
A Systematic Review of Community Interventions to
Improve Aboriginal Child Passenger Safety

We evaluated evidence of

community interventions to

improve Aboriginal child pas-

senger safety (CPS) in terms

of its scientific merit and

cultural relevance.

We included studies if they

reported interventions to

improve CPS in Aboriginal

communities, compared at

least pre- and postinterven-

tion conditions, and evalu-

ated rates and severity of

child passenger injuries, child

restraint use, or knowledge

of CPS. We also appraised

quality and cultural relevance

of studies.

Study quality was as-

sociated with community

participation and cultural

relevance. Strong evidence

showed that multicompo-

nent interventions tailored

to each community improves

CPS. Interventions in Ab-

original communities should

incorporate Aboriginal views

of health, involve the commu-

nity, and be multicomponent

and tailored to the commun-

ity’s circumstances and cul-

ture. (Am J Public Health.

2014;104:e1–e8.doi:10.2105/

AJPH.2013.301683)
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ACCORDING TO THE CENTERS

for Disease Control and Preven-
tion in the United States, motor
vehicle crash (MVC)---related in-
jury is the leading cause of death
among American Indian and Alaska
Natives aged 19 years and youn-
ger.1 In Canada, results from the
First Nations Regional Longitudi-
nal Health Survey indicated that
MVC is the fourth most common
cause of injury among First Na-
tions children.2 In New Zealand,
MVC-related injuries are the fourth
most common cause of death for
M�aori children aged 1 to 4 years
and the second most common for
children aged 5 to14 years.3 Little
is known about the prevalence
of MVC injuries among Australian
Aboriginal and Torres Strait Is-
lander children; however, reports
have indicated that these groups
are particularly vulnerable to
transport-related injuries because
of poverty, geographical location,
licensing, and nonuse of child re-
straints.4,5 Moreover, other studies
have identified nonuse of child
safety seats as an important risk
factor for MVC injury among
Aboriginal children in North
America.6---8 Despite these figures,
Aboriginal child passenger safety
research is scarce and not readily
available to researchers, policy-
makers, and other professionals. In
effect, previous comparable sys-
tematic reviews have not included
studies with Aboriginal popula-
tions and have not mentioned In-
digenous groups at all.9---15 (Note
that for brevity, we use the terms
“Aboriginal” or “Indigenous” to
designate all First Nations, Inuit,
Métis, Native Americans, Alaska

Natives, Australian Aboriginals,
Torres Islanders, and M�aori peo-
ples. However, when we use these
terms, we are not implying that
these groups belong to the same
ethnic group or race, and we rec-
ognize that wide historical, cul-
tural, and racial diversity exists
among and within these groups.)

This study we aimed to find,
appraise, and synthesize all avail-
able evidence of community in-
terventions to increase child safety
seat use in Aboriginal populations.
Specifically, we sought to answer 3
questions: (1) What are the best
practices when conducting injury
prevention research with Aborigi-
nal communities? (2) How strong is
the evidence that community in-
terventions increase child safety
seat use among Aboriginal pas-
sengers aged 0 to 12 years? and
(3) How strong is the evidence that
child safety seat laws increase use
or reduce injuries among Aborig-
inal passengers aged 0 to 12 years?
In addition, we set out to evaluate
the cultural relevance of this evi-
dence because we recognize that
traditional systematic review
methods are insufficient to evalu-
ate Aboriginal research. Indeed,
Indigenous views of legitimate
knowledge and health differ from
those of the Western scientific
tradition.16---18 Because culturally
relevant Indigenous research
implies that communities partic-
ipate in theoretical and method-
ological decisions,19,20 Aborigi-
nal research that is culturally
relevant is necessarily a distinct
form of investigation. Conse-
quently, we complemented
Western standards of evidence

quality with 2 characteristics of
Indigenous health research
found in the literature.

