *
Model Fit 8.0013 7 0.3325  

Table 7.15 Summary of logistic model Falls and Collisions in sport, Bulla vs 
Melton 

Falls and collisions in sport 

Model = city + program + 
age 

         

    95% C.I.      

Variate Estimate SE Odds Ratio Lower Upper c2 df p-value  
Melton (reference 

level) 
 (reference 

level) 
      

Bulla -0.587 0.1673 0.56 0.40 0.77 12.31 1 0.0005 * 

No program (reference 
level) 

 (reference 
level) 

      

Program 0.4674 0.1766 1.60 1.13 2.26 7.00 1 0.0081 * 

Age 0-14 (reference 
level) 

 (reference 
level) 

      

Age 15-34 0.7969 0.1208 2.22 1.75 2.81 43.52 1 0.0000 * 

Model Fit      43.726 32 0.0810  

 

7.4 EMERGENCY DEPARTMENT DATA 

Emergency department injury data were available only for children aged < 15 years  for the 
duration of the intervention program.  The data sources for the period 1989-1993 were 
emergency department cases presenting to the Royal Children’s Hospital, Preston and 
Northcote Community Hospital and Western Hospital and collected by the Victorian Injury 
Surveillance System.  There was no emergency department collection of injury data in 1994 
and 1995.  In 1996, data were available from the new Victorian Emergency Minimum Dataset 
(VEMD) for which the routine injury data are collected electronically and centralised by 
VISS. 
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The results are shown in Table 7.16 and Figure 7.9.  Adjustments have been made for 
incomplete (88%) case capture rates (1989-1993) and for an estimated 4% of Melton cases 
attending an alternative small local hospital (estimates based on state admissions data 1990).  
A further adjustment was made for cases attending major public hospitals other than RCH, 
PANCH and Western Hospital.  It was determined from the new centralised VEMD data that, 
in 1996,  92.6% of  Shire of Bulla and 93.1% of  Shire of Melton emergency department 
presentations were to these hospitals. 

Table 7.16 Adjusted injury presentation frequencies and rates < 15 years, Shires of 
Bulla and Melton 

Year Bulla(N) Bulla(rate) Melton(N) Melton(rate)
Adjusted 

Bulla
Adjusted 
Melton

1989 389 3541 282 2655 3116 2230
1990 298 2556 268 2486 2249 2088
1991 315 2556 278 2541 2249 2134
1992 353 2717 262 2360 2391 1983
1993 396 2899 225 1998 2551 1679
1994 N/A N/A N/A N/A N/A N/A
1995 N/A N/A N/A N/A N/A N/A  

 

Figure 7.9 Comparison of injury presentation rates per 100,000 population 
for children aged <15 years, Shires of Bulla and Melton (adjusted rates) 
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Intervention Commenced 

There is no evidence of a reduction  in the rate of injury emergency department presentations 
in the  Shire of Bulla, nor a positive effect of the intervention program when the injury 
presentation rates for the Shires of Bulla and Melton are compared. 
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Emergency department presentations are unlikely to be affected by case-mix funding and no 
other compounding factors have been identified. 

7.5 GENERAL PRACTICE DATA 

Unfortunately, general practice injury data collections could not be established to provide 
useful evaluation data.  Given the potential for bias in the sample of data collected from 17 of 
the possible 31 general practitioners in 1991,  scaling up of the numbers from the survey 
would not be meaningful and has not been attempted. 

7.6 TELEPHONE SURVEY INJURY DATA 

Apart from emergency department presentations for child injury, the only viable measure of 
less severe injury was the series of telephone surveys.  Inferential testing of the results 
presented in Table 7.17, using the chi square test, shows a significant difference between the 
Shires of Bulla and Melton only at the pre-intervention survey.   

Table 7.17 Analysis of injury prevalences for pre, first and second post 
intervention surveys 

 Households Total Individuals 

Area Households 
Surveyed 

Injuries % injury 
prevalence 

Significant Individuals 
in Survey 

Injuries % injury 
prevalence 

Significant 

Pre    

Bulla  202 39 19.3% Yes 727 44 6.1% NS 

Melton 245 26 10.6%  880 35 4.0% 

1st Post        

Bulla  250 31 12.4% NS 923 31 3.4% NS 

Melton 250 33 13.2%  929 37 4.0% 

2nd Post        

Bulla  293 40 13.7% NS 1049 53 5.1% NS 

Melton 256 33 12.9%  863 44 5.1% 

    

 

Information regarding the severity of self-reported injury data was recorded poorly in the pre-
intervention telephone survey.  Of total reported injuries in 1996, however, 38% and 50% 
required medical attention in  the Shires of Bulla and Melton respectively.  The nature of 
treatment is shown in Figure 7.10. 

When odds ratios were generated using linear regression (equivalent to the likelihood-ratio 
test) for household data, the Bulla report rate is significantly higher in the pre-intervention 
phase than in any other cell (Table 7.18).  Thereafter, Bulla and Melton are indistinguishable.  
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This indicates a significant effect in Bulla, but the differences between 1st and 2nd post 
intervention phases (1993 and 1996) cannot be detected. 

In the individuals data, a similar effect is very nearly detected - the lower confidence interval 
for Bulla pre-intervention is 0.99, with all other levels comfortably including 1. (Table 7.18).  
This may be taken as indicative, although not certain, that a positive effect occurred for Bulla 
as a result of the intervention, but certainly no significant difference between 1st and 2nd post 
intervention phases. 

Table 7.18 Statistical analysis of telephone survey injury prevalence results 

Households          

    95% C.I.      

Variate Estimate SE Odds Ratio Lower Upper c2 df p-value 
Baseline Odds -2.131 0.2074 0.12 0.08 0.18 105.57 1 0.0000  

Melton Pre Survey (reference 
level) 

 (reference level)       

Melton 1st Post 0.2476 0.2792 1.28 0.74 2.21 0.79 1 0.3752  

Melton 2nd Post 0.2203 0.279 1.25 0.72 2.15 0.62 1 0.4298  

Bulla Pre Survey 0.7008 0.2735 2.02 1.18 3.44 6.57 1 0.0104 * 

Bulla 1st Post 0.1759 0.2826 1.19 0.69 2.07 0.39 1 0.5337  

Bulla 2nd Post 0.2865 0.2683 1.33 0.79 2.25 1.14 1 0.2856  

          

          

Individuals          

    95% C.I.      

Variate Estimate SE Odds Ratio Lower Upper c2 df p-value 
Baseline Odds -3.184 0.1725 0.04 0.03 0.06 340.70 1 0.0000  

Melton Pre Survey (reference 
level) 

 (reference level)       

Melton 1st Post 0.00144 0.2406 1.00 0.62 1.60 0.00 1 0.9952  

Melton 2nd Post 0.2601 0.2317 1.30 0.82 2.04 1.26 1 0.2616  

Bulla Pre Survey 0.4417 0.2323 1.56 0.99 2.45 3.62 1 0.0572  

Bulla 1st Post -0.1755 0.2513 0.84 0.51 1.37 0.49 1 0.4849  

Bulla 2nd Post 0.2505 0.2228 1.28 0.83 1.99 1.26 1 0.2609  
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Figure 7.10 Nature of treatment sought for self-reported injuries, Shires of 
Bulla and Melton 1996 
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Most injuries self reported in the telephone survey were not sufficiently severe for medical 
attention to be sought ( Shire of Bulla 63%, Melton 50%).  The majority of these self reported 
injuries required no time off work, school or normal activities ( Shire of Bulla 78%, Melton 
73%). 
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While a significant reduction in injury prevalence can be attributed to the intervention 
program, this result should be treated with caution.  It is based entirely on the significantly 
higher injury report rate in the  Shire of Bulla pre-intervention, which could be attributable to 
sampling error or regression to the mean.  Given the absence of further effects in the 1994-
1996 period and indistinguishable rates in the two Shires in subsequent surveys, regression to 
the mean (irrespective of any program effect) is a possibility.30,105 

In the absence of other measures to confirm or refute the findings, some doubt as to the 
validity of these results remains.  If valid, the results indicate the reduction was 
predominantly in minor injuries. 

7.7 POLICE REPORTED CASUALTY CRASH DATA 

Data were extracted from the VicRoads police reported casualty crash database for crashes 
within the geographic areas defined by the Shires of Bulla and Melton post-codes and 
analysed for the same time period as hospital admission data.  No sensible denominator was 
identified; clearly population was not appropriate.  Hence, only comparative changes in 
frequencies could be analysed for the four years pre-intervention and the five years post-
intervention.  Significant injury reductions were found for each geographic region (Table 
7.19).  The apparent greater decrease in the  Shire of Melton may be related to greater 
population increase in the  Shire of Bulla (to the extent that this is relevant) and, possibly, to 
different traffic volume, speed and policing or to traffic engineering changes. 

When the data were disaggregated by road user type, significant reductions were found for all 
categories and geographic regions with the exceptions of  Shire of Melton pedestrians and  
Shire of Bulla pedal cycle/motor vehicle crash injuries (Tables 7.20 and 7.21). 

Table 7.19  Frequency of all road traffic casualties in the Shires of Bulla and 
Melton.  VicRoads Data 

Year  Shire of Bulla  Shire of Melton Victoria 

1987 245 253 32625 

1988 247 278 34335 

1989 307 244 35391 

1990 261 178 28276 

Program Commenced 

1991 205 155 23083 

1992 192 153 22569 

1993 212 168 21859 

1994 212 168 22487 

1995 217 149 23513 

 Shire of Bulla: chi square=.53.24, p<0.001 
 Shire of Melton: chi square=111.45, p<0.001 

Victoria: chi square=.13140.12, p<0.001 
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Significant reductions in frequencies were observed post intervention compared with pre-
intervention for the Shires of Bulla and Melton and for Victoria. 

Table 7.20 Frequency of Hospital Admissions for injuries to pedestrians, drivers 
and passengers by motor vehicles. Vic Roads data 

 Pedestrians Drivers Passengers 

 Bulla Melton Victoria Bulla Melton Victoria Bulla Melton Victoria 

1987 13 11 2483 123 133 15968 81 85 9719 

1988 8 8 2668 146 140 17268 69 98 9906 

1989 7 4 2545 172 130 18226 112 89 10176 

1990 13 9 2135 132 91 14210 88 55 7849 

1991 8 8 2008 114 83 11431 68 53 6328 

1992 3 11 1884 112 75 11306 53 38 6092 

1993 11 9 1801 131 88 10955 55 45 5925 

1994 8 9 1863 113 83 11455 68 52 6037 

1995 15 8 1925 116 85 12276 66 36 6400 

 Chi 
square 
X2=9.27 

p<0.04 

chi 
square 

6.49 

p>0.05, 

(NS) 

chi 
square 
629.66 

p<0.001 

chi 
square 

24.70 

p<0.001 

chi 
square 

62.00 

p<0.001 

chi 
square 

6447.74 

p<0.001 

chi 
square 

35.31 

p<0.001 

chi 
square 

76.60 

p<0.001 

chi 
square 

4904.42 

p<0.001 

 

Table 7.21 Frequencies of Injury Hospitalisations for motorcyclists and pedal 
cyclists as a result of a motor vehicle crash. VicRoads data 

Year Motorcyclists Pedal cyclists 

 Bulla Melton Victoria Bulla Melton Victoria 

1987 15 7 2186 12 16 1844 

1988 14 10 2154 7 18 1978 

1989 12 8 2085 10 13 1977 

1990 13 12 1926 16 10 1792 

1991 6 11 1781 7 10 1332 

1992 10 9 1760 8 18 1328 

1993 7 18 1702 8 7 1308 

1994 9 8 1623 14 14 1323 

1995 4 5 1545 16 15 1217 

 chi square 

12.15, 
P<0.01 

chi square 

11.05 

p<0.02 

chi square 

355.61 

p<0.001 

chi square 

3.08 

p>0.3 

(NS) 

chi square 

9.55 

p<0.04 

chi square 

772.18 

p<0.001 
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7.8 HOSPITAL BED-DAYS 

The number of hospital bed days is a further proxy measure of severity of injury. When four 
levels of severity were compared (Figure 7.11) for 1987/88 and 1995/96  a significant 
increase in the  proportion of short stays (< 2 days) was found in the  Shire of Bulla compared 
with Melton (chi square 36.23, 8df, p<0.001). There were no significant differences for the 
remaining categories.  

However, when average lengths of stay were compared there was no difference between the 
Shires (Figure 7.12) 

Figure 7.11 Comparison of Bed Days for the Shires of Bulla and Melton - 
VIMD 
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Figure 7.12 Comparison of average length of stay Shires of Bulla and 
Melton 1987-1996 

Average number of bed days per admission case
(Source: VIMD)
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7.9 COUNCIL EMPLOYEE OCCUPATIONAL INJURIES 

The  Shire of Bulla adopted the National Safety Council of Australia (NSCA) 5-star 
occupational health and safety program for its employees in July 1992.  Two full years of 
injury and lost time data are available for comparison (Table 7.22).  The first year 1991/92 
before adopting the NSCA 5-star program and the second immediately after. No comparison 
figures were available from other municipalities in Victoria.  The  Shire of Bulla had 
approximately 450 employees at that time.46 

Table 7.22 Incidence and severity of injury of  Shire of Bulla employees, August 
1991 - July 1992 

Measure 1991/92 

Before Program 

1992/93 

After Program 

No.  of lost time injuries reported 40 15 

Days lost 1158 270 

Person hours exposed 481,656 549,712 

Lost time injury frequency rate 
(LTIFR) 

83 27 

Lost time severity rate (LTSR) 2,404 494 
Note: LTIFR = lost time injuries X 106  

  No.  of man hours worked 

 LTSR  = No.  days lost X 106 

  No.  man hours worked 

The injury data is based on Shire information, collected by the occupational health and safety 
coordinator, not on insurance claims data.  The data may have been influenced by a policy 
encouraging still-injured workers to return to work early.   

The results show that LTIFR decreased by 68% and LTSR by 80%, indicating a substantial 
improvement in both incidence and severity of injury among  Shire of Bulla employees.  In 
the absence of occupational injury data from other Shires, a crude comparison can be made 
with figures supplied by the NSCA Queensland division, where for the occupational category 
of "Government Administration and Defence", LTIFR was 22 and LTSR 566, and for "Health 
and Community Services", 10 and 10 respectively. 

These figures suggest that  Shire of Bulla occupational injury incidence and severity is 
commensurate with similar bodies using the 5-star program.  The lost time injury reduction in  
Shire of Bulla employees has led to a saving of approximately $100,000 p.a. on workers 
compensation insurance premiums.  This demonstrates the savings which can be made as a 
result of applying appropriate prevention measures in the occupational environment.  These  
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results, however, should be treated with caution in the absence of control data since there has 
been a more general reduction in claims for occupational injuries in Victoria of 32% in the 
period 1990/91 - 1993/94106.  Staff changes associated with local government amalgamation 
prevent meaningful follow-up of these results after 1992/93. 

The contribution of the Safe Living Program was to provide advice, assistance and training 
for the occupational health and safety program. 

7.10 COST EFFECTIVENESS 

Since the actual reduction in injuries attributable to the program is unclear, the determination 
of cost effectiveness is somewhat hypothetical.  The apparent reduction in minor injuries may 
be virtually cost neutral, while there seems to be a real, though difficult to quantify, saving on 
occupational injuries.  The Safe Living Program funding was $304,000 for the first three 
years, 1991-199326.  Since the  Shire of Bulla population constitutes approximately one half 
of that of the City of Hume, it is assumed that one-half of 1994-1996 funds were spent on the 
program in the   Shire of Bulla, estimated at $240,000.  Thus total basic program funding was 
approximately $475,000 over the six year period. 

Additional funding was attracted during the 6-year period covered by the evaluation from 
several sources, including additional grants, and substantial in-kind contributions were made, 
such as the use of a motor vehicle, the building of safety display homes and salaries of 
Council Officers for time spent on the program. 

Average direct medical costs, including rehabilitation and other ancillary costs, for injury 
treated in Victoria fall within the range shown in Table 7.238.  Costs depend on injury 
severity, funding source and whether first year or total costs are included.  Compensated 
injuries tend also to be the more severe. 

Based on these direct medical costs alone, 32 average hospital admissions (Transport 
Accident Commission) or more than 5,900 non-hospitalised, non-follow up injuries (minor) 
would need to be saved over the six year intervention program to break even.  In fact, injuries 
impact on the economy as a whole involving indirect costs, particularly those associated with 
loss of productivity and lost earnings.  These indirect costs may be offset, to some extent, by 
additional income to the program. 
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Table 7.23 Average cost of injury treatment 

 Motor Vehicle Accidents Other Injury Non-Compensated 

Level of TAC WorkCover WorkCover Single Visit 

Treatment First Year Total  

(3+ Years) 

First Year Total 

(3+ Years) 

First Year Total 

(3+Years) 

Emergency 
Department 

# 

General 
Practitioner 

* 

Fatalities  $6,471  $2,107  $4,316   

Hospitalised $10,943 $14,991 $12,400 $20,599 $3,770 $6,511   

Non-
Hospitalised 

+ 

$636 $1,018 $957 $1,921 $702 $1,200 $87 $22 

+ Non-hospitalised payments do not include medical excess costs (borne by the individual) 

# Average cost of an Accident and Emergency Department visit (non-admitted patient), Victoria 1994 (Jackson, Sevil, Tate & Collard 1995) 

* Average Medicare payment for an unreferred G.P. attendance, Victoria, 1993 - 94 (Health Insurance Commission, Medicare & 
Pharmaceutical Benefits Statistical Tables, 1993-94) 

7.11 CONCLUSIONS 

There were no detectable significant decreases in injury rates using health sector and coronial 
data.  Although controls were used, changes may have been masked by the substantial effects 
of case-mix funding in the case of hospitalised injuries.  Notwithstanding a significant 
increase in short hospital stays in the  Shire of Bulla versus Melton, there was no difference in 
average length of stay.  Emergency department injury data for children showed no reduction 
but similar data were not available for adults.  General practice injury data were not available.   

Self reported injury data, mostly minor and not requiring medical attention nor interruption to 
normal activities, indicated significant reductions after 6 years, for households and almost 
reached significance for individuals (Table 7.18).  Both Shires experienced similar 
statistically significant reductions in police reported road casualties according to VicRoads 
data.   

Occupational lost time injuries were reported to be reduced among municipal employees after 
an intervention in year two of the intervention program.  No specific control data were 
available, though a general reduction in occupational injuries, but lesser proportion is reported 
for this period by the Victorian WorkCover Authority106.  Follow-up was not possible after 
council amalgamations and down-sizing of staff. 

While it is not possible to determine a benefits/cost ratio for this intervention, it seems that 
some gains attributable to the program were made in reduced costs for occupational injury.  A 
substantial proportion of the self reported injuries prevented (assuming the observed effect 
was not due to regression to the mean) would be expected to be cost neutral.  Nevertheless, 
only a small reduction in moderately severe injuries would be required to achieve cost 
effectiveness in an intervention program such as the relatively low budget Safe Living 
Program. 
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CHAPTER 8 

8 DISCUSSION 

8.1 INTRODUCTION 

The results of the evaluation of the  Shire of Bulla Safe Living Program are discussed in this 
chapter under the program objectives, in accordance with the methodologies discussed in 
Chapter 4. An additional objective was to identify potential improvements to both the 
intervention and evaluation methodologies.  These are presented as lessons learned from the 
program and its evaluation. 

The evaluation was designed to identify any measurable change in injury rates and severity 
resulting from the intervention program and to explain the program’s outcome in terms of 
impact and outcome measures.  It was also designed to be formative, feeding back into the 
program and into strategic planning processes. 

The extent to which each specific program objective was met is discussed, including the 
program reach, or penetration, into the community. There are few published results of 
measures of process or intermediate effects on risk factors and program reach for useful 
comparisons.  It is therefore difficult for program managers and program evaluators to 
compare the progress of their effort against other programs. 

Furthemore, few countermeasures have been scientifically evaluated to date. Thus, in many 
cases, the selection of countermeasures was based on potential, rather than proven 
effectiveness, on scientific principles, or on current best practice.  Not all initiatives in the 
program could be evaluated and those that could provide the most useful measures have been 
the subject of this report. 

