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Abstract      

The leading cause of morbidity and mortality in children in the U. S. is unintentional injury 

(Center for Disease Control Child Injury Report, 2000 to 2006), but there is little information 

about homeless mothers with children and child unintentional injury.  Frencher et al. (2010) 

compared lower socioeconomic families with children with housing to homeless families with 

children, and found that unintentional injury was 13% higher among homeless children.  Mothers 

who are homeless often need to navigate a variety of temporary housing and may lack 

understanding of child safety hazards in strange environments, limiting their ability to ensure 

their children’s safety (Tymchuk, Lang, Sewards, Lieberman, & Koo, 2003).  

The purpose of the quasi-experimental project was to provide a child safety hazard education 

program in a shelter for mothers who are homeless by: (a) assessing homeless mother’s baseline 

knowledge of child safety environmental hazards; (b) providing a hands-on child safety hazard 

education program; (c) evaluating the homeless mother’s knowledge of child safety hazards 

following the safety hazard education program; and (d) determining what homeless mothers say 

about the child safety hazard education program.  

Scores of the mothers ability to identify 34 possible safety hazards on the pretest ranged from 

five (14.7%) to 32 (94.1%) prior to the educational program.  When mothers were asked if they 

had received previous safety hazard education, less than half (47.8%) of the homeless mothers 

indicated receiving some previous information. Overall, there was 23.9% improvement in the 

ability of women to identify safety hazards following completion of child safety hazard 

education class and t-test analysis revealed a significant improvement in applied knowledge (t = 
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5.99, p < .001).  Interviews revealed that this program provided homeless mothers with increased 

awareness of home safety hazards, increased knowledge of the importance of home assessment, 

increased self-confidence, and the desire for more knowledge regarding home safety education. 

Results suggest advanced practice nurses should consider hands-on, targeted child safety hazard 

education with applied simulation for mothers in low income, high risk families in the primary 

care setting or in their communities. More research also needs to be done regarding unintentional 

injuries and children in families who are homeless. 
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Introduction  

C. Everett Koop, former United States Surgeon General and Chairman of The National SAFE 

KIDS Campaign, once said, “If a disease were killing our children at the rate that unintentional 

injuries are, the public would be outraged and demand that this killer be stopped” (American 

Medical Association [AMA], n. d., p.1. ).  Safe Kids (2013) reports that in the United States 

(U.S.), 9,000 families lose a child from a preventable injury every year.  In that same year an 

additional 9 million children are seen in emergency rooms for injuries (Safe Kids, 2013).  

Unintentional injury is a public health issue because it is the leading cause of morbidity and 

mortality in children in the United States (U.S.) (Center for Disease Control Child Injury Report, 

2000-2006; Forum on Child and Family Statistics, 2011).  Phelan, Khoury, Kalkwarf, & 

Lanphear (2005) estimate that 1.48 million children aged 1 to 4 are seen annually in U.S. 

emergency rooms for unintentional injuries that occurred in the home.  In 2005 it was reported 

that unintentional injuries annual cost was 5 billion dollars for children aged 14 years and 

younger (Safe Kids, 2013).  Unintentional injuries create a huge burden to society; in addition to 

financial costs, there are emotional costs and long-term consequences due to the morbidity to be 

considered (AMA, n.d.).   

Significance of Early Childhood Prevention Programs 

Children in families with lower incomes are at increased risk for unintentional injuries.  

(Frencher et al., 2010; Sridharan & Crandall, 2011; Durkin, Davidson, Kuhn, O’Connor, & 

Barlow, 1994).  Pritchard (1990) reported that little statistical data is available on injuries 

experienced by children in families with lower incomes who are in temporary accommodations 
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due to family homelessness although there has been anecdotal evidence of increased accident 

risks.  If the demographics and socioeconomics of homeless mothers and children are 

considered, homeless families may seem to be like other low-income families who are not 

homeless (Kerker et al, 2011).  When homeless families have to move in with others, 

overcrowding may occur. Overcrowded housing may increase the risk of pediatric unintentional 

injury (Fallat, Costich & Pollack, 2006; Safe Kids, 2013).   

Crandall, Sridharan, and Schermer (2010) report that children who have been injured within 

the first year of life are at high risk for recurrent injuries and poor outcomes.  Many of the 

homeless mothers in this study are expecting their first child at this shelter for pregnant homeless 

mothers.  The Crandall et al. study provides evidence that suggests child injury prevention 

programs should be implemented during pregnancy and during that first year of life.  

Lack of understanding of dangers in the environment may limit a mother’s ability to ensure her 

child’s safety (Tymchuk, Lang, Sewards, Lieberman, & Koo, 2003).  Thus, homeless mothers 

have a need to learn about safety hazards that may exist in multiple living conditions so that they 

are able to provide safe environments for their children to avoid unintentional injury.  Since little 

is known about homeless mothers and children related to unintentional injury, there is a need to 

provide a safety hazard identification program for homeless mothers and evaluate if these 

mothers are subsequently able to identify child safety hazards in a test environment.   

Purpose of Project 

The purpose of the project is to provide a child safety hazard education program in two 

homeless women’s shelters (urban/city and rural/country) by: (a) assessing the homeless 
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mother’s baseline knowledge of child safety environmental hazards; (b) providing a hands-on 

child safety hazard education program; (c) evaluating the homeless mother’s knowledge of child 

safety hazards following the safety hazard education program; and (d)  determining what 

homeless mothers say about the child safety educational program. 

The results of the project will be used for future program development for this agency and 

outcomes will be shared publically to increase the body of knowledge for those working with 

women who are homeless.  In the future this type of program could be used in multiple sites as a 

clinical experience for community health nursing students to provide safety hazard education for 

high risk, low income mothers. 

Project Plan  

 Project Outcomes 

The outcomes identified prior to beginning this project are: 

1. Short term outcomes:  Homeless mothers will show increased applied knowledge of child 

safety hazard identification. 

2. Mid-term outcomes: A child safety hazard education program using a child safety 

simulation education van will be provided three times a year at the sites studied. 

3. Long term outcomes: Multiple on-site child safety hazard education programs will be 

provided by community health nursing students as a clinical experience, using the van for 

other at-risk mothers. 
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Stakeholders 

The children of homeless women are the key stakeholders of this project.  Increasing maternal 

awareness of child safety hazards has the potential to decrease child injury thus preventing 

unintentional injuries to those children.  Other stakeholders would include homeless women 

whose children would remain safer from unintentional injury.  The agency being used is a 

stakeholder in the development of a program for their residents.  The metropolitan community is 

a stakeholder as they stand to have fewer unintentional injuries which means there will be more 

people in good health and a decrease in taxpayer dollars that go toward health services and long 

term loss due to death or disability.  The Medicaid program and local health care institutions can 

also benefit from decreased child unintentional injury costs if this program is effective.  The 

school where the program originated is a stakeholder as it can provide community service with 

the van, as well as provide future clinical experience opportunities for community health nursing 

students.  Sigma Theta Tau funded this research in order to cover expenses so they would also be 

considered stakeholders.  There are numerous local agencies where this program could be 

developed in a partnership for the benefit of many at-risk mothers and children, not just those 

who are homeless.    

Anticipated Barriers/Challenges to the Plan 

The researcher does not anticipate problems regarding the data collection.  It is possible that 

mothers would not want to participate in the program.  It is also possible that mothers may be in 

the hospital delivering a baby during the time of one of the sessions.  Data collection may take 

longer than anticipated.  There are always equipment concerns regarding the van.  Weather could 
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be a concern if the van were not able to get there.  However, program dates can be changed and 

time can be added. 

Health Belief Model 

The seminal Health Promotion Theory proposed by Rosenstock in 1966 was used to guide this 

project.  Rosenstock (1966) believed that underlying emotional aspects have great value in health 

behaviors.   His health belief model proposed that health-related behaviors depended on the 

individual’s perception of perceived susceptibility, perceived seriousness, perceived benefits of 

taking action, and perceived barriers to taking action.  Rosenstock’s (1966) proposed model 

looked at conditions surrounding decision making and why people take actions toward healthy 

behaviors in order to learn why people would use health services. In other words, this theory 

hypothesizes that people make their health behavior decisions based on their perceptions of risk.  

Garzon (2005) agreed, applied this health belief model to children, and noted that in order to 

provide an environment that has minimal safety hazards a parent or caregiver would make the 

decision to do so based on their perception of injury risk. Garzon says the parent or caregiver 

would have to believe the child was susceptible to injury, the injury would be serious, there 

would be a benefit to taking action, and the barriers to prevent injury would not be a problem in 

order to take action.  Garzon adds that if the parent views injury as low risk and of mild 

consequence, it is less likely the parent would use injury prevention behaviors.  Since there are 

usually associated financial, social, and psychological costs involved in preventive behaviors; 

parents also taken into account a risk-to-benefit decision-making process (Garzon, 2005).  

Applying the health belief model (Rosenstock, 1966) premise, parents who feel children have a 
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high risk of severe injury will use injury prevention behaviors to mitigate that risk and parents 

who do not perceive that the children have a high risk for injury will be less likely to engage in 

injury prevention behaviors. Additionally, researchers note that parents’ belief that they may not 

be able to exercise control over their children’s safety impacts their supervision of their children. 

