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Background

SafeClub is a risk management-based safety training program for community sports
club administrators. After a successful pilot in 2002, Youthsafe and Northern
Sydney Central Coast Health received a grant of $48 099 from the NSW Sporting
Injuries Committee in 2004 to undertake a large scale evaluation of the program.

Study Design
A two-year prospective controlled trial design was used. For details please see
attached Final Report.

Summary of Research Findings

At baseline there was no significant difference in sports safety activities between
the control and intervention groups (measured using a modified version of the
previously validated Sports Safety Audit Tool. At the end of season 1 the
intervention group (receiving the SafeClub training) achieved significantly higher
mean Policy, Infrastructure and Overall Safety scores compared to the control

group.

At 12 months follow-up, the differences in safety scores between the control and
intervention clubs were even greater, suggesting that SafeClub is particularly
effective in sustaining sports safety improvements.

For full details please see attached Final Report.
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Other Project OQutcomes
During the study period the SafeClub programy/program coordinators have:

* Been the recipient of the gold award for ‘Best Risk or Compliance Training
Program’ at the 2006 Australian Risk Management Awards.

* Received a Gold Award at the 2006 NSW Sports Safety Awards in the category
of Education and Promotion Program in Sports Injury Prevention - Regional.

»  Witnessed the success of two participating SafeClub clubs at the 2005 NSW
Sports Safety Awards - winners of Goid and Bronze awards for their risk-
management-based safety programs.

* Been invited to speak on risk management in sport at the 2007 Australasian
Institute of Internal Auditors conference in Melbourne.

*  Been invited to speak during a 'Risk Management in Sport” workshop at the
2005 National Sports Safety Conference.

* Been invited to contribute an article on Risk Management in Community
Sport, published in the Sports Medicine Australia’s quarterly journal Sport
Health {(Abbott, K., Klarenaar, P. 2007 Risk management to prevent sports
injuries: Can it work in community sports clubs? Sport Health, 25 (1} 13-15.)

Future Directions

The SafeClub program appears to be an effective strategy to support community
sports clubs in their safety activities. Given the successful evaluation results,
Youthsafe and Northern Sydney Central Coast Health are committed to making
SafeClub widely available to the Australian sporting community. To this end the
project partners have recently contracted a Business Development Consultant to
investigate funding and partnership options for a roli-out of the SafeClub program.
Areport on the findings of this investigation are due in October 2007.
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ABSTRACT

Objective: To evaluate a sports safety-focused risk management training program.
Design: Controlled pre—post test.

Setting: Four community soccer associations in Sydney, Australia.

Participants: 76 clubs (32 intervention, 44 control) at baseline, 67 clubs (27, 40) at
post season and 12 month follow-up.

Intervention: SafeClub—a sports safety-focused risk management training program
(3 x 2 hour sessions) based on adult learning principles and injury prevention
concepts and models.

Main outcome measures: Changes in mean Policy, Infrastructure and Safety scores
as measured using a modified version of the Sports Safety Audit Tool.

Results: There was no significant difference in the mean Policy, Infrastructure and
Safety scores of intervention and control clubs at baseline. Intervention clubs
achieved higher post-season mean Policy (11.9 intervention vs. 7.5 controls),
Infrastructure (15.2 vs. 10.3) and Safety (27.0 vs. 17.8) scores when compared with
controls. These differences were greater at 12 month follow-up: Policy (16.4 vs. 7.6);
Infrastructure (24.7 vs, 10.7); and Safety (41.1 vs. 18.3). General Linear Modelling
indicated that intervention clubs achieved statistically significantly higher Policy
(p<0.001), Infrastructure (p<0.001) and Safety (p<0.001) scores when compared to
control clubs at post-season and 12 month follow-up. There was also a significant
linear interaction of Time and Group for all three scores: Policy (p<0.001),
Infrastructure (p<0.001) and Safety (p<0.001).

Conclusions: SafeClub effectively assisted community soccer clubs to improve their
sports safety activities, particularly the foundations and processes for good risk

management practice, in a sustainable way.