Results have been presented in detail in Chapters 5-7 in order to make explicit the 
effectiveness and shortcomings of both the intervention and the evaluation. 

8.2 WERE PROGRAM OBJECTIVES MET? 

8.2.1 Introduction 

The extent to which individual program objectives were met is discussed below.  The order of 
objectives is altered here, from the order originally presented by the program (Chapter 1), to 
create a more logical sequence to the discussion points to be raised. 

8.2.2 Objectives  

8.2.2.1 To increase community awareness of injury prevention and create a 'safer 
community' environment 

This objective relates to program reach and to a culture of safety at various levels of the 
community.   It was particularly addressed by the process evaluation.  
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Importantly, the community fulfilled the requirements for WHO Safe Community 
accreditation in 1994 and this was re-confirmed in 1996  for the wider City of 
Hume,following Council amalgamations. 

While there was substantial awareness of the Safe Living Program (46.6% of residents in 
1996), and recall of safety messages and displays, it is less apparent that  this translated to an 
awareness of injury prevention, since only a moderate amount of  action appears to have 
followed from such exposure. 

The level of general media coverage was comparable to other successful community 
programs with close to equivalent newspaper articles and information delivered to households 
compared with the community based Minnesota Heart Health Program102.  In 1996, the Safe 
Living News was read by 13.3% of householders.  Up to 12.2% of the population participated 
in injury prevention courses or activities, though there was no significant difference when 
compared with the  Shire of Melton or issues of safety knowledge attitudes and awareness 
identified in telephone surveys.  Support for laws to improve safety showed a significant 
increase in the  Shire of Bulla against a negative trend in the  Shire of Melton. 

Overall, the reach of interventions into the community ranged between <1% - 27% (Table 
5.11). 

In summary, this objective was assessed as reasonably well met at the macro level of WHO 
accreditation and sustainability and at the micro level of program and safety awareness. 

8.2.2.2 To reduce the incidence of accidental death 
No significant reduction in injury deaths occurred in the  Shire of Bulla compared with the  
Shire of Melton during the four years of the intervention program for which death data were 
available (1991-1994).  However, a dramatic reduction in the number of deaths would have 
been required before any statistical significance could be expected to be demonstrated.  
Alternatively, for a smaller change with respect to the comparison community, a considerable 
number of years of data would need to be accumulated in order to reach significance.  None 
of the successful community based injury prevention programs reported in the literature 
showed a significant reduction in deaths over a similar time-frame. In retrospect, this was 
probably an inappropriate objective because it is unlikely to be capable of evaluation given 
the population size. 

8.2.2.3 To reduce the frequency and severity of injuries requiring hospital attendance or 
admission 

No significant difference was found for aggregated hospital admission data in comparison 
with the  Shire of Melton or Victoria , or when it was disaggregated by age or mechanism of 
injury for major causes targetted by the program.  Factors influencing this outcome may 
include: changes to data systems, lack of efficacy of program interventions, lack of program 
reach, issues of council amalgamations, type of community compared with Scandinavian 
communities, low base rate of injury, and lack of equivalence of the control community. 

Because of potentially confounding changes to hospital admission data and to the observation 
that injury rate reductions are more likely to occur for minor injuries, it is important to this 
evaluation that hospital emergency department data were also available, though only for 
children. The available data (section 7.4) showed no evidence of a reduction in the rate of 
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injuries in the  Shire of Bulla during the period of the evaluation nor when the Shires of Bulla 
and Melton were compared.   

Although the program objective did not specifically require evaluation of reductions in less 
severe injuries, this was an obvious direction to investigate, particularly since the gains made 
in other similar programs were largely for minor injuries23,24,30. 

The possibility that an effect may be found in general practice presentations could not be 
determined as attempts to establish an ongoing data collection were unsuccessful.  Since 
general practice data were used in the Falkoping project injury data, direct comparison of 
injury rates between the two programs cannot be made. 

Self-reported injury data, collected by the series of telephone surveys, indicated a statistically 
significant reduction for households in the  Shire of Bulla and close to a significant reduction 
for individuals in households,  when compared with pre-intervention and control data.  
Household reported injuries most often required no medical attention nor interruption to 
normal activities. The possibility of regression to the mean cannot be excluded when 
interpreting these results, where a single high estimate was observed pre-intervention for the 
proportion of households with injuries reported for the previous two weeks in the  Shire of 
Bulla.  A portion of the reported reduction in occupational injuries among municipal 
employees also appears to be attributable to the intervention program. 

8.2.2.4 To reduce the number of hospital bed days as the result of injuries 
The proportion of injuries requiring short hospital admissions of <2 days , a proxy for low 
severity, increased for the  Shire of Bulla, when pre-/post- and intervention/control 
comparisons were made.  However, there was no statistically significant difference between 
average bed days between the Shires of Bulla and Melton. In the Falkoping Program, hospital 
bed days reduced after 3 years of the program23. 

Since hospitalised injured residents of the two Shires are not evenly spread across the same 
hospitals for their medical treatment, these observations could be interpreted as possibly 
indicating different admission policies between hospitals, following the introduction of case-
mix funding.  This effect is lost when the more serious injuries are also considered. 

As the number of bed days is not necessarily a good measure of severity108, alternative, more 
specific quantified measures, such as the Abbreviated Injury Severity Scale (AIS)  and the 
Injury Severity Score (ISS)109,110,111, should be considered for future studies.  This would 
require the application of a less than perfect electronic mapping software program from ICD-
9CM diagnosis codes66 to AIS and ISS scores, which have been shown to achieve 68% 
agreement on ISS when compared with scores derived directly from medical records112.  
Alternatively, manual coding of all, or a sample of, injury cases directly from medical records 
at discharge would provide a more valid measure of severity.  Here, inter-rater reliability has 
been shown to be 75% agreement on ISS112,113.  The latter, however, may be an unacceptable 
cost to funding bodies for such an evaluation study. 
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8.2.2.5 To develop strategies which will provide an overall reduction in the number and 
severity of injuries within the  Shire of Bulla 

Although a large number of intervention activities were developed and implemented in the 
course of the Safe Living Program (more than 100), these did not convincingly achieve an 
overall reduction in the number and severity of injuries. 

The international literature generally lacks detail of intervention strategies within community 
based injury prevention programs.  Nevertheless, it seems that there was considerable overlap 
between the Safe Living Program and successful overseas programs with regard to 
intervention strategies.  Because of the large number of Safe Living Program strategies, there 
may have been dilution of effort compared with other programs. 

High levels of program reach, including training of professionals and uptake of safety 
products or environmental changes appear to be key strategies in successful community 
interventions.   Reach, or penetration, appears to be greater in Falkoping compared with the  
Shire of Bulla.  In Falkoping, study and educational programs were arranged for large 
numbers of professionals who in turn acted directly to intervene in the community in various 
ways.  For example, 260 public child care and pre-school teaching staff, 30 others in the 
private sector and the municipal district nurses received training in child safety23.  In turn, 
these employees arranged parent meetings to discuss accident prevention  and to improve the 
safety of the external environments of their facilities.  

Other strategies in Falkoping included safety education for 650 home visitors who worked 
through safety checklists with their clients and a three day educational program for 35 
industrial safety officers, work supervisers and others responsible for workplace safety.  
Although a similar approach was adopted in a train the trainer program for child safety in the  
Shire of Bulla, which resulted in a small scale “snowball” effect of 33 courses conducted in 
1996, reaching 369 community participants, the scale of direct transfer of safety information 
and recommendations contrasted with that of Falkoping22,23. 

Similarly, effective reach was achieved in Harstad30, where, for example, 80% of persons 
aged 75-79 years were reached by the home visiting intervention program. 

In the Minnesota Heart Health Program, 42 of 65 local physicians participated in continuing 
education and 728 other health professionals attended relevant professional education 
classes102.  Here, the link between the intervention and health may have been more obvious to 
the professionals compared with the Safe Living Program.  As observed by Schelp, “The 
health care sector is uniquely knowledgeable about health hazards and must be more involved 
in social planning”22. 

Uptake of the countermeasures specifically promoted in the  Shire of Bulla has been quite 
small (Chapter 6).  Hence, even if the interventions were highly effective, only small 
reductions in injury frequency and severity would be expected.  Furthemore, while the Safe 
Living Program distributed safety checklists to all households, by contrast, in Falkoping23 and 
Harstad30 checklists were used actively by professionals on home visits. Thus, the practical 
work of implementation was effected primarily via personnel groups who are in contact with 
the target group in their daily work23. 

A strong recommendation of the evaluation report after the first three years of the intervention 
was to “increase the reach of and community participation in the existing successful 
interventions”46. 
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The quality of the interventions is another important contributor to effective injury 
prevention. The one successful intervention in the SCIPP program, motor vehicle occupant 
protection, was described by Guyer36 as highly efficacious.    

Social and cultural differences between the Falkoping community and the  Shire of Bulla may 
also have contributed to the lower than expected level of demonstrable outcome46.  It is 
possible that the Swedish community is more homogeneous, with strong common values121 

than the  Shire of Bulla.  Some demographic differences between the  Shire of Bulla (1991 
census) and Falkoping121 are apparent (Table 8.1). 

Table 8.1 Comparison of demographic variables of the  Shire of Bulla (1991 census) 
and Falkoping residents 

  Shire of Bulla (%) Falkoping (%) 

Swedish or Australian born 77.2 96.1 

Adults 70 80 

Unemployment 10 3.6 

Rural residents 13 30 

 

A higher proportion of Falkoping residents were born in Sweden compared with Australian 
born residents of the  Shire of Bulla.  This difference could be reflected in less cultural 
uniformity in the  Shire of Bulla residents and may influence perceptions of safety and injury 
prevention. 

In Falkoping approximately 80% of the population is adult.  The corresponding proportion for 
the  Shire of Bulla is 70%.  The higher proportion of adults in Falkoping are more likely to 
take responsibility for safety issues themselves, whereas in the  Shire of Bulla more parents 
are expected to take this responsibility for their children.  This difference may affect the 
impact of behaviour change which in turn influences the outcome of a program. 

The unemployment levels in the two programs differ.  In Falkoping unemployment was 3.6% 
and in the  Shire of Bulla approximately 10%.  Over the time of the Program, Victoria has 
undergone a recession with a level of unemployment which could affect levels of injury 
(reduced for road injury122; increased for intentional injury123). 

Falkoping is largely a rural community with 30% of the residents in the rural area.  Farming is 
labour intensive with 1,500 farms.  It is likely that Falkoping would have a higher injury rate 
than a more urban community such as the  Shire of Bulla with a rural population of 13%.  The 
Shire has very few professional farmers. 

National characteristics, such as respect for authority, may vary between the two countries.  
The social service infrastructure in Falkoping (and in Sweden generally) appears more 
centralised and coordinated than that in Victoria.  Falkoping has local radio, television and 
daily papers. 
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It is clear that the translation of the Falkoping model to Australian conditions is not without 
its difficulties and although some have been identified, other factors, such as availability of 
resources, may confound the analysis of the two programs making some comparison 
inappropriate. 

Other programs have met with similar difficulties. A survey of 10 comprehensive health 
promotion programs114, identified barriers to achieving program goals and objectives.  
Inadequate funding and staffing, low levels of  volunteer support, turnover or poor attendance 
at meetings, competing interests of community members working in the program, lack of 
resources for use of media for program promotion, and lack of time were the stated major 
impediments to achieving outcomes.  The approaches to addressing these problems included; 
additional funding, increased promotion and reach, increased networking and integration at 
the community level, institutionalisation, and increased representation and involvement of all 
sectors of the community. 

8.2.2.6 To reduce hazards 
Response by the  Shire of Bulla Council to recommendations from the road safety audit (at 
least 47% implementation), footpath safety audit and Safe Routes to Schools shows a high 
level of commitment to action.  Council also introduced footpath cycling, and occupational 
safety measures as a result of advocacy by the Safe Living Program.  The primary schools 
implemented the majority of recommendations (56%) arising from a professional safety audit 
of school playground equipment. 

Telephone surveys indicated significantly more hot tap water temperature reductions and the  
presence of other safety features in the home, an increase in items purchased for child safety  
and the presence of electrical circuit breakers in the  Shire of Bulla compared with Melton 

8.2.2.7 To increase the use of safety devices and equipment 
The  Shire of Bulla Safe Living Program achieved increased levels of effective sales of 
children's safety seats and restraints, sales of smoke detectors, usage of the Early Childhood 
Injury Prevention Program, training conducted by the Train the Trainer Course participants, 
and an increase in the use of a handyman service for senior citizens. 

While the number of visitors to the four sequential safety display homes, which demonstrate 
safe design, was high, there is little evidence that a large proportion of  Shire of Bulla 
residents visited the houses, nor of large scale on-selling of the safety features within the 
Shire.  This intervention may have had a greater impact outside the Shire. 

An attempt was made to evaluate a number of strategies (e.g. sales of safety products, Child 
Safety Centre enquiries and sales to residents in the Shires) but data collection was frustrated 
by the nature of records kept by the personnel in the sales outlets.  However, one retailer 
showed an increase in child safety seat sales.  Generally, keeping such detailed records is not 
a usual function for sales outlets, and establishing specific collection systems prior to the 
program proved difficult.  Strategies for overcoming these barriers should be developed in 
future programs.  One difficulty is that many residents purchase safety products from major 
retail outlets outside the Shire. 

A limitation to the reduction of hazards was the diminution of effect between the supply of 
safety information - to every household on two occasions during the program.   Few recalled 
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receiving it ( 27.5%, 1991;  9.3% 1996) and less used it, with only 0.3% reporting making 
safety changes as a result. 

Attenuation of effect, or the decreasing impact, of an intervention as it diffuses through a 
community can strongly influence the impact and outcome of education and training 
activities73.  This effect may not have been appreciated in designing the prevention program.  
The factors contributing to attenuation are: 

• not all of the total target population is actually exposed to the education  

• not all of those exposed actually comprehend the message  

• not all of those who comprehend actually change behaviour  

• not all of those who change behaviour persist over time  

• not all those who persist with behaviour change actually apply the behaviour to prevent 
injury at the time of exposure73.   

At each stage only 2/3 of the population is likely to move to the next step.  An estimate of the 
final effect of attenuation has been given as 13%73 who will act to prevent an injury when 
exposed to the intervention.  Given that exposure may be low, the effective prevention may be 
negligible leading to non-significant outcome measures.  It also underscores the importance of 
considering the perceived needs of a target  group to minimise the effects of attenuation.  If a 
target group does not recognise that a problem impacts on them directly then it is unlikely that 
they will act in a preventive way. 

8.2.2.8 To institutionalise the program (added 1994) 
The Safe Living Program will continue beyond the evaluation period as core business of the 
Hume City Council from June 1997. 

The response of the program to uncertain future funding and to evidence that a top down 
approach continues to be required to sustain interventions was to accelerate progress to 
institutionalisation of the program and its components. 

Questions remain, however, regarding the merits of sustainability.  For example, is 
institutionalisation enough to achieve sustainability?  e.g. traffic education programs; what 
are the criteria for deciding what is to be sustained?; are the currently available measures of 
institutionalisation valid for injury programs? 

MUARC has been funded by the Victorian Health Promotion Foundation to continue to 
evaluate the sustainability of the intervention and its component strategies in the short term.  
The results will be reported late in 1997.  Clearly, the longer term effects of 
institutionalisation should also be evaluated. 

8.3 FORMATIVE EVALUATION 

This evaluation has aimed to be formative for both the Safe Living Program and for the 
broader development of community based injury prevention in Australia and internationally. 
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Close liaison has been maintained with the intervention program and the local government in 
which it is embedded for approximately 7 years.  Updated local injury data and information 
from new research have been provided regularly to the program.  Similarly, feed-back from 
the evaluation has been reported at all stages, both formally and informally.  A full evaluation 
report of the first three years of the Safe Living Program was published in 199446.   It made 
recommendations for the ongoing program’s strategic planning processes, including increased 
reach31,46 and specifically more training of professionals, based on the Falkoping success.  
The introduction of new interventions to address high frequency, high severity injury issues 
was also recommended, with specific examples46. 

It was stated for example in the report after the first three years “While there have been some 
successes in implementing measures to reduce hazards, it seems that there is scope for much 
greater coverage in most cases.  This may be possible by targeting some of the more 
important hazards and setting objectives to reach a much higher proportion of the total 
population”46. 

8.4 LESSONS LEARNED  

8.4.1 Introduction 

An important objective of this thesis was: to identify potential improvements to both the 
intervention and to evaluation methodologies.  This section identifies and discusses lessons 
learned from both the intervention program and the evaluation. 

8.4.2 Lessons learned from the intervention program 

• A high level of program reach and uptake of countermeasures is essential.  The “snowball” 
effect gained by training professionals and volunteers working in the community to 
implement the program is a vital tool. 

• It is most efficient to focus on interventions with known benefits.  Highly efficacious 
countermeasures should be chosen36,115.  

• Organisational involvement and change are important factors23 

• Education and awareness do not necessarily translate into action 

• Implementation should occur early in the life of the program and be sustained for 
maximum effect 

• Community based injury prevention may work better in cohesive, homogenous and 
isolated communities (Falkoping and Lidkoping homogenous; Harstad isolated) 

• Few severe injuries would need to be prevented in order for a program such as the Safe 
Living Program to be cost-effective 

• Institutionalisation may be an important component of community based injury prevention 
programs.  The longer term effects of institutionalisation should be evaluated, particularly 
in terms of sustainability and injury prevention impacts and outcomes. 

• Statewide implementation appears to be more efficacious than local intervention for some 
countermeasures 
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Reporting on lessons from the Minnesota Heart Health Program, Murray115 observed 
“Planners of future community trials should be confident that they are effective programs that 
can be delivered to a sufficiently large fraction of their target population to allow them to 
accelerate the secular trends for the exposures of interest”. 

8.4.3 Lessons learned from the evaluation 

• It is necessary to use an appropriate number of entire communities to provide valid 
evidence of the efficacy of a community intervention method36, 48,115.  Logistical problems 
and costs119 would be a major barrier, perhaps insurmountable, in Australia. 

• Changes which may affect prospective studies may be unpredictable and this possibility 
should be taken into account in the research design. The Safe Living Program evaluation 
was complicated by changes to injury data collection systems and populations, particularly 
increases to hospital admission rates associated with case-mix funding and the transition to 
a new emergency department injury data collection system.  Alternative sources of data 
would be an advantage. 

• There are many advantages to the research design to implement programs in stable 
populations (Falkoping, Lidkoping and Harstad appear to have stable populations) 

• Reliable measures of low severity injury rates are required. The Falkoping reduction was 
mostly in minor injuries, at least for home and occupational injuries. Since it was not 
possible to record minor injuries in the  Shire of Bulla and the control municipality, except 
for self reported data, some gains in minor injury reductions may have been missed. The 
availability of both emergency department and general practitioners data, is thus desirable. 
The apparent gains in the Latrobe Valley study50 were also for relatively minor injuries 
(requiring emergency department treatment, but not hospital admission).  While prevention 
of medically treated minor injury is clearly warranted116,  Rivara124 observes that injuries 
treated in the physicians’s office and in emergency departments “probably represent the 
minimum severity of injury that deserves prevention”. 

• Improved measures of severity of hospitalised injuries beyond number of  bed-days should 
be applied in evaluation studies, though accurate coding may be costly 

• Intervention populations with high baseline injury rates are likely to be more  susceptible 
to reductions in injury rates.  It was beyond the control of this study to choose such an 
intervention population nor to find a comparison community with a baseline injury rate as 
low as that of the  Shire of Bulla.  Statewide data were used as an additional control. 
However, in Falkoping the injury rate in the study population was also lower than for the 
control community. 