(Saluja et al., 2003).  Some parents may be concerned about being perceived as bad parents and 

may subconsciously blame injuries on factors not under their control (Murno et al., 2005).  

Using the health belief model (Rosenstock, 1966) as guide for this project, an education 

program will be provided to homeless women that will demonstrate safety hazards having the 

potential to increase the risk of injury for children under the age of five.  Additionally, we will 

teach educational strategies to remove safety hazards or use safety hazard equipment to decrease 

the risk of injury to children.   

Applying the health belief model (Rosenstock, 1966) as a guide, the attempts to empower the 

homeless woman by teaching them  to identify child safety hazards and then take safety 

preventive actions to reduce the risk of injury to their child.  The safety hazard education and 

class discussions are intended to help homeless women be aware that although they may be in 

multiple environments while homeless, they may be able to take actions to prevent child injury.  

Further, the mothers may be able to acknowledge and feel empowered to have some control in a 

variety of environments.  

The Epidemiology of Child Unintentional Injury 

According to Grossman (2000) injuries used to be referred to as “accidents” until public health 

advocates realized that the word “accident” was a barrier to prevention.  Accident is defined as 
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unexpected or unintended, as if by chance.  However, researchers and public health workers 

knew that injuries were not all random and unpredictable.  This paradigm shift was reflected in 

the replacement of the term accident by the term injury. Further study identified risk factors and 

protective factors that could increase or decrease the likelihood of sustaining an injury.  

Surveillance has enabled scientists to identify many of those factors and research interventions 

that reduce the incidence and/or severity of many injuries.  There are many causes of childhood 

injury and the incidence is quite varied amongst different groups of children (Grossman, 2000).   

Songer (n.d.) states that in order to control injury, one must first identify the morbidity, 

mortality, and cost.  Secondly, risk factors need to be identified.  Thirdly, interventions need to 

be made.  Finally, evaluation should be done to see if the interventions were effective.  In a 

recent literature review on parenting interventions for the prevention of unintentional injuries in 

childhood, Kenrick et al. (2011) concluded that interventions provided to disadvantaged families 

are effective in reducing unintentional injuries in children and improve home safety.   

Child Unintentional Injury Statistics 

According to the National Coalition for Homelessness (n.d.), family homelessness represented 

41 percent of the US homeless population in 2009.  The number of homeless families continues 

to increase as the fastest–growing segment of this vulnerable population (Morris & Strong, 2004; 

National Coalition for Homelessness, n.d.).  According to the National Center on Family 

Homelessness (n.d.), there are over 1.6 million homeless children in the US each year which 

means that 1 out of every 45 children may experience homelessness each year.  
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This researcher was unable to find exact numbers for unintentional injuries in children of 

homeless mothers.  Due to the transitional nature of this population, accurate data is not easily 

obtained (Horizons for Homeless Children, n.d.).  Homeless families are difficult to count.  

These families may be included in the statistics for people who are in the lower socioeconomic 

groups.  If one looks at the demographics and socioeconomics of homeless mothers and children, 

homeless families can be seen to be like other low-income families (Kerker et al., 2011).  While 

much data on unintentional injuries has relied on medically attended situations, it is unknown 

how many children are injured who do not seek medical help (Garzon, Lee, & Homan, 2007).  

There seems to be universal agreement throughout the literature that unintentional injuries are 

the leading cause of morbidity and mortality in children in the U.S. (Center for Disease Control 

Child Injury Report, 2000-2006; Forum on Child and Family Statistics, 2011).  The Centers for 

Disease Control and Prevention (CDC) Child Injury Report (2000-2006) reports unintentional 

injuries are the leading cause of morbidity and mortality among children in the U.S., 9.2 million 

children are treated in the emergency departments for nonfatal injuries, and over 12,000 children 

aged zero to 19 years die from unintentional injuries each year.  The leading cause of death for 

children aged one to five was falls, and  in children less than one year of age it was suffocation 

(CDC).  

Unintentional injuries were estimated to be over 50 billion dollars in 2000 in total lifetime 

costs (medical expenses  and productivity losses) among children aged zero to 14 (Center for 

Disease Control,2012; Schwebel & Gaines, 2007).  Katcher, Meister, Sorkness, Staresinic, 

Pierce, Goodman, Peterson, Hatfield, & Schirmer (2006) have estimated the costs to society to 
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be in excess of $200 billion dollars annually due to unintentional injuries.  The families of 

children who were severely injured are at high risk for work and financial problems; it is not 

uncommon for all or most of the family’s financial resources to be used to pay bills associated 

with the injury of their child (Osberg, Kahn, Rowe, & Brooke, 1996).   

Although death rates from injuries in children have declined over the past two decades, the 

leading cause of death in children aged one to 14 years remains unintentional injuries (Forum on 

Child and Family Statistics, 2011; Ingrim & Emond, 2009).  According to Fallat et al. (2006), 

although there has been progress in pre-hospital care, hospital care, and rehabilitation, there 

continue to be disparities with children from low-income household being at greater risk of 

serious injuries than children in more affluent families. 

The majority of child unintentional injuries occur in the home (Phelan, 2005). Irving (2011) 

notes that home accidents in preschool children are a particular concern.  Nansel et al. (2007) 

reported that over 90% of unintentional injuries in children under the age of five years of age 

happen at home.  Phelan et al. (2005) and Phelan, Khoury, Xu, Liddy, Homung & Lanphear 

(2011) report that even though there was a 25% decrease in housing-related injuries over the past 

2 decades, the home environment is still the most common location for injuries in children.  Each 

year in the U.S., 2,800 children die from the home injuries; 4 million end up in the emergency 

room, 74,000 of whom are hospitalized; and 13 million require outpatient visits for home injuries 

(Phelan et al., 2005, Phelan et al., 2011). 

In Missouri, for the period of 2000 to 2005, the child unintentional injury death rate was 21.2 

per 100,000 population; this was higher than the national rate of 15 per 100,000 (CDC Child 
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Injury Report, 2011).  According to Borse et al. (2013) the state of Missouri annualized potential 

years of life lost due to child unintentional injury during the years 2000-2009 was 1139-

1350/100,000.  If you compare this annualized potential years of life lost (YPLL) to other states 

in the U.S., Missouri has one of the higher rates.  (It is divided into 5 groups and we are the next 

to highest.)  The most tangible costs are medical costs.  Less tangible is the value of the losses 

caused by changes in the quality of life due to impairment, or for survivors after death 

(Zaloshnja, E., Miller, T.R., Lawrence, B.A., & Romano, E., 2005). 

Nonfatal childhood injuries often result in morbidities that create a reduced quality of life from 

disabilities (Center for Disease Control National Action Plan, 2013, Zaloshnja et al., 2005).  

According to Chandran, Hyder, & Peek-Asa (2010), the World Health Organization reported that 

nearly half of children who present to the emergency department with unintentional injury will 

have some form of disability.  Data on nonfatal injuries is more difficult to obtain (Grossman, 

2000).  One of the problems with the data on minor nonfatal unintentional injuries in children are 

the fact children in low socioeconomic groups may have limited access to care.  Sridharan and 

Crandall (2011) report that people of lower socioeconomic status and education are less likely to 

report injuries.  Children who have serious injuries get access to care so they get counted 

(Cubbin & Smith, 2002).  The statistics from mortality and clinical records for home injuries in 

infants may also be underestimated according to Drachler et al. (2007).  Stone (2007) reports that 

long term data is unavailable regarding consequences of injury in regard to physical and/or 

emotional health or the impact on the community or families.  
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The public health community generally agrees that home injuries for the most part are 

preventable (Katcher et al., 2006).  Many injury prevention groups estimate that 90% of 

unintentional injuries could be avoided if appropriate intervention strategies were used (National 

SAFE KIDS Campaign, 2004; NAPNAP, 2008).  Intervention strategies that need to be used are 

those which work on improvements in education, children’s environments, proper enforcement 

of legislation and regulations related to child safety, and the involvement of communities (Johns 

Hopkins, n.d.).  

Reducing nonfatal unintentional injuries and reducing unintentional injury death are objectives 

of The United States Department of Health and Human Services Healthy People 2020: 

Improving the Health of Americans (U.S. Department of Health and Human Services, 2010).  

Decreasing childhood injury is of central importance in public health and has the potential to 

improve the quality of health and save health dollars (CDC National Action Plan, 2013).    

Review of Literature  

This section includes a comprehensive review of the literature related to mothers who are 

homeless and the prevention of unintentional child injury in these alternate environments where 

women must live with their children.  This review focuses on homelessness and child 

unintentional injury, parents/caregivers and child injury prevention, home child safety education, 

mobile child safety injury prevention education, primary care providers and child injury 

prevention, tailored interventions in child safety education, and homeless mothers and child 

injury prevention education.   
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Homelessness and Child Unintentional Injury  

Homelessness and poverty may place a child at risk for unintentional injury (Fallat et al., 

2006).  If the demographics and socioeconomics of homeless mothers and children are 

considered, homeless families may seem to be like other low-income families who are not 

homeless (Kerker et al., 2011).  Only one article was found that addressed unintentional injury in 

homeless children.  Frencher et al. (2010), compared lower socioeconomic families with children 

with housing with homeless families with children and found that unintentional injury was 13% 

higher among homeless children.  Frencher et al. also reported that toddlers aged three and four 

from homeless families were at increased risk of hospitalization due to falls from furniture 

compared to similarly aged toddlers from lower socioeconomic status housed children, and 

suggested the possibility of a safety gap in sheltered toddler sleep facilities.  

