
Accidental injuries are often preventable with specific
education programs offering an effective and relatively
inexpensive means of reducing such injury among children.
Interventions promoting bicycle safety typically include
community education, school education, helmet giveaway or
discount sales programs, and legislation requiring bicycle helmet
use. Such programs have been demonstrated to increase the use
of bicycle helmets among children in kindergarten to Grade 6.1-3
Educational programs have also been linked to a reduction in
bicycle-related injuries among 5-14 year-old children.4,5
Translation of such knowledge and behavior into actual

ABSTRACT: Background: Head injury causes substantial morbidity and mortality in children. The
ThinkFirst For Kids (TFFK) program improves knowledge of safe behaviours in kindergarten to Grade
6 students. Methods: This study evaluated the TFFK curriculum for grade 7/8 students. Knowledge
acquisition was assessed quantitatively by an injury prevention test at baseline, at curriculum
completion, and six weeks later. Participant experiences and behaviours were explored qualitatively by
interviews and focus groups. Results: Students (n=204) and teachers (n=6) from four schools
participated in this study. Test scores improved from baseline (26.48±0.17, n=204), to completion
(27.75±0.16, n=176), to six weeks post-completion (28.65±0.13, n=111) (p<0.05). Most students
reported their decision-making and participation in risky behaviors was altered by the curriculum.
Interpretation: The TFFK curriculum may promote education about head injury prevention among
Grade 7/8 students, with a suggestion of long-term knowledge retention. The curriculum was well-
received and may be suitable to reduce risky behavior and injuries in children.

RÉSUMÉ: Évaluation du programme « Pensez d’abord les enfants » pour la prévention des blessures chez les
étudiants de 7e et 8e année. Contexte: Les blessures à la tête sont responsables d’une morbidité et d’une mortalité
importantes chez les enfants. Le programme « Pensez d’abord les enfants » (PAE) améliore la connaissance des
comportements sécuritaires chez les enfants de la maternelle à la 6e année. Méthodes : Le but de l’étude était
d’évaluer le PAE chez les étudiants de 7e et de 8e année. L’acquisition des connaissances a été évaluée
quantitativement au moyen d’un test portant sur la prévention des blessures au début, à la fin du programme et 6
semaines plus tard. Les expériences et les comportements des participants ont été examinés quantitativement par des
entrevues et des groupes de discussion. Résultats : Les étudiants (n = 204) et les professeurs (n = 6) de 4 écoles ont
participé à l’étude. Les scores des tests à la fin du programme (27,75 ± 0,16; n = 176) et 6 semaines plus tard (28,65
±0,13; n = 111) se sont améliorés par rapport aux scores obtenus avant le début de l’enseignement (26,48 ± 0,17; n
= 204 ; p > 0,05). La plupart des étudiants ont rapporté que leur prise de décision et leur participation à des
comportements à risque avait été modifiée par le programme. Interprétation : Selon les résultats de notre étude, le
PAE peut favoriser l’enseignement de la prévention des blessures à la tête chez les étudiants de 7e et 8e année et il
pourrait y avoir persistance des connaissances acquises à long terme. Le cours a été bien accueilli et pourrait être
approprié pour diminuer les comportements à risque et les blessures chez les enfants.
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decreases in injury is ambiguous and challenging to investigate,
but nevertheless numbers of cycling-related head-injury
admissions to hospitals dropping between 1994-1995 and 2003-
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2004, the largest decrease of 64% experienced in the 5-9 year age
range.6