• Comparison communities may be non-equivalent in a number of ways (e.g. injury rates, 
and methods of collecting injury data; geographically; size and nature of community) 

• In the absence of countermeasure evaluations, it is difficult to differentiate between the 
effects, or lack of effects, of an intervention with regard to the actual countermeasure 
efficacy and the implementation method 

• Case control studies of populations reached versus not reached may show significant gains, 
though such gains may not be cost-effective 



130 MONASH UNIVERSITY ACCIDENT RESEARCH CENTRE 
 

• Indicator measures need to be developed for the impact of injury prevention programs 
(current reporting on all available measures is costly and not efficient) 

• Telephone surveys may decrease in value as a survey tool due to the high prevalence of 
answering machines and the increasing proportion of households which are not prepared to 
participate 

• The comprehensive documentation of intervention strategies (preferably standardised), 
research methods and results is essential to further progress  

• Key informant interviews may contribute to explanations of successful and less successful 
impacts and outcomes 

• Measures of institutionalisation and its outcomes are required 

• Larger budgets are required to undertake comprehensive well designed evaluation studies, 
including benefit/cost analyses, to inform further developments in community based injury 
prevention  

• The publication of results, including process, impact and outcome results, and of negative 
results, is essential 

8.5 OTHER ISSUES 

8.5.1 Comparison Shire 

The choice of the  Shire of Melton as a comparison community was based on similar 
demographics to the  Shire of Bulla and also the fact that both Shires had a high catchment for 
VISS hospitals for determining emergency department injury presentations.  In contrast with 
Scandinavia, where the community intervention municipality of Falkoping and the 
comparison municipality of Linkoping are over 150 kilometres apart, and more than 1000 km 
apart in Norway, the Shires of Bulla and Melton are contiguous, although the population 
centres are separated in various ways. 

The possibility of contamination of the  Shire of Melton by the  Shire of Bulla Safe Living 
Program was not ignored.  Preliminary investigations were undertaken for potential 
contamination sources prior to choosing the  Shire of Melton.  Knowledge of the Safe Living 
Program in the  Shire of Melton was only 2.8% in 1996, indicating a low level of 
contamination.  Alternative possibilities for a comparison community posed greater 
methodological problems. 

8.5.2 Data quality 

The introduction of case-mix funding during the course of this evaluation had a profound 
effect on the possibility of identifying small changes in hospitalised injury rates, though 
robust results should still have been evident.  Data quality issues were reported for some of 
the controlled studies of community based injury prevention reported in the international 
literature23,36. 

Process and impact measures are also dependent on the availabilty of good quality data.  
Organisational change and lack of detailed record keeping makes long term evaluation 
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problematic eg traffic safety programs.  It is also possible that low priority attention is given 
to such information requests. 

Organisations responsible for intervention programs should keep systematic records as part of 
quality systems management and for specific evaluation purposes. 

8.5.3 Evaluation period 

Limitations reported by the authors in the SCIPP study36 included short duration of program 
(22 months), a lag in the detected benefit of the program, and difficulties in the ambitious task 
of implementing and managing  many complex interventions in many communities 
simultaneously.   They also assert that evaluation should be over an extended period to 
determine with certainty whether a measurable benefit is achieved. 

Certainly, the successful Falkoping and Harstad programs ran, in total, over several years. 

8.5.4 Statistical methods 

Debate continues regarding the appropriate methods for statistical analysis of intervention and 
control data in quasi-experimental time trend designs for community based injury prevention 
programs37,44,45,117,118,125.   

Poison regression and time series analyses were compared by Kuhn in the analysis of a 
community based injury prevention program and found to provide similar results118.  This 
finding presumably relates to relatively large rates of injury reducing the variance. 

For our analyses, linear regression modelling was chosen as the main tool for analysis.  While 
simple regression methods rely on the assumption of normality in the data, which is 
approximately true in the case of injury rates, they also rely on constant variance, which was 
not the case in our results. The low rate of injury presentation per person allowed the 
binomial model to provide a good fit to the data (as good as when the poisson model was 
used). 

The Injury Prevention editorial note125 remains salient “although choosing the most 
appropriate statistical procedure is undoubtedly important, solid findings are usually robust 
and unlikely to differ greatly regardless of how they are analyzed”.  This view is supported in 
Tauber’s review of the limits of epidemiology117, where it is suggested that a relative risk of 3 
or more is required before an association is believable.  

8.5.5 Unanswered methodological questions 

Many questions regarding community interventions remain. Hancock, Sanson-Fisher, et al120 
pose some of these: how large a gain in public health is acceptable from community 
intervention; what size of community would best suit a community action approach; how can 
scientific concerns about standardisation of intervention be married with community realities 
of needing to be flexible and allow community input? 

It would also be important  to know whether increased awareness of injury facilitates the 
uptake of new interventions.  That is, awareness may be the basis for receptive attitudes to 
future interventions.  This hypothesis could be tested by a controlled implementation study in 
the Latrobe Valley, the  Shire of Bulla, new areas and controls. 
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8.6 CONCLUSIONS 

The Safe Living Program evaluation was not able to replicate findings of significant 
reductions in injury rates in health sector data as reported elsewhere in some community 
based studies.  Methodological problems may have contributed to this finding.  Some 
reductions in self-reported, mostly minor injuries, and occupational injuries among municipal 
employees appear to be attributable to the program.   

While substantial changes were made to some risk factors, these often also occurred in the 
control community.  Limited reach appears to have contributed to the outcomes.  In future 
community based injury prevention programs consideration should be given to: fewer, more 
targetted, interventions; issues of community reach; organisational change; and enhanced 
evaluation design, including the involvement of several intervention and control communities.  
Appropriately developed implementation strategies should be required  before further funding 
of community based injury prevention. 

Secure injury data sources are required at all levels of severity.  The evaluation may have 
been underpowered to detect minor changes to hospital data due to the confounding effect of 
case-mix funding,  though robust changes would probably have been detected, particularly 
since some intervention effects would have been expected to increase over time.   

The theoretical base for community based injury prevention and its evaluation is limited in its 
development, and requires further refinement. At the same time expansion of such 
interventions is occurring across many countries, including Australia. 
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APPENDIX 11: SAFE LIVING PROGRAM INTERVENTION ACTIVITIES (1991-95)



SAFE LIVING PROGRAM INTERVENTION ACTIVITIES
(1991-95)

SLP Intervention DateCurrentResponsible organisation(s) Comments

INo.
implementedin 1995?

1. TRAFFIC SAFETY 1.1.1.1
Road Safety Audit of major,January 1991YesHume City Council continues toRoad treatments included in operational plans and

minor and local roads
include recommendations of earlierbudgets. Future audits included in Corporate Plan

audits
p20.

1.1..1.2
Identify and Publicise Accident Yes forCity Works division, Hume CityIdentification of accident locations used by City

Locations
IDCouncil Works for funding applications (e.g. TAC).

1.1.13

Seek information from residents YesResidents can report hazards - telephone numbers
and local organisations (eg.

included in council directories.

schools) about road hazards. Lobby for improvements.1.1.1.4
Prepare road safety guidelinesJanuary 1991YesHume City Council continues toRoad treatments included in operational plans and

include recommendations of earlier
budgets. Future audits included in Corporate Plan

audits
p20

ILAP Report.1.1.2.1
Give talks to young people No

about their risk of serious injury as a vehicle occupant / driver1.1.3.1
Obtain an effective RACVFebruaryYesRACV, VicRoads, Shepherd's SmashShepherd Smash Repairs still operating as an

approved Child Restraint Fitting

1991Repairs RACV Child Restraint Fitting Station.
Station 1.1.3.2

Arrange for police to visit pre- NoOne-off, but police still available to
schools to talk to children and

visit according to Senior Sergeant.
parents about wearing child restraints1.1.3.3

Conduct a VicRoads trainingearly 1992YesSunbury Community Health CentreSunbury Community Health Centre arranged
course for key people, on

VicRoadsrevision / update course during 1995.
correct use of child restraints 1.1.3.4

Conduct a child harness rebate YesRepeated late 1994 by North WestShire of Bulla representatives on the North West
scheme

Community Road Safety CouncilCommunity Road Safety Council lobbied for this
(NWCRSC)

activity.
1.1.3.5

Organise child restraint YesNWCRSC The NWCRSC continues to hold restraint checking
checking days

days (Pipeworks, Campbellfield during 1995).



SLP Intervention DateCurrentResponsible organisation(s) Comments
No.

implementedin 1995?

1.1.3.6
Encourage schools, pre-schoolsMay 1991YesPre-school teachers Teachers still include traffic education in

and child care centres to adopt

curriculum.
VicRoadstrafficeducation material1.1.3.7

Support a School Traffic Safety NoOne-off

Day - (with emphasis on seat belt use)1.1.4.1

Hold free mechanical checks for NoOne-off

cars and promote the need for car owners to have regular carmaintenance checks1.1.5.1

Reduce the number of schoolApril 1992YesVicRoads Local action groups still lobby for sufficient buses
bus related injuries

PTCto enable children to travel safely.
Local action ,group1.1.6.1

Promote the "Designated In partNWCRSC NWCRSC continues to promote from time to time.
Driver" program in local hotels 1.2. I.I

Conduct the "Safe Routes toearly 1992YesTraffic engineer, Home City CouncilTreatments continued to be built. An amount is in

School" program in the Shire of
the 1995-96 budget.

Bulla 1.2.1.2

Walk with Care mid 1992YesSunbury Community Health CentreRequests for sessions continue to come.
Hume City Council Aged Care section1.2.1.3

Advocate for pedestrian YesSeniors Safety Working Groupvia recommendations to Council.

crossings and safe pick up and drop off points for buspassengers1.2.2.1
Conduct a safety program for NoOne-off

people with intellectual disabilities1.3.1.1
Implement a footpath cyclingOctober 1991YesVicRoads Trial extended to December' 96 by Council.

trial
Home City Council

1.3.1.2
Promote the development ofongoingYesHome City Council Include in Corporate Plan and Municipal Public

bicycle paths in the Shire
Health Plan. Money set aside to complete a Bicycle

Dlan in 199~·96.

.. 2 .,



SLP Intervention DateCurrentResponsible organisation(s) Comments
No.

implementedin 1995?

1.3.2.1
Plan and implement a Safer1993YesHume City Council Safe LivingSafe Living coordinated a program which was

Rider Award scheme
Programimplemented by local police (March '95). "Think

Police-in-Schools Officer
it, Wear it, Helmet", was a slogan which came out

Schools
of this program.

Traffic Operations1.3.2.2
Develop a helmet display in the1993NoOne-off. Note: large bicycle shop

Craigieburn Leisure Centre
within 5 km in the new municipality

1.4.1.1
Support a local motor bike NoOne-off

safety promotion: "Ride to Live"2. HOME AND CHILDREN'S SAFETY2.1.1.1
Promote the use of PoisonsNovemberYesMaternal and Child Health CentresEach centre provided with a cabinet. Nurses

Cabinets in Maternal & Child
1992 continue to promote.

Health Centres 2.1.1.2
Organise a chemicals collectionNovemberNoOne-off by Melbourne Water

day through Melbourne Water

1992
2.1.1.3

Conduct a project for theSeptemberYesLocal pharmacies Local pharmacies promote this service.
disposal of old medicines

1992
2.1.2.1

Promote the use of ECIPP in1991YesChildren's Services, Hume CityMaterial from Kidsafe still distributed by Maternal
Maternal and Child Health

Counciland Child Health Nurses.
Care Centres

Kidsafe

2.1.2.2
Display safety material andJune 1991YesChild Safety Peer educators, HumePeer educators each have a small "back pack" with

equipment to carers of young
City Councila range of safety items.

children (portable safety display).2.1.2.3
Participate in child product1992In partContinued in 1994 at "Bunyips and

nights for parents expecting a
Toadstools" until shop ceased this

new baby

promotion.

2.1.2.4
Conduct First Aid training1993YesHume City Council Organisations arrange courses. Safe Living

courses which have an
Cragieburn Community HealthProgram does a half-hour presentation.

emphasis on prevention

Centre
Maternal and Child Health Centres2.1.2.5

Prepare, compile and distribute NoNot possible during restructuring.

"Family Safety Package" to all

- one-off
homes in the Shire

.. 3 ..



SLP Intervention DateCurrentResponsible organisation(s) Comments
No.

implementedin 1995?

2.1.2.6
Promote peer education sessions1993YesHume City Council Approximately 12 peer educators have been trained

for parents associated with
and conduct sessions on request.

playgroups, pre-schools, etc. 2.1.2.7
Promote the use of the child YesMaternal and Child Health NursesParents retain book until child is 16. Nurses can

safety information contained in
review with parents.

the Child Health Book 2.1.2.8
Produce and distribute a videoSeptemberYesHume City Council Video produced and distributed by Child Safety

on child safety

1992Child Safety CentreCentre at request of Hurne City Council. Copies
also available from local video shops.2.1.2.9

Produce and distribute bumper1992No Not possible during restructuring.
stickers with a safety message 2.1.2.10

Encourage Community Health YesSunbury Community Health CentreInjury prevention, including use of child restraints
Centres to include injury

Craigiebum Community Healthcovered in courses.

prevention in ante and post

Centre

natal courses for parents
Sunbury Private Hospital

2.1.2.11

Include information on child YesHealth Services department, HumeEach year, when immunisation timetable is made
safety with the immunisation

City Councilup, child safety information is included.
bulletin 2.1.2.12

Promote safety at Roxburgh1993NoUrban Land Authority continued for
Park "New Residents" evenings

part of 1995 but not considered good
use of time.2.1.3.1

Produce and distribute Safe YesHume City Council Guidelines distributed to Display Village builders
House Desi~n Guidelines

Urban Land Authorityin Urban Land Authority estates.
2.1.3.2

Encourage builders to build YesHume City Council Local builder David Telfer built a second display
display homes to the safe design

Local buildershome which incorporated over 50 safety features.
IWidelines

(See newspaper article)

2.1.4.1

Inspire the design of finger-safe1991/92YesPre-school centres Finger safe devices continue to be installed.

strips and install in Council

Hume City Council
Child Care buildings 2.1.4.2

Promote wider use of "Finger YesChild Safety Peer educators Child safety educators continue to promote at talks.
Safe" 2.1.5.1

Promote the use of smoke YesLocal Country Fire AuthoritiesLocal Country Fire Authorities continue to
detectors and fire blankets

promote smoke detectors. Safe Living has
maintained a close association particularly withSunbury Country Fire Authority throughMetropolitan Fire Bri~ade health insurance .

.. 4 ..



SLP Intervention DateCurrentResponsible organisation(s) Comments
No.

implementedin 1995?

2.1.5.2
Promote the "Stop, Drop, Roll" NoOne-off

and Keep Low in Smoke" procedures2.1.5.3
Promote the use of techniques YesMaternal and Child Health Nurses,Talks to new parents.

to reduce hot water spills
Hume City Council

(kettles, saucepans, cups, etc.) 2.1.6.1
Promote the greater use of poolNovemberYesBuilding department, Hume CityBuilding department gives advice to residents per

fencing for backyard pools

1991Council the legislation - however, isolation option is
encouraged.2.1.6.2

Promote Water Safety 1991No
Education as a recreation activity2.1.6.3

Lobby the State Government to No(Once the 1994 legislation was
make pool fencing retrospective

enacted it was felt that further

lobbying would not achieve anytighter controls)2.1.7.1
Promote the use of safety No

switches in the home. 2.1.7.2
Promote the use of safety1991YesHume City Council Safety switches were budgeted over a period of

switches in Shire buildings
years - it is thought that all former Shire of Bulla

buildings are now covered.2.1.7.3
Conduct a safety switch NoOne-off competition 1993(?)

message competition in schools 2.1.8.1

Subsidise schools to attend NoOne-off

Polyglot Puppet Theatre play "Diggers Mate"2.1.8.2
Encourage schools to build YesDepartment of School EducationDiscussion and input occurred during 1994 to have

Children's (non-traffic) Safety
Health and Community Servicesinput into the new curriculum guidelines (DSE).

Education into their curriculum
Hume City Council Safe LivingSafe Living Program was a significant contributor

Program
to this process.

2.1.8.3
Participate in "Care for Kids"1992NoRepeated in 1993 No longer held by Police-in-Schools program.

day - Clarke Oval 2.1.9.1
Conduct a child safety train-1992YesHume City Council Safe LivingHume City Council in conjunction with Child

the-trainer course
ProgramSafety Centre has conducted courses in 1992, 1993,

1994 (update) and 1995 .

.. 5 ..
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implementedin 1995?

2.1.10.1
Publicise unsafe products in YesFederal Bureau of Consumer AffairsThe bureau sends reports each month of voluntary

Safe Living News
Hume City Council Safe Livingrecalls. These are published in Safe Living News.

Program2.1.11.1
Produce and distribute a safetyJuly 1991YesHume City Council Safe Living

products guide
Program

2.1.12.1
Promote the Kid Safe Nursery

Furniture Guide2.1.12.2
Promote the use of safe YesAll included in peer educationChild Safety coordinator liaises with child care

playground equipment in the
presentations.groups and volunteer presenters to organise a

backyard
presentation.

2.1.13.1
Implement a backyard clean-up Approximately 40 have been held since April '95.

program 2.1.14.1
Promote the use of safe toys

2.1.15.1
Encourage dog owners to attend YesContractor employed by CouncilDiscusses merits of training as part of work

Dog Obedience classes 3. PLAYGROUND AND SCHOOLS SAFETY3.1.1
Encourage schools to record1991NoOne-off to obtain a picture of school-

and analyse their iniuries
based iniuries

3.1.2
Commission the Playgrounds &October 1991YesHume City Council Safe LivingFollowing the audits, schools enthusiastically

Recreation Association to
Programupgraded their playgrounds (see evaluation report).

conduct playground equipment

Local schoolsThis process is still continuing, arising out of
audits at all schools and refer

initial audit.
results to schools for action. 3.1.3

Reinforce the need for schools NoOnly after initial audit
to teach children to use play equipment and supervise them3.1.4

Promote the Department of NoGuidelines were made available in conjunction
School Education's Guidelines

with the audit process.
for Playground EQuipment 3.2.1

Lobby the Department of NoOne-off - met with negative response

School Education to improve

from Department of School
covered way design

Education

3.3.1
Promote "Aussie Sports" to1993YesLocal Schools Local schools continue to use Aussie Sports. The

schools
Aussie Sportspromotion in 1993 helped raise awareness.

3.4.1
Conduct school safety (non-play1993YesHome City Council Safe LivingLocals schools had input into a self-auditing

equipment) audit training based

Programprocedure. Some schools are continuing to use the
on "School-Safe" check list

Local schoolsprocedures established.

..6..
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3.4.2

Promote the Education NoOne-off

Departments Manual Handling Guide4. SPORTS INJURY PREVENTION4.1.1
Promote ASMF Sports YesLocal physiotherapists Courses continue to be run in the municipality and

Medicine Awareness Courses
Hume City Council Safe Livingwill increase as part of the "Play it Safe Sport"

Program
proiect. Local phvsios are active in promoting.

4.1.2
Promote ASMF Level 1 Sports1992NoInsufficient numbers have been

Trainers Course
obtained to date to implement course

(8 week course)
(minimum 16 participants).

4.1.3

Promote the book "Science and1991NoOne-off

Medicine in Sport" by Bloomfield, Fricker and Fitch4.1.4
Promote Child Safety Centre's NoOne-off - good representation

Seminar "Give Children a Sporting Chance"4.2.1
Produce and distribute a wann- YesLocal sporting clubs Poster still on display throughout municipality.

up poster to sporting clubs and
Hume City CouncilPosters to be reprinted.

venues 4.2.2
Promote warm-up in NoOne-off

conjunction with "Fun Run" events4.3.1
Produce and distribute 1991YesHume City Council - Play it SafePlay it Safe Sport project is re-distributing

guidelines to encourage
Sportguidelines and working "one-to-one" with clubs to

sporting clubs to improve their
implement.

safety perfonnance 4.3.2

Promote to clubs the Australian YesPart of guidelines (above)
Sports Medicine Federation Guidelines on Hepatitis Bprevention4.3.3

Produce and distribute YesHume City Council - Play it SafePlay it Safe Sport project.
information about the extent of

Sport
injuries related to sport 4.4.1

Encourage sporting clubs to1992YesRecreation department, Hume CityInformation distributed to clubs when available.

apply for funding for safety

CouncilLocal politicians promote through the newspaper.

equipment through VicHealth

Local politicians

grants program

.. 7 ..
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implementedin 1995?