Calculating the true incidence of unintentional injury for the homeless population is limited 

because prevalence as the denominator is unreliable (Frencher et al., 2010).  Health seeking 

behaviors and access to care can impact incidence of unintentional injuries (Corso, Finkelstein, 

Miller, Fiebelkorn & Zaloshno, 2006; Zaloshno, 2005).  Pritchard (1990) agreed that there is 

little statistical data to support true numbers for injuries in homeless children, but reports that 

there is a great deal of anecdotal evidence of accidents to homeless children as well as maternal 

frustration with having little control over the environment in accommodation for homeless 

women and children. 

There are a few articles that looked at the health of homeless children but did not mention 

injuries.  (Horizons for Homeless Children, n.d.; Swick, 2009; the National Center on Family 
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Homelessness, 2008)  Morris and Strong (2004) reviewed the literature about the impact of 

homelessness on family health but only mentioned injury in this review. 

Fallat et al., (2006) reported an increased risk of childhood injury for single-parent family 

households, crowded households, and households that move frequently.  Because homeless 

women are often single, may have frequent moves or live in crowded environments with other 

people, their children may be at increased risk for unintentional injuries.  This increased risk is 

supported by a large number of studies that report childhood injury disproportionately affects the 

poor and disadvantaged which means there is a higher risk of injury for children in these 

vulnerable families (Crandall et al., 2010; Sridharan & Crandall, 2011; Kendrick et al., 2010; 

Russell & Champion, 1996). 

Interestingly, Brandenburg et al. (2006) reported in the aftermath of a disaster such as 

Hurricane Katrina, the displacement of children, or in other words homelessness, was a variable 

that put them at increased risk for unintentional injuries.   As part of the disaster response during 

Hurricane Katrina, volunteers went into action with Operation Child-Safe to identify and remove 

child injury safety hazards (chemicals, cleaning products, water in buckets, spills, items that 

could be choked on, etc,) to keep children safe who were at high risk to be exposed to numerous 

injury hazards.  After Operation Child-Safe was initiated, there were no preventable injuries 

(Brandenburg et al., 2006).  

Parents/Caregivers and Child Injury Prevention  

Several studies report that parent/caregiver attitudes and perceptions of child injury prevention 

may contribute to unintentional injury (Munro et al., 2005; Morrongiello, Corbett & Brison, 
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2009; Greaves et al., 1994, Cubbin & Smith, 2002; Morrongiello, Midgett & Shields, 2001;  

Vladutiu, Nansel, Weaver, Jacobsen & Kewurwe, 2006; Morrongiello, Corbet, Lasenby, 

Johnston & McCourt, 2006;  Morrongiello & Dayler, 1996; Garzon, 2005; Garzon, Lee & 

Homan,2005; Ingram & Emond, 2009; Morrongiello & Schwebel,2008 ). Parent/caretaker 

perceptions of injury risk can act as a predictor of child unintentional risk in the home (Munro et 

al., 2005; Cubbin & Smith, 2002; Morrongiello et al., 2001; Ingram & Emond, 2009; 

Morrongiello & Schwebel, 2008; Vladutiu et al., 2006; Schwebel & Gaines, 2007).  If a parent or 

caregiver does not believe that an injury is preventable, they are less likely to use injury 

prevention measures (Cubbin & Smith, 2002).  It is possible that a parent/caregiver knows that 

the home environment has a safety issue but perceives a decreased risk because of some 

characteristic in the child or child’s potential for interacting with the safety hazard (Morrongiello 

et al., 2001).  

Vladutiu et al. (2006) noted that parenting experiences provide increased knowledge of 

expected outcomes and may influence parent attitudes of later born children in regard to safety 

education and reported that “attitudes were more strongly predictive of injury prevention 

behavior among parents of first born than later born children” (p.38).  Mothers who view a safety 

issue like falls as a normative event have fewer rules and their children are at increased risk for 

injury (Morrongiello et al., 2006; Morrongiello & Dayler, 1996).  Parents who believe that child 

injuries are just a natural part of childhood may also believe that children will learn risk 

avoidance from getting injured (Ingram & Emond, 2009; Schwebel & Gaines, 2007).  Parents 

often do not think about unintentional injury risk in the normal course of the day, especially if 
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they hold a strong belief that injuries are not preventable (Morrongiello & Kiriakou, 2004; 

Morrongiello & Dayler, 1996).  Some parents believe that being careful is enough to protect their 

child from injury (Morrongiello & Dayler, 1996).  Risk perceptions influence the decisions 

parents make regarding health behaviors and parents are more likely to adopt preventive 

behaviors to protect their child against injury when they perceive child vulnerability and severity 

of risk (Garzon, 2005; Russell & Champion, 1996).  Parent’s attitudes and appraisals of risk may 

override their knowledge of risk so one cannot predict health practices (Morrongiello & 

Schwebel, 2008).  

According to Russell and Champion (1996) mothers who have increased safety knowledge and 

previous experience with injuries are more likely to childproof their homes to make them safer.  

Parents who have knowledge of safety hazards may make rules in the home to limit safety 

hazards.  According to Alho, Piotrowski, & Briggs (2010) children in households where the 

mother had safety rules had fewer minor injuries; this was significant even though children only 

followed about 68% of the household rules about safety.  Morrongiello et al. (2001) found in a 

study of preschoolers that children only recalled half of the safety rules set down by parents and 

the children’s knowledge did not predict the number of injuries. 

In contrast, parents may be overestimating their child’s knowledge and ability to handle injury-

risk situations (Morrongiello et al., 2001; Morrongiello, Ondejko & Littlejohn, 2004; Garzon et 

al., 2007).  When parents have limited knowledge of potential hazards and/or do not have an 

awareness of their children’s abilities, young children are vulnerable to home unintentional 

injury (Saluja et al., 2004).  Education and poverty are related, and a mother who is poorly 
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educated may not be aware of appropriate steps to keep her child safe (Schwebel & Gaines, 

2007). 

Cubbin and Smith (2002) point out that parents who lack education may not understand injury 

prevention and may not view injury prevention as important.  They may lack resources to buy 

safety devices to prevent unintentional injury, and often do not use safety devices or participate 

in injury prevention activities.  Munro et al. (2006) agree and report some poor families may feel 

unable to provide a safe home for their children because of the lack of resources for safety 

devices and lack of knowledge related to child safety strategies.  Swick (2008) points out that 

parents who are homeless may not understand child development and related safety issues, and 

may be focused on keeping the child quiet so as to not get in trouble with others where they are 

staying.   

Parent/Caregiver Supervision and Child Unintentional Injury 

Parent or caregiver supervision may be a factor in unintentional injury in children.  

Parent/caregiver perception of injury risk also has a relationship with child supervision (Garzon, 

2005).  Parents and caregivers by nature of their supervisory positions, have the ability to 

identify safety hazards to help children they care for avoid safety hazards and prevent injuries 

from occurring (Munro et al., 2005).  According to Schnitzer, Covington, & Kruse (2002), most 

deaths from unintentional injury are the result of parent/caregivers not protecting children from 

safety hazards or from inadequate supervision. 

Inadequate supervision is an important risk factor in child unintentional injury and has been 

shown to have a relationship with limited parenting experience and unrealistic expectations of 
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the child’s developmental abilities (Ingram & Emond, 2009; Peterson et al., 1993).  Some 

injuries, like falls, are believed to be normative during childhood and are seen as less of a risk 

(Morrongiello et al., 2006).  Parents who believe that injuries are a normal consequence of life 

do not feel that they have to take responsibility to provide supervision to avoid the injury 

(Morrongiello & Dayler, 1996).  If safety devices are used in the home, there may be a false 

sense of security making the parent/caregiver believe that less supervision is required (Greaves et 

al., 1994; Peterson et al., 1993; Saluja et al., 2004).  When children begin to talk and have some 

knowledge of safety risks, parents may relax supervision of the child because of a false sense of 

security and not realizing cognitive development about safety risks is not the same as verbal 

ability (Greaves et al, 1994).  It is important to note that there is no substitute for supervision 

because not all safety hazards can be removed, and some safety equipment is helpful at some 

ages and unsafe at other ages (Morongiello et al., 2009). 

Glik et al. (1993 Morrongiello et al. (2009) investigated caregiver supervision of injured and 

uninjured children to determine if there was a link between parental supervision and the 

likelihood of young children experiencing injuries that could result in seeking medical treatment. 

They reported a five-fold increase of medically-attended injury for those mothers who 

demonstrated lower levels of supervision, and concluded although many safety hazards can be 

removed there is no substitute for parental supervision.  Parental supervision functions as a 

protective factor with respect to childhood injury (Morrongiello et al., 2009; Eurosafe, 2006).  

Greaves et al. (1994) also reported that mothers who have a more protective supervisory style 

have a more risk-free environment.  Parents who have a permissive style of parenting, fewer 
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rules, and more explanations are less inclined to closely supervise their children (Morrongiello et 

al., 2006).  