Other interventions that promote a broader message of injury
prevention and are exclusively school-based lead to gains in
knowledge and positive behaviour changes among students in
Grades 1-5.7 The ThinkFirst For Kids (TFFK) program is based
on children understanding the importance of their brain and
spinal cord and the fragility of those structures so that they make
the safe choice to protect themselves from long-term injury. A
curriculum for young students in junior kindergarten through
Grade 6 is based on current applied-learning and behavioural
theories contending that varied messages delivered over time
will increase understanding and knowledge retention, resulting
in sustained learned behaviour.8 Research on the ThinkFirst for
Kids program showed that students in Grades 1, 2, and 3 lack
basic knowledge regarding safety and in selecting against high-
risk injury behaviours.9,10 A focused curriculum resulted in
increased knowledge about the prevention of traumatic nervous
system injury, with greatest score improvement among lower
socioeconomic status schools,10 alongside decreases in self-
reported, high-risk behaviours.11 Similar knowledge transfer
results were seen with such intervention for Grade 6 and 7
students, although those evaluations included self-report
questionnaire instead of specific summative evaluation, and no
evaluation was performed to evaluate long-term knowledge
retention.12

Other successful interventions include school visits, parental
involvement, teacher awareness and use of prevention strategies,
school and community attributes, child behaviours, peer
relationships, and supervision.13 Successful curricula include
videos and group sessions that incorporate multiple interactive
learning tools to develop knowledge and decision-making
skills.13,14 In 2002 the ThinkFirst Foundation of Canada
developed a unit of study aimed at students in Grades 7 and 8
incorporating many of the above elements. The effectiveness of
this curriculum on students’ knowledge, decision-making skills,
and behaviours remains unclear.

The objective of this work was to test the effectiveness of
ThinkFirst For Kids at increasing specific knowledge regarding
brain and spinal cord injury and injury prevention among
students in Grades 7 and 8. This will extend on previous work in
the field by also evaluating retention and persistence of the
learned knowledge with a second post-intervention test
administered in a delayed fashion. The secondary goal was to
evaluate the experiences of teachers in Grades 7 and 8, via
questionnaire, in implementing this program.

METHODS
TFFK curriculum

The ThinkFirst For Kids curriculum for students in Grades 7
and 8 contains six modules complying with the Ontario
Provincial Health and Physical Education requirements on
healthy living, growth and development, personal safety and
injury prevention, substance use and abuse, risk assessment, and
stress and conflict management. This curriculum, termed
“Navigators” and typically administered over six weeks,
instructs on risky behaviours; the brain and spinal cord; the
effects of hazardous substances, actions, and venues; dangerous

situations, decision-making, and stress management; and
independent research. This pilot study used a mixed methods
approach design that incorporated both quantitative and
qualitative evaluations of the program.

Teacher and Student Recruitment
Teachers and students were recruited from a board of

education in Ontario through interaction at a monthly principals
meeting. Four schools were included in this work, and teachers
agreeing to participate in this program were then contacted to
administer the ThinkFirst for Kids curriculum. Students were
asked to complete pre-intervention and, depending on
curriculum timing, one or two post-intervention tests of brain
and spinal cord injury knowledge. Parental consent was required
for student participation in curriculum instruction and testing.
Compensation to teachers was in the form of a bookstore giftcard
and to students in the form of cinema tickets.

Quantitative
A non-identifying, self-report questionnaire was used to

obtain information about student demographics and measure
general knowledge of the topics covered in the curriculum
document. The questionnaire was pilot-tested on a class of Grade
7 students, and revisions to the items and the wording of the
directions were made. Demographic items on the questionnaire
included data about grade, gender, age, previous instruction
about brain and spinal cord injuries, and acquaintances with
people with such injuries. Specific knowledge questions were in
a true/false format (Appendix A), simulating situations where
quick decisions might be required. Nineteen of the 30 questions
were based on material that the students were expected to have
learned either through instruction in previous grades, parental
instruction, or media. The remaining 11 items were based on new
topics introduced in the program. A sample question was “Brain
cells can grow back if they are damaged.” Scores on this 30–item
true/false test were compared before (Form A), after (Form B),
and six weeks following the curriculum (Form C). This
permitted evaluation of prior knowledge, immediate impact of
instruction, and longer-term retention of information. All forms
contained the same demographic questions in the same sequence,
with knowledge testing questions same in content but different in
sequence. The number of correct answers on each test was
recorded out of 30, with two schools administering the pre-test
and two post-tests and two schools only administering the pre-
test and one post-test.