5. WORKPLACE INJURY PREVENTION 5.1.1
Work with libraries to establish YesLocal libraries Information still available in local libraries.

occupation safety information 5.2.1
Assess workplaces in the1991YesHome City Council - OccupationalOccupational Health and Safety a key management

Council both indoors and
Health and Safety officer, and lineresponsibility for all managers.

outdoors
management

5.3.1
Liaise with postal delivery NoOne-off

workers to reduce hazards associated with delivery of post6. SENIORS' SAFETY6.1.1
Design, produce and promoteJune 1992YesHume City Council Safe LivingLocal doctors and Community Health Centres were

medication cards
Programgiven copies of the guides and distributed them.

Local doctors
Reprint to take place.

Community Health Centres6.2.1
Encourage health professionals No

to regularly assess eye health of seniors6.2.2
Encourage carers of seniors to No

ensure that seniors have regular eyesi2ht checks6.3.1
Encourage General No

Practitioners to carry out special medical reviews with particularpatients in view of the risk offalls6.3.2
Develop a referral guide for the No

follow-up arising out of medical reviews for at risk elderlypatients6.4.1
Produce and distribute a YesHome City Council Aged CareResponsible organisations update and distribute

resource list of local activity

sectionguide.
,groups for seniors

Community Health Centres
6.5.1

Train Council home-care Yes/NoHume City Council Aged CareHome-care workers were trained but many have
workers to recognise home

sectionsince left as a result of restructuring.
hazards and how to discuss solutions with the elderly
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implementedin 1995?

6.5.2

Present information to the YesSunbury Community Health CentreTalks to seniors groups.
elderly and carers of the elderly

Hume City Council Aged CareOne-to-one infonnation to clients by responsible
about ways to make their home

sectionorganisations.
safe 7. FARM SAFETY7.1.1

Conduct a farming course withNovemberYesLocal farm management consultantCourses in original fonn were not repeated,
an emphasis on safety

1992Robyn Viney (Sunbury)however a local fann management consultant
includes fann safety in his hobby farm course.7.1.2

Have a farm safety display at No
Sunburv Show 7.1.3

Produce a section on safety for YesPlanning department - ConservationGuide continued to be available until recently -
the Council's "Rural Living

officer, Hume City Counciluncertain with restructure.
Guide" 7.2.1

Conduct a chemical collection NoOne-off

day with Melbourne Water 8. SAFETY IN PUBLIC PLACES8.1.1
Organise volunteers to report Yes / NoOne-off intervention, however,

hazards along footpaths and
results have been incorporated into

forward reports to relevant
on-going budgets for footpath repair.

authorities 8.1.2

Work with Australia Post Yes / NoSee above

employees to identify footpath hazards and fonvard these torelevant authorities8.1.3
Encourage residents to report YesCity Works division, Hume CityPhone numbers regularly communicated in

hazards to the Shire

CouncilCouncil directories and publications.

8.2.1.1

Conduct audits of all Council1993YesCity Works division, Hume CityIncluded in Municipal Public Health Plan
buildings and report problems

Councilobjectives.
to relevant Council departments 9. AWARENESS RAISING/PROGRAM PROMOTION AND INSTITUTIONALISATION9.1.1

Create a permanent Safe Living No

display in the Old Courthouse 9.1.2
Produce regular news releases1993YesPublicity department, Hume CityInformation on community injury prevention is

for local media, Bulla focus,

Councilregularly included and often requested.
etc. 9.1.3

Produce and distribute aOctober 1991YesHume City Council Safe Living
Newsletter

Program
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9.1.4
Produce a program logo and1991YesCity Works division, Hume CityLogo at entrance to all towns in former Shire of

place on signs at Shire

CouncilBulla
boundaries

Review of new si~ns now being undertaken.
9.1.5

Insert information in Rate1992YesHume City Council Safe LivingRates department informs Safe Living Program of
notice mail-outs and

Programdistribution dates. Inserts are included free of

Parliamentary mail-outs
Rates departmentcharge.

9.1.6
Mount displays at Fairs and1992YesHume City Council Safe LivingHealth Services department is the major event

Festivals
Programorganiser and Safe Living Program is invited to

Health Services department
join in.

9.1.7
Produce a program brochure YesHume City Council Safe Living

Program9.2.1
Prepare a submission for the YesHume City Council Safe LivingHealth Services department has overall

Municipal Public Health Plan
Programresponsibility for producing the Municipal Public

Health Services department
Health Plan. Safe Living invited to contribute each

vear.9.3.1
Submit an application for YesHume City Council Safe LivingCouncil requested that WHO membership be re-

membership of the WHO Safe
Programapplied for to coincide with Safecomm 5.

Community Network
Hume City Council Executive

9.4.1
Hold a General Practitioners1991No/YesOne-off - however, contact has been

Forum
established with the North West

Metro Division of GPs since locatingin Broadmeadows.9.4.2
Conduct talks for local YesHume City Council Safe Living

community groups
Program

9.4.3
Hold a community based injury NoOne-off

prevention seminar for Environmental Health Officers9.4.4
Invite surrounding Councils to No/ YesOne-off, although there are on-going

a seminar on community based
requests from other Councils for

iniury prevention

information.
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City of Hume Safe Living Program

Pre-intervention Telephone Survey, Broadmeadows area, September 1995

Introduction

As a result of the formation of the City of Hume, the Shire of Bulla no longer exists as such.
The new City ofHume takes in the entire area of the former Shire, together with a portion of
the former City of Broadmeadows, comprising 60% of the former population. The western
and northern boundaries ofthe City ofHume are almost identical with the former western and
northern boundaries of the former Shire of Bulla.

Funding became available from the Victorian Health Promotion Foundation to extend the
Safe Living Program from July 1995 to June 1997. The further two years of the Program
were to include the entire area and population covered by the City ofHume.

The evaluation of the Program for the first three years in the former Shire of Bulla was
reported in 1994. MUARC was funded by the Victorian Health Promotion Foundation to
continue the evaluation ofthe Safe Living Program in the total City ofHume.

In order for sound impact and outcome evaluations of the Program to be performed, baseline
and post-initial data would be required for the newly-included section of the City of Hume.
One section of the baseline data is that relating to injury prevention awareness, frequency and
severity of minor injuries, level of household purchase of safety items, and hazard levels. For
this, a household telephone survey was conducted. Such telephone surveys were also
conducted by MUARC for the Shire of Bulla, and for the comparison Shire of Melton, and in
other areas for other projects not connected with the Safe Living Program.

Method

Selection of control area

A comparison area which matched southern Hume as closely as possible was chosen. The
criteria for selection were

• relatively easily-defined geographic area, ie, discrete postcodes if possible
• test and control areas geographically discrete from each other

and similar

• hospitalised injury rates
• population numbers
• ethnic mix

• age distribution
• persons per household
• income (personal and household)



The former City of Preston, City of Northcote, City of Preston with the Thornbury part of
Northcote, City of Springvale, and the City of Sunshine, were all examined. The former City
of Sunshine, less the postcode area of 3012, ie, Maribymong, Brooklyn and Tottenham, was
chosen as the control area. Footscray West in the former City of Footscray also has the
postcode 3012 and was excluded from the control area by excluding all 3012 postcode areas.

Attachment I shows the comparisons between the test area and control area as much as the
data available would allow. Because of the change of municipal boundaries, exact
comparisons were not possible.

Questionnaire design

The questions included in the questionnaire were designed to be similar to those previously
used for the pre-intervention surveys in the Shire of Bulla. A few questions were slightly
reworded for the sake of clarity, and the order of some questions was altered to obtain a more
logical flow. The two questions relating to swimming pool fencing were replaced by four
questions concerning the existence of smoke alarms/detectors in homes, the temperature of
hot water systems and the wearing of bicycle helmets. Since there is a high proportion of
people in the Broadmeadows area of non-English-speaking background (of Greek, Italian
Turkish, Maltese, Slovak/ Croatian, Vietnamese origin), a question relating to ethnicity was
also included.

After the selection of telephone numbers, the questionnaire was trialled in the field using four
interviewees from southern Hume and two from Sunshine.

Selection o/telephone numbers

For the previous telephone surveys, local telephone directories produced by the Shires of
Bulla and Melton were used. The City of Hume has not yet produced these directories,
although they are expected to be available in about 12 months time.

The White Pages of the Melbourne telephone directory lists telephone prefixes for
placenames covered by the directories, including Broadmeadows, Tullamarine, and
Campbellfield in the test area. Prefixes for placenames in the test area are also available.
Assuming all possible numbers following the prefixes were in use, there would be 65,800
telephone numbers available in the test area. The population of the study area is reported to
be approximately 65,000, the number of households could be expected to be about 20,000.
The majority of those households with telephones should therefore be included in the prefixes
used. Digits following the prefixes were determined randomly, using the random number
generation facility in Epi-Info v6.

To ensure that 250 useable (connected, non-business, non-facsimile numbers, answered,
willing interviewees) telephone numbers were available, approximately 2000 groups of
following digits were selected, an anticipated hit rate of 1 in 8.

The same method of telephone number selection was used for the Sunshine control area.



Conduct o/the interviews

Interviews commenced on Monday 11 September, and were 98% completed by Tuesday 19
September 1995, the remaining 10 interviews being completed by Thursday 21 September.
The interviews were conducted by casual employees.

Where a "no answer" (including answering machines) was obtained, another attempt was
made at another time of day. If still no answer, a third attempt was made. If this was
unsuccessful, the number was abandoned.

Statistics

Where possible, comparisons were made of the two areas. Chi-squared and t-test methods
were used, where appropriate, to determine significance of any differences between the two
areas. Where the p value determined by the test was less than 0.05, it was assumed there was
a statistically significant difference between the test and control areas.

Results

Attachment 2 gives the detailed results ofthe survey. A summary follows.

Demographics

Of the 250 households contacted in the southern Hume area, 65% were in Broadmeadows,
Westmeadows or Tullamarine. In the Sunshine area, 80% were in St Albans or Sunshine.

There was a significant difference between the interviewees in the two areas who were born
in Australia. In Hume, 61.2%, and in Sunshine 48.0% were born in Australia. (Figure 1)
There was also a significant difference between the two areas for the countries of birth of the
non-Australian born. In Hume, Turkey and the UK were named as the country of birth by the
two major non-Australian countries, in Sunshine, Malta was predominant, with Italy,
Vietnam and former Yugoslavia ranking equal second. (Figure 2)

There were no significant differences between the two areas for the age or sex of the
respondents, the number or age groups of adults or children living in the home.

In Hume 21.6% interviewees were in rented housing, but in Sunshine only 14.4% were
renting. This was a significant difference.



Fig 1: Comparison of Australian to Non-Australian born
respondents
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Safety awareness

Three questions were asked which were intended to obtain a measure of the awareness of
injury prevention and safety matters of the interviewees or members of the household. There
were no significant differences between the test and control areas in the responses to any of
these questions. In a post-intervention survey, an increase in awareness could be expected in
Hume if the program continues for a sufficient period and is effective.

Approximately 60% of interviewees reported having to have accident prevention features or
procedures in their home. Over 30% of these named smoke detectors as one feature, the next
most frequent feature mentioned was matters relating to electrical safety, including having
switches/circuit breakers installed in their home (14%).



Safety in practice

To further gauge awareness, questions were asked which required respondents to disclose if
they had taken any action to put their safety knowledge into practice. Respondents were
asked if they had bought safety items in the last 12 months, and if so, what they had bought,
if smoke detectors were fitted in the home, and questions relating to the hot water service,
first aid training, and bicycle safety.

The use of smoke detectors appears to be increasing in the community compared with earlier
Shires of Bulla and Melton results. About 68% of all interviewees reported having smoke
detectors fitted.

Forty-five percent claimed to have purchased safety items during the previous 12 months,
with the most common items being smoke detectors (61%), safety switches (13%), and
security door locks (9%). Hardware stores and department stores accounted for 74% of the
places where safety items could be bought by the 74% of householders who knew where to
buy safety items for their home or leisure activities.

Sixty-three percent of interviewees thought the hot water from the hot water system would
scald a child, and the same percentage thought the hot water system had an adjustable
temperature control. There was a significant difference between Hume and Sunshine in the
response to these questions. More people in Hume than Sunshine answered 'yes' to these
questions, 65% and 60% respectively.

First aid training had been undertaken by at least one person in 48% of all households. There
was no significant difference between Hume and Sunshine in the answers to this question.

About 52% of households included at least one person who rode a bicycle. In these
households, the average number of riders was 1.8. Approximately 21% of bicyclists in these
households (Hume and Sunshine combined) claimed to never wear a helmet.

Sports participation

As sports injury prevention is to receive special focus in the 1995-1997 part of the program, a
question was asked to obtain a measure of sports participation.

There was a significant difference between Hume and Sunshine in the proportion of sports
participants. In Hume, 34.4% of households had a least one person participating in sport
during the last two weeks, compared to 28.4% in Sunshine. There was also a significant
difference between the age groups of the participants. Hume sports participants tended to be
younger (less than 20 years old).

The most common sports participated in were football, basketball and soccer. Twenty-eight
sports were represented. Most participants took part in their sport one or twice a fortnight,
spending about one hour each time.



Awareness of community involvement in safety programs

Questions were asked to assess the respondents' awareness of the involvement of the local
government body in injury prevention and safety matters. When asked in a future post
intervention survey, an increase in awareness could be expected if the program is effective.

There were significantly more respondents in Hume who were aware of safety campaigns
(11.6%) than Sunshine (9.2%). The most frequently-named programs were Neighbourhood
Watch and general road safety campaigns. Only one person (of 55 who responded) was
aware ofthe Safe Living Program.

About 11% of all respondents claimed to have contacted their local council about an accident
prevention or safety matter. Mostly the matters of safety related to damaged roads or
footpaths, or unsafe trees. There was no difference between Hume and Sunshine.

Minor injuries

Sixty-five interviewees reported an injury to one of their household members during the
previous two weeks, with about one injury per household of those reporting injuries, i.e. 74
injuries in 500 households, 44 injuries to 39 people in Hume, 30 injuries to 26 people in
Sunshine. This is not a statistically significant difference. There were no statistical
differences between Hume and Sunshine for any of the variables associated with the cause,
activity, location, body part or medical attention required.

Twenty-three percent of the total injuries required hospital admission or were treated at a
hospital emergency department. The others required no treatment (37%), general practitioner
attendance (22%), or were treated by other health care personnel. For three cases, the
treatment required was not stated. (Figure 3)

Fig 3: Medical attention required for injuries, n=65
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Injuries were most likely to occur in residential locations (28 persons), with the others
occurring in workplace settings, during sport and recreation, or schools. (Figure 4)



Fig 4: Location of injuries, n=65
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In 58% of cases, the injured person was walking, taking part in leisure activities, or
household activities, 22% were involved in sport, 7% in occupational activity.

Figure 5 shows the mechanism of the 74 injuries. Strain and over-exertion IllJunes
predominate, with slips/trips/stumbles and injuries resulting from being hit by a moving
object or person having equal frequency after strains.

Fig 5: Mechanism of injuries, n=74
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By body part, 27% of injuries were to the upper limbs, 12% to the lower limbs, and 12% to
the head, nose or eyes. A further 12% were to other body parts, and for 36% of cases the
body part affected was not known.



Conclusion

The two areas were shown to be very similar in the respondents answers to the questions. If
the Safe Living Program is effective in the matters to which the questions relate, the
differences between the southern Broadmeadows and Sunshine areas should be readily
apparent in the post-intervention survey to be conducted at the conclusion of the current
funding period, June 1997.

There were few questions which indicated a statistically significant difference between the
test and control areas. For those questions where there were significant differences, the
difference is unlikely to affect the outcome of the program, with the possible exception of the
differences in ethnicity between southern Hume and Sunshine. The results for the ethnicity
questions are in accordance with the known distribution of persons of non-English-speaking
background in the two areas (Attachment 1).



ATTACHMENT 1

Comparison
City of Broadmeadows vs City of Sunshine

Suburban areas

City of Broadmeadows City of Sunshine
Broadmeadows

Sunshine, North, West
Campbellfield

Braybrook
Coolaroo

St Albans, East
Dallas

Deer Park
Gladstone Park

Ardeer
Jacana Meadow HeightsTullamarineWestmeadows

Glemoy

FawknerHadfieldPascoe Vale (western part)Oak Park

Frequency and rate of all-age all-injuries to public hospitals

City of BroadmeadowsCity of SunshineRate ratio
Year

FrequencyPopulationRateFrequencyPopulationRateB'm'dows:S'shine
1987/1988

1300105612123112839797813090.94
1988/1989

1526106179143714649717315070.95
1989/1990

1436106769134513859758914190.95
1990/1991

1481107397137914799773615130.91
1991/1992

1419107584131916669763617060.77
1992/1993

1748107950161918899805819260.84
1993/1994

2272108472209522159769222670.92

The average all-injury rate in Broadmeadows over the 7 years was 1489
The average all-injury rate in Sunshine over the 7 years was 1664
The average rate ratio, Broadmeadows:Sunshine was 0.90
In Broadmeadows, the average annual increase in rate was 13.9%
In Sunshine, the average annual increase in rate was 9.9%



**

Ethnicity
1991

City of Hume(%)City of Maribyrnone
Australia

69.255.5
UKlIreland

5.03.9
Greece

1.33.0

Italy

3.73.4

Other S Europe

4.87.7

Other Europe

2.33.3
SE Asia

2.514.4
Other Asia

1.72.9
Other

9.56.0

City of Hume(%)City of Brimbank
Australia

69.256.0
UKlIreland

5.03.3
Greece

1.32.2

Italy

3.73.7

Other S Europe

4.816.4

Other Europe

2.35.1
SE Asia

2.57.1
Other Asia

1.71.8
Other

9.54.5

City ofB'm'ows(%)**City of Sunshine (%)
Australia

6358.4
UKllreland

3.3inc above
Greece

1.87.0

Italy

7.13.4

Other S Europe

4.18.1

Other Europe

1.610.2
SE Asia

1.46.3
Other Asia

-2.4

Other
17.74.2

Precise figures are difficult. These figures confirmed from two seperate charts which
indicate that ~63% Australian-born, ~31 % NESB. About 6% non-Australian but
English-speaking background? Another chart of "Language spoken at home" shows
that ~4.2% speak Greek (cf 1.8% above), ~13.5% Italian (cf7.1 %).



Age structure

City of Hume (%)City of Brimbank (%)City of Maribyrnong (%)
0-4 yr

10.08.0 6.7
5-17

23.122.615.0
18-24

12.312.612.9
25-34

18.116.218.8
35-49

21.422.618.0
50-59

7.88.7 9.1
60-69

4.75.9 9.8
70-84

2.33.1 8.5
> 85

0.30.3 1.2

Nature of occupancy of dwellings

Owned
Purchasin

Rent -govt
Rent - other

City of Hume (%
32.0
46.0
6.2
9.8

of Brimbank (%
47.5
30.3
3.4
12.0

Persons per household

Ci of Brimbank
10.2
22.2
19.3
27.2
13.9
7.1

Income (persons)

City of Hume (%)City of Brimbank (%)City of MaribyrnOn2 (%)
$0-$12,000

40.344.853.2

$122,001-$25,000

35.135.630.5

$25,001-$40,000

19.416.113.7

$40,001-$60,000

4.33.0 2.3

Over $60,000

0.80.5 0.3

Income (households)

$0-$12,000
$122,001-$25,000
$25,001-$40,000
$40,001-$60,000
Over $60,000

of Brimbank (%
10.2
26.0
26.1
25.0
12.7



ATTACHMENT 2

Summary of southern Hume compared with Sunshine, Pre-Intervention Telephone Survey,
Safe Living Program, September 1995

QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
1

Municipality Hume250 100

Brimbank

24296.8

Maribyrnong
83.2

2

Postcode 304371 28.4

3046

1 0.2

3047

92 36.8

3048

45 18.0

3049

38 15.2

3061

2 0.8

3019

145.6

3020

10040.0

3021

10742.8

3022

62.4

3023

249.6

3

Suburb Airport1 0.4

Broadmeadows
89 35.6

Campbellfield

1 0.4

Coolaroo
32 12.8

Dallas
11 4.4

Gladstone Park
28 11.2

Jacana
4 1.6

Meadow Heights

9 3.6

Tullamarine
41 16.4

Westmeadows
9 13.2

Upfield

1 0.4

Albanvale

20.8

Albion
52.0

Ardeer
52.0

Braybrook

156.0

Deer Park
239.2

StAlbans
10341.2

Sunshine
9738.8



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
4(a)

No of accident prevention featuresYes160146 Not significant for number of households able to
in the home

No (None)90104 list features. 0.20

4(b)
List accident prevention features inNo of features317359 Not significant for number of features listed per

the home
No of households160/250146/250 household. 0.87

5(a)
No of ways to improve home Yes149155 Not significant for number of households able to

safety
No (None)10195 list ways of improving home safety.0.58

5(b)
List ways to improve home safetyNo of features287321 Not significant for number of ways listed per

No of households
149/250155/250 household. 0.94

6(a)
Have you bought safety items in Yes113112 Not significant for number of households were1.00

the last 12 months?
No135136 safety items were bought.