INTRODUCTION
Sports injuries are a public health issue that incur a high personal, social and
economic cost.[1-3] Injury, and the fear of injury, are barriers to physical activity

participation[4,5] and addressing sports injurics is a public health priority.[6,7]

Most sports injuries are preventable[8,9] and sports governing bodies have a legal and
ethical responsibility to endeavour to prevent injuries by identifying, assessing and
controlling the risks associated with their sport.[10] The application of risk
management principles to sports safety has been advocated for internationally[10-13]
and in Australia.[9,14,15] Risk management has been described as “the culture,
processes and structures that are directed towards realizing potential opportunities
whilst managing adverse effects”.[16] Risk management underpins occupational

health and safety practices in most sectors.[17]

The sport/leisure sector has not recognised the importance of risk assessment{10] nor
the support needs of community sports clubs to conduct safety-related risk
management.[18] An Australian standard is available for managing risk in sport and
recreation,[16] and resources and training are available {o support sporting
organisations with risk management.[11,19,30] However, sports-related risk
management has tended to have a legal/insurance viewpoint rather than a public
health/injury prevention perspective.[21] In the peer-reviewed literature there is no
information about the development, adoption, evaluation or dissemination of currently

available sports safety-related risk management resources or training.

The aim of this study was to evaluate SafeClub—a sports safety and injury
prevention-focused risk management training program for community sports clubs.
The evaluation measured the impact of SafeClub on the sports safety activities (i.e.
sports safety-related risk management policies and infrastructure) of participating
community soccer (football) clubs in Sydney, Australia. While SafeClub was
designed for use with all community sports, soccer was considered the most suitable
sport in which to conduct the evaluation. Soccer is popular,[22] has a relatively well
understood injury profile,[23,24] has poor safety policies and practices compared to
other Australian community sports,[18,25] and is a priority for injury prevention

action in Australia.[26]



METHODS
A controlled pre—post test study design was used. The Northern Sydney Area Health

Service Health Human Research Ethics Committee approved the study.

Sample

Soccer New South Wales (NSW) identified four affiliated community soccer
associations in the Greater Sydney region to participate in the study based on their
knowledge of each association’s capacity, infrastructure and interest. Two pairs of
similar associations were recruited. The associations were considered similar in: size
(number of affiliated clubs); budget; size of commitiee; paid administration hours;
association policies; and support for affiliated clubs. One association from each
similar pair was randomly allocated to each arm of the study-—intervention

(SafeClub) or control (usual sports safety activities).

Clubs affiliated with the participating associations were invited to join the study via
presentations at association Annual General Meetings in 2004. Following the
presentations, each club was contacted by telephone to arrange a suitable baseline
data collection time. Clubs in the same association were allocated to the same arm of

the study.

Intervention

SafeClub is a training program based on a S-stage model of risk management: risk
identification; risk assessment; risk management; implementation and
evaluation.[9,21] SafeClub was developed following a survey that identified that few
community soccer clubs adopted a strategic approach to safety or had the
infrastructure to implement sustainable injury prevention initiatives.[27] Additional
informal consultations with regional sports associations and community clubs also
suggested that the safety issues of concern varied significantly from club to club
depending on the club’s: size; facilities; human resources; location; and player and
spectator characteristics. SafeClub was developed to assist clubs to identify and
manage their specific safety issues, rather than adhere to a prescribed set of safety

activities that may not be relevant to their needs.



SafeClub delivery consists of three, two-hour training sessions based on adult learning
principles including using practical, problem-centered learning strategies that
capitalise on participants’ knowledge and experience. In between sessions,
participants are asked to ‘try-out” ideas discussed during the training and report on
progress at their club. The process for identifying and selecting risk management
strategies are based on injury prevention concepts and models.[28] Participating clubs
are encouraged to develop a sustainable, club-specific Sports Safety Manual by the
end of the training. SafeClub was piloted and presented, in modified form, as a
workshop al a national scientific conference[29] before being evaluated in this study.

SafeClub was delivered in mid-2005, in the middle of the community soccer season.

Data collection

Demographic and sports safety activity information were gathered from participating
clubs using a modified version of the Sports Safety Audit Tool (SSAT).[30] The
SSAT modifications were based on a review of sports injury prevention best practice
which advocated for the development and implementation of sports safety plans using
risk management processes including: delegating responsibility for safety; prioritising
key issues; considering first aid and protective equipment; hazard inspections; and a
review component.}9,15] The modified SSAT used in this study is available from the

authors upon request.