Qualitative
Following administration of the knowledge questionnaires,

teachers and students were then also interviewed when timing
and availability permitted. Further information about the
practicalities of curriculum instruction were obtained from
audio-taped teacher interviews of all involved teachers
(Appendix B), with a sample question being “Which lessons
seemed to go well?Why?” Focus group discussion with students
also helped determine attitudes towards the curriculum and
behaviours after receiving the instruction with only two schools
able to participate (Appendix B), with a sample question being
“When a group of your friends wants to do an activity that you
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think may not be safe, what do you do?” These groups consisted
of 8 and 12 students each, lasting approximately 30 minutes, and
audio-taped.

Data Analysis
Each test questionnaire was graded as the absolute number of

correct responses out of 30 questions, with individual school and
overall scores reported by mean and standard deviation. Two-
factor analysis of variance (ANOVA) with post-hoc Dunn’s
analysis was utilized to determine the effects of school and
timing of evaluation on student questionnaire scores.
Assessment of an interaction effect between these two factors
will provide insight into whether certain schools or populations
of students are more likely to benefit or not from this mechanism
of instruction.

Further evaluation involved examining the proportion of
students who were able to achieve scores of at least 27 out of 30
(90%) correct responses. Differences in this categorical variable
by timing of evaluation were tested by χ2 analysis. Eleven of the
30 administered questions were assessed as reflecting
curriculum-specific knowledge for which the students were
specifically instructed. These questions were subjected to further
analysis involving two-factor ANOVA with post-hoc Dunn’s
analysis to test for the differences in accrual and retention of
information by school and by test timing. Response
heterogeneity was tested by timing of evaluation using the
Brown-Forsythe test to understand if disparity of knowledge
among students before learning the curriculum was decreased
after the teaching. Statistical analyses were performed at the 0.05
level of significance.

Qualitative responses were grouped according to question,
with data coded into broad categories and further organized into
sub-categories. A sample category was hands-on activities and
one of its sub-categories was the signal and letter code
activity.15,16When coding, significant text was highlighted, notes
were taken, and comments were written in the margins of the
transcripts. Interpretations were made using inductive
reasoning.17,18 The trustworthiness indicators used in this study
were credibility and confirmability. Credibility was established
by having the participants review interview transcripts to ensure
accuracy.19 A confirmability audit was tested by ensuring that
interview findings emerging from coding could be traced back to
the database.20

RESULTS
Quantitative

Scored questionnaires were obtained from 204 students at all
four schools before intervention, from 176 students at all four
schools early after intervention, and 111 students at two schools
late after intervention. Scores are summarized in the Table,
illustrating mean and standard error for questionnaire responses
stratified by school and timing of evaluation. Significant
differences in pre-intervention scores were noted both among
schools (Figure 1, ANOVA, p < 0.01) and for a given school
based on timing of evaluation (Dunn’s test, α = 0.05). The
knowledge gain seems durable over short and long terms, with
average improvement among the four schools of 1.1 ± 0.3 correct
responses (3.6 ± 1.0%) on evaluation early after teaching, with

further gain of 0.58 ± 0.13 correct responses (1.9 ± 0.4%) on late
evaluation (Figure 2, ANOVA, p < 0.01). There was no
interaction effect for school and timing (ANOVA, p = 0.69)
suggesting that the positive effect of the instructional curriculum
was maintained across different venues.

Significant heterogeneity was noted in score variance at
different time points (Brown-Forsythe, p < 0.01). The mean
absolute difference from the median before teaching was
1.82/30, dropping to 1.49/30 early after the instruction and
0.99/30 late after the instruction, suggesting that knowledge
about head injury and outcomes is both increased and made more
consistent among students by the curriculum.

Baseline knowledge about this subject is prevalent among
Grade 7 and Grade 8 students, with a preponderance of high
scores among all test sessions. Prior to instruction, 60% of
respondents achieved scores of at least 27 of 30 correct
responses. At early and late evaluations after the intervention,
79%, and 90% achieved such high scores, reflecting again that
while there is some knowledge of students achieving at least 27
of 30 responses correct before, early after, and late after the
intervention (Figure 3).