Don't know
22

6(b)
List safety items bought No of responses147148 Not significant for number of safety items bought

No of households
113/250112/250 per household. 0.97

7(a)
Do you know where to buy safetyYes184184 Not significant for number of households able to

products?

No6157 name outlets. 0.53
Unknown

59

7(b)
List places No of responses267270 Not significant for number of outlets named per

No of households
184/250184/250 household. 0.99

8
Smoke detectors fitted? Yes187163

No
6284 Not significant for number of detectors fitted.0.05

Don't know
13

9
Could hot water scald a child? Yes163150 Significant difference between areas where it was

No
8085 considered hot water could scald a child.

Varies/sometimes
212 0.04

Don't know
53

10
HWS temperature control? Yes161142 Significant difference between areas where it was

No
4965 thought that the hot water service had an

Don't know (shared)

3529 adjustable temperature control.0.04
Don't know

514
11

Anyone received first-aid training?Yes120121 Not significant for numbers having received first
No

124128 aid training. 0.16
Don't know

61

12(a)
Does anybody ever ride a bicycle?Yes127131 Not significant for households having persons

No
120118 who ride bicycles. 0.58

Don't know
31

12(b)
How many? No of bicycle riders241241 Not significant for number of bicyclists per

No of households
127/250131/131 household. 0.99

12(c)

Person #1+#2+#3 Always182168

How often wear a bicycle helmet?
Sometimes/mostly2846 Not significant for numbers wearing helmets.0.09

Never
3024

Don't know
13



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
13(a)

Did anyone in household Yes8671 Significant difference between areas for numbers
participate in sport last 2 weeks?

No156179 participating in sport. <0.05
Don't know

80

13(b)
How many? No of participants12491 Not significant for number participating in sport

No of households
86/25071/250 [per household. 0.90

13(c)
Age <10 years2311

10-14 years

3519

15-19 years

2514 Significant difference between areas for the age
20-24 years

1119 groups participating in sport. <0.05

25-29 years

117

30-65 years

1621
>65 years

30

13(d)

Sex Male7553
Female

4937 Not significant. 0.46
Missing

01

13(e)
What sport? Lawn bowls21

Football
1510

Martial arts
12

Soccer
1010

Netball
85

Rugby

00
Basketball

159
Dancing

11Multiple
Swimming

24responses
Gymnastics

00allowed

Squash

01
Tennis

103

Boxing

00
Athletics

31
Cycling

10

13(e) Cont
What sport? Fishing00

Baseball
01

Volleyball

30
Little Athletics

00

Target/rifle/clay

00

shooting

01
Softball

03
Golf

00
Water aerobics

01

Horseriding

34Multiple
Cricket (inc indoor)

11responses



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p

B(e) Cont
Ten pin bowling10allowed

Hockey

21

Gym workWatersports

10
Table tennis

01

Walking

01
Aerobics

24

Running

01

Skating/rollerbl

10

Sports NFS

10

Other sports

13
Unknown

21

B(t)
How many times? 11116

2
3420

3
89

4
166

5
16

6
129 Not significant. 0.08

7
02

8
12

10
10

12
10

Unknown/missing
10

B(g)
How long each time? Hours 14929

2
1720

3
65

4
24

5
23 Not significant. 0.62

6
10

7
10

8
11

Unknown/missing
21

14
Ever contacted local council aboutYes2232 Not significant for number of households

an accident prevention or safety

No223216 contacting local council 0.20
matter?

Don't know52

15(a)

Aware of accident prevention or Yes2923 Significant difference between areas in
safety campaigns in municipality?

No202221 awareness of safety campaigns.<0.05
Don't know

196

15(b)
List campaigns No of campaigns3124 Not significant for number of campaigns able to

No of households
23/25019/250 be named per household. 0.96

16(a)
Any injuries in the last 2 weeks? Yes3926 Not significant for numbers of households

No
209224 reporting iniuries. 0.08



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
16(a) Cont

Don't know20

16(b)

How many? No of injuries4430 Not significant for number of injuries reported
No of households

39/25026/250 per household. 0.98

16(d)

Location Residential indoor86
Residential outdoor

82
Residential NFS

22
Education indoor

10
Education outdoor

35 Not significant. 0.27
Education NFS

40

Sport outdoor

13

SportNFS

01
Work indoor

34
Work outdoor

10
WorkNFS

23
Recreation outdoor

61
Recreation NFS

20
Road/street/pavem

22

16(d)

Location Business/comm01
Cont)

Unknown10

16(e)
Activity Sport97

Transport

11

Occupational

32

Walking

54
Leisure/recreation

115 Not significant. 0.64
Household

89

Other specified

01
OtherNFS

20
Unknown

51

16(f)

Mechanism Burn23
Motor vehicle

11

Cut/graze

42
Strain! over-exertion

1410

Slip/trip/stunlble

67
Collided with

41 Not significant. 0.38

Hit by moving object/person

112

Caught in

02

Other specified

11
unknown

1I
16(f) Cont

Body part injured Leg02
Ankle

13



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
16(f) Cont

Shoulder10
Back

30
ArmIelbow

31

Fingers

45
Hands/wrist

61 Not significant. 0.25
Knees/toes

21
Rib/chest

I0
Neck

10

16(f) Cont
Body part injured (Cont) Head/nose/eyes54

Systemic

I1

Multiple injuries

10
Unknown

1512

16(g)
Medical attention required? None1113

Hospital admission

41
ED attendance

64 Not significant for type of medical attention
GP attendance

104 required. 0.33
Other

108
Don't know

30
17

Age group of respondent <18 years92

18-45 years

157156

46-65 years

6270 Not significant. 0.13

>65 years

2022
Unknown/missing

20

18(a)

Born in Australia? Yes153120 Significant difference between areas for persons
No

97130 not born in Australia. <0.05

18(b)
If No, where? Germany36

Greece
64

India/SL/Pakistan
84

Italy

812
Malta

822

Phillipines

55
Poland

17

Turkey

123 Significant difference between areas for
UK

139 distribution of persons not born in Australia.<0.05
Vietnam

312

Yugoslavia (former)

412
Africa

06
South America

34
Other Asia

33

Other Europe

79
Other Middle East

78



QNo. Q TextResponseHumeSunshinePercent Significant Difference?p
18(b) Cont

Other64

19(a)

How many adults live in home? 13629
2

136128 Not significant 0.31
3

4458
4

2129
5

83
6

42 Mean number per household - Hume 2.4
Unknown

11 Mean number per household - Sunshine 2.4

19(b)
Age group of adults? 18-64 years

1
3421

2
120116

3
3755

4
1924 Not significant. 0.14

5
63

6
32

>65 years

1
1517

2
156 Not significant. 0.21

3
11

Age group unknown

131 Not significant for both adult age groups.0.13

20(a)

Number of children in home? 0121131 Not significant (where households include
1

4447 children). 0.11
2

5249
3

2119 Mean number of children per household - Hume
4

112 2.0.
5

02 Mean number of children per household -
Unknown

10 Sunshine 1.8.

20(b)
Number of children by age group?<5 years6256

5-9 years

7057

10-14 years

7562 Not significant. 0.82

>14 years

4342
Age group unknown

10
22

Sex of respondent Male91100
Female

156147 Not significant. 0.71
Unknown

33
21

Home rented? Yes5436 Significant difference between areas for home
No

194214 being rented. 0.04
Unknown

20



APPENDIX IV: POPULATION ESTIMATES: LINEAR INTERPOLATION



Population Estimates: Linear Interpolation

Estimates of Bulla population (linear interpolation)Age group

19861987198819891990199119921993199419951996

0-4

33243586384941104374463648985161542256865948

5-9

30233215340835993793398541774370456147554947

10-14

26442856306832783491370339154127433745504762

15-19

20262219241226042799299231853378357037653958

20-24

18842048221223752540270428683032319533603524

25-29

31693277338534923600370838163924403141394247

30-34

31833395360838194033424544574670488150955307

35-39

28863061323634103586376139364111428544614636

40-44

17582042232626082893317734613745402743124596

45-49

10961264143215981767193521032271243726062774

50-54

850932101410961179126113431425150715901672

55-59

71476581686691796810191070112011711222

60-64

618639660680701722743764784805826

65-69

403446489532576619662705748792835

70-74

300329358387416445474503532561590

75+

469500531562593624655686717748779

Total

2834730575328023501637257394854171343940461544839550623

Estimates of Melton population (linear interpolation) includes Digger's Rest
Age Group

19861987198819891990199119921993199419951996

0-4

34603463346534683470347334763478348134833486

5-9

35613591362236523683371337433774380438353865

10-14

31253251337735023629375538814007413242594385

15-19

21022283246326432824300531863366354637273908

20-24

19082025214222582376249326102727284329613078

25-29

28142831284828642881289829152932294829652982

30-34

35073462341833733329328432393195315031063061

35-39

31693252333634193503358636693753383639204003

40-44

17722038230425682835310133673633389741644430

45-49

9231100127714541632180919862163234025182695

50-54

639712785858931100410771150122312961369

55-59

557591626660695729763798832867901

60-64

501531561591622652682712742773803

65-69

323370416463509556603649696742789

70-74

222245267290312335358380403425448

75+

228261295328362395428462495529562

Total

2881230007312023239033593347883598337179383673957040765



APPENDIX V: POST-INTERVENTION TELEPHONE SURVEY (DECEMBER 1996)



Post-Intervention Telephone Survey
December 1996

INTRODUCTION

Hello, I'm ............•....... {name} from Monash University Accident Research Centre and we
are doing a survey about home safety and accident prevention.

Would you mind answering afew questions about home safety? It will probably take about 10 -15
minutes.

Are you 18years of age or older?

H not ask them to fetch someone in the household who is 18 years or older or make
another time to ring when an adult is likely to be available.

Your telephone number was chosen at random from the local telephone book (or computer
generated). Your name will not be recorded so your answers are confidential.

*************************************

DEMOGRAPIDCS

1. (a). In which municipality (local government area) do you live?

City of Hume 0
Shire of Melton 0
Other 0
Don't Know 0

(b). Before the local government amalgamations, what was your local municipality/Shire?

Shire of Bulla0
Shire of Melton

0
Other

0
Don't Know

0

2.

What is your home postcode?

3.

What is your suburb or town?

City ofHume

Shire of Melton

Attwood

0 Diggers Rest0
Bulla

0 Hillside0
Craigiebum

0 Melton0
Greenvale

0 Rockbank0
Mickleham

0 Toolemvale0
Roxburgh Park

0
Sunbury

0
Other

Other

Don't Know

0



4. How old are the people living in your household (include yourselt)?
(Mark number in each age group in the relevant boxes)

0- 4yrs 0

5- 9yrs

0

10 - 14 yrs

0

15-17yrs

0

18 - 64 yrs

0

65+ yrs

0

Don't Know

0

5. What is your age group?

under 20 years 0
20-45 years 0
46-65 years 0
over 65 years 0

6.

7.

RECORD SEX OF RESPONDENT:

Is the home you live in rented?

Yes 0 No 0

2

MALE 0

Don'tKnow 0

FEMALE 0



SAFETY DATA

8. Have you ever contacted your local council about an accident prevention or safety matter?

Yes 0 No 0 Don't Know 0

9. Do you have any safety features in or around your home? (Things that make people in
your home less likely to have accidents or injuries)

Yes 0 No 0 Don't Know 0

If YES, please list:

10. Can you tell me some ways in which you might be able to improve the safety of your home
to prevent accidents?

Yes 0 No 0 Don't Know 0

If YES, what were they?

3



11. Can you buy safety products for home, leisure or everyday activities in your local area?

(a). Yes 0 No 0 Don't Know 0

(b). If YES, where can you buy them?

Baby/children's shop

0

CFA / MMFB

0

Chemist

0

Community Health Centre

0

Council Offices

0

Disposal Store

0

Electrical Shop

0

Electricity Supply (SEC)

0

Gas & Fuel

0

Hardware Store

0

Local phone book / newspaper

0

Local pool/Leisure Centre

0

Locksmith

0

Plumbing Supply

0

RACV

0

Sporting Goods Store

0

Supermarket

0

Store, Shopping Centre, general

0

Toy Shop

0

Other

(specify) 0

12. Do you know of any safety or accident prevention programs or activities that operate in
your City/Shire or local community?

(a). Yes 0 No 0

(b). If YES, what are they?

Don't Know 0

13. Have you bought any safety items for your self or your household in the last 12 months?

(a). Yes 0 No 0 Don't Know 0

(b). If YES, what were they?

4



(c) 0 What caused you to buy these safety items?

N/A o

Blackout / power surge 0
Children 0

Elderly Safety Group 0
Family day care 0
First Aid Course 0
Free / On special 0
Friends 0
Home security 0
House frres/electrocution 0
Hurt self / near miss 0
Insurance 0

Legal requirement I Building rego 0
Own initiative/ awarmess 0

Safe Living Program 0
Tradesperson's advice 0
TV / advertising 0
Work 0

Other (specify) o

Safe Living News

Safety organisation I medical
Self

TV / advertising / radio
Work

(d) 0 Where did you get information about these safety products?

N/A 0
Builder, reference books 0
Childcare book 0
Council 0
Community Health Centre 0
Family day care / playgroup 0
Electrical / Hardware Store 0
Fire Brigade 0
Friends / Neighbours I Relations 0
Home Show 0
Newspaper / junk mail 0
Place of sale 0
RACV 0

o
o
o
o
o

Other (specify)

5
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(e). Were any of these items specifically for preventing injuries to children under 5 years?

Yes 0 No 0 Unsure 0

If YES, what were they?

14. (a) Are you aware that there is a specially designed "Kidsafe" house on display in the City

of Hume?

Yes 0 No 0

If YES,

(b) do you know where it is? Yes 0 No 0 Unsure 0

If YES, where? Roxburgh Park 0 Other 0

c) have you visited it? Yes 0 No 0

d) If YES, have you made any changes to your own home to improve child

safety as a result of your visit? Yes 0 No 0

If YES, what were they?

6



15. Have you made any other changes to your home or to your every day activitiesin the last
twelve months to reduce the risk of accidents?

(a). Yes 0 No 0

(b). If YES, what did you do?

Don't Know 0

N/A

Blackout / power surge
Children

Elderly Safety Group
Family day care
First Aid Course

Free / On special
Friends

Home security
House fires/electrocution
Hurt self / near miss

Insurance

(c). What caused you to make these changes?

o
o
o
o
o
o
o
o
o
o
o
o

Legal requirement / Building reg. 0
Own initiative/ awareness 0
Safe Living Program 0
Tradesperson's advice 0
TV / advertising 0
Work 0

Other (specify) 0

16. What percentage of accidents around the home do you think are preventable?
(If necessary, rephrase to read: Out of every 10 injuries in the home, how many do you
think are preventable?)

0% - 24%
25% - 49%
50% - 74%
75% - 100%

o
o
o
o

17. In general, do you favour laws requiring safety improvements rather than people being free
to make their own choices about safety (e.g.fire extinguishers in the home)?

Yes 0
No 0
Some Legislation 0

7



18. (a). Are there any smoke alarms or smoke detectors installed in your home?

Yes o No o Don't Know o

(b). If YES, were they installed in the last three years?

Yes 0
No 0
Don't Know 0

19. (a). Is there an electrical safety switch installed in your home?

Yes 0 No 0 Don't Know 0

(b) . If YES, was it installed in the last three years?

Yes 0
No 0
Don't Know 0

20. (a). Has anyone in the household ever received first-aid training?

Yes 0
No 0
Don't Know 0

(b). If YES, did that training include mouth-to-mouth resuscitation and heart massage
(CPR)?

Yes 0
No 0
Don't Know 0

(c). If YES to (a), did this first aid training take place in the last three years?

Yes 0
No 0
Don't Know 0

21. When your hot water is at its hottest, could it scald (bum) a young child?

Yes 0
No 0
Varies / Sometimes 0
Don't Know 0

22. (a). Does your hot water system have an adjustable thermostat?

~s 0
No 0
Not sure 0
Don't Know (shared with other dwellings) 0
Don't Know (other reasons) 0
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(b). What is the safest temperature setting for your hot water system if you want to prevent
scalds?

Less than 50 degrees 0
50 degrees 0
Greater than 50 degrees 0
Don't Know 0

23. Rank the following health issues in terms of how much government funding you think they
should get:

Cancer prevention 0
Heart disease prevention 0
Injury and accident prevention 0
Mental health 0
Other (please specify)--------------------

24. Have you participated in any community meetings or activities where safety has been
specifically discussed, in the past 12 months?

(a). Yes 0 No 0 Don't Know 0

(b).If YES, please specify _

25. (a). Have you assisted in promoting a safety message to others, in the past twelve months?

(a). Yes 0 No 0 Don't Know 0

(b). If YES, please specify how :

N/A

0
Ambulance

0
Class / kinder / school

0

Drink / Driving

0

Family day care

0
Family/Friends

0
Fire station

0

Hospital safety

0
Lectures/talks

0
Neighbourhood Watch

0
Work

0

Youth group/ Scouts/ Clubs

0

Other

(specify) 0
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(c). Are you aware of the City of Hume "Safe Living Program"?

Yes 0 No 0 Don't Know 0

(d). If YES, how did you hear about it?

N/A 0
Brochure with rates 0
CFA/MMFB 0

Community Centre 0
Council 0
Friends / Family 0
Meetings 0
Neighbourhood Watch 0
Newspaper 0
New home information pack 0
RACV 0

PampWet / General notice 0
Playgroup / Mothers' group 0
Radio 0
Road signs / Billboards 0
Safe Living News 0
SES 0
School / Kinder 0
Shops 0
Swimming club 0
TV 0
Work 0

Other (specify) o

26. (a). Do you receive the newsletter called "Safe Living News" (Pink, 6 pages long)?

Yes 0 No 0

(b). If YES, do you read it? Always
Sometimes

Rarely
Never

o
o
o
o

(c). Have you taken any action to improve safety as a result of reading "Safe Living
News"?

Yes 0 No 0

(d). If YES, what sort of action (tick as many as are applicable):

Bought a safety product 0
Changes in my workplace/home/recreational activities 0
Participated in a course/seminar/workshop 0
Volunteered to assist in the Safe Living Program 0
Reproduced or quoted articles in other publications 0

Other (specify)

10



27. Do you recall an 8 page home safety guide being delivered to your home in the past couple
of months?

(a).

If YES,

Yes 0 No 0 Don'tknow 0

(b). Did any members of your household read any of the items in the package?

Yes 0 No 0 Don't know 0

(c). Did you think the package was interesting or useful to your household?

Yes 0 No 0 Don't know 0

(d). Did the package cause any member of your household to make changes to prevent
accidents?

Yes 0 No 0 Don't know 0

(e). If YES, what changes did they prompt? (LIST)

(t) Did you use the CHECKUST for (tick as many as are applicable):

general home hazards? 0
safety in the living and sleeping areas? 0
safety in the backyard? 0
safety in the kitchen? 0
safety in the bathroom/laundry? 0

28. Do you recall any safety displays or promotions in conjunction with local fairs or festivals?

Yes 0 No 0 Don'tknow 0

29. (a). Does anyone over 55 years of age in your household have a medication card to list the
medications they take?

Yes 0 No 0 Don'tknow 0 N/A 0

(b). If YES, is it kept up-to-date by their doctor or chemist?