The quality of supervision can affect the frequency of injury according to a prospective study 

of minor injuries (burns, cuts, falls, drowning, suffocation /strangling/ choking, poisoning) of 

young children in the home (Morrongiello et al., 2009; Morrongiello et al., 2004).  There are no 

specific guidelines regarding appropriate child supervision by age of the child (Peterson et al., 

1993).  Tomlinson and Sainsbury (2004) noted that a survey of health professionals found no 

consensus regarding when a child should be supervised because all children are different and 

supervision needs to be individualized.  This lack of consensus may be attributed to the fact that 

while there are many safety education guidelines, supervision is a somewhat gray area which 

requires some knowledge of development and judgment of the child’s development and the 

environment.  Eurosafe (2006) recommendations for parental supervision included the caretaker 

being continually in close proximity providing direct attention, but admitted that current research 

make it difficult to say what constitutes adequate supervision, making it difficult to prescribe a 

fixed set of guidelines. 

Home Child Safety Education 

The evidence has varied in regard to whether home safety practices impact child unintentional 

injury.  Several studies have reported that although safety education seems to improve home 

safety practices, there is lack of evidence to be able to say that home safety education and the 

distribution of safety equipment are effective in reducing child injuries.  On the other hand, they 
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do not conclude that these safety education programs are not effective (Kerr, 2007; Kendrick et 

al., 2010; Lyons et al., 2006; Turner et al., 2011; and Phelan et al., 2009).  

Lyons et al. (2006) looked at randomized controlled trials focusing on child safety hazard 

reduction interventions (home visits with safety education) in the home.  There appeared to be 

evidence that interventions (education, smoke detectors, proper water temperature, and plug 

covers) could decrease the number of home hazards, improve safety knowledge, and increase use 

of child safety equipment.  There was a lack of evidence on whether to create policy or to 

determine cost effectiveness related to modification of the home environment towards the goal of 

reducing child injuries.  License (2004) agrees and states that although programs have shown 

improved knowledge, few of these programs were designed to show outcomes in injury rates.  

Kendrick et al. (2007) reported from their findings that that families who received home child 

safety education (home visits, safety equipment provided) were much more likely to have fitted 

stair gates, socket covers, working smoke alarms, safety hot water temperatures, medications 

stored out of reach, sharp objects and cleaning products out of reach, and the poison control 

number available to call for help, but there was no evidence that improving safety practices 

impacted child injury rates.  

Other studies have shown a positive relationship between child safety education and a decrease 

in childhood injuries.  For example, Kendrick, Barlow, Hamshire, Polnay, and Stewart-Brown 

(2007) reviewed parent education programs and reported that there were fewer injuries in the 

children of families who had received safety education training programs (most were home visits 

with parent education).  In a more recent literature update on parenting interventions for the 
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prevention of unintentional injuries in childhood, Kenrick et al. (2013) concluded that 

interventions largely associated with home visits provided to disadvantaged families are effective 

in reducing unintentional injuries in children and improve home safety in this population.   

Hawkins et al. (2007) and Carman et al. (2006) described home child safety programs that 

provided education and distributed home safety equipment (smoke detectors, fire extinguisher 

vouchers, first aid kits).  The Hawkins et al. study was retrospective;  paramedics visited homes 

and reported that large numbers of safety hazards were identified (no smoke detector or smoke 

detector without batteries, no electrical outlet caps, no fire extinguishers, unsafe storage of 

medications and cleaning supplies, water temperature too high, improper gun storage), 

illuminating the need for child safety hazard education programs.  Carman et al. (2006) reported 

a regional project that targeted low income areas and families with children under the age of five 

years.  The projects’ home visitors provided safety equipment (bath mats, harness and reins, 

cupboard locks, corner cushions, adhesive multi-purpose locks, and plug socket covers) to 

participating families.  After the home visitors left, repair technicians were dispatched to install 

safety gates, fireguards, smoke alarms, kitchen cupboard locks, and safety film for glass door 

panels.  The follow up of that project by Carman et al. (2006) reported the number of emergency 

room visits were significantly less for children under the age of five in families who had home 

safety consultation and obtained safety equipment than those children under five from families 

who had not participated in home safety consultation and obtained safety equipment.  Kenrick et 

al. (2005) found that if a family had working smoke alarms, appropriate stair gates, and proper 
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storage of sharp objects, children from these families were less frequently admitted to a hospital 

than children from families who did not have the safety equipment in their homes.  

Community-Based Child Safety Education 

Towner and Dowswell (2002) reported increasing evidence that community-based child injury 

prevention education programs were effective, especially if there were multiple interventions 

implemented over time in order to develop a culture of safety within that community.  Repeated 

injury prevention messages in different forms and contexts may work together to develop a 

culture of child safety and work towards the prevention of childhood injury in the community 

(Towner & Dowswell).Kendrick et al. (2005) reported that child safety interventions targeted at 

both families and neighborhoods are necessary in order to provide safer environments for low 

income children.   

Spinks et al. (2004) conclude that there is a lack of evidence regarding the effectiveness 

community-based programs that teach about child injury prevention, and that evidence-based 

strategies related to child injury prevention need to be developed.  It is difficult to demonstrate 

the effectiveness of complex educational or environmental child injury prevention interventions 

because community-based, multi-faceted interventions do not lend themselves to experimental 

evaluation approaches (Towner & Dowswell, 2002).  Measures of non-fatal child injury in a 

community have been largely based on hospital admission or accident /emergency visits; data 

may be flawed, may not reflect injury rates, and may reflect changes in access to health care or 

use of health care facilities distorting non-fatal injury rates (Towner & Dowswell, 2002).  The 

concern about flawed data is shared with Frencher et al. (2010) who noted that there was a 
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limitation in calculating the true incidence and prevalence as the denominator for the homeless 

population.  True numbers regarding unintentional child injury in the homeless population may 

be unreliable due to families choosing not to use health services or not having access to health 

services (Frencher et al., 2010).  

Mobile Child Safety Injury Prevention Education 

There are several programs around the country that are using mobile vehicles to disseminate 

safety information with good success.  Junglemobile is a retro-fitted ambulance in rural Colorado 

that partnered with Kiwanis, a children’s hospital, and a general hospital to provide a traveling 

injury prevention program for young children.  This classroom on wheels goes to events at health 

and safety fairs, shopping malls, rodeos, and school assemblies, and has shown to improve the 

knowledge of the participants (Emery et al., 2010).  The Children ARE Safe (CARES) Mobile 

Safety Center is a 40 foot vehicle that is a replicated home environment and was designed to 

provide injury prevention education that is not restricted to one site; Johns Hopkins, the 

Baltimore Fire Department, the science center, and community physicians have partnered in the 

Baltimore, Maryland area to provide education to low-income families at community events and 

community health centers.  This house on wheels provides some free products and services as 

well as safety education, and has been seen as an effective intervention bringing injury 

prevention information directly to families (Gielen et al., 2009).  

Spivey and D’Amico (2011) reported that New Hanover Regional Medical Center in 

southeastern North Carolina partners with Kohl’s Cares for Kids and has a Community Injury 

Prevention Collaborative to provide injury prevention information at community events and 
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school programs.  Although there is no official vehicle, the program provides many community 

events and a safety camp that provides general and seasonal information with good success.  

Kohl’s also has a partnership with St. Louis Children’s Hospital and provides a community 

outreach classroom curriculum called Kohl’s Safety Street for kindergarten through fifth grade 

students which has also shown good success (St. Louis Children’s Hospital, n.d.). 

Primary Care Providers and Child Injury Prevention  

Burnes, Dunn, Brady, Starr, and Blosser (2013) reported in Pediatric Primary Care (a textbook 

used to educate advanced practice nurses) that the goal of anticipatory guidance is to help parents 

plan and cope with anticipated developmental changes in children by helping parents improve 

their competence in problem solving thus increasing their parenting skills to prevent childhood 

injuries.  Burnes et al. (2013) noted that it is important to provide parents with clear information 

about normal development and what are considered best practices for managing ages and stages 

in order for parents to identify age and stage related risks for certain injuries.  According to 

Burnes et al. (2013) anticipatory guidance practice about normal development used “scripted” 

topics at well child visits and is now seen as an ineffective way to teach parents about child 

injury prevention. 

King (2001) reported that anticipatory guidance by physicians may decrease the risk of a home 

child injury.  Naylor and Kurtzman (2010) examined the equivalence of physicians and advanced 

practice nurse practitioners in providing primary care and showed equivalence in patient 

outcomes when practicing within their areas of competence.  Since advanced practice nurses are 

at the forefront of primary care practice they are positioned to provide anticipatory guidance to 
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parents.  The anticipatory guidance provided by advanced practice nurses may decrease the risk 

of child unintentional injury in the home. 

Not only do advanced practice nurse practitioners and physicians have access to parents, but 

parents seek them out as an important source of injury prevention information (Gielen et al., 

2001).  Woods (2006) reported that although health professionals have positive attitudes toward 

injury prevention, their knowledge of childhood injury prevention was variable.  Gielen et al. 

(2001) agreed and developed a program at Johns Hopkins for pediatric residents to learn more 

about anticipatory guidance related to child injury prevention.  Parents have a desire to get 

optimal guidance on unintentional injury but report that such information is inconsistently given 

(Nansel et al., 2008).  In primary care pediatric settings, Woods (2006) found there were a 

number of barriers to providing anticipatory guidance to parents to prevent childhood injuries: 

lack of time, resources, confidence, and personal experiences of the primary care providers.  