The 11 questions that tested curriculum-specific information
revealed dichotomous results. Among five questions for which
more than 90% of students scored correctly in the pre-instruction
evaluation, non-significant trends toward improved scoring were
observed in early and late post-instruction evaluation (ANOVA,
α = 0.05). Conversely, among all six questions for which fewer
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Figure 1: Questionnaire scores stratified by school and timing of test,
illustrated as mean ± s.e.m. Significant intervention effects were noted
with progressively higher scores from before administration of the
curriculum to early and late post-intervention evaluations (ANOVA, p <
0.01). While score differences were also observed between schools
(ANOVA, p < 0.01), no interaction effect occurred suggesting
widespread and equivalent benefit of the intervention across the four
schools (ANOVA, p = 0.69).
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than 90% of students scored correctly in the pre-instruction
evaluation, improvement in scoring was observed in five
questions at post-instruction evaluations with retention of that
knowledge among those administered the late post-instruction
evaluation (ANOVA, α = 0.05).

The impact of the intervention on decision making and
behaviour was reported by students who were administered
Form C. Of these 111 students, 70% reported that their decision
making had changed when confronted with situations involving
risky behaviours and 71% indicated that their behaviours had
changed.

Qualitative
Teachers

Teachers unanimously reported the ThinkFirst for Kids
curriculum to be effective in conveying information to students
about brain and spinal cord injuries with lessons that were
convenient to use. While all were able to complete the instructive
Lessons 1 through 5, the personal research Lesson 6 was only
filled by one teacher due to time constraints in the other schools.
Nevertheless, all teachers planned to use the curriculum with
future students, with positive comments including “There are
good activities that I will be taking out and using again.” Two
teachers also reported that students had proclaimed themselves
to be more aware of the severity of the long-term outcomes of
acting without thinking. One criticism was that certain
questionnaire items may have had answers that were obvious,
though follow-up comments included that the purpose of the test
was to assess if students understood the fundamentals about
brain and spinal cord injuries and personal safety.

Students
Many students knew someone who had sustained a brain or

spinal cord injury from skiing, diving, snowboarding, or
jumping. This knowledge of injury severity was self-reported to
affect the perception of the instructed curriculum, although many
still felt that the video component helped further increase
understanding of the long-term outcomes of risky activities. Of

further surprise to many students included the absolute numbers
of people suffering brain and spinal cord injury on an annual
basis, with typical comments including those numbers to be “a
lot bigger than I would have thought.” Other effective strategies
included hands-on and creative activities such as composing rap
songs, with little expressed enthusiasm for worksheets. Focus
groups comments included: “We’re not made of steel. We can
break so easily.”

Despite instruction on brain and spinal cord injuries, students
inconsistently reported following bike safety rules. Only one
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Figure 2: Overall questionnaire scores stratified by timing of test,
illustrated as mean ± s.e.m.. A significant effect of test timing is observed
(ANOVA, p < 0.01) from pre-intervention to both early and late post-
intervention, suggesting both retention and perhaps further
consolidation of the instruction over time (Dunn’s α = 0.05).

Scores are stratified by school and test timing, pre-intervention (A) and early (B) and late (C) post-
intervention. Scores are presented as mean ± s.e.m., with the number of responses stated in parentheses. *
significantly greater than Test A, ** significantly greater than Test B, at the 0.05 level of significance.

School # Test A Test B Test C

1 26.0 ± 0.4 (45) 27.2 ± 0.3 (45) N/A

2 26.3 ± 0.2 (121) 27.8 ± 0.2 (98) 28.5 ± 0.2 (87)

3 27.9 ± 0.3 (24) 28.7 ± 0.3 (21) 29.2 ± 0.2 (24)

4 27.0 ± 0.4 (14) 27.8 ± 0.4 (12) N/A

Overall 26.48 ± 0.17 (204) 27.75 ± 0.16 * (176) 28.65 ± 0.13 *,** (111)

Table: Student questionnaire scores stratified by school and timing of evaluation
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student knew hand signals, only wearing a helmet for longer
distances and on busy streets. By contrast, when asked how they
would react when a friend asked them to engage in a dangerous
behaviour, many students stated that they would decline with an
assertive response as taught in Lesson 5, such as “No, but you go
ahead.” These statements are examples of an assertive response
to peer pressure that was learned in Lesson 5. Passive responses
to peer pressure included stalling decision to participate when in
a group, with decisions to let friends go first and assess the
outcomes. It is unclear whether these strategies for managing
peer pressure were now or previously learned, but they were
actively reinforced as appropriate through class discussions.