First, the process is as important
as the result. In Aboriginal re-
search, the Western, result-focused
approach of outcome evaluation
should be extended to include the
process: protocols of community
engagement, relationships, and
program dynamics.17 These pro-
cess components are important
in Aboriginal research not only
because they have an impact on
long-term outcomes but also be-
cause the concept of “process” is
akin to the idea of change and
adaptation to circumstances.17 In
fact, Aboriginal programs are of-
ten described as a journey2,21,22 in
which no sharp distinction is made
between input and output and in
which the process is as important
as the result. Second, health ex-
tends beyond the physical well-
being of individuals and includes
the social, emotional, and cultural
well-being of the communities to
which they belong.5,18 This holistic
view of health is prevalent across
Indigenous peoples in North
America and Oceania.18,23,24 We
acknowledge that this approach
differs substantially from current
scientific practice. Thus, we en-
courage readers to keep an open
mind and, more important, to
avoid analogies or equivalencies
between components or charac-
teristics of Aboriginal and West-
ern epistemologies.

To our knowledge, this sys-
tematic review is the first to evalu-
ate population-level interventions to
address child passenger safety in Ab-
original communities. Furthermore,
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this is the first time evidence-based
interventions have been evaluated
with a model that integrates Indig-
enous views of legitimate knowl-
edge and health with the Western
scientific tradition. In this way, we
ensure that evidence is assessed
not only for its scientific merit but
also for its cultural relevance.

CONCEPTUAL APPROACH

To examine the strength of the
evidence, we created a conceptual
model for community interven-
tions to improve child passenger
safety, based on a previous sys-
tematic review and published meth-
ods (Figure 1).11,25 We focused
only on studies that addressed 2
modifiable determinants of MVC
injuries: populations (e.g., driving
behaviors) and systems (e.g., legisla-
tion including enforcement). Spe-
cifically, we examined any evidence
of relationships between interven-
tions and the following outcomes:
capacity building at the commu-
nity level, increased availability of
child safety seats, increased use
of child safety seats, and reduction
of fatal and nonfatal injuries to
child passengers.

We also examined cultural rel-
evance of the evidence, using the
medicine wheel as a conceptual
framework. The medicine wheel
expresses a holistic view of health
that is present, in one way or
another, among North American
and Australian Aboriginal, Torres
Islander, and M�aori peoples.18,23,24

The medicine wheel has been
interpreted as a guide to healing
across various Indigenous tradi-
tions in North America,18 and it has
been proposed as a framework for
project evaluation.21

As a holistic view, the medicine
wheel framework applies to the
entire life span of a project21 and,
in this review, covers the main
phases of a public health inter-
vention. Figure 2 illustrates the 4
quadrants of the medicine wheel
that we developed for this review.
The spiritual quadrant represents
the project’s childhood. It includes
cultural protocols of engagement
that are essential to establishing
relationships with these specific
communities.17 It also includes all
efforts by researchers to understand
the cultures, values, and mindset
of the people they study.26 The
emotional quadrant represents the

project’s youth and refers to ef-
forts by the community and the
researchers to build relationships
and trust. It focuses on opportu-
nities for community members to
come to know the researchers

better, to get used to seeing them
and having them in the commu-
nity, and to develop trust between
them.19 The physical quadrant
represents the project’s adulthood.
It includes all activities to increase
child safety seat use (community-
wide education, targeted educa-
tion, law enactment, and enhanced
enforcement), evaluated with
holistic outcome measures that
include other quadrants of the
medicine wheel (e.g., parents’ in-
creased knowledge about or moti-
vation to use child seats or whether
the project brought the commu-
nity together to work toward a
common goal).21 The intellectual
component represents the “elder-
hood” and the wisdom of the
project. It includes all intervention
activities to distribute written
knowledge (e.g., pamphlets and
posters) and, ideally, should be
consistent with Aboriginal views
of knowledge and wisdom
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(e.g., knowledge distributed and
kept in storytelling form). Our medi-
cine wheel is based on general prin-
ciples about respect of each com-
munity’s traditions and values.16---18,21

We do not assume that there is
(or should be) one particular set of
traditions and values that applies
to all Aboriginal communities.