Lach participating club completed the 72-item modified SSAT three times—at the
start of the 2005 season (baseline), at the end of 2005 season (post-season) and mid-
2006 season (12 month follow-up). Clubs unable to be contacted after four telephone
attempts were considered non-respondents at each data collection stage. Most
interviews were conducted using a standard interview protocol during a face-to-face
meeting with a club representative. However, a small number of 12 month follow-up
interviews were conducted over the telephone. Presidents and secretaries were the
preferred representatives and interviews were conducted at times and locations

convenient to participants—usually after-hours at their club, home or workplace.[30]

Statistical analysis
A scoring system was developed for the SSAT prior to the commencement of the

study. Items that the researchers considered reflected fundamental and wide-reaching



risk management practices identified in the literature[9,15,18] were scored more
highly than specific, individual items considered to be less important to overall sports
safety. For example, a documented sports safety/risk management plan scored five
points whilst having safety as a regular item on committee meeting agendas’ scored
two points and having a sun protection policy scored 0.5 points. The maximum
possible Safety score of 65 was made up of a maximum Policy score of 24 (from 30
Policy items) and a maximum Infrastructure score of 41 (from 26 Infrastructure

items).

The Independent Sample t-test was used to compare the demographic data of control
and intervention clubs and of clubs that were retained in the study and those that
dropped out. Pearson’s Chi-Squared test was used to compare the proportion of
intervention and control clubs responding positively to individual items at baseline,
post-season and 12 month follow-up. A mean score was calculated for two items
(‘Safety activities undertaken in past 12 months’ and Other documented safety
policy’) and compared at baseline, post-season and 12 month follow-up for
intervention and control clubs using the Independent Sample t-test. Policy,
Infrastructure and Safety scores were compared at baseline, post-season and 12 month
follow-up using a General Linear Model for repeat measures with Time--baseline,
post season and 12 month follow-up—as the within subject factor and Group—
intervention or control-—-as the between subject factor. P-values <0.05 and 95%
Confidence Intervals (CI) were used to demonsirate statistical significance. All data

was analysed using SPSS (v 10.0).

RESULTS

Thirty-two of a possible 50 intervention clubs (64% response rate) and 44 of a
possible 51 (86% response rate) control clubs were enrolled in the study at baseline.
Twenty seven interventions clubs and 40 control clubs were still enrolled at post-
season. There was no significant difference between the retention rates for
intervention (84%) and control clubs (91%) [¥*(1, n = 76) = 0.758, p=0.384]. All

clubs enrolled at post-season were retained at 12 month follow-up.

Of the 76 clubs enrolled at baseline, 49% were represented by the club secretary, 38%

by the president, 4% by the treasurer and 9% by others (coaches, sports trainers etc.).



Most (86%) clubs were incorporated and 3% employed a paid administrator. Nearly
half (46%) of the clubs were >20 years old and 9% were <5 years old (range 1-84

years).

At baseline, the participating clubs varied in size from 7-113 registered teams with
70-1369 registered players and 4-28 committee members. Approximate annual
budgets ranged from $A1,000-$A325,000. There were no significant differences
between intervention and control clubs on the demographic items measured except
that intervention clubs were bigger (mean 47.7 vs. 32.9 teams, 95% CI for difference
2.9-26.8) and had more registered players aged 12 years or under (mean 324.3 vs,
202.8, 95% CI for difference 35.4-207.7). Table 1 shows the demographics of

intervention and control clubs at baseline,



Table 1: Mean (standard deviation) for club demographics of intervention and control

clubs at baseline

Intervention clubs

Control ¢clubs

G5% CI for the

difference based

(n=32) {n=44)
on t-test
No. of teams 47.7 (30.6) 329(21.2) 2.9-20.8
No. of registered players 610.8 (384.2) 458.5 (286.9) -4.2-308.9
No. of players 12 years or
324.3 (202.7) 202.8 (146.9) 35.4-207.7
under
No. of players 13—18 years 123.6 (84.4) 109.5 (72.7) -24,5-52.7
No. of players 19-34 years 114.5 (89.3) 95.2(61.6) -18.3-56.9
No of players 35+ years 48.0 (47.1) 36.4 (39.0) -9.4-32.6
No. of committee members 12.5(5.1) 10.5(4.9) -0.2-4.4
$A108,929 $A85,155 -$A12,955
Annual budget
(92,099) (55,317) $A 60,500

Note: Not all clubs provided information for each item so the n for each item varies and the

mean is calculated based on the n for each item (range: intervention clubs 28-32, control

clubs 35-44).