DISCUSSION
These results clearly support previous work stating students

were able to retain basic information on safety,14 presumably
accumulated over the years through repeated didactic and
informal exposure in youth. Further results of this work show
that new information on brain and spinal cord injuries was
retained immediately after exposure to the intervention, which
supports the results of previous research.9,12 This study extends
previous work by also demonstrating the longer term knowledge
retention by providing a second post-intervention test in a
delayed fashion. Indeed, the apparent increase in knowledge
between the first and second post-intervention evaluations is
unexpected. There are many possible reasons for this observation
that include intellectual stimulation of the children to seek
further knowledge after the curriculum and testing was

completed, consolidation of knowledge by continued discussion
among peer groups, or that only two schools completed the
second test and that students at those two may have
outperformed their peers. The latter possibility is supported by
the significant heterogeneity of pre-intervention scores between
the different schools. It is possible that students’ personal
connection with people who had brain and spinal cord injury, the
emotional impact of the video, and the hands-on activities may
have contributed to students’ attending to the instruction, even
though they knew the tests would not affect any of their grades.13

An assumption of any such intervention is that adolescents
will take measures to protect themselves upon learning of long-
term negative outcomes. However, such knowledge does not
always influence behaviour with students revealing in the focus
group inconsistent bicycle helmet use despite knowledge of the
health implications and legislated requirements in Ontario. Berg
and Westerling21 posit a strong association between parental
involvement and helmet use attitudes, with influence decreasing
among older children. Nevertheless, this work suggests that in
addition to retaining the instructed knowledge, students’
understanding of risky decisions had matured. They are
presumably better able to assess risk of long-term harm and act
more cautiously, although the nature of the change is unclear.
From our work, however, one must thus be cautious that this
increase in knowledge may not translate into altered behavior,
with other social and economic forces applied by both families
and peers also having substantial influence on child activity and
decision-making. Further study is required, often occurring after
widespread educational intervention or legislation, to evaluate
any ultimately protective effect against incidence and severity of
head injury.

Teachers generally found the curriculum document
convenient to use and remained committed to instructing
students on the prevention of brain and spinal cord injuries. It
was also shown that the TFFK lessons may be used as a stand-
alone package or may be taught as part of the Grade 8 science
curriculum. Additionally, the lessons may be taught over several
months or in a short period of time without affecting students’
knowledge retention.

There are two barriers to moving forward from pilot to more
widespread curriculum assessment. Recruitment of schools was
difficult, and only four school principals elected to participate in
the work. Further, students may not be again tested from the
same board of education, with most of the schools, regardless of
participation in this work, have begun implementing this
curriculum. This may be addressed by recruiting schools from
alternate boards in the same city or expanding the scope to the
provincial level. The teachers may not have the time to
implement this curriculum, with the requisite pre-test,
instruction, and sequential post-tests. This may be addressed by
recruiting in the spring and having all schools initiate the process
with students early in the next academic year.