Magar, Davova-Missova, and Gjerdingen (2006) reported on average, only 200 seconds of 

anticipatory guidance was provided to families of infants limiting the amount of information 

about childhood injury prevention.  Nansel et al. (2008) agreed that clinicians may not provide 

injury prevention guidance due to time constraints, lack of knowledge, and competing demands.  

Magar et al. (2006) concluded after their study was done (to target educational needs with added 

written materials) that the low-income population preferred verbal instructions to written 

materials.  Peterson (1988) reported the importance of feedback and rewards in program success.  

Primary care providers in office settings are positioned to provide variety of short, varied 

interventions that can occur in the office over time if time permits them to do so.  Using different 



Safety Hazards Education                                           Fliesher, Susan, UMSL 2014 34 

 

 

 

methods and contexts of safety education regarding injury prevention, providers can encourage a 

culture of safety for young families (Towner & Dowswell, 2002).  Because there is limited office 

time, child safety education may not be provided in depth in the primary care setting and may 

need to shift to community settings.  If a variety of short, varied interventions can occur both in 

the office and community settings, such as the agency being used for this project, there is a 

greater chance of encouraging that culture of safety for the homeless families who receive the 

multiple interventions.  Even if the homeless mothers show a good baseline of knowledge in 

child safety hazards, the redundancy could be beneficial toward creating that safety culture 

(Towner & Dowswell, 2002).  

Tailored Interventions in Child Safety Education 

Nansel et al. (2007) reported that providing individually tailored child injury prevention 

information may be more useful for parents with less education and may be more effective in 

changing that population’s behavior.  Towner (1995) reported that injury prevention information 

may need to be targeted not just to an individual but to an audience or community and if injury 

prevention strategies are specific, there may be better outcomes. Vladutiu et al. (2006) concur 

and adds that audience segmentation (identifying homogeneous population subgroups who may 

benefit from a tailored intervention) may encourage providers to spend more time with a 

homogeneous group such as first time parents of young children who may be more open to injury 

prevention strategies as they learn about varying stages of child and injury risk at different stages 

of development.  Crandall et al. (2010) agree that targeting families at risk for child injury may 
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improve outcomes and decrease the child injury burden.  Therefore, a program tailored for those 

who are less educated may be of particular value in safety education. 

Families with poor health literacy skills might benefit from tailored education programs.  

Trifiletti et al. (2006) believes health literacy is crucial to child safety education and noted that 

there were no studies on how literacy is related to unintentional injury prevention even though 

many parents with limited education and low incomes have low literacy issues.  There is 

increasing awareness of the connections between literacy, health, and development of injury 

prevention materials which should be considered for people who have low literacy skills 

(Trifiletti et al., 2006).  

Homeless Mothers and Child Injury Prevention Education 

No studies were found by the investigator that looked at safety hazard education for homeless 

mothers.  A combination of mobile, tailored, hands-on-approach to injury prevention education 

programs may provide an avenue to reach homeless mothers. 

Whenever possible, it is best to use real life-situations with a hands-on approach to teach child 

injury prevention (Schooley & Kelly, 2008).  Towner (1995) noted that parents/caregivers are 

more likely to be influenced by the injury prevention information when the learning takes place 

in comfortable environment and using the above strategies. 

Swick (2008) reported that often homeless parents have had not had good parenting role 

models and parent education classes may be key to their success as parents.  When the family is 

living with friends, relatives, or in a shelter, the parent may feel loss of control in their parenting.  

Homeless families are dependent on others for their housing and may perceive limited control 
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over some environmental hazards (Pritchard, 1990).  Homeless mothers may gain moral support 

from each other in a group situation as they learn from each other as well as from the teacher.  

Such a group may encourage mothers to speak up on behalf of their children.  Homeless parents 

of young children have reported that the classes help them to have better parenting skills and feel 

better about themselves (Swick, 2008).  Based on this review, a combination of mobile, tailored, 

and hands-on approach to injury prevention education with a group of homeless mothers may 

provide an avenue to reach homeless mothers.  

With this in mind, child safety education should not be scripted but should be tailored to this 

audience of homeless mothers and provide problem-solving strategies for use in the variety of 

environments in which they may live.  Burnes et al. (2013) believed that creative strategies need 

to be used to engage parents to address parenting issues and concerns in and out of practice 

settings because one size fits all answers do not facilitate parental growth.  A hands-on safety 

education program based on a consistent framework of anticipatory guidance that: (a) teaches 

about child safety hazards; (b) promotes discussion about child development; (c) illuminates the 

consequences of a severe injury from safety hazards; and (d) encourages a discussion about the 

importance of maternal supervision is one of the creative approaches to be used in this project.  

Educating parents that young children may not understand the consequences of their actions 

because of changing developmental stages is a key to injury prevention (Bright Futures, n.d.).   
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Methodology 

Project Design 

This project used a quasi-experimental design using a test retest method with a convenience 

sample of homeless urban/city and small town/rural/country women residing in a homeless 

shelter to receive the child safety hazard education program.  The aims of this project were to: (a) 

assess the baseline knowledge of homeless women regarding child safety environmental hazards; 

(b) provide a hands-on child safety education program; (c) evaluate homeless mother’s 

knowledge of child safety hazards following the hands-on environmental safety education 

program; and (d) to determine what these women say about the child safety educational program.   

Research Questions 

This study sought to answer the following research questions: 

1. What is the baseline knowledge of homeless mothers about child environmental safety 

hazards? 

2. Does a hands-on child safety hazards program for homeless mothers improve their ability 

to identify child safety hazards in an applied situation? 

3. Is there a difference between homeless mothers who live in an urban/city versus those 

who live in a rural/country area in their knowledge and acquisition of knowledge 

regarding child safety hazard education?      

4. Is there a difference between homeless mothers who have had other children versus first 

time mothers in their knowledge and acquisition of knowledge regarding child safety 

hazard education? 
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5. What did mothers learn about child safety and how will the new knowledge be used in 

the future? 

Sample and Setting 

Study participants were recruited from an agency that supports homeless mothers in a large 

Midwestern metropolitan area.  The two locations, urban/city and rural/country, supported by 

this agency were used.  The two locations had separate rooms for the residents with a maximum 

capacity of 18 women in the urban/city setting and 12 women in the small town/rural/country 

setting.  Women were either pregnant or had just delivered a baby.  Some women were first time 

mothers and others had older children living with them in the shelter.  It was estimated that there 

would be 25 to 30 participants from the two homeless shelters. Due to a normally fluctuating 

population and a currently lower agency census, conflicting school and work schedules and 

family responsibilities, there were 23 participants who filled out the demographics with 

questions regarding previous child safety hazard education (6 of these participants were not 

available on the second day of the study). Thus, there were 17 participants who completed all 

parts of the study. 

In the urban/city location, mothers were seated around a long table in the lower level playroom 

for the safety hazard class.  In the small town/country location, mothers were seated around a 

long table in a conference room area on the second floor for the safety hazard class.  Both rooms 

were well lit and comfortable.  The atmosphere was relaxed. 

The van is divided into two sections.  The front section has the driver and passenger seats and 

an open space.  There is a door on the left to the back section, made to look like a family room 
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area with a kitchen area on one side.  This room was set up with safety hazards (see Appendix C 

Van Safety Hazard Checklist pre- and posttest).  The van was parked on the street in the 

urban/city area and at the front entrance in the /small town/country area. 

 

Protection of Human Subjects  

Permission to implement this project was obtained from the agency.  The Institutional Review 

Board (IRB) at the University of Missouri-St. Louis approval was obtained prior to collecting 

data for the project.  The investigator was aware that this is a vulnerable population and 

interacted with participants with honesty and respectfulness.  All data was de-identified so that 

subject’s identity will remain confidential.  The data is being kept in a secured file cabinet by the 

researcher in her office and data on the computer is password protected. 

Data Collection 

Due to time constraints and activities at the homeless shelters, data was collected over a two 

week period at each site.  The week prior to the safety education class, the investigator provided 

an informational session about the safety hazard education project for the homeless mothers.  

This information session was intended to give the women an opportunity to know about the 

program, how long it would take, and what they would do if they agree to participate.  After the 

information session, the women were invited to participate and informed consent was obtained 

(see Appendix A, Informed Consent Document to Participants).  After informed consent was 

obtained, the women completed the Demographic Information Form with selected demographic 
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variables (see Appendix B, Demographic Information Form).  The investigator and other trained 

health care workers collected data.  

On the second day of the project, each woman was escorted onto the van for the pretest 

whereby the participant walked around and identified visible safety hazards for the investigator 

or research assistant.  The advance practice nurse investigator or other health care providers 

assisting in data collection wrote down the child safety hazards each woman identified.  After the 

pretest on the van, the women attended the safety hazard education class at the homeless shelter.  

After the class, for the posttest, each of the women went back on the van, walked around, and 

identified safety hazards for the investigator or research assistants.  The advance practice nurse 

and other health care providers assisting in data collection wrote down the child safety hazards 

each woman identified. 