METHODS

The protocol for this review is
available online at http://www.
injuryresearch.bc.ca.

Study Eligibility Criteria

We included published and
unpublished documents (journal
articles, institutional reports, con-
ference presentations) if they (1)
studied Aboriginal communities
from any country, (2) evaluated
community-level interventions to
increase child safety seat use, (3)
applied any study design that
supported at least 1 comparison
between intervention and nonin-
tervention conditions, and (4)
evaluated incidence or severity of
child passenger injuries, rates of
child restraint use, or knowledge
of child passenger safety. We ex-
cluded interventions involving
road design, signage, or vehicles.

Search Strategy

Because we anticipated that lit-
erature on Aboriginal child pas-
senger safety would be mostly
unpublished, we developed a search
strategy for both published and
unpublished documents, which
was further refined by a librarian
specializing in children’s and women’s
health literature. The literature
search covered mostly North
America and Oceania. Between
February and June 2011, we
navigated relevant Web sites
(Aboriginal organizations, non-
profit organizations, crown corpo-
rations, government agencies) and

hand-searched conference pro-
ceedings and Aboriginal-specific
journals from Canada, the United
States, and Australia. We also
searched relevant literature in the
First Nations Periodical Index,
Bibliography of Native North
Americans, CINAHL, Education Re-
search Complete, ERIC, MEDLINE,
and PsycINFO. Search terms in-
cluded “child passenger safety,”
“road safety,” “occupant restraint,”
“seat,” “occupant protection,”
“First Nations,” “Aboriginal,” “In-
digenous,” and “health.” Between
June 2011 and January 2012,
we consulted experts and searched
in personal files, specialized li-
braries and collections, and the
digital repository of theses and
dissertations at the University of
British Columbia. This search was
updated on September 17, 2012.
The update included only those
resources that successfully led to
potentially relevant documents:
IHS Primary Care Provider journal
(we hand searched all issues be-
tween July 2011 and September
2012), the Bibliography of Native
North Americans and the First
Nations Periodical Index, and con-
tact with experts (last document
received on November 9, 2012).
We did not limit the search by
publication year, we searched any
type of document (journal articles,
institutional reports, conference
presentations), and we included
only documents written in English
or Spanish. The search strategy
and full list of resources included
in this literature search is available
at http://www.injuryresearch.bc.ca.

Study Selection

One author (T. I.) appraised each
title for inclusion on the basis of
abstracts or executive summaries,
when they were provided. When
abstracts or summaries were not
provided, this author read the in-
dex and, if the document format

allowed it, searched relevant key
words inside the document (e.g.,
child, seat) and read the contextual
information to determine inclu-
sion. Given that we initially iden-
tified only 12 titles, we selected
and obtained full-text versions of
all documents for further review.

Quality Appraisal

Following our conceptual ap-
proach, we appraised study qual-
ity in 2 ways: (1) methodological
quality from theWestern scientific
point of view and (2) cultural
relevance. We appraised selected
studies for methodological quality
using an assessment tool specifi-
cally developed for this review
(Appendix A, available as a sup-
plement to this article at http://
www.ajph.org). We appraised
studies on the basis of the infor-
mation contained in the docu-
ment. Two authors (T. I. and E.
D.) independently assigned 1, 2,
or 3 stars to each of the following
5 components:

(1) the evidence or traditional
knowledge used to develop the
intervention,

(2) the appropriateness of the sta-
tistical methods,

(3) the extent to which the study
design allowed for causal in-
ferences,

(4) the quality of the implementa-
tion, and

(5) the reliability of outcome
measures.

The number of stars was
summed arithmetically, and the
resulting score was then centered,
so the lowest possible score was 0.
This resulted in a 10-point rating
scale on which studies with scores
between 0 and 3, inclusive, were
considered of low quality; studies
with scores between 3 and 7 were
considered of moderate quality; and
studies with scores of 7 and higher
were considered of high quality.We

included only moderate- and high-
quality studies in the review. Dis-
agreements in scores for each com-
ponent were resolved by assigning
the lower of the two.