Limitations
A limitation of this questionnaire is the preponderance of high

scores among all test sessions, with 60%, 79%, and 90% of
students achieving at least 27 of 30 responses correct before,
early after, and late after the intervention. Clustering of results
near the maximum attainable score suggests a ceiling effect that
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Figure 3: Fraction of all students who score at least 90% on the
questionnaire (minimum 27 of 30 correct responses), stratified by timing
of test. A significant intervention effect was noted with 60% of students
achieving such a score before the head injury curriculum was taught, and
79% and 90% achieving such a score early and late after the teaching
(χ2 test, p < 0.01).
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underestimates the actual potential intervention effect under
conditions where little knowledge exists prior to instruction of
the curriculum. Such effects may inflate Type I error by
decreasing post-test score variability, but also to inflate Type II
error by limiting the extent of observed effect. At this point, the
clinical significance of improving the score performance by only
several points remains in question. The ceiling effect may mask
the actual potential of such curricula, with future questionnaire
development planned to include sufficiently challenging
evaluations so robust intervention effects may be tested and
hopefully observed. The specific test questions, while not
formally validated, reflected information contained within the
TFFK Navigators curriculum that was taught to the students.
Further, the qualitative interview questions pertained to
understanding both student and teacher experiences with head
injury prior to the educational intervention, and then also the
ease with which this curriculum was integrated into the
classroom.

This ceiling effect was further exemplified when subanalysis
was performed on the curriculum-specific questions, with
improved scoring observed for all questions in which few
students scored correctly at the pre-instruction evaluation, but no
observed effect among those questions in which more than 90%
of student scored correctly at the pre-instruction evaluation.
While a limitation of the questionnaire, such findings reflect that
administration of such a curriculum does lead to accrual and
retention of knowledge with which the students were unfamiliar
to begin with.

Lastly, all four schools in this study represented a local
sampling of Grade 7 and 8 classrooms from a single school
board. The generalizability of the results is hence uncertain,
alongside any conclusion about the utility of this intervention for
improving knowledge and altering behaviour across a broad
socioeconomic range. Further investigation into such curricula at
this and other grade levels would benefit from a larger sample of
schools spanning broader range of socioeconomic environments.

In conclusion, unintentional injury among children represents
a public health concern in Canada with heavy burden on the
healthcare system. The majority of these injuries are preventable
with intervention programs offering an effective and inexpensive
means to diminish the number of head injuries in children. The
ThinkFirst For Kids Navigator’s curriculum, developed for the
Grade 7 and 8 students, was evaluated in four schools in Ottawa
and found to be effective using both quantitative and qualitative
outcomes. Administration of the Navigator’s program not only
increased knowledge, but this knowledge was retained and
associated with self-reported changes in student attitudes and
behaviours towards injury prevention. The translation of such
knowledge into protective behaviour and reduced incidence of
head injury remains an exciting opportunity to extend this work.
The study identified that most students have knowledge about
injury prevention but are not necessarily applying this
knowledge when confronted with risk taking situations.
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APPENDIX A
ThinkFirst For Kids, Grades 7 and 8 Form A

Part 1
Directions: Either circle the correct response or fill in the

blank with the correct answer.
1. What is your grade? Grade 7 Grade 8
2. What is your gender? Female Male
3. What is your age? _______ years
4. Have you been taught in another grade about safety?

Yes No
5. If yes, in which grade(s) did you learn about safety?

__________________
6. Have you or someone else you know had a brain or spinal

cord injury? (Brain injury includes a concussion, which is an
injury to the brain as a result of being hit in the head, shaken,
or spun around.) Yes No

Part 2
1. Most accidents can be prevented.

T F
2. Brain injury may result in permanent problems with speech,

vision, behaviour, and how the brain works.
T F

3. When in a car, seat belts only have to be worn on longer
trips.
T F

4. When biking, always wear a bicycle helmet that is approved
by the CSA (Canadian Standards Association) and fits
properly.
T F

5. Cyclists do not have to obey all traffic laws for vehicles (stop
at stop signs and lights; obey all traffic signs and signals).
T F

6. A bicycle is the right size when the rider can touch both feet
on the ground.
T F

7. A helmet and other protective gear should be worn when
roller-blading, playing hockey, snowboarding, or when
playing other sports.
T F

8. There is no need to check the depth of the water before
diving in for the first time. If you can’t see the bottom, it
must be all right.
T F

9. There is no need to wear a personal flotation device
(sometimes called a PFD) while in a boat and close to the
shore.
T F
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10. Children under 12 can safely sit in the front seat of a car.
T F