Following safety hazard identification, participants answered the interview questions that were 

asked of them by the investigator or health care provider assistants (see Appendix D Interview 

Questions).  After completion of the interview using the instrument, each mother who 

participated received a 10 dollar gift card to a local store and a certificate of completion for the 

program.  

Instrumentation 

All of the instruments have been developed by the investigator.  The Demographic Information 

Sheet was used to collect selected demographic variables including age, race, education, 

geographical area, parity, living children, source of previous safety hazard information, and 

history of children’s injuries (see Appendix B, Demographic Information Form).  The Van 
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Safety Hazard checklist was used for both the pretest and posttest and consists of a list of child 

safety environmental hazards that are displayed on the van (see Appendix C, Van Safety Hazard 

pre- and posttest).  An Interview Guide was developed to solicit the homeless mothers’ 

assessment of the safety hazard education class and perceived actions in the future regarding 

reducing safety hazards (see Appendix D, Interview Questions). 

Data Analysis 

The data were analyzed using SPSS version 21.0. Descriptive statistics were used to 

characterize the women and to answer the project questions. Independent samples t-test used a 

repeated measures t-test was used to compare pre- and posttest total scores. 

Results 

Demographic Characteristics of the Sample 

There were 23 women from the two homeless shelters who agreed to participate in the project. 

Of the 23 women 17 completed both the pre- and posttests.  

The women’s (N = 17) ages ranged from 20 to 34 years (M = 26, SD = 3.8);  and highest level 

of education ranged from 10 years (sophomore in high school) to 13 years (1 year of college) (M 

=  11.9, SD = .9 years).  The majority of women were African American (n = 11, 64.7%). There 

were three Caucasian (17.6%), two biracial (11.8%), and one (5.9%) self-identified as Native 

American.  Ten (58.8%) women identified themselves as “from the city” and six (35.3%) of the 

women identified themselves as “from small towns or country areas”.  One woman identified as 

from both areas was excluded for the analysis of project question 3.  During the data collection, 

nine (52.9%) of women were currently pregnant and eight (47.1%) had recently delivered babies.  
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Fourteen (82.4%) of the women had 35 children ranging in age from 2.5 days to 11 years.  Seven 

of the participants indicated their children were not with them at the shelter at this time.  

When 23 mothers were asked if they had received previous safety hazard education, 11 

(47.8%) responded that they had received some previous information from nurses, doctors, 

clinics, Head Start, Nurses for Newborns, friends or family.  Only six (33.3%) of 18 homeless 

mothers who completed the demographics questionnaire reported that they had children who had 

had any injuries, six (33.3%) wrote no injuries or none, and six (33.3%) left that item blank.  The 

minor injuries to their children the six mothers reported were: “falls”, “running into stuff,” 

“scrapes,” “a burn with an iron,” “keys in a socket,” and “a smashed finger in a dresser.”   

Question 1 

The women were asked their knowledge about environmental safety hazards on the pretest.  

There were 34 possible hazards on the pretest. The women’s a mean score was 19.7 (57.8%, SD 

= 8.9).  Scores of the mothers ability to identify safety hazards on the pretest ranged from five 

(14.7%) to 32 (94.1%) prior to the educational program.   

Additionally, an independent samples t-test was utilized to compare baseline knowledge scores 

across seven (41%) of women who reported having received previous safety hazard education to 

10 (58%) of the women who reported no previous safety hazard education. The independent 

samples t-test revealed no significant differences between those who received previous safety 

hazard education and those who did not receive previous safety hazard education on baseline 

knowledge of health hazards (t = .351, p = .54 ). 
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Question 2 

  This project sought to determine if a hands-on child safety hazards program for homeless 

mothers improves their ability to identify safety hazards in an applied situation.  A repeated 

measures t-test was used to compare pre- and posttest total scores.  The mean for pretest scores 

was 19.7 (57.8%, SD = 8.9) identified safety hazards.  The mean for the posttest scores was 27.8 

(81.6%, SD = 4.9) identified hazards.  Overall, an 8.11(23.9%) improvement was made in the 

ability of the mothers to identify safety hazards following the mothers completion of the child 

safety hazard education class, and t-test analysis revealed a significant improvement in applied 

knowledge after the class (t = 5.99, p < .001).    

When considering safety hazards arranged room by room, mothers identified a greater 

percentage of child safety hazards in the kitchen on the pretest (66%, M = 5.3 of 8, range = 1 to 

8) than the other rooms.  In the bedroom area women had the lowest baseline scores identifying 

safety hazards on the pretest but the posttest showed a marked improvement (28%) after the class 

(47% pretest ( M = 2.8 of 6, range = 1to 6), 75% posttest (M = 4.5 of 6, range = 3 to 6). Table 1 

presents the minimum and maximum pre and posttest scores, mean, standard deviation and the 

percent of safety hazards that were correctly identified by the women in each of the rooms.  
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Table 1.  

Women’s Pretest and Posttest Scores by Room (N = 17) 

Room Pre and Posttest Minimum Maximum Mean  SD Percent Identified 

Living area Pretest 3 13 8.29  3.39 60% 

Living area Posttest 6 14 11.65  2.37 83% 

Kitchen area Pretest 1 8 5.29 2.62 66% 

Kitchen are Posttest 4 8 6.65 1.50 83% 

Dining area Pretest 0 6 3.29 2.05 55% 

Dining area Posttest 3 6 5.00 0.94 83% 

Bedroom area Pretest 1 6 2.76 1.52 47% 

Bedroom area Posttest 3 6 4.47 1.28 75% 

 

Question 3 

This project sought to determine if there was a difference between homeless mothers who live 

in an urban/city area versus those who live in a small town/country area in their knowledge and 

acquisition of knowledge regarding child safety hazard education.  Two independent samples t-

tests were utilized to compare baseline knowledge and change in knowledge scores between 

women who identified as “living in a small town/country” and women “living in an urban/city 

area”. The independent samples t-test revealed no significant differences between urban/city and 

small town/country participants on baseline knowledge of health hazards (t = .632, p = .54) or 

acquisition of knowledge following safety hazard class intervention (t = .00, p =1.00).      

Question 4 

Additionally, this project sought to determine if there was a difference between homeless 

mothers who have had other children versus first time mothers in their knowledge and 

acquisition of knowledge regarding child safety hazard education.  Two independent samples t-
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tests were utilized to compare baseline knowledge and change in knowledge scores between 

participants currently with or without children.  Groups were not equal in size (only three women 

did not currently have children) and Levene’s test for equal variance was violated.  Therefore the 

t-test reported does not assume equal variance between groups.  The independent samples t-test 

revealed no significant differences between homeless mothers with children and homeless 

mothers without children on baseline knowledge (identification) of child safety hazards (t = .07, 

p = .949) or acquisition of knowledge following child safety hazards education interventions (t = 

.631, p =.538).  

Question 5 

Finally, this project sought to determine what mothers learned about child safety hazards and 

how the mothers will use the new child safety knowledge in the future.  The mothers were asked 

to respond to five questions and their responses were recorded verbatim.  Transcripts were 

recorded by this researcher and a research assistant colleague.  A colleague read and discussed 

the themes of unidentified responses in order to verify consistency.  After reviewing participant 

responses, the themes identified were: increased awareness, importance of home assessment, 

need for more knowledge, and increased self confidence.  

In the theme of increased awareness, one mother stated, “Anything and everything can 

potentially hurt a child.”  Other comments included “a lot of things we think are OK are a safety 

hazard,” “there is a lot I didn’t know about safety,”  “lots of things can be unsafe to the naked 

eye,” and “how to situate your home so it will be safe.”  The role of putting things out of reach 

was voiced by a few moms: “make sure cords and small items are out of reach,” “keep small 
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items put up,” “have nothing smaller around for him to choke on,” and “pill bottles and 

chemicals-lock away.”  One of the mothers commented she had a new awareness that “pill 

bottles were easy to open.”  A few mothers specifically spoke of better awareness of TV safety 

when they said things like, “where you sit the TV it is all important,” and “some things I did not 

know like mounting a TV to the wall.”  Participating mothers seemed surprised about the 

dangers of button batteries and reported “the thing about batteries (how dangerous they are)”, 

and “I learned that button batteries can burn the esophagus”, and “button batteries can burn your 

throat if swallowed”.  Other specific safety hazards mentioned by mothers in this study were 

“child proof sockets,” “fixing sharp corners,” “look for smoke detectors,” and “watch for loose 

cords.”  

The awareness of the sleep related child safety hazards was noted by a few mothers who said 

they learned of “dangers of sleeping with a baby,” “making sure there is not too much stuff in the 

crib,” “put a baby in own bed,” and “sleeping in a bed by a window, careful with blind.” The 

importance of supervision was noted by one mother as she noted that she needed to “pay 

attention to the baby.”  One mother’s comment, “I learned things that I didn’t know,” speaks to 

the gap in knowledge that can increase awareness. 

The importance of home assessment was another theme that was noted.  Several mothers 

shared their thoughts like “yes, it’s my child’s life and safety depends on it,” “yes, because it risk 

dangers or hazards to my child,” “yeah, especially if it is for my family,” and “basically make 

sure they can’t get hurt.”   
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Another theme that surfaced was the need for more knowledge.  In regard to more knowledge 

of safety hazard education, one mother said “I’d like to know more about surveillance outside of 

the house”.  Another mother shared that she “enjoyed the challenge and would like to do 

something else”.  All participants felt the class was useful. 