Tables 2 and 3 shows the proportions of intervention and confrol clubs that responded

positively on each modified SSAT Policy and Infrastructure item respectively. The

mean modified SSAT scores are provided for the items where respondents could

report more than one activity (i.e. ‘Safety activities undertaken in the past 12 months’

and ‘Other documented safety policy’} at baseline, post season and 12 month follow-

up.
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At baseline there were two items to which a significantly higher proportion of control
than intervention clubs responded positively. Control clubs were more likely to report
keeping a record of injuries that required attending a hospital [64% vs 34%, xz( l,n=
76} = 6.359, p =0.012]} and injuries that required attending a general
practitioner/health professional [48% vs 16%, ¥*(1, n = 76) = 8.483, p =0.004].

At post-season, a significantly higher proportion of intervention clubs than control
clubs responded positively to 13 items. A significantly higher proportion of control
clubs responded positively [92% vs 70%, (1, n = 67) = 5.753, p =0.016] to one item,
‘Collects injury risk information from Soccer NSW /Football Federation Australia’, at
post season. This trend continued at 12 month follow-up with a significantly higher
proportion of intervention clubs responding positively to 30 of the 56 items. There
were no items to which a significantly higher proportion of control clubs responded

posttively at 12 month follow-up.

Figure I shows the mean Policy, Infrastructure and Safety scores for control and

intervention clubs at baseline, post-season and 12 month follow-up.

Figure 1: Mean Policy, Infrastructure and Safety scores for control and intervention

clubs at baseline, post season and 12 month follow-up
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The General Linear Modelling indicated that the effect of Time was significant for
Policy [F(2,130) = 31.32, p<0.001}, Infrastructure [F(2,130) = 30.29, p<0.001] and
Safety [F(2,130) = 45.38, p<0.001] scores. Importantly, there was a significant linear
interaction of Time and Group for all three scores: Policy [[F(2,130) = 31.16,
p<0.001], Infrastructure [F(2,130) = 28.20, p<0.001] and Safety [F(2,130) = 43.45,
p<0.0011].

There was no significant difference in the baseline demographic characteristics or
Policy, Infrastructure and Safety scores of clubs that were retained in the study (n =
67) compared to those that dropped out (n = 9). The only item at baseline to which a
significantly different proportion of retained than drop out ¢lubs responded positively
was in having a ‘documented sports safety/risk management policy’—retained 22% vs

dropped out 56%; | xz(l, n=76)=4.501, p=0.034]

DISCUSSION

To our knowledge, this is the first evaluation of a risk management-focused sports
safety training program for community sports clubs published in the reviewed
literature. Most previous sports safety and injury prevention research has focused on
the first two stages of van Mechelen’s four-stage model of sports injury prevention—
establishing the extent of the problem, and the aetiology and mechanisms of
injury.[31] This study evaluates an intervention to assist in the implementation of best
practice. In terms of the TRIPP framework for sports injury prevention research
proposed by Finch,[33] this study fits into Stage 5—understanding how evidence-
based practice can be translated into actions that can be implemented in real-world

circumstances.

The results of this study strongly suggest that SafeClub achieved its aim of assisting
community soccer clubs to improve their sports salety activities. There is also
evidence that improvements reported by participating clubs were sustained, if not
increased, over time. Interestingly, at 12 month follow-up, a significantly higher
proportion of the clubs that participated in the SafeClub training responded positively
to nine of the ten items that were given a weighting of two points or more (i.c. were

considered fundamental and wide-reaching risk management practices). This suggests
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that SafeClub was particularly effective at enabling clubs to lay the foundations for
good risk management practices through: establishing core infrastructure (e.g.
appointing a safety committee/coordinator); putting key processes in place (e.g.
regularly reviewing injury records/risk information to inform plans, having safety as a
committee meeting agenda item, acting upon and reviewing safety plans in a timely
manner etc); and writing and regularly reviewing comprehensive safety policies and
plans. A higher proportion of SafeClub trained clubs also reported having a specific
safety budget at 12 month follow-up but the difference did not reach statistical

significance.