We evaluated cultural relevance
in 2 ways: quantitative and quali-
tative. Quantitative assessment of
cultural relevance was indepen-
dently appraised by 2 researchers
(T. I. and E. O.) with experience in
Aboriginal research for all but 1
study.27 Said study was evaluated
by 1 reviewer because we were
given access to the full document 2
months after funding ended, and
the second reviewer was no longer
available to conduct this work.
To preserve consistency, we chose
not to involve a new researcher.
Using the assessment tool specifi-
cally designed for this literature
review, reviewers assigned 1, 2, or
3 stars for each component of the
medicine wheel, depending on
whether researchers (1) partici-
pated in activities that the com-
munity recognized as spiritual
(e.g., a sweat lodge); (2) engaged
in relationship and trust building
(e.g., involving the community
in the study); (3) addressed the
physical component of health (e.g.,
car seat clinics); and (4) contextual-
ized knowledge of child passenger
safety within the community’s
views of health. We conducted
appraisals on the basis of the in-
formation reported and using the
tool developed for this review
(Appendix B, available as a sup-
plement to this article at http://
www.ajph.org). When the 2 re-
viewers did not agree, we kept the
lower scores. Individual scores for
each component of the medicine
wheel were considered separately.
Qualitative assessment of cultural
relevance involved attempting to
gather details on how researchers
engaged the community, who
participated in the study and
in what capacity, how cultural
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practices were incorporated into
the study, and what happened with
relationships within the commu-
nity during the course of the study.
Because the studies included
provided limited information of
this kind and the end result was
similar to the quantitative eval-
uation of cultural relevance,
we did not pursue this analysis
further.

Data Abstraction

We abstracted rates of child
safety seat use, injury severity, and
knowledge scores using a 1 · 2
form for measures before and
after the intervention (available at
http://www.injuryresearch.bc.ca).
Only 1 reviewer (T. I.) abstracted
these data because we were given
access to the full document of the
last included study after the funding
ended, and the second reviewer
was no longer available to conduct
this work. To maintain consistency
in the process, we decided not to
involve a new researcher who
would be unfamiliar with the study.
Because only 1 study used 1 con-
trol and 2 intervention communi-
ties,28 we preserved consistency
across all studies by considering
only before and after measures for
the intervention communities. Given
that 1 study included 14 com-
munities with missing data points
as a result of attrition, we kept
outcome measures consistent by
abstracting total rates of child
safety seat use before and after
intervention.29 The principal out-
come measure of interest in our
systematic review was the observed
difference between preinterven-
tion and postintervention rates of
child safety seat use.

Evidence Synthesis

We were not able to combine
studies for meta-analysis because
of the high level of heterogeneity
among participants, outcome

measures, and interventions. For
this reason, we chose to synthesize
evidence using a qualitative grad-
ing, based on previously published
best-evidence guidelines.30 This
grading method evaluates the quan-
tity and quality of the evidence
available to support a relationship
between variables—in our case,
a relationship between community
interventions and Aboriginal
health outcomes. Appendix C
(available as a supplement to this
article at http://www.ajph.org)
describes in detail the criteria to
establish whether evidence was
considered strong, moderate,
or limited.