Yes 0 No 0 Don't know 0

30. Are you aware that riding bicycles on the footpath in the former Shire of Bulla is allowed
by law?

Yes 0 No 0

11



31. In the past two weeks, has anyone in your household had an accident or been injured?
(home/work/school/in traffic/sport etc?)

(a). Yes 0 No 0 Don't Know 0

(b). If YES, how many people were injured? o
1
2
3

o
o
o
o

32. If YES to Q.3I, fill out the following detailsfor each person injured:

PERSON 1 32 (1)

(a). How many injuries did they receive?

(b). Did they seek medical attention?

Yes 0 No 0 Don't Know 0

(c). If yes, was the medical attention from a :

General Practitioner

Hospital
Both

Other

o
o
o
o Specify :

(d). Did the injured person require time off work, school or other normal activities?

Yes 0 No 0 Don't Know 0

(e). If YES - How much time off? _

PERSON 2 32 (2)

(a). How many injuries did they receive?

(b). Did they seek medical attention?

Yes 0 No 0 Don'tKnow 0

(c). If YES, was the medical attention from a :

General Practitioner

Hospital
Both
Other

o
o
o
o Specify :

(d). Did the injured person require time off work, school or other normal activities?

Yes 0 No 0 Don't Know 0

(e). If YES - How much time off? ---------------
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PERSON 3 32 (3)

(a). How many injuries did they receive? _

(b). Did they seek medical attention?

Yes 0 No 0 Don'tKnow 0

(c). If YES, was the medical attention from a :

General Practitioner

Hospital
Both

Other

o
o
o
o Specify :

(d). Did the injured person require time off work, school or other normal activities?

Yes 0 No 0 Don't Know 0

(e). If YES - How much time off? _

PERSON 4 32 (4)

(a). How many injuries did they receive?

(b). Did they seek medical attention?

Yes 0 No 0 Don't Know 0

(c) If YES, was the medical attention from a :
30. Is the home you live in rented?

Yes 0 No 0 Don't Know 0

General Practitioner

Hospital
Both

Other

o
o
o
o Specify :

(d). Did the injured person require time off work, school or other normal activities?

Yes 0 No 0 Don't Know 0

(e). If YES - How much time off? ~_

Thank you for answering the questionnaire.
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APPENDIX VI: TELEPHONE SURVEY RESULTS FOR THE SHIRES OF BULLA
AND MELTON (1990-1996)



Telephone Survey Results for the Shires of Bulla and Melton 1990 - 1996

QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (N-U5SURVEY (N-HI)INTERVENTIONSURVEY (N-250)SURVEYSURVEY
SURVEY (N-202J

SURVEY (N-250J(JV-29Jl(JV-2561
PI

Have you ever contactedYES11.9% (24)6.6%(16) 13.8% (15)6.0%(15) 10.0% (25)11%(32) 10.5%(27)
11

your local council about anNO88.1 % (178)93.4% (227)86.2% (94)94.0% (235)89.6% (224)89%(259)87.5%(224)
FI

accident prevention orDON'T KNOW 2%(5)
J8

safety matter? missing 2 missing, N = 2432 missinl!, N = 109 2 mis. N=291
P2

What is your current localBULLABULLAMELTONBULLABULLAMELTONBULLAMELTON
12

municipality/Shire? MELTON
F2

other
Jlalb

don't know
P3

Home postcode. 30470.5%(I) 0.4%(1)
13

3049 1.7%(4) 2%(6)
F3

30591.0%(2) 5.4%(6) 5.5%(13) 13%(38)
13

3063
3064

12.4% (25) 24.3% (27)10.6% (25) 33.8%(99)
3428

1.0%(2) 0.3%(I)
3429

79.7% (161)0.4%(I) 69.4% (77)80.9% (191)0.4%(I) 50.9%(149)
3499

0.9%(I)
3062 3335

4.1%(10) 2.5%(6) 2.3%(6)
3337

58.8% (144) 65.0% (156)62.1%(159)
3338

26.1% (64) 28.3% (68)28.1%(72)
3427

5.4% (11)10.6% (26) 0.4%(I) 3.8%(9) 6.3%(16)
3756

0.4%(I)
3037

0.8%(2)
3340

0.4%(I)
missing

14 missinl!, N=23610 missinl!, N=240
P4

What is your suburb orCRAIGIEBURN 24.3% (27)9.7%(24) 25.6%(75)
14

town? GREENVALE 5.4%(6) 4.8%(12) 13%(38)
F4

SUNBURY 70.3% (78)82.7% (205) 51.5%(151)
12

DIGGERS REST 0.4%(I) 4.0%(10) 5.9%(15)
MELTON

92.8% (231)88.3%(226)
GISBORNE

0.4%(I)
ATTWOOD

1.6%(4) 1.4%(4)
MICKLEHAM

0.4%(I) 0.7%(2)
KALKALLO TOOLERNVALE

0.8%(2) 1.2%(3)
ROCKBANK

2.4%(6) 2.7%(7)
BULLA

0.3%(I)
ROXBURGH PARK

7.5%(22)
HILLSIDE

0.8%(2)
other

1.2%(3)
missing

2 missing, N=248I missing, N=249



QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTiON

SURVEY (N-USSURVE Y a:i=1111..INTERVENTIONSURVEY (N-250)SURVEYSURVEY
SURVEY [N-20:21

SURVEY (JI{-2501(N-293)(N-256)
P5a

No. of accident prevention036.6% (74)53.1 % (130) 33.5% (83)36.8% (92)
F5a

features in your home.I24.3% (49)20.4% (50) 25.0% (62)24.4% (61)
2

18.8% (38)19.6% (48) 19.8% (49)19.6% (49)
3

13.4% (27)6.1%(15) 13.3% (33)11.6% (29)
4

5.9%(12) 0.8%(2) 6.0%(15) 4.8%(12)
5

1.0%(2) 2.0%(5) 2.4%(6)
6

0.4%(I)
7

0.4%(I)
missing

2 missin!!, N=248
J9

Do you have any safetyYES 91.5%(268)85.2%(218)
features in or around your

NO 7.8%(23)13.7% (35)
home?

DON'T KNOW 0.7%(2) 1.2% (3)
F5b

List accident features in theN/A 79.5%(1390) 80.6%(1411) 73%(1950) 78.8%(1709)
J9 ify

home. FURNITURE ITEMS 1.1%(20) 0.9%(15) 0.7%(20) 0.6%(14)
DROWNING REL'D

0.6%(10) 1.0%(17) 0.5%(13) 0.7%(15)
FLOORING

1.1%(20) 1.0%(18) 0.9%(25) 0.5%(11 )
FIRE IELECTRICAL

13.0%(227) 10.6%(186) 16.8% (448)13.4%(291)
POISON

2.6%(46) 3.0%(53) 4.9%(131) 4.3%(94)
SPORT IOUTDOOR

0.6%(10) 0.6%(11) 1.4%(37) 0.3%(7)
BEHAVIOURS

1.2%(21) 2.2%(38) 1.2%(31) 1%(22)
MISCELLANEOUS

0.2%(4) 0.1%(I) 0.4%(10) 0.1%(3)
OTHER

0.1%(I) .2%(5) 0.2%(4)
missing

I missin!!. N - 1749I missin!!, N=267I mis. N=217
P6a

No. of ways to improve061.9% (125)72.7% (178)40.6% (43)69.2%(173) 68.0%(170)
15a

safety in the home to I26.7% (54)20.4% (50)32.1% (34)20.4%(51) 26.0%(65)
F6a

prevent accidents. 29.4%(19) 5.3%(13) 18.9% (20)8.0%(20) 4.8%(12)
3

1.5%(3) 1.2%(3) 7.5%(8) 2.0%(5) 1.2%(3)
4

0.5%(I) 0.4%(1) 0.4%(1)
5

0.9%(1)
missing

5 missinl!:, N = 106
JIO

Can you tell me some waysYES 36.5%(107)34.6%(88)
to improve safety in the

NO 51.9%(152)52.4%(133)

home to prevent accidents?

DON'T KNOW 11.6%(34)13%(33)
missing

2 mis. N=254

F6b
List ways to improve safetyN/A 91.2%(1140) 92.1%(1151 ) 64.1%(264) 64.4%(206)

JIOify

in the home. FURNITURE ITEMS 0.4%(5) 0.2%(3) 2.2%(9)2.8%(9)
DROWNING REL'D

0.2%(3) 0.2%(2) 0.7%(3)
FLOORING

0.2%(3) 0.2%(3) 2.9%(12)1.9%(6)
FIRE IELECTRICAL

6.2%(78) 6.0%(75) 17.2%(71)17.2%(55)
POISON

0.6%(7) 0.6%(8) 3.4%(14)3.1%(10)
SPORT IOUTDOOR

0.1%(1) 0.2%(2) 1%(4) 0.6%(2)
BEHAVIOURS

1.0%(12) 0.3%(4) 6.1%(25)7.5%(24)
MISCELLANEOUS

0.1%(1) 0.2%(2)
OTHER

2.4%(10)2.5%(8)

missing

4 mis. N=4128 mis. N=320

P7a

Can you think of any itemsYES59.4% (120)56.2% (136)
which can be used to make

NO40.1% (81)43.4% (105)

homes or yards safer?

DON'T KNOW0.5%(I) 0.4%(I)
missing

3 missing, N = 242

2
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QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM ·SHIRESHIRE OF BULLAMELTON POST·SHIRE OFMELTONTHE SURVEYS BULLA PRE·INTERVENTIONOF BULLAPOST·INTERVENTIONBULLA FINALFINAL
INTERVENTION SURVEY (N-U5SURVEY (N-1Jl)INTERVENTIONSURVEY (N-250)SURVEYSURVEY
SURVEY (N=202) SURVEY (N-250)fN-293J(N-256JP8a

Do you know where inYES45.3% (91)43.4% (106)64.5% (71)65.9%(164) 64.8%(162) 83.2%(243) 88.7%(227)I6a your area you can buyNO53.7% (108)55.7% (136)35.5% (39)32.5%(81) 34.0% (85)8.2%(24) 7%(18)F7a safety products for home,DON'T KNOW1.0%(2) 0.8%(2) 1.6%(4) 1.2%(3) 8.6%(25) 4.3%(11)Jlla leisure or everyday missingI missing, N = 201I missing,li.::.lliI missing, N = 110I missing, N=249 I mis. N=292activities?
F7b

List places where you canN/A 79.3% (787)78.5% (782)Jllb but safety products. Community hlth cntre 0.2%(2) 1.3%(5)
Hardware Stores 9.6%(95) 14.2% (141)46.1%(177)56.6%(192)

Electrical shop
3.6%(36) 2.9%(29) 7.8%(30) 4.7%(16)Chemist 0.6%(6) 0.9%(9) 4.7%(18)3.5%(12)

Sporting goods shop 0.3%(I)
Council offices 2.0%(20) 0.5%(5) 2.9%(11)2.4%(8)

Local phone bk/paper 0.3%(I)
Supermarket

1.8%(18) 1.3%(13) 15.6%(60) 12.7%(43)
Toy shop 0.5%(2)

SEC 0.1%(I) 0.1%(1) 0.3%(I)
Local poollleisure cnt

0.2%(2)
Plumbing supply

0.3%(I) 0.6%(2)
St Johns/medical org 0.40/0(4) 0.30/0(3)

CFA I MMFB 0.6%(6) 0.2%(2) 1.60/0(6) 2.10/0(7)
Disposal store 0,3%(I)
Locksmith 1%(4) 1.2%(4)
St, shpg cntr, general

0.6'/0(6) 0.8%(8) 14.3%(55) 13.6%(46)Other 0.2%(2) 0.8%(3) 1.5%(5)
Baby/children's shop

0.9%(9) 2.3%(9)
RACV

0.1%(I) 0.3%(I) 0.3%(I)
Gas & Fuel 0.1%(I) 0.3%(I)
missin!! 7 missin", N - 9934 missin", N = 996N =384N=339

PI8a
Are you aware of anyYES21.8% (44)13.3% (32)31.2% (34)29.6%(74) 14.0%(35) 36.2%(105) 28.5%(73)17a safety or accident NO78.2% (158)86.7% (209)67.0% (73)67.60/0(169) 83.60/0(209) 55.20/0(160) 64.5%(165)F8a prevention programs orUNSURE 1.8%(2) 2.8%(7) 2.4%(6) 8.6%(25) 7%(18)JI2a activities in your Shire ormissing 4 missing, N = 2412 missing, N =109 3 mis. N-290

local community? F8b
List programs in Shire or

local community.P9a
Have you purchased anyYES32.7% (66)34.8% (85)51.4% (57)43.4% (108)41.6% (104)33.2%(97) 37.1%(95)

18a
safety items for your self orNO67.3% (136)64.8% (158)48.6% (54)55.0% (137)57.2% (143)65.8%(192) 62.5%(160)

F9a
your household in the lastDON'T KNOW 0.4%(I) 1.6%(4) 1.2%(3) 1%(3) 0.4%(I)

J13a
12 months? missin!! I missing, N = 244I missin!!, N=249I mis. N=292

F9b
List items purchased in lastN/A 85.3%(850) 87.8%(874) 76%(433) 77.1%(407)

J13b
12 months. FURNITURE ITEMS 0.4%(4) 0.1%(I) 1.2%(7) 0.4%(2)

DROWNING REL'D
0.5%(3) 0.2%(I)

FLOORING
0.2%(2) 0.1%(I) 1.2%(7) 0.2%(I)

FIRE /ELECTRICAL
12.3%(123) 10.5%(105) 13.5% (77)15.3%(81)

POISON
0.9%(9) 0.7%(7) 4.4%(25) 3.2%(17)

SPORT /OUTDOOR
0.5%(5) 0.5%(5) 1.9%(11) 1.9%(10)

BEHAVIOURS
0.4%(2) 0.4%(2)

MISCELLANEOUS
0.3%(3) 0.3%(3) 0.7%(4) 0.8%(4)

OTHER
0.2%(I) 0.6%(3)

missin!!
4 missin!!, N = 9964 missing, N = 9962 missin!!, N=5707 mis. N=528
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QU QUESTIONS USED INRESPONSESHIRE OFMELTONPRE·INTERIM -SHIRESHIRE OF BULLAMELTON POST·SHIRE OFMELTONTHE SURVEYS BULLA PRE-INTERVENTIONOF BULLAPOST.INTERVENTIONBULLA FINALFINAL
INTERVENTION SUR VEY fJi::.2ilSURVEY (N-J1IlINTERVENTIONSURVEY (N-250JSURVEYSURVEY
SURVEY rN-202J SURVEY (N-250J(N-29JJ(N-256JF9c

What prompted you toN/A 85.4% (630)83.3% (619)J13c make these purchases?House fires/electroc'n 1.2%(9) 1.7%(13) 6.3%(8) 6%(7)Hurt self, near miss 0.5%(4) 0.3%(2) 3.1%(4)3.4%(4)
TY I advertising 3.8%(28) 3.1%(23) 7.9%(10) 12.1%(14)
Self-thought I aware's 3.9%(29) 4.7%(35) 49.6%(63) 38.8%(45)Children 2.3%(17) 3.2%(24) 20.5%(26)9.5%(11)
Home security 0.1%(1) 3.9%(5) 12.9%(15)Family day-care 0.8%(1)

On spec; all free 0.5%(4) 0.8%(6) 0.8%(1) 3.4%(4)
Legal req'tlbldg reg'n 0.4%(3) 0.10/.(I) 3.9%(5) 5.2%(6)Safe Living Program 0.9%(7) 1.2%(9)

Elderly Safety Group
0.3%(2) 0.9%(I)Tradesperson advice 0.1%(1) 0.9%(1)Work 0.1%(1) 0.8%(1) 3.4%(4)

Blackout/power surge 0.1%(1) 0.3%(2) 0.8%(1) 0.9%(1)Friends 0.1%(1) 0.1%(1) 1.7%(2)First-aid course 0.1%(1) 0.5%(4) 0.8%(1)Insurance 0.3%(2) 0.8%(1)
Missing 0.1%(1) 0.9%(I)

12 missing, N •• 738
7 missing, N - 743N-I27N-I16

F9d
Where did you get N/A 84.1% (621)85.3% (630)113d information about safetyTV, advertising, radio 5.8%(43) 7.7%(57) 24.6%(27)30.7%(39)products?

Place of sale 0.1%(I) 0.7%(5) 20%(22)7.9%(10)
Newspaper, junk mail 1.8%(13) 0.5%(4) 9.1%(10)11.8%(15)
Fire brigade 0.5%(4) 0.5%(4) 2.7%(3) 5,5%(7)
Self 0.9%(7) 0.5%(4) 10%(11)21.3%(27)
Family daycare/play'p

0.3%(2) 0.1%(1) 1.8%(2)0.8%(1)
Frien ds/n eigh 'sIre lat's

2.2%(16) 2.0%(15) 8.2%(9)7.9%(10)
Work

0.7%(5) 0.8%(6) 3.6%(4)5.5%(7)
Electricallhardware

0.8%(6) 0.3%(2) 0.9%(1)0.8%(1)
Child care book 0.9%(1)

Council
0.8%(6) 0.1%(1) 1.8%(2)3.1%(4)

Comm'y Hlth Centre
0.3%(2) 7.3%(8)0.8%(1)

Safety org'n/medical
0.3%(2) 0.3%(2) 2.7%(3)0.8%(1)

Builder, reference bks
0.7%(5) 0.5%(4) 3.6%(4)0.8%(I)

Safe Living News
0.4%(3) 0.4%(3) 0.9%(1 )

Home show
0.1%(I) 0.9%(1)0.8%(1)

RACY
0.1%(1) 0.9%(1)1.6%(2)

Missing
0.1%(1)

12 missin!!:, N - 738
11 missin!!, N - 739N=110N=127

Fge
Were any of these itemsN/A 57.0% (139)58.0%(141)

113e
specifically for preventingYES 12.3% (30)9.9%(24) 39.6%(38) 13.4%(11)

injuries to children <5
NO 30.7% (75)31.3%(76) 60.4%(58) 86.6%(71)

years?
UNSURE 0.8%(2)

missing
6 missing, N-2447 missing, N-2431 missing N=9613 mis. N=82
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QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMEL TON POST-SHIRE OFMELTON
THE SURVEYS BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL

INTERVENTION SURVEY (N-U5SURVEY (N-1lIlINTERVENTIONSURVEY (N-250)SURVEYSURVEY
SURVEY rN-lOll SURVEY (N-l50)(N-293)(N-l56)F9f

List items specifically forN/A 96.5%(957) 97.3%(964) 56.3%(54)46.7%(14)113e preventing injuries toFURNITURE ITEMS 3.3%(I)
ify children <5 years. DROWNING REL'D 0.1%(I) 5.2%(5)

FLOORING 0.1%(I) 3.1%(3)
FIRE IELECTRICAL

2.5%(25) 2.0%(20) 17.7%(17)23.3%(7)POISON 0.6%(6) 0.7%(7) 14.6%(14)16.7%(5)SPORT lOUT DOOR 0.2%(2) 3.1%(3)6.7%(2)BEHAVIOURS 3.3%(I)
MISCELLANEOUS OTHERmissing

8 missin!!, N - 9929 missing, N - 9916 mis. N=96I mis. N=30
I9a Have you made any otherYES 19.1% (21)10.5% (26)10.4% (26)17.7% (52)15.4%(39)FIOa changes to your home orNO 80.9% (89)89.1% (220)89.2% (223)81.2% (238)83.5%(212)115 every day activities in theDON'T KNOW 0.4%(1) 0.4%(I) 1.1%(3) 1.2%(3)last 12 months to reduce missing I missing, N = 1103 missing, N=247 2 mis. N=254the risk of accidents?