The application of risk management principals to the development of sports safety
plans has been widely called for[9-16,19,20] despite there being little evidence
directly linking risk management to a reduction in sports injuries. Given the difficulty
and cost of obtaining reliable community sports injury data[34,35} and the limited
resources available for this study, the outcome measure of interest in this study was
indicators of good sports safety practice rather than injury rates. Whether the sports
safety activities adopted by participating clubs were effective in reducing injuries is a
separate question more aligned to Stage Four of the TRIPP framework-—ideal
conditions/scientific evaluation of preventive measures|[33] or Stages Three and Four
of van Mechelen’s model—introducing preventive measures and assessing their
effectiveness.[31] The critical factor for SafeClub in this context was that it
encouraged, supported and resourced evidence-based planning[36] which enabled
participants to develop sustainable safety activities tailored to meet the unique

circumstances of their club.

There were several safety activities that >80% of participating clubs reported
implementing at baseline. For example, nearly all clubs reported having documented
policies on: wearing/using protective equipment at competition and training; the
conduct of players and others attending competitions; modified rules for juniors; and
child protection. In addition, >80% of participating clubs reported that they collected
injury risk information from the state governing body for the sport (Soccer NSW), and
>60%: had a written blood rule; kept records of injuries that generated insurance
claims; and regularly informed and consulted with coaches and commitiee members

about safety. These findings suggest that safety was already on the agenda in some
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way at many participating clubs, perhaps as a result of Soccer NSW having previously

introduced specific organisation-wide policies,

The limitations of this study need to be acknowledged. The community soccer
associations that participated in this study were not randomly selected. They, and their
affiliated clubs, may have been significantly different to other associations and clubs.
However, any selection bias was minimized by the random assignment of similar
pairs of associations to intervention or control arms of the study. Self reporting by
participants and the non-blinding of participants and rescarchers introduced the
potential for interviewer bias and social desirability biases among participating club.
This bias was minimized with the use of a validated modified SSAT,[30] a standard
interview protocol and interviewer training. The potential for contamination between
intervention and control clubs was limited as selected associations were
geographically distant from each other and clubs from the same association were
assigned to the same arm of the study. Although there was no significant difference in
demographics or SSAT scores between clubs that dropped out of the study and those
that were retained, it is possible that there were significant differences between clubs
that agreed to participate in the study at baseline and those that did not. However,
response rates were good and, in the ‘real world’, only those clubs that are interested
and have the capacity, will participate in an intervention such as SafeClub.
Intervention clubs were larger than control clubs (i.e. had more teams) and had more
young players {i.e. 12 years or under) which may have provided them with greater
capacity and motivation to improve their safety activities, However, this is unlikely as
there was no difference in the size of the committees or annual budgets of the two
groups of clubs suggesting that the human and financial resources available to the two
groups were similar. The effects of clustering of clubs by associations were not taken
into account in the statistical analysis but, given the magnitude of the differences

observed, this is unlikely to have significantly impacted upon the findings [37].

CONCLUSION

SafeClub was developed in response to an identified need and is based on sound
injury prevention concepts and adult learning principles. It was also extensively
piloted prior to being evaluated. This evaluation has demonstrated that SafeClub is an

effective tool for assisting community soccer clubs in Greater Sydney, Australia to
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improve their sports safety activities in a sustainable way. It appears to be particularly
effective in assisting clubs to develop and improve the foundations and processes for
good risk management practice. Further research is now required to determine if the
success of SafeClub is transferable to other community sports with different
organisational and administrative systems and in other geographic locations. Further
research is also required to determine if community sports clubs that develop and
implement safety plans and policies based on risk management principles do reduce
the risk of injury associated with participation in their club activities. The authors will
now develop and implement a dissemination strategy for SafeClub to ensure it is
widely available and the quality of its content and delivery are refined and

maintained.
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