RESULTS

Figure 3 summarizes the results
of the literature search. We iden-
tified a total of 2106 documents.
After reviewing the abstract
or executive summary (when

available), we further reviewed
full-text versions of 13 documents
for inclusion. We excluded 8
studies: 1 study was a review31;
1 was an evaluation of a scoring
method, not an intervention32;
1 evaluated only impaired driv-
ing33; 2 were shortened versions
of studies that had already been
included34,35; 1 reported a com-
munity intervention that was al-
ready included in another arti-
cle29,36; 1 was a slide presentation
of an Aboriginal occupant restraint
awareness campaign (unpublished
data); and 1 was a commentary on
a program in Australia with no
evaluation of effectiveness.37

Table 1 summarizes the char-
acteristics of included studies.
We found 5 articles published in
3 peer-reviewed journals and 2
institutional reports. Heterogene-
ity among studies was very high.
The 5 studies had 4 different
design types (before and after,

nonrandomized trial, cross-sec-
tional, and ecological) and 2 dif-
ferent target populations (commu-
nity facilitators and children); 1 of
the studies did not specify target
population. Moreover, they included
3 different outcome measures:
rates of child seat use, knowledge
of child passenger safety, and in-
jury severity. The latter was mea-
sured with the Abbreviated Injury
Scale, which is a standard measure
of the severity of an injury or in-
juries sustained by 1 individual.40

Interventions reported included
1 or more components: child seat
loaner program or giveaways, child
safety seat installation clinics,
home visits, community-wide ed-
ucation campaigns, child safety
seat technician training, and law
enactment or enforcement. Most
interventions involved the com-
munity in more than 1 way (not
shown in the table): through local
full-time project coordinators,

• 10 specialized databases, libraries and library collections 
• 5 nonspecialized databases 
• 103 Web sites of aboriginal organizations, nonprofit organizations, crown 

corporations, and government agencies 
• 16 experts 
• 12 conference proceedings 
• 12 aboriginal journals 
• 1 thesis database 

2106 entries reviewed 

13 documents  

2093 excluded (not relevant)

5 documents  

2 are not interventions
1 only evaluates impaired driving 
2 are shortened versions of another study 
1 is only a commentary on an intervention 
1 is a report community intervention that is already included in another study 
1 was a slide presentation of an Aboriginal occupant restraint awareness campaign 

FIGURE 3—Search and study selection results: published and unpublished documents in English or

Spanish; Canada, the United States, and Australia; February 2011–November 2012.
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training of local child passenger
safety technicians, community par-
ticipation in research activities, in-
put from community members
(e.g., focus groups, meetings, sur-
veys), or involvement of a local of-
ficial organization (e.g., tribal council,
Head Start clinic, local police).

Study Quality

Studies were appraised for qual-
ity in terms of their cultural rele-
vance and their methodological
strength. Figure 4 summarizes the
results of study quality appraisal.
The y-axis indicates the strength of
the evidence, and the x-axis lists
each included study. The circles
in the plot represent the cultural
relevance of the study, measured as
the extent to which each interven-
tion addressed each of the 4 di-
mensions of our medicine wheel:
spiritual, emotional, physical, and
intellectual. We found that the
studies with the strongest method-
ological quality were the ones that
covered more elements of the
medicine wheel. In other words, the
studies that provided the strongest
evidence were also more culturally
relevant. Studies that incorporated
2 or more elements of the medicine
wheel were, interestingly, unpub-
lished reports, whereas studies that
addressed 1 or fewer components
were published in refereed journals.

Multicomponent Interventions

Table 2 describes each multi-
component intervention and its as-
sociated change in the outcome
measure of interest. Although al-
most all multicomponent interven-
tions were unique in the specific
activities, most included 4 general
components: (1) distribution of child
safety seats (e.g., loaner program or
giveaways); (2) child safety seat in-
stallation clinics, home visits, and
other forms of education targeted
to parents; (3) community-wide
education campaigns; and (4) child
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safety seat technician training. One
intervention focused on community-
wide education campaigns (through
radio advertising) and an incentive
program.38

Effectiveness. All multicomponent
interventions consistently reported

improvement in outcomemeasures:
increments in the rates of child
restraint use among studies,
assessed through observational sur-
veys, ranged between 33.9% and
51.0%. Results in other outcome
measures are presented in Table 2.