FIOb

List changes to home orN/A 96.1%(717) 95.9%(718) 58.9%(113) 64.5%(98)115b everyday activities in theFURNITURE ITEMS 0.4%(3) 0.4%(3) 3.6%(7) 2%(3)last] 2 months.
DROWNING REL'D 0.3%(2) 0.3%(2) 2.1%(4) 0.7%(I)

FLOORING 0.3%(2) 0.1%(I) 2.6%(5) 2%(3)
FIRE /ELECTRICAL

0.4%(3) 0.9%(7) 7.3%(14) 7.2%(11)
POISON

0.1%(1) 0.3%(2) 4.2%(8) 3.3%(5)
SPORT /OUTDOOR

0.4%(3) 0.5%(4) 2.6%(5) 2.6%(4)
BEHAVIOURS

1.5%(11 ) 0.9%(7) 13%(25) 10.5%(16)
MISCELLANEOUS

0.4%(3) 0.7%(5) 2.1%(4) 3.3%(5)
OTHER

0.1%(I) 3.6%(7) 3.9%(6)
missin!!

4 missin!!. N '" 746I missin!!. N - 7494 mis. N-I92I mis. N-152
FlOc

What prompted you toN/A 98.0% (722)95.9% (717)
J15c

make these changes? House fires/electroc'n 0.1%(I) 0.1%(I) 4.9%(3)6.7%(3)
Hurt self, near miss

0.4%(3) 0.4%(3) 3.3%(2)15.6%(7)
TV I advertising

0.3%(2) 2.2%(I)
Self-thought I aware's

0.9%(7) 1.1%(8) 44.3%(27)26.7%(12)
Children

0.3%(2) 1.3%(10) 41%(25)31.1%(14)
Home security

0.4%(3) 4.9%(3)15.6%(7)
Family day-care

2.2%(I)
On special/ free

0.1%(I)
Legal req'tlbldg reg'n

0.1%(I)
Safe Living Program

0.1%(I) 0.1%(I)
Elderly Safety Group Tradesperson advice

J.(I%(I)
Work Blackout/power surgeFriendsFirst-aid course

0.3%(2)
Insurance OtherMissin!!

13 missin!!, N - 7372 missing, N - 748N-61N=45
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QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY rN-USSURVEY m-n 1)INTERVENTIONSURVEY rN-2S01SURVEYSURVEY
SURVEY rN=202)

SURVEY fN-2S01rN-2931rN=2S6J
110

About a year ago, a [8YES 27.5% (30)
page] home safety package

NO 70.6% (77)
was distributed widely in

UNSURE 1.8%(2)
the Shire. Do you recall

missing 2 missing, N = 109
receiving a package?

.

J27a

Do you recall an 8 page 9.3%(27) 4%(10)
home safety guide being

72.5%(211) 87.7%(222)
delivered to your home in

18.2%(53) 8.3%(21)
the past couple of months?

2mis.~3 mis. N-253

111

Did any members of yourN/A 70.6% (77)
J27b

household read any of theYES 28.4% (31)88.9%(24) ,60%(6)
items in the package?

NO 0.9%(1) 3.7%(1) 30%(3)
DON'T KNOW

7.3%(2) 10%(I)
missin.

2 missin ••. N = 109N=27N=10
112

Did you think the packageN/A 70.6% (77)
J27c

was interesting or useful toYES 25.7% (28)69.2%(18) 83.3%(5)
your household?

NO 2.8%(3) 7.7%(2)
UNSURE

0.9%(1) 23.1%(6) 16.7%(1 )
missing

2 missing, N 0: 109I mis. N0:264 mis. N=6

Il3a

Did the package promptN/A 70.6% (77)
J27d

any member of your YES 5.5%(6) 3.8%(I) 14.3%(1 )

household to make changes

NO 22.9% (25)88.5%(23) 42.9%(3)

to prevent accidents?

UNSURE 0.9%(1) 7.7%(2) 42.9%(3)
missin2

2 missin!!, N = 1091 mis. N=263 mis. N=7

113b
What changes did it N/A 96.2% (102)92.6%(25) 90%(9)

127d
prompt? MORE AWARE 3.8%(4) 3.7%(1)

Smoke alarm
10%(I)

Don't know
3.7%(1 )

missin.
5 missin!!. N - 106N-27N-IO

114a
Did you use the checklistN/A 72.0% (77)

127f
for general home hazards'?YES 11.2% (12)18.5%(5)

NO
15.0% (16)81.5%(22)100%(10)

UNSURE

1.9%(2)
missin ••

4 missinlt, N '" 107N=27N=10

I14b
Did you use checklist forN/A 72.0% (77)

127f
safety in living and YES 11.2% (12)11.1%(3)

sleeping areas?

NO 15.0% (16)88.9%(24)100%(10)
UNSURE

1.9%(2)
missing

4 missin!!, N = 107
114c

Did you use the checklistN/A 72.0% (77)
J27f

for safety in the backyard?YES 11.2% (12)11.1%(3)
NO

15.0% (16)88.9%(24)100%(10)
UNSURE

1.9%(2)
missin.

4 missinlt, N = 107

114d

Did you use the checklistN/A 72.0% (77)

J27f
for safety in the kitchen?YES 11.2% (12)14.8%(4)

NO

15.0% (16)85.2%(23)100%(10)

UNSURE

1.9%(2)
missin.

4 missing, N = 107-
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QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (N-USSURVEY (N-UnINTERVENTIONSURVEY (N-2S01SURVEYSURVEY
SURVEY (N~2021

SURVEY (N-2S01(N-29JI(N-2S61
114e

Did you use the checklistN/A 72.0% (77)
J27f

for safety in the YES 11.2% (12)14.8%(4)
bathroom/laundry?

NO 15.0% (16)85.2%(23)100%(10)
UNSURE

1.9%(2)
missin!';

4 missin!!:, N = 107
I15a

Have you attended orYES 20.7% (23)15.3%(38) 11.2%(28) 15.4%(45) 16.4%(42)
F20a

participated in any NO 79.3% (88)84.3%(210) 88.8%(222) 84.6%(247) 83.6%(214)
J24a

community meetings orDON'T KNOW 0.4%(1)
activities where safety has

missing I missing, N=2491 mis. N=292

been specifically discussed in the past 12 months?F20b
List meeting or activities

you have participated in.I16a
Do you recall any safetyYES 12.8% (14)

displays or promotions in

NO 87.2% (95)
conjunction with this year's

DON'T KNOW

Craigiebum Festival or
missing 2 missing, N = 109

Sunbury Fair?
J28

Do you recall any safety 37.4%(108) 26.6%(68)
displays or promotions in

53.3%(154) 70.7%(181)
conjunction with local fairs

9.3%(27) 2.7%(7)
or festivals?

4 mis. N=289
117a

Have you assisted in YES 28.4% (29)29.4% (73)22.8% (57)42.8%(121)35.9%(92)
F21a

promoting a safety messageNO 71.6% (73)70.2% (174)76.8% (192)56.9%(161) 63.7%(163)
J25a

to others, in the past 12DON'T KNOW 0.4%(1) 0.4%(1) 0.3%(1) 0.4%(1)
mths?

missinlZ 9 missin ••, N = 1022 missinl!. N = 2489 missinlZ, N = 25010 mis.N=283
117b

How have you assisted inN/A 74.3% (75)90.4% (671)91.8% (687)
F21b

promoting a safety messageFamily/Friends 17.8% (18)3.2%(24) 4.5%(34) 45.5%(65)45.4%(59)
J25b

to others in the past 12Class'mlkinder/ schoo I 2.0%(2) 1.8%(13) 1.2%(9) 9,1%(13)6,9%(9)
mths?

Youth/Scouts/Clubs 2.0%(2) 0,4%(3) 0,3%(2) 4.2%(6) 5.4%(7)
Work

2.0%(2) 2.0%(15) 1.6%(12) 25.2%(36) 20.8%(27)
N'hood Watch

1.0%(I) 0.1%(1) 2.1%(3) 3.1%(4)
Drink/Driv'g Ad

1.0%(I) 0.7%(1) 1.5%(2)
Other

0.5%(4) 0.1%(1)
Family Daycare

0.3%(2) 6.3%(9) 3.8%(5)
Ambulance

0.4%(3) 0.3%(2) 1.4%(2) 2.3%(3)
Fire Station

0.4%(3) 0.1%(I) 0.7%(1) 3.1%(4)
Lectures/Talks

0.3%(2) 4.2%(6) 5.4%(7)
Hospital Safety

0.1%(I) 0.7%(1) 2.3%(3)
missinlZ

10 missing, N = 1018 missiDl!. N = 7422 missinlZ, N = 748N=143N=130



QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTONTHE SURVEYS BULLA PRE-INTER VENTIO NOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION SURVEY rN-U5SURVEY rN-111JINTER VENTIO NSURVEY rN-250)SURVEYSURVEY
SURVEY (N=20n SURVEY (jI{-250j(N-2931rN-2561

117c
Are you aware of the ShireYES 33.3% (35)44.6% (111)4.0%(10) 46.6%(136)2.8%(7)F21c of Bulla "Safe Living NO 63.8% (67)53.4% (133)95.2% (238)51.7%(151) 95.7%(243)J25c Program"? UNSURE 1.9%(2) 2.0%(5) 0.8%(2) 1.7%(5) 1.6%(4)

missing 6 missing, N = 1051 missing, N = 249 1 mis. N=2922 mis. N-2S4

1l7d

If yes, how have you heardN/A 66.7% (68)82.8% (610)98.5% (737)F21d
about it? Newspaper 7.8%(8) 4.3%(32) 0.1%(1) 33.7%(59)22.2%(2)J25d School/kinder/playgp 2.9%(3) 1.6%(12) 0.1%(1) J.7%(3)

Pamphlet/Gen'l notice 10.8% (11)5.8%(43) 0.1%(I) 29.7%(52)11.1%(1)TV 1.0%(1) 0.6%(1) 11.1%(1)
Playgp/mthrs group 0.4%(3) 0.1%(1) 1.7%(3)

Road Signslboards
2.0%(2) O.J%(I) O.J%(1) 2.9%(5)

Friends / Family
4.9%(5) 0.7%(5) O.J%(I) 2.9%(5)22.2%(2)Council 2.9%(3) 0.7%(5) 0.1%(I) 9.1%(16)11.1%(1)

Swimming Club
1.0%(1) 1.7%(3)

Other 0.1%(1) 0.1%(1)
Safe Living News

1.8%(13) 0.3%(2) 2.3%(4)
CFA 0.1%(1)

SES
0.1%(1)

Radio
0.1%(1)

New home info pack
0.1%(1)

Brochure with rates
0.1%(1) 3.4%(6)

Meetings
0.3%(2) 1.7%(3)

Shops
0.1%(1) 2.3%(4)

Community Centre
0.3%(2)

Neighbour'd Watch
0.1%(1) 0.6%(1) 11.1%(1)

Work
0.1%(1) 0.1%(I) 2.9%(5) 11.1%(1)

CHC/Hospital
2.9%(5)

RACV missing
12 mis. N = 10213 missing, N = 7372 missin!!, N = 748N=17SN=9

F22a
Do you receive the YES 27.1% (67)1.2%(3) 17.1%(50)2.3%(6)

J26a
newsletter called "SafeNO 72.9% (180)98.8% (247)54.8%(160) 85.9%(220)

Living News"?
DON'T KNOW 28.1%(82) 11.7%(30)

missing
3 missing, N = 247I mis. N=292

F22b
If yes, do YOll read SafeN/A 72.9% (180)98.8%(247)

J26b
Living News? ALWAYS 15.8% (39)0.8%(2) 40%(20) 16.7%(I)

SOMETIMES
6.1%(15) 0.4%(1) 24%(12) 33.3%(2)

RARELY
3.2%(8) 14%(7) 33.3%(2)

NEVER
2.0%(5) 22%(11) 16.7%(1)

missing
3 missin!!, N = 247N=SON=6

8



QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMEL TON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY rN-USSURVEY (N-IlllINTERVENTIONSURVEY (N-lSOISURVEYSURVEY
SURVEY rN=lOl)

SURVEY (N-lSOIfN-l931fN-lS61
F22c

Have you taken any actionN/A 75.2% (182)98.8%(247)
126c

to improve safety as aYES 6.6%(16) 0.4%(I) 20.5%(8)40%(2)
result of reading Safe

NO 18.2% (44)0.8%(2) 76.9%(30)40%(2)
Living News?

DON'T KNOW
Intend to

2.6%(1)20%(I)
missing

8 missin!!, N - 242N=39N=6
F22dl

List type of action taken toN/A 95.4% (229)99.6% (249)99.3(291)99.2%(254)
J26dl

improve safety as a resultYes 4.6%(11) 0.4%(1) 0.7%(2) 0.8%(2)
of reading Safe Living

Missing 10 missing, ~
News. --Boultht a safety productF22d2

List type of action taken toN/A 100% (240)100% (250)97.6%(286)99.6%(255)
J26d2

improve safety as a resultYes 2.4%(7)0.4%(1)
of reading Safe Living

Missing 10 missing, N = 240
News. --Chanlles at work, homeF22d3

List type of action taken toN/A 100% (240)100% (250)100%(293)100%(256)
J26d3

improve safety as a resultYes

of reading Safe Living
Missing 10 missing, N - 240

News. --Particip'd in course/semF22d4
List type of action taken toN/A 100% (240)100% (250)100%(293)100%(256)

J26d4
improve safety as a resultYes

of reading Safe Living
Missing 10 missing, N = 240

News. --Volunteer for SLNF22d5
List type of action taken toN/A 99.6% (239)100% (250)100%(293)100%(256)

J26d5
improve safety as a resultYes 0.4% (1)

of reading Safe Living
Missing 10 missing, N = 240

News. --Reproduce/auote articleF22d6
List type of action taken toN/A 98.8% (237)100% (250)

126d6
improve safety as a resultOther 0.4%(1)

of reading Safe Living

Write a letter 0.4%(1)
News.

Petition (pool fence) 0.4%(1)
--Other

Missinlt 10 missin!!. N - 240

PlO
Do you think home YES95.0% (192)92.6% (226)

swimming pools should be

NO4.5%(9) 7.4%(18)
fenced separately?

UNSURE0.5%(I)
missinlt

1 missinlt, N = 244
PII

If yes, how high should the< 1.2 m3.7%(7) 3.9%(9)
fence be?

1.2 -2 m87.9% (167)83.9% (193)
> 2 m

6.3%(12) 9.1%(21)
DON'T KNOW

2.1% (4)3.0%(7)
missing

12 missing, ~15 missing, ~
190PI2

At what age do you think< 5 yrs4.5%(9) 1.2%(3)
children should be allowed

5 - 9 yrs68.8% (139)59.0% (144)
to cross a local street

10- 14 yrs24.3% (49)34.0% (83)
alone?

> 14 yrs0.5%(I) 1.6%(4)
DO NOT KNOW

2.0%(4) 4.1%(10)
missing

1 missing, N = 244
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QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY rN-U5SURVEY rN-]]l)INTERVENTIONSURVEY rN-250)SURVEYSURVEY
SURVEY rN-20l)

SURVEY [N-l50)rN-29JJrN-256)
PI3

At what age do you think< 5 yrs1.0%(2)
children should be allowed

5 - 9 yrs35.1% (71)33.5% (81)
to ride a bicycle alone on a

10-14yrs57.4% (116)56.6% (137)
local street or road?

> 14 yrs4.0%(8) 3.7%(9)
DO NOT KNOW

2.5%(5) 6.2%(15)
missing

3 missing, N - 242
PI4

In anyone year what doI in 1053.0% (105)55.4% (134)
you think is the chance that

I in lOO32.3% (64)28.9% (70)
a person will have an

1 in 100010.6% (21)14.5% (35)
accident at home which

I in 10,0004.0%(8) 1.2%(3)
will require medical

missing4 missing, N = 1983 missing, N - 242
attention? PI5

What do you think are theFALLS27.9% (93)22.8% (80)
most common types of

BURNS23.4% (78)21.9% (77)
accidents in any location?

TRAFFIC15.3% (51)26.5% (93)
CUTS

14.7% (49)9.7%(34)
ELECTROCUTION

5.7%(19) 4.3%(15)
OTHER

12.9% (43)14.8% (52)
missing

3 missing, N = 3336 missing, N = 351
PI6

How would these be BE CAREFUL31.6% (84)28.6% (86)
prevented?

ENVIRONMENTAL19.9% (53)16.9% (51)
BEHA VIOURAL

20.3% (54)25.6% (77)
EDUCA TIONAL

13.5% (36)9.6%(29)
OTHER

12.8% (34)13.3% (40)
DO NOT KNOW

1.9%(5) 6.0%(18)
missing

4 missing, N - 2662 missing, N - 301
PI7

What percentage of 00 - 24%10.4% (21)10.1% (24) 9.8%(21) 9.3%(19) 4.8%(14) 9.1%(22)
FII

accidents around the home25 - 49%5.4%(11) 2.9%(7) 4.7%(10) 4.4%(9) 7.2%(21) 2.9%(7)
J16

do you think are 50 - 74 %28.7% (58)22.3% (53) 32.2% (69)31.9% (65)22.9%(67) 17.3%(42)
preventable?

75 - 100%55.4% (112)64.7% (154) 53.3% (114)54.4% (Ill)53.8%(157) 48.1%(117)
Don't know

11.3% (33)22.6%(55)
missing

7 missing, N=23836 missinl!, N=21446 missing. N=204I mis. N=29213 mis. N=243

P19
Do you favour laws YES56.9% (115)63.4% (154) 53.0%(132) 53.3% (130)59.8% (174)47.8%(122)

FI2
requiring safety NO32.7% (66)32.1 % (78) 27.3%(68) 26.6% (65)17.2% (50)22.7%(58)

117
improvements. or shouldSOME LEG'LA TION10.4% (21)4.5%(I I) 19.7%(49) 20.1% (49)22%(64) 27.8%(71)

people be free to make their
missing 2 missing, N = 243I missing, N=2496 missing, N=2442 mis. N=291I mis. N=255

own choices about safety?

DON'T KNOW 1%(3) 1.6%(4)

F13a

Are there any smoke YES 66.9%(166) 66.4% (166)89%(259) 89.5%(229)
JI8a

alarms/smoke detectorsNO 33.1%(82) 32.4% (81)10.7%(31) 10.5%(27)
installed in your home?

DON'T KNOW 1.2~(3) O.3~(I)
missing

2 missin!!. l'I-248N-2!O2 mis. N-291

FJ3b

If yes, were they installedN/A 32.8%(82) 33.1% (82)
JI8b

in the last three years?YES 63.2%(158) 62.9% (156)71.1%(182) 80.3%(184)
NO

2.8%(7) 2.0%(5) 27.7%(71) 17%(39)
DON'T KNOW

1.2%(3) 2.0%(5) 1.2%(3) 2.6%(6)
missing

2 missinl!, N-2483 mis N-256N-229

FI4

Has anyone in the YES 72.3%(180) 66.4% (166)66.0%(192) 65.2%(167)

J20a

household ever receivedNO 26.9%(67) 31.2(78) 32.3%(94) 33.6%(86)

first-aid training?

DON'T KNOW 0.8%(2) 2.4%(6) 1.7%(5) 1.2%(3)

missing

I missing, N=2492 mis N=291

10



QU QUESTIONS USED INRESPONSESHIREOFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMEL TON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL

INTERVENTION
SURVEY (N-U5SURVEY (N-1l/)INTER VENTlO NSURVEY (N-250)SURVEYSURVEY

SURVEY rN-2021
SURVEY (j'{-2501(N-29;J)(N-256)

FI5

Did that training includeN/A 25.8%(64) 32.1% (79)
120b

mouth to mouth YES 66.9%(166) 63.0% (155)95.8%(I 84) 90.4%(151)
resuscitation and heart

NO 3.6%(9) 1.2%(3) 2.6%(5) 4.2%(7)

massage (CPR)?

DON'T KNOW 3.6%(9) 3.7%(9) 1.6%(3) 5.4%(9)

missinK
2 missing, N=2484 missing, N=246N-192N=167

FI6

Has any first-aid trainingN/A 25.8%(64) 32.1 % (79)
120c

taken place in the last threeYES 45.2%(112) 42.7% (105)55.2%(106) 6J.J%(102)

years?

NO 27.0%(67) 24.0% (59)44.3%(85) 38.3%(64)
DON'T KNOW

2.0%(5) 1.2%(3) 0.5%(I) 0.6%(I)
missing

2 missing, N=2484 missing, N=246N-192N=167

Fl7

When your hot water is atYES 70.2%(174) 77.1% (192)71.2% (208)75.8%(194)
121

its hottest, could it scaldNO 24.2%(60) 18.1% (45)24.7% (72)19.9%(51)

(bum) a young child?