11. A person should refuse to drive with someone who has used
alcohol or drugs.
T F

12. As long as the bus driver is visible, it is all right to cross in
front of a bus.
T F

13. On playgrounds, a person should stay clear of moving
swings, seesaws, and children swinging on monkey bars.
T F

14. A person should always look both ways before crossing the
street.
T F

15. If a child or adolescent finds a weapon, he or she should
stop, not touch it, leave the area, and call an adult.
T F

16. Young children can safely use latex balloons without
supervision.
T F

17. When holding a young baby, support its head.
T F

18. If there are no cars coming, it is safe to toboggan onto a
street.
T F

19. When just beginning a new job, a person should do
whatever the boss says.
T F

20. A person needs to know the difference between a smart risk
and a stupid risk.
T F

21. It is alright to give a baby just a little shake to make it stop
crying.
T F

22. The major parts of the brain are the cerebrum, the
cerebellum, and the brain stem.
T F

23. Brain damage can occur in 4 minutes without oxygen.
T F

24. Damaged nerve cells in the spinal cord can grow back.
T F

25. If the spinal cord is injured, a person could have pain, loss
of movement of the arms and legs, or die.
T F

26. Messages are sent between brain cells through
neurotransmitters.
T F

27. Inhaling hazardous chemicals will not damage brain cells.
T F

28. A person’s skull is about 2 mm thick.
T F

29. Brain cells can grow back if they are damaged.
T F

30. A result of a poor decision could be a brain or spinal cord
injury.
T F

Part 3
We would like to know about your ideas on this questionnaire.

1. Were the questions easy to understand?
Yes No

2. If you answered “No”, what was hard to understand?
3. Were you taught the topics covered in this questionnaire?

Yes No
Part 4

If you would like to be in the group interview so that you may
discuss your attitudes and experiences in choosing or not
choosing to do risky activities, please complete the section
below.
Name: _____________________________________________
Your E-mail address: __________________________________

APPENDIX B
PART 1

ThinkFirst For Kids, Teacher Individual Interview
1. For how many years have you been a teacher?
2. For how many years have you taught Gr. 7/Gr. 8?
3. Have you taught a safety and injury prevention unit before?
4. Have you used the ThinkFirst materials before?
5. Did you teach all of the lessons in the unit?
6. If not, which lessons did you omit? Why?
7. Which lessons seemed to go well? Why?
8. Which lessons did not seem to go well? Why not?
9. What suggestions for improvement of the content, materials,

or teaching approaches do you have?
10. Do you know someone who has had a brain or spinal cord

injury? What type of injury was it and describe the recovery
process. Was there any permanent damage?

11. If yes, did this experience affected the way you taught this
unit? If yes, how?

12. Before teaching the unit did you follow the safety rules
discussed in the lessons?

13. After teaching the unit do you follow the safety rules?
14. If yes, which rules did you start following?
15. Why were you not following them before?
16. Do you make safety a priority in your classroom? How do

you do this?
17. Is safety a priority for this school? How is this done?
18. After teaching this unit, have any of the students told you

about any incidents where they used the information learned
in the lessons? If yes, describe the incident(s)

PART 2
ThinkFirst For Kids, Student Focus Group
1. Do you know anyone who has a brain or spinal cord injury?
2. If yes, tell me about it. What permanent injuries did the

person have?
3. Did knowing this person affect how seriously you took the

information presented in this unit? If so, how did it affect
you?

4. What rules or information had the most impact on you?
Why?
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5. Do you always follow the safety rules? (helmet use, obey
traffic laws when riding a bicycle)

6. If no, why not?
7. When a group of your friends wants to do an activity that

you think may not be safe, what do you do?
8. Tell me about an incident when you had to make a decision

about doing something that you did not think was safe.
9. Have you ever told someone not to do something because it

wasn’t safe?
10. Tell me about that incident.
11. Did the person do the act? If yes, why do you think he or she

did it?
12. Does the information about brain and spinal cord injuries

affect the decisions you make? If not, why not?
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