Applicability. Multicomponent
interventions that are negotiated
and tailored to the community’s
needs and circumstances are ap-
plicable in other communities. The
5 studies included in this review
evaluated interventions in 23

different communities in Canada
and the United States. Moreover,
the interventions included in this
review targeted a wide age range,
from 0 to 19 years. One study,
however, did not specify age
groups.38

Other positive or negative effects.
No negative effects were reported.
Positive effects reported included
research capacity building27,28

and increased police efforts at
occupant protection.38

Barriers to intervention
implementation. Two specific bar-
riers to implementation were de-
scribed in the literature: first,
scheduling half-hour slots for child
safety clinics was reported to be
difficult because some parents
would arrive early or late. Second,
limiting the distribution program to
1 child safety seat per family made it
difficult to ensure consistent use
because children in some of these
communities were often transported
by extended family and friends.
Conclusions. On the basis of the

best evidence-synthesis guidelines
previously used in public health,30

the evidence is strong that multi-
component interventions that are
negotiated and tailored to the
community’s needs and circum-
stances improved child safety
seat use in the short term: we
found 3 high-quality studies and
1 moderate-quality study that
reported increased child safety
seat use in their earliest postin-
tervention assessment. However,
the evidence that this change was
sustained was limited because
only 1 high-quality study reported
follow-up assessment as long as
4 years after intervention.

Child Safety Seat Laws

Child safety seat laws require
that children traveling in vehicles
be restrained in government-
approved child safety seats accord-
ing to the child’s age and size.

TABLE 2—Effectiveness of Interventions to Increase Child Passenger Safety: Published

and Unpublished Documents in English; Canada and the United States;

February 2011–November 2012

Outcomes

No. of

Studies

No. of

Communities Overall Change, %

Multiple components: distribution (loaner program, giveaways), targeted education, community-wide

education campaigns, CPS technician training

Rates of child seat use (observational)

Earliest postintervention assessment 228,29 16 33.9 to 41.0

Follow-up assessment (4 y) 128 14 24.2

Parent-reported increased use of child seats: earliest postintervention assessment 127 5 31.2

Rates of children aged £ 14 y in the back seat: postintervention assessment 128 2 12.4

Multiple components: community-wide education campaigns and incentives (coupons for compliant drivers)

Rates of child seat use (observational): postintervention assessment 138 1 35.0 to 51.0a

Law enactment only

139 1

Hospital discharge rates –34.2 to –29.3b

Median AIS score –0.5 to 0.0b

Note. AIS = Abbreviated Injury Scale; CPS = child passenger safety.
Source. Jones-Keeshig et al.,27 IMPACT,28 Letourneau et al.,29 Williams,38 and Phelan.39
aThe report provides separate CPS rates for sedan/station wagon and 4-wheel drive/vans. Because total observations in each group were
not reported and no total can be calculated, results for sedan/station wagon and 4-wheel drive/vans, respectively, are presented.
bSeparate rates were reported for children aged 0–4 years and 5–11 years, respectively.

FIGURE 4—Study quality and cultural relevance: published and unpublished documents in English;

Canada and the United States; February 2011–November 2012.
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Because most Aboriginal communi-
ties are located in sovereign terri-
tories, state or provincial laws do
not necessarily apply to them. For
this reason, it is important to eval-
uate the evidence for the effec-
tiveness of child safety seat laws
adopted or enacted by Aboriginal
communities. We found only 1
study that evaluated the effective-
ness of a primary enforcement law
requiring child safety seat use.
Effectiveness. This 1 study dem-

onstrated that, after enactment of
a primary enforcement law, hos-
pital discharge rates decreased by
34.2% and 29.3% among chil-
dren aged 0 to 4 years and 5 to 11
years, respectively. However, the
median injury severity measured
with the Abbreviated Injury Scale
did not change significantly.
Applicability. Adoption or en-

actment of child safety seat laws
is applicable in other Aboriginal
communities. As sovereign na-
tions, Aboriginal communities can
adopt the laws of the province,
territory, or state in which they are
located, or they can enact their
own laws.
Other positive or negative effects.