The theme of increased self confidence was noted in the responses to the question:  Would they 

feel comfortable asking others to make environmental changes in regards to safety hazards?  

Sixteen out of seventeen mothers (94%) said they would feel comfortable asking for 

environmental changes to be made.  Two mothers responded “yes, definitely, I’d make sure they 

got the message”, and “yes, I would feel comfortable talking to them”. One mother who said “I 

wouldn’t feel comfortable because it is not my place,” went on to say that “I’d watch out more,” 

which demonstrates that she feels she has the power to check out the environment.  Increased 

self-confidence was also noted in the responses to the question about making changes in order to 

keep their children safe.  Responses such as “be prepared and make a list of what to check before 

setting up house,” “baby proofing the house,” “I’ll focus on hidden hazards and look for them,” 

“I will be more aware of my surroundings even when I think it is safe,” and “pay attention to 

small details,” reflect the confidence of the mother to exert control over the home environment to 

keep the child(ren) safe.    

 

Discussion/Conclusion 

The pretest data showed that there was a large variation in baseline knowledge of home safety 

hazards among the women studied and that there is a need for education regarding home safety 
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hazards. Although there was no significant difference in the baseline knowledge of mothers who 

had previous children versus those who did not have children, the small number (n = 3) of 

women with no children limited interpretation of the results.  It was also noted that there was no 

difference in baseline knowledge for women living in an urban/city or living in a small 

town/country setting.   

It is important to report that less than half of the women had any previous child safety hazard 

education. This may be due to time constraints in a busy advance practice nursing setting but 

clearly demonstrates a need for advanced practice nurses to educate homeless women about child 

safety hazards. Woods (2006), Magar et al.(2006) & Nansel et al.(2008) share the opinion that a 

large barrier to providing anticipatory guidance in a primary care setting is lack of time to do so. 

That short time may account for limited knowledge of child safety hazards by the women in this 

project. Although there was no difference in women who had previous child safety hazard 

education and women who did not have previous education, it cannot be assumed that safety 

hazard education is not effective in improving knowledge of safety hazards.  There are many 

unknowns regarding the previous safety hazard education:  the women’s baseline knowledge of 

safety hazards prior to that educational experience, the number or content of items covered 

previously, the quality of the previous education, and the ability of the women to process the 

previous safety hazard education (decreased attention due to stress in life, baby crying, personal 

illness, etc.).  The previous education was received through a variety of sources including 

medical personnel, family, and friends. This researcher agrees with Towner & Dowswell (2002) 



Safety Hazards Education                                           Fliesher, Susan, UMSL 2014 49 

 

 

 

that it may be necessary to provide the information at multiple times in different ways in order to 

impact knowledge and encourage behavioral change.     

Surprising to the project investigator was the number of childhood injuries mothers                                        

experiencing the stress of homelessness reported happening to their children.  Mothers either left 

the item blank about any injuries their child had or said no injuries.  Additionally, the injuries 

mentioned appeared to be minimized by the mothers. It is unclear whether the mothers did not 

want to look like bad mothers and share the number and extent of the injuries, whether some of 

the injuries were not seen by the women, whether some of the injuries were not remembered by 

the women, or whether mothers were so tired at the end of the day that they just wanted to finish 

up the questionnaire and quickly hand in the piece of paper. Drachler et al. (2007) noted that 

special attention should be given to injuries that were likely to be overlooked through the 

unrealistic optimism of parents. Frencher et al. (2010) stated that calculating the prevalence of 

unintentional injury for the homeless population was unreliable. These results of this project may 

be an example of unrealistic optimism of parents and the fact that calculating unintentional injury 

prevalence from the homeless population can be unreliable. 

This project results demonstrated an overall improvement mean score 8.11 (23.9%) in the 

women’s ability to identify safety hazards on the van after child safety education. Interestingly, 

the women seemed more animated during the second time on the van and were anxious to find 

safety hazards that had been previously missed.  Junglemobile (Emery et al., 2010) and CARES 

Mobile Safety Center (Gielen et al., 2009) also saw improved knowledge using mobile safety 

vehicles. 
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Many of the mothers expressed pleasure with their new skills and wanted to know if they had 

identified all of the safety hazards.  These mothers experiencing homelessness seemed 

comfortable learning with other women and participated freely in discussions regarding their 

experiences with some of the safety hazards and resultant injuries. Using hands on approaches to 

teaching and discussing real life situations were health education methods described by Schooley 

& Kelly (2008) and were well received in this project.  A relaxed environment appeared to have 

a positive impact on group learning which is similar to Towner (1995) who noted that a 

comfortable environment influences learning.  

 Swick (2008) noted that homeless parents of young children have reported that the classes 

help them to have better parenting skills and feel better about themselves. This appeared to be 

true with the mothers who participated in this project. Mothers in this project were asked about 

what they had learned, what they would change to make a safer environment, and how they 

would feel about requesting help from others in making changed to the environment to minimize 

safety hazards.  The mothers’ comments demonstrated an increased awareness of safety hazards, 

their knowledge of the importance of home assessment, their need for more knowledge, and 

increased self confidence.   

Garzon (2005) noted that using the health belief model (Rosenstock, 2005) for safety hazard 

education would require the parent or caregiver to believe the child was susceptible to injury, the 

injury would be serious, there would be a benefit to taking action, and the barriers to prevent 

injury would not be a problem in order to take action.     The health belief model was useful in 

guiding this project. For example, the responses of the mothers to the interview questions 
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suggests they believed their child(ren) were susceptible to injury, that the injury could be serious 

enough to take action, that there would be a benefit to taking action, and that it was worth doing 

so in order to provide an environment that had minimal safety hazards. The results of this project 

suggest the safety education in this project helped mothers learn how to take action to provide a 

safe environment for their child(ren).   

This study brought safety hazard education to mothers who were homeless in a shelter 

environment.  The women appeared to be comfortable with the group child safety hazard   

education in the environment in which they lived. The shelter staff cared for their children so that 

they could better absorb the information.  Mothers appeared to enjoy going on the van with the 

planned safety hazards and be able to demonstrate how they could apply what they had learned.  

Results of this project suggest that this model of targeted safety hazard education is an effective 

method for learning in this population of homeless women.  It would be helpful to provide it to 

other populations of homeless women and to compare the data. 

In light of time issues and the huge need in the community for similar at risk populations, it 

might be considered to allow more than one woman on the van at a time while still using a check 

list.  After those women identify safety hazards, the educator could congratulate the women on 

the safety hazards that they identified, show the women the hazards that were missed, provide a 

short discussion, and offer a sheet on home safety hazards to take with them.  This type of 

education could be done at health fairs, preschools, churches, and other community activities.  It 

could bring safety hazard awareness to the forefront and make it fun. 
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Strengths and Limitations  

A strength of this project is that it is the first study looking at homeless mothers and their 

baseline knowledge/acquired knowledge/applied knowledge of safety hazard education, to the 

knowledge of the researcher.  This population is difficult to study due to unstable living 

conditions.  There are several limitations to this study.  The limitations included: a small number 

of participants (N=17), van generator issues leading to poor lighting and chilly conditions at the 

first site, late afternoon/evening classes at both sites to accommodate schedules of participants 

when mothers were very tired, and no teenage participants (agency admitted women 18 years 

and above but current women were 20 years and above).  Another limitation was that it was 

limited to homeless women living in a shelter situation. 

Implications for Future Practice and Research 

Health Legislation and the Advance Practice Nurse 

Health professionals need to campaign for new legislation based on evidence that supports 

changes that will decrease childhood injuries (Woods, 2006).  Legislation that would create a 

health education reimbursement policy that reimburses primary care providers for spending 

added time with patients would allow them to provide more anticipatory guidance regarding 

injury prevention.  Health education and environmental measures go hand in hand with 

promoting legislative changes (Towner, 1995).  Towner (1995) describes Katcher’s first failure 

to get legislation passed for a water temperature burn prevention bill.  It took years to create 

stakeholders (educated parents and professionals) who would educate the public and the 

politicians in order to influence the development of policy and get the bill passed.  A grass roots 
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campaign was needed to change the public’s perception of the risk involved.  Such legislation 

was able to change the social norms.   

Pollack (2009) points out that there are many missed opportunities for injury prevention 

legislation because researchers are often absent from the process.  Findings need to be translated 

into clear language for those who have the power to make legislative changes to understand 

them.  Advanced practice nurses have the education and practical knowledge to translate issues 

to legislators so that appropriate changes can be made in health related policies.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         

Child Unintentional Injury and the Advanced Practice Nurse 

Nurse scientists need to study injury science and to develop and test interventions that are 

culturally appropriate to prevent and control injury, as injury prevalence is increasing as a public 

health concern (Sommers, 2006).  The American Nurses Association (ANA) states a major role 

of nursing is to “protect, promote, and optimize health and abilities and to work towards the 

prevention of illness and injury” (ANA, n.d.).  The NAPNAP Position Statement on the 

Prevention of Unintentional Injuries in Children (2008) states that health providers need to 

educate parents/caregivers on pediatric injury risk and prevention by providing education to 

those families.  There is a real need by nurses to refine interventions that are culturally sensitive 

to the subpopulations that are most at risk for injury (Sommers, 2006).   Nurses have the 

opportunity to address the learning needs of homeless women who will benefit in acquiring 

information that can give them more power over their lives as they improve the environments for 

their children (Towner & Dowswell, 2002). 
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There is increasing evidence that multiple interventions presented over a period of time 

providing different forms of repeated messages works to create a culture of safety        (Towner 

& Dowswell, 2002).  Developing a culture of safety will require advance practice nurses to 

become more informed about childhood injury and to partner with parents, families, colleagues, 

and communities to create the changes needed towards the goal of prevention of childhood 

injury.  It is important that advanced practice nurses seek innovative methods of safety hazard 

education and support to empower parents with and without homes to provide a safer 

environment for their children with the expected outcome of injury prevention.     