VARIES/SOMET'S 2.0%(5) 1.2%(3) 2.7%(8) 2.7%(7)
DON'T KNOW

3.6%(9) 3.6%(9) 1.4%(4) 1.6%(4)

missing
2 missing, N-248I missing, N=249I mis. N=292

FI8a

Does your hot water systemYES 69.2%(173) 70.3% (175)67.7%(197) 74.6%(191)
J22a

have an adjustable NO 7.2%(18) 6.8%(17) 11.3%(33) 8.6%(22)
thermostat?

NOT SURE 18.8%(47) 16.5% (41)16.2%(47) 9.8%(25)
D/K SHARE OTHER

0.4%(I) 3.1%(8)
D/K OTHER REAS

4.4(11) 6.4%(16) 4.8%(14) 3.9%(10)

missin!!.

I missin!!.. N-2492 mis. N-291

Fl8b
What temperatur~ is yourMAX 55 DEGREES 7.8%(16) 3.3%(8)

thermostat set at?

> 55 DEGREES 10.2%(21 ) 8.7%(21)
DON'T KNOW

82.0%(169) 88.0% (212)

missing

44 missing, I:i=m9missing,~

J22b

What is the safest < 50 C 27.4%(79)9.5%(24)

temperature for your hot

50C 9.4%(27)6.7%(17)

water system if you want to

>50C 6.3%(18)5.2%(13)

prevent scalds?

Don't know 56.9%(164) 78.6%(198)

missing

5 mis. N-2884 mis. N=252

Fl9a

In your opinion, which ofHeart disease prevent 15.4%(37) 13.0% (31)17.5%(51) 10.6%(27)

123

the following deserves theInjury & Accid't prev 39.0%(94) 39.9% (95)23.3%(68) 25.2%(64)

most Government funding?

Cancer Prevention 36.9%(89) 34.5% (82)30.8%(90) 26.4%(67)

(rank in order)

Mental health 12.3%(36) 12.2%(3 I)

Other, eg cystic fib's

0.4%(I) 0.9%(3) 1.2%(3)

All three equal

7.9%(19) 10.1% (24)

Two equal

0.8(2) 2.1%(5)

All four equal

11%(32)18.1%(46)

Don't know

2.1%(6) 4.7%(12)

Other combinations -

2%(6) 1.6%(4)

(eg cancer/heart) Missing

9 missing, N-24112 missing, ~I mis. N=2922mis.~

11



QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMEL TON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (ff::1QSURVEY (N-lllJINTERVENTIONSURVEY (N-250)SURVEYSURVEY
SURVEY (N-20l)

SURVEY (IY-250l(N-29J)(N-l56)
FI9b

In your opinion, which ofHeart disease prevent 35.7%(86) 39.5%(94) 28.9%(84) 26.4%(67)
J23

the following deserves theInjury & Accid't prev 23.7%(57) 15.5%(37) 17.5%(51) 9.8%(25)
second most Government

Cancer Prevention 27.8%(67) 26.9% (64)26.1%(76)18.9%(48)
funding?

Mental health 12.7%(37) 17.7%(45)
Other, eg cystic fib's

0.4%(I) 0.4%(I)
All three equal

7.5%(18) 10.1% (24)
Other combinations

1.0%(3) 3.6%(9)
Two equal

5.4%(13) 7.6%(18)
Don't know

2.4%(7) 5.5%(14)
N/A

11.0%(32) 18.1%(46)
Missing

9 missing, N=24112 missing, N=238I mis. N=2912 mis. N=254

FI9c

In your opinion, which ofHeart disease prevent 36.9%(89) 30.7% (73)26.4%(n)20.1%(51)
J23

the following deserves theInjury & Accid't prev 29.0%(70) 31.9% (76)23.3%(68) 15.7%(40)
third most Governmcnt

Cancer Prevention 22.0%(53) 21.4%(51) 16.4%(48) 17.7%(45)
funding?

Mental health 17.5%(51) 14.6%(37)
Other, eg cystic fib's

0.4%(I) 0.3%(I)
All three equal

7.5%(l8) 10.1% (24)
Other combinations

0.6%(2) 3.2%(8)
Two equal

4.6(11) 5.5%(13)
Don't know

2.4%(7) 6.3%(16)
N/A

13%(38)22.4%(57)
Missing

9 missin2, N=24I12 missin2, N=238I mis. N=29212 mis. N=254
FI9c

In your opinion, which ofHeart disease prevent 10.6%(31)12.2%(31)
123

the following deserves theInjury & Accid't prev 19.5%(57)19.3%(49)
fourth most Government

Cancer Prevention 11%(32)7.1%(18)
funding?

Mental health 42.1%(123)29.1%(74)
Don't know

2.4%(7) 6.3%(16)
N/A

14.4%(42)26%(66)
Missing

I mis. N=2922 mis. N=254

P20

Number of adults over 18I7.9%(16) 7.8%(19) 7.3%(8) 14.1% (37)8.5%(22)
1I8

years living in the home.268.8% (139)69.5% (169)70.0% (n)62.2% (163)67.4% (174)
F23

314.9% (30)14.4% (35)13.6% (IS)15.3% (40)15.1% (39)
4

5.4%(11 ) 6.6%(16) 8.2%(9) 7.3%(19) 8.5%(22)
5

2.5%(5) 0.8%(2) 0.9%(I) 0.8%(2)
6

0.5%(I) 0.4%(I) 0.4%(I) 0.4%(I)
7

N=262N=258
8 or more

0.4%(I)
missin2

2 missing. N - 2431 missing. N - 110

F23a
No. of adults aged 18-64NONE 7.6%(19) 3.6%(9) 7.2%(21)7.4%(19)

J4
years living in the home.t 6.8%(17) 4.8%(12) 8.5%(25)I 1.3".(29)

2

60.8% (l52)66.8% (167)57.3%(168)56.lW.(145)
3

16.W. (40)15.W. (39)15.7%(46)14.5%(37)
4

7.6%(19) 8.8%(22) 9.2%(27)7%(18)
5

0.8%(2) 1%(3) 2%(5)
6

0.4%(I) 0.4%(I) 0.7%(2)
7

0.3%(I) 0.4%(I)
9

0.4%(I)
12

0.4%(l)

F23b

No. of adults aged 65+NONE 87.6% (219)93.2% (233)89.4%(262)88.3%(226)
J4

years living in the home.I 8.0%(20) 4.0%(IO) 5.8%(17)8.2%(21)
2

4.4%(11) 2.8%(7) 4.5%(13)3.5%(9)
3

0.3%(I)

I?



QU QUESTIONS USED INRESPONSESHIRE OFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (N-USSURVEY (N-1ll)INTERVENTIONSURVEY (N-2S0)SURVEYSURVEY
SURVEY (N-102) SURVEY (N-2S0)(N-293)(N-l56)P21

Number of children underNONE36.6% (74)35.4% (86)33.6% (37)34.8% (87)32.4% (81)
119a

18 years living in the home.I14.9% (30)16.5% (40)20.9% (23)16.8% (42)20.0% (50)F24a
232.7% (66)30.9% (75)30.0% (33)30.8% (77)28.4% (71)

3
11.9% (24)13.2% (32)13.6% (15)14.8% (37)16.4% (41)

4
3.0%(6) 2.9%(7) 0.9%(I) 2.0%(5) 1.2%(3)

5
1.0%(2) 0.8%(2) 0.9%(I) 0.4%(I) 1.2%(3)

6
0.4%(1) 0.4%(1) 0.4%(I)

missin\!
2 missinlt, N = 2431 miss in\!oN = 110

P22
Age of children. N/A39.1% (79)23.1% (93)21.6% (37)77.5% (1163)76.9% (1152)65.5%(687)68.8%(594)1I9b No. remaining (N = )N - 267 (60.9%)N = 327 (76.9%)N" 134 (78.4%)N = 337 (22.5%)N-347 (23.1%)N-362(34.5%)N-269 (3 I .2%)

F24b < 5 yrsi.e., 24.3% (65)i.e., 27.5% (90)i.e., 31.3% (42)i.e.• 22.8% (77)i.e., 28.5% (99)i.e.,28.5%(103)Le.,25.3% (68)J4 5-9 yrs31.1% (83)26.9% (88)23.1% (31)22.8% (77)28.8% (100)30.9%(112)25.3% (68)
10-14 yrs

28.5% (76)27.5% (90)29.9% (40)28.2% (95)24.5% (85)24.9%(90)28.6% (77)
> 14 yrs

16.1% (43)18.0% (59)15.7% (21)26.1% (88)18.2% (63)15.7%(57)20.8% (56)
missin\!

2 missin ••, N - 32710 missinsr:. N - 134 I missin ••, N - 347N-362!'i-269
P23

Injuries in the last twoYES19.3% (39)10.7% (26)12.6% (14)12.4% (31)13.2% (33)13.7%(40) 12.90/.(33)
120a

weeks. NO80.2% (162)89.3% (217)87.4% (97)87.6% (219)86.8% (217)86.3%(252) 86.3%(220)
F25a

DON'T KNOW0.5%(I) 0.8%(2)J31a
missinsr:2 missin". N - 243 I mis. N-292I mis. N-2SS

P24a
If yes, how many peopleN/A81.2% (164)89.3% (217)89.8% (97)88.0% (219)86.8% (217)86.3%(252) 87.1%(222)

120b
injured? N-N - 38 (18.8%)N - 26 (10.7%)N - 11 (10.20/.)N - 30 (12.0%)N - 33 (13.2%)N-40(13.7%)N-33(12.9%)

F25b
186.8% (33)92.3% (24)100% (11)96.7% (29)87.9% (29)80%(32) 81.8%(27)

131b
210.5% (4) 3.3%(I) 12.1% (4)15%(6) 9.1%(3)

3
2.6%(I) 3.8%(1) 6.1%(2)

4
2.5%(1)

5
2.5%(1) 3%(I)

8
3.8%(I)

missing
2 missing. N •• 2433 missing. N - 1081 missing, N - 249

P24b

If yes. how many injuries?N/A81.2% (164)90.1% (219)90.7% (97)88.0% (219)87.9% (218)
120c

(N =)38 - 18.8%24 = 9.9%10 = 9.3%30 = 12.0%30-12.1%
F25c

i.e., legi.e., 86.8% (33)i.e., 87.5% (21)i.e., 20%
132a

ankle7.9%(3) 4.2%(I)
shoulder

5.3%(2) 4.2%(I)
back

4.2%(I) 10%
am1

10%

tingcrs
40%

nose, eyes, head
10%

hands, wrist
10%

knees, toe
4.5%(I)

I injury
74.5%(35)83.8%(3 I)

2 injuries
6.4%(3) 10.8%(4)

3 injuries
8.5%(4)2.7%(1)

6 injuries
2.1%(1)

8 injuries
2.1%(1)

9 injuries
2.1%(1)2.7%(1)

12 injuries
2.1%(1)

14 injuries
2.1%(I)

missin\!
2 missin\!, N - 2434 missinlt. N - 107I missinl1, N - 2492 missinlt, N - 2486 mis. N-477 rnis. N=37

n



QU QUESTIONS USED INRESPONSESHIRE OF. MEL TON PRE-INTERIM -SHIRESHIRE OF BULLAMEL TON POST-SHIRE OFMELT ON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (N-USSUR VEY !li=1.111.INTERVENTIONSURVEY (N-2S0)SURVEYSURVEY
SURVEY {j\{-202l

SURVEY (N-2SQ)(N-293l(N-2S6)
P25

Did they seek medicalN/A93.3% (180)94.6% (229)89.1 % (98)93.6% (468)93.2% (466)
I20d

attention. (N =)Thirteen = 6.7%Thirteen" 5.40/.Twelve" 10.9%32" 6.4%34" 6.8%
F25d

i.e., YESi.e., 92.3% (12). i.e., 100% (13)i.e., 50% (6)i.e., 34.4% (11)i.e., 29.4% (10)37.5%(18) 50%(19)
J32b

NO7.7%(I) 50% (6)65.6% (2170.6% (24)62.5%(30) 50%(19)
missing

9 missing, N = 1933 missing, N = 242I missing, N •• II 0 5 mls. N"486 rnls. N=38
J32c

Was the medical attentionGP 44.4%(8)55.6%(10)
from a:

Hospital 22.2%(4) 11.1%(2)
GP and Hospital

27.8%(5)5.6%(I)
Other

5.6%(I) 27.8%(5)
N"18

I mis. N"18
P27

Did the injured person needN/A 90.7% (97)93.6% (468)93.2% (466)
I20e

time off work/school! (N=) Ten" 9.3%32 •• 6.4%34" 6.8%
F25e

activities? i.e., YES i.e., 20% (2)i.e., 25% (8)i.e., 17.6% (6)22%(9) 27%(10)
J32d

NO 80% (8)75% (24)79.4% (27)78%(32) 73%(27)
DON'T KNOW

2.9%(I)
missing

4missing,~12 rnis. N••417 mis. N=37

P28

If yes, how much time off!N/A86.1% (174)95.1% (231)98.1% (105)98.8% (493)99.0% (494)86.5%(45) 81.4%(35)
I20f

(N =)28 = 13.9%12 - 4.9%Two -1.9%six" 1.2%Five •• 1.0%
F25f

i.e., 1 dayLe., 35.7% (10)Le., 16.7% (2)Le., 50% (I)i.e., 50%(3)Le., 40% (2)1.9%(I)4.7%(2)
J32e

2 days8.3%(I) 3.8%(2)
3 days

3.6%(I) 20% (I)
7 days

3.6%(I) 16.7% (I)4.7%(2)
9 days

57.1% (16)75%(9)
11 days

16.7% (I)
14 days

50% (I)16.7% (I)20% (I) 2.3%(I)
35 days

2.3%(I)
36 days

1.9%(I)
42 days

2.3%(I)
56 days

1.9%(I)
90 days

1.9%(I)
99 days

2.3%( J)

180 days
1.9%(I)

Ongoing I missinv. N •• 500

20% (I)

missing
2 missing, N •• 2434 mlssinv. N - 107 I rnisslnv. N - 500I mls. N-S2I mls N -43

J32f
Is the injury still beingYES 11.3%(6) 9.1%(4)

treated/indefinite time offl
NO 88.7%(47)90.9%(40)

P29

Is the home being rented?YES4.5%(91) 10% (24) 10.1% (11)4.4%(11) 11.2% (28)6.2%(18) 6.7%(17)
121

NO95.5% (193)90% (215)89.9% (98)94.0% (234)88.0% (220)93.1%(272) 92.2%(235)
F26

DON'T KNOW 0.8%(2) 0.8%(2) 0.7%(2) 1.2%(3)
J7

OTHER (eg, 0.8%(2)
retirement village, fringe benefit)missing

6 missing, N •• 2392 misslnl!:. N •• 109I misslnl!:. N - 249 I mls. N"292I mis. N"255

P30
Age group of respondent.UNDER 20 YEARS3.5%(7) 6.6%(16) 6.3%(7) 16.1% (40)14.9%(37) 6.5%(18) 9.6%(23)

[22

20 - 45 YEARS70.3% (142)69.0% (167)64.9% (72)56.2% (140)62.7% (156)58.8%(164) 58.6%(140)
F27

46-65 YEARS18.8% (38)19.8% (48)13.5% (15)17.3% (43)18.1% (45)25.4%(71) 23.4%(56)
IS

OVER 65 YEARS7.4%(15) 4.5%(11) 15.3% (17)10.4% (26)4.4%(11) 9.3%(26)8.4%(20)
missing

3 missing, N •• 242I mlssinl!, N •• 249I missinl!, N •• 24914 mls. N"27917 mis. N=239

14



QU QUESTIONS USED INRESPONSESHIREOFMELTON PRE-INTERIM -SHIRESHIRE OF BULLAMELTON POST-SHIRE OFMELTON
THE SURVEYS

BULLA PRE-INTERVENTIONOF BULLAPOST-INTERVENTIONBULLA FINALFINAL
INTERVENTION

SURVEY (N-U5SURVEY (N-UnINTERVENTIONSURVEY (N-l50JSURVEYSURVEY
SURVEY (N-lOll

SURVEY (N-l501(N-l93lfN-l56l
P31

Sex of respondent. MALE30.7% (62)32.4% (77)30.8% (33)36.4% (91)37.6% (94)32%(93) 32.3%(82)
123

FEMALE69.3% (140)67.6% (161)69.2% (74)63.6% (159)62.4% (156)68%(198) 67.7%(172)
F28

missing 7 missing, N = 2384 missing, N - 107 2 mis. N=2912 mil. N-2S4
J6 JI4a

Are you aware of "Kidafe"YES 17.5%(SI) 11%(28)
display house in City of

NO 82.5%(241) 89%(227)
Hume

MISSING 1 mis. N-292I mis. N=2SS
JI4b

(if yes) Do you know whereYES 34.7%(17)11.1%(3)
it is?

NO 49%(24)77.8%(21)
UNSURE

16.3%(8)11.1%(3)
MISSING

2 mis. N=491 rnis. N=27

ify
(if yes) Where? Roxburgh Park 76.5%(13) 33.3%
g~Other

23.5%(4) 66.7%
J14c

Have you visited it? YES 30.8%
~~~NO

69.2%100%(J)

Jl4d
If yes, have you made anyYES 0

changes to your own home
NO 100%(4)

as a result of vour visit'! Jl9a
Is there an electrical safetyYES 62.7%(183) 44.3%(113)

switch installed in your
NO 36.3%(106) 54.1%(138)

home?
DON'T KNOW 1% (3)1.6% (4)

missinlt
1 rnis. N-2921 mis. N-2SS

Jl9b
If yes, was it installed inYES 71.5%(128) 74.3%(84)

the last 3 years?
NO 26.8%(48) 23%(26)

DON'T KNOW
1.7%(3) 2.7%(3)

missinlt
4 mis. N-179N-113

J29a
Does anyone over 55 inYES 22.5%(16) 45.5%(25)

your house have a
NO 77.5%(55) 52.7%(29)

medication card to list the
DON'T KNOW 1.8%(I)

medications thev take?
missin~ 222 mis. N-71201 rnis. N-SS

J29b
If yes, is it kept up to dateYES 81.3%(13) 79.2%(19)

by their doctor or chemist?

NO 12.5%(2) 12.5%(3)
DON'T KNOW

6.2%(1) 8.3%(2)
missin!!

N=161 rnis. N=24
130

Are you aware That ridingYES 33%(94) 7.6%(19)
bicycles on the footpath in

NO 43.9%(125)52.8%(132)
the former shire of Bulla is

DON'T KNOW 23.1%(66) 39.6%(99)
allowed bv law?

missin!! 8 rnis. N=28S6 mis. N-2S0

15



APPENDIX VII: HOSPITAL ADMISSION AVERAGE FREQUENCIES



Hospital Admission average frequencies by injury mechanism, age group, and Pre/Post Intervention for Shires of Bulla and Melton.
(July 1987-June 1996, VIMD)

Mechanism of Injury Bulla (Average Frequencies)Melton (Average Frequencies)
Age Groups

Under 15 years15 to 64 years65 years and overUnder 15 years15 to 64 years65 years and over
Intervention Sta~e

PrePostPrePostPrePostPrePostPrePostPrePost

Motor Vehide Occupant

3320330244353311

Motorcyclist

12780022121100

Bicyclist (MY)

020100221100

Bicyclist (N-MV)

8813001082300

Pedestrian

143401331301

Animal being ridden

222100232400

Other Transport

115310239700

Fall (Sport)

343400122600

Fall (playground)

815000013130000

Fall (Other)

2937193852926272041724

Collision (Sport)

244130013121300

Collision (Other)

1010713011010121101

Fire/Burns/Scalds

434300624401

Poisoning

611411018812401

CuttinglPiercing

89131801107132101

Other unintentional

13152044231314336235

Intentional (Self inflicted)

118230011143110

Unarmed fightlbrawl

107140010111900

Other Intentional

002500104800

(Inflicted by other) Undetermined intent

001200002200

Missing

000000000100

Total

10113213324010391151131992851136
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