No studies reported other positive
or negative effects.
Barriers to intervention

implementation. No studies re-
ported barriers to intervention
implementation.
Conclusions. On the basis of the

best evidence-based public health
guidelines,30 we found limited
evidence (1 study of moderate
quality) indicating that child safety
law enactment or adoption im-
proved child safety seat use, hos-
pital discharge rates, or median
injury severity scores in Aborigi-
nal communities.

DISCUSSION

To our knowledge, this is the first
systematic review of community

interventions to improve child
passenger safety in Aboriginal
communities. In our review, we
were able to identify 3 key
best practices specific to Aborigi-
nal health research: (1) establish-
ing an authentic collaborative re-
lationship with the community
based on trust, (2) inviting commu-
nity members to actively partici-
pate in the study, and (3) ensuring
the project is culturally relevant.
ToAboriginal people andAboriginal
health researchers, these findings
may be obvious. In fact, Aborigi-
nal researchers have commented
on it for years.16,17,19,20,23,26,41---45

Nevertheless, this is the first time
that these ideas have been dem-
onstrated through a systematic
review of evidence.

Our review also indicates that
multicomponent interventions
that are developed by and tailored
to the community’s culture, needs,
and circumstances can effectively
increase child safety seat use. How-
ever, we found limited evidence
of sustained change. It is important
to note that limited evidence should
not be interpreted as evidence of
ineffectiveness.

We found limited evidence that
child safety seat laws increased
child safety seat use or reduced
injuries. More research on this
type of intervention is needed.
Child safety seat laws are effective
in the general population,11 but in
Aboriginal communities several
complicating factors have been
reported in the literature: (1) fed-
eral, state, or provincial laws do
not necessarily apply on Aborigi-
nal territories; (2) some commu-
nities depend on state, provincial,
or county police for enforcement
of laws; and (3) in some cases,
tribal police do not have sufficient
resources to enforce child safety
seat use.28,29,38,39

Despite our comprehensive
search strategy, we were not able

to include studies from Australia
or New Zealand. We found 1
document describing an Austra-
lian intervention but excluded this
report because it did not report
outcome measures or statistical
analysis.37 The results presented
in this article should be inter-
preted in light of this limitation.

We found that cultural rele-
vance of studies was generally low.
Overall, the physical and intellec-
tual dimensions were addressed
most often. We acknowledge
that researchers may not have
reported all of their efforts to
make their study culturally rele-
vant because of the need to fit
their document to Western publi-
cation formats. In fact, we found
that the more culturally relevant
a study was, the more likely it
was to be unpublished. This is
concerning because policymakers
who rely on published evidence
are likely to make decisions on
the basis of evidence that lacks a
component that is associated with
evidence quality: cultural rele-
vance. For this reason, we encour-
age researchers to report any
effort to ensure their study is
culturally relevant. Similarly, we
encourage journal editors to re-
quire that manuscripts reporting
Aboriginal research be evaluated
for their cultural relevance as well
as their scientific merit.

A positive effect reported in the
literature was the increased re-
search capacity that results from
having members of the commu-
nity participate in research activi-
ties. Two of the studies, however,
reported some accuracy issues in
observational surveys.28,29 These
issues were explained as the result
of the learning process and should
not discourage other researchers
to involve community members in
research activities.

Observed use of child safety
seats is the preferred method for

evaluating interventions to im-
prove child passenger safety.11

Nevertheless, in Aboriginal re-
search, observational surveys can
be challenging. Because many In-
digenous communities are located in
remote areas with very low traffic,
some studies reported very few
total observations. Consequently,
when conducting observational
surveys, researchers should con-
sider, for example, using longer
time intervals or increased total
duration of the observation phase
of the project.

Finally, and most important,
we acknowledge that our own
Aboriginal approach may fall
short of completely capturing the
complexities of Aboriginal health
and Aboriginal health research.
For this reason, we encourage re-
searchers and practitioners to en-
gage in constant dialogue with com-
munities about how to make their
study more culturally relevant. j
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