Accomplishment of DNP Essentials 

The AACN DNP Essentials provided a foundation for the project (AACN, 2006).  The data 

showing child unintentional injury as a significant public health issue is the scientific 

underpinning for this project (Center for Disease Control Child Injury Report, 2000-2006; Forum 

on Child and Family Statistics, 2011).  With the rise of homeless families with children who are 

at increased risk for unintentional injury, quality improvement in safety hazard education is key 

to providing better outcomes.  Studying this group of homeless women developed an evidence 

basis about this small group of homeless mothers and their baseline knowledge and ability to 

apply knowledge after a safety hazard education program.  It is a beginning in understanding this 

population.  This project takes into account the possible literacy issues of the population and 

limited the use of information technology for the study.  However, use of technology for the 

project was invaluable for data analysis.  This program showed significant results in applied 

knowledge of homeless mothers after the safety hazard education class and should help in 
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advocating for the safety of children in families who are homeless.  Advocacy can be 

accomplished by further programming and health policy to fund this type of program.  I have a 

goal of expanding the project to other populations in the area.  Program planning involved 

collaboration with other professionals with the hope of improving population health outcomes 

through prevention.  Information obtained from this research will be used to develop an article 

for submission to a peer reviewed journal and to develop poster presentations and podium 

presentations.  These presentations will be targeted to disseminate the information regarding 

these homeless women and safety hazard education at the local and national levels.  
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Appendix A  

Informed Consent Document for Participants 

Safety Hazards Education for Mothers 

Participant ____________________________           HSC Approval Number 515915-3 

Principal Investigator: Susan Fliesher          PI’s Phone Number: 314-283-5523 

 

1. You are invited to participate in this research study conducted by Susan Fliesher, a 

Doctor of Nursing Practice student at the University of Missouri St. Louis and her 

advisor, Dr. Susann Farberman after a short information session which will tell you about 

the study and what is required to participate.  The purpose of this project is to provide a 

child safety hazard education program and to learn more about what you know about 

child safety hazards for children who are under five years of age.  

 

Susan Fliesher, a University of Missouri St. Louis graduate nursing student, is sponsoring 

this program as part of the requirements for her doctorate in nursing practice (DNP).  The 

agency where you are staying has agreed to be a site for this research.  Participants will 

be recruited from the information session today. 

2. Participation in the child safety program takes place on two different days. 

The first day is today. 

 You have been invited to in an informational meeting that tells you about the 

child safety hazard education program. 

 You have chosen to participate in this research study. 

 You are being asked to sign a consent form letting us know you are willing to 

participate.  The researcher and assistants will be happy to read the consent to 

you. 

 You are also being asked to complete a brief demographic form that will ask 

questions like your age, race, education, and number of children.  The researcher 

and assistants will be happy to read these questions to you. 

 This should take about 60 minutes of your time.  

The second day will next week on Tuesday.  At that time you will be: 

 escorted to a van with visible child safety hazards, walk around, and point out the 

child safety hazards you see; 

 participating in a hands on child safety hazard education class; 

  returning to the van, walk around and again point out child safety hazards you 

see; 

 participating in an interview telling us about the child safety program (we will ask 

your permission to record the interview, we will not identify you by name during 

the interview, you may ask not to be recorded and not answer any question you 

do not want to answer). 

On the second day, it will take about one hour and 30 minutes 
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At the completion of all of the activities on both days of the program, you will receive a 

certificate saying you have completed the child safety education program and a $10 gift 

card to Walgreens in appreciation for participation.  No gift cards will be given for one 

day participation or if all of the activities are not completed.   

 

Approximately 25 to 30 women may be involved in the research. 

 

3. There are no anticipated risks associated with this research.  However, if participants 

discuss any illegal activities or report abuse or neglect, the researcher and her assistants 

are mandatory reporters and would be obligated by law to report any known illegal 

activity, abuse, or neglect to appropriate legal authorities.  

 

4. The possible benefits to you from this research are: 

 increased ability to identify child safety hazards in your living area or in the 

community; 

 increased ability to decrease the number of injuries to your children; 

receipt of a certificate of completion for the safety hazard education program. 

 

5. Your participation is voluntary and you may choose not to participate in this research 

study or to withdraw your consent at any time.  You may choose not to answer any 

questions that you do not want to answer.  You will NOT be penalized in any way should 

you choose not to participate or to withdraw.  Non participation has no impact on your 

being able to stay at this agency.  There is an option to participate in the safety hazard 

education program without participating in the research study, however, those 

participants who are not in the study would not be able to go on the van. 

 

 6. By agreeing to participate, you understand and agree that your data may be shared with 

other researchers and educators in the form of presentations and/or publications.  In all 

cases, your identity will not be revealed.  In rare instances, a researcher's study must 

undergo an audit or program evaluation by an oversight agency (such as the Office for 

Human Research Protection).  That agency would be required to maintain the 

confidentiality of your data.  All research data will be stored on a password-protected 

computer and/or in a locked cabinet or office that is only accessible to the researcher.  

Upon completion of the project (this research study is targeted to end by June 2014), 

those recordings and transcriptions will be destroyed by deletion or shredding. 

 

7. If you have any questions or concerns regarding this study, or if any problems arise, you 

may call the Investigator, Susan Fliesher 314-283-5523 or Dr. Susann Farberman 314-

516-6067.  You may also ask questions or state concerns regarding your rights as a 

research participant to the Office of Research Administration, at 516-5897. 
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I have read this consent form and have been given the opportunity to ask 

questions.  I will also be given a copy of this consent form for my records.  I 

consent to my participation in the research described above. 

 

   

Participant's Signature                                 Date  Participant’s Printed Name 

   

   

Signature of Investigator or Designee         Date  Investigator/Designee Printed Name 
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                          Appendix B 

 

Demographic Information Form 

Safety Hazards Education for Mothers 

 

 

1. How old are you? ________ 

 

 

2. What is the last grade you completed of your education?___________________ 

 

 

3. How would you describe your race? ______________ 

 

 

4. Are you currently pregnant?____________ 

 

 

5. Do you have any children?        Yes___   No____    

          If yes, how many children are with you here?_______   

          Do you have other children?_______________ 

          What are the ages of the children?_______________ 

 

 

6. Would you consider yourself from: 

   the city________  

   a small town or the country_______    

  

 

7. Have you ever had someone tell you about child safety hazards or child proofing 

where you live to keep your child safe? 

                                    Yes_______      No_______ 

 

     If yes, who talked to you about it?__________________ 

 

 

8. If you have children, what kinds of injuries have they had so far?  
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Appendix C 

Van Safety Hazard Checklist Pre and Posttest 

Participant number: Date: 

Living area Check correct response 

1.  Car seat on floor, can tip over, not for sitting  

2.  Car seat strap ripped  

3.  Toys in end table cabinet—within reach  

4. Cords on end table  

5. Outlet not covered  

6. Curling iron and hair dryer in reach  

7. Toy box with unsafe toys in it  

8. Glass bell not safe toy  

9. Vase within reach  

10. Coffee/candle warmer on end table  

11. Batteries out and within reach  

12. Space heater next to flammable material  



Safety Hazards Education                                           Fliesher, Susan, UMSL 2014 75 

 

 

 

13. Cigarettes and lighter on end table  

14. TV in position to tip over  

Kitchen area  

1. No locks on cabinets  

2. Poisons under sink  

3. Utensils left out that are dangerous  

4. Coffee pot on edge of counter-splash burn  

5. Hot plate on edge of counter  

6. Pot handle turned outward and on warmer—

splash burn 
 

7. Bucket with water   

8. Vitamins on counter  

Dining area  

1. Table cloth on table 

 

 

2. Beads on table, not safe toy 

 

 

3. Marbles in area-not safe toy 
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4. Purse on floor with visible medication 

 

 

5. High Chair with slats too far apart 

 

 

6. Pacifier tied around baby’s neck 

 

 

Bedroom  

1. Crib with unsafe slats  

2. Bedding too soft in bed  

3. Toys/stuffed animals in crib  

4. Crib by window blinds  

5. Smoke detector without batteries  

6. Ironing board with iron cord hanging  
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Appendix D 

Interview questions 

Safety Hazards Education for Mothers  

 

 

1. What were the best things you learned today about child safety? 

 

2. What changes will you try to make to keep your child safe? 

 

3. If you see a safety hazard where you live or visit, would you feel comfortable asking to 

have it removed or fixed? 

 

4. Was this child safety education program useful? 

 

5. Is there anything else you think I should know